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Introduction

Every product has a gap between the person who first encounters it and the person that product is
capable of helping them become. In most categories, that gap is modest. In healthcare, it is
significant. The emotional distance between someone who opens Harley for the first time and
someone who, ninety days later, feels genuinely in control of their own health is not a minor usability
concern. It is the central design challenge. This document exists to map that distance with precision,
so that every subsequent design decision can be made with a clear understanding of what it needs
to accomplish and for whom.

That distance is not a problem to be solved and moved past. It is where emotional design does its
most consequential work. The gap between anxiety and agency, between confusion and clarity,
between feeling alone in a health concern and knowing exactly what to do about it, represents the
full scope of what a well-designed experience can achieve. Getting someone from one side to the
other is not a matter of adding features or improving information architecture, though both play a
role. It is a matter of understanding, with genuine specificity, how people feel at each stage and what
they need from the product at that exact moment.

Everything in this document surfaced directly from workshops and conversations between the
Meditech team and We Are Affective. The emotional states described here are not hypothetical, they
are not user personas built from demographic data, and they are not assumptions dressed up as
insight. They are what emerged when the right questions were asked of the people who know this
product and its users best. That matters because it means the gap this document describes is real
and closeable, and the opportunity it represents is already within reach.

Where Users Start

People are feeling nervous, worried, frustrated, helpless, unsure, confused, and urgent about
needing attention that the NHS is not providing.

The person who opens Harley for the first time is not a casual browser. They are someone who has
been waiting too long, who has a health concern they cannot set aside, and who has made a
deliberate and slightly uncomfortable decision to look outside the system they have always relied on.
That combination of urgency and unfamiliarity creates a particular emotional charge. The anxiety is
not just about the health concern itself. It is about the step they are taking to address it. Whether
private care is legitimate, whether it compromises anything, whether they can afford it, whether they
are doing the right thing; these questions are running alongside the practical ones, often louder.

What the current experience does not yet do is acknowledge any of this before asking something in
return. The onboarding moves toward data collection and sign-up before it has done the
foundational work of making someone feel understood. For most products, that efficiency is
unremarkable. For a product operating in this emotional register, it reads as indifference. The user is
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already working hard just to be here. An experience that adds to that effort, rather than reducing it, is
asking them to trust something that has not yet given them a reason to.

People are thinking "Will | be ok?", "Can | trust these doctors?", "Can they help me?", "Can | afford
this?", "How does this all work?", "How can | make sure I've picked the right doctor?", "Should | be
venturing outside the NHS?", "Will this affect any future NHS treatment | might need?"

These are not the questions of disengaged people. They are the questions of people who are
genuinely trying to make a good decision under pressure, with incomplete information and a real
stake in getting it right. The Aspiration Gap exercise surfaced this internal dialogue directly, and it is
worth sitting with what it reveals. Every question points toward something the experience could
answer, and does not yet. Questions about cost point to the need for visible, upfront pricing.
Questions about doctor legitimacy point to the need for trust markers that feel real rather than
generic. Questions about process point to the need for a product that explains itself before it
requests anything.

Taken together, they describe someone who is ready to move forward but has not yet been given the
means to do so. The task is not to silence those questions, but to answer them, one by one, in the
right order, before asking anything in return.

Where Users Should End

Users need to feel reassured, informed, heard and listened to, calmer, educated, in control,
proactive, and settled in their choice to seek care outside the NHS.

The destination described above is not aspirational in the abstract sense. It is specific, and it is
achievable, because the workshop process was clear about what actually produces it. When the
experience works, something real shifts. A person who arrived carrying uncertainty about whether
private care was right for them, whether the doctors were trustworthy, whether they were even
capable of navigating this, leaves feeling like someone who sorted it. That transformation is not
triggered by a better interface or a cleaner booking flow in isolation. It happens because the product
met them where they were, answered the questions they had not yet typed out loud, and guided
them toward a decision they could feel good about. The shift is from passive and anxious to active
and settled. From someone the system is ignoring to someone who took control. That is what the
experience needs to produce, and the evidence from the Day One / Day 90 exercise shows it is
already within reach for users who make it through.

By Day 90, the person who arrived feeling alone and uncertain knows exactly where to go when
something comes up. They are not hoping the system will eventually take them seriously. They are
someone the system works for, and they know it.

The end beliefs, in users' own words are "l can do this, | can handle this", "l have control over my
situation", "I know where to find help and resources", "I'm not on my own", "Faster access to health
is worth paying for if you are able to", "l showed up for myself and sorted it."
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What matters about these statements is where the subject sits. Every one of them is about the
person who said it, not about the product they used to get there. That is not a subtle distinction. A
user who leaves thinking "that app was great" has had a satisfying transaction. A user who leaves
thinking "I can handle this" has had an experience that changed something in how they see
themselves. The Aspiration Gap exercise and the Funeral Speech both pointed toward the same
thing: the lasting legacy of a well-designed Harley experience is not brand loyalty in the conventional
sense. It is a shift in how someone relates to their own healthcare. They stop waiting. They stop
deferring. They stop feeling like a passive recipient of whatever the system eventually offers them.

These beliefs are not marketing statements, and they should never be treated as such. They cannot
be claimed, only earned. The product earns them by doing specific things in a specific sequence:
recognising the situation before requesting anything, guiding toward a decision rather than
presenting every option, confirming the booking in a way that feels human and real. When those
things happen in the right order, the beliefs follow. When they do not, no amount of warm copy or
reassuring colour palette will produce them.

The Gap

Mapping the gap dimension by dimension matters because it prevents the work from collapsing into
generality. Each dimension represents a specific emotional distance the experience has to travel, and
each one has a different design implication. Understanding where a user starts and where they need
to end, across each axis, is what turns "we should reduce anxiety" from a sentiment into a brief.

Where users start Where users should end

Dimension

Trust Sceptical of an unfamiliar private platform, Confident the product is legitimate, the
uncertain about doctor credibility and data doctors are qualified, and their information
security is in safe hands

Direction Dropped into an unfiltered list with no signal Guided clearly toward a relevant next step,
about where to go or what to do next with no moment of wondering what the

product expects of them

Emotional Carrying health anxiety into an experience Feeling met by the product, understood in

safety that has not yet acknowledged it their specific situation, and no longer alone

with the decision

Agency Passive and uncertain, waiting for a system Active and settled, someone who sorted it,
to notice them, unsure whether they are who knows where to go when something
capable of navigating this comes up

Clarity about = Unsure whether private care is affordable, Seeing cost upfront, on the doctor card,

cost with pricing absent or hidden until after before any decision is made, with nothing

commitment

ambiguous left to discover

© We Are Affective Ltd 2026. All rights reserved. Private and Confidential.
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Dimension Where users start Where users should end
Confidence in Anxious about picking the wrong specialist, Trusting that the product has already
choice unsure how to evaluate options without filtered for relevance, and that what they
clinical knowledge are seeing is matched to their situation
Identity Someone the NHS has made feel like a Someone who showed up for
number, passive and low-priority themselves, who took control of their
own health, and who the system now
works for
Relationship Uncertain whether going outside the NHS is Clear that private care is a credible,
with private care  legitimate, whether it compromises future quality option, and settled in the choice

care, whether it is really for people like them they made to pursue it

The Three Critical Moments

The gap does not close gradually. It does not accumulate across a smooth arc of improving
experience. It closes, or fails to close, at specific moments where the emotional stakes are highest
and the product either meets the user or it doesn't. These moments are not evenly distributed across
the journey. They are concentrated at the points where the user is most uncertain, most vulnerable to
leaving, and most open to being genuinely helped. Get these moments right and the rest of the
experience has room to breathe. Miss them and no amount of good design downstream recovers the
ground lost.

Moment 1: The first recognition

Before a user reads a doctor's name, before they see a price, before they tap a single CTA, they are
asking one quiet question: does this product understand what brought me here? Not in a general
sense. Specifically. They are not looking for a welcome message or a feature overview. They are
looking for evidence that the product already knows something true about their situation, that it was
built for someone in exactly this position, and that it is going to treat that with the seriousness it
deserves.

The Aspiration Gap exercise named this the critical first moment: "when they feel they are guided by
a managed product. It doesn't feel like a directory. They tell it the issues and it will guide them down
the correct path." That sentence contains the entire brief for the early experience. The distinction
between a directory and a guided product is not a UX distinction. It is an emotional one. A directory
asks you to know what you need and find it yourself. A guided product takes what you share and
does something visible with it. When a user who is nervous, confused, and carrying a health concern
they cannot set aside sees the product reflect their situation back to them accurately, something
shifts. They are no longer alone with the decision. The Heartbreak Scale recorded trust at level 1 and
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This moment has to happen before anything else can work. A user who does not feel recognised in
the first thirty seconds of the experience is already in the process of leaving, even if they haven't
tapped the back button yet. The product needs to earn the right to ask for data, to suggest a doctor,
to initiate a booking flow. It earns that right here, by demonstrating that it was built for this person in
this situation, rather than for a generic healthcare consumer who happens to be nearby.

Moment 2: The shift from overwhelm to direction

The Heartbreak Scale named it as the single most consequential failure in the current experience: the
user completes onboarding and is dropped into a large, unfiltered list of doctors with no indication
that anything they shared has influenced what they are now seeing. This is the moment where the
gap either starts to close or becomes permanent. Not because the list is too long, but because the
message it sends is the wrong one. After a user has shared something personal about their health
concern, an undifferentiated directory communicates, however unintentionally, that the product was
not really listening.

The Day One / Day 90 exercise described one of the reasons most users never reach the ninety-day
state: "not feeling in control." Control is not a product feature. It is a feeling that has to be produced
by the experience at this specific juncture. The Design Principles Builder was precise about what that
requires: guide toward the right choice, do not present all choices. A user who arrives anxious and
uncertain does not feel freed by a large set of options. They feel the weight of each one. Three
doctors who match, are available today, and take their insurance does more to generate forward
motion than thirty doctors presented without context. The Moment Test identified "choosing to take
any action at all" as one of the five hardest moments in the product, because "taking action makes it
real and it can be easier and less intimidating to bury your head in the sand." Every piece of
unreduced choice adds to the activation energy required to move forward.

The shift this moment needs to create is from passive to directed. The user should arrive at their first
doctor view feeling that the product has already done meaningful work on their behalf. Not that it has
made the decision for them, but that it has narrowed the field intelligently, using what they shared, so
that the choices in front of them are choices they can actually make. That feeling of being guided,
rather than handed a search bar, is what turns a frustrated user who might leave into someone who
books.

Moment 3: The confirmation that makes it real

The most strategically important moment in the entire experience is not in the onboarding. It is not
on the home screen. It is the moment after a first booking is made. This is where the product has the
opportunity to do something that no prior screen can accomplish: prove, with specificity, that it has
delivered on what it promised. And it is also where the product is most likely to squander what it has
just earned.

The Design Principles Builder described what this moment should feel like: "You're booked with Dr
Patel. Tuesday 14:00. 12 Harley Street." Not a reference number. Not a generic confirmation screen.
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A human statement of what just happened, to whom, when, and where. The difference matters
because this is the moment the user transitions from someone who was considering whether to trust
the product to someone who has acted on that trust. What the product says at this exact point
determines whether that action feels like a real and solid thing, or like a transaction that might not
stick.

The Day One / Day 90 exercise was clear that most users never reach ninety days, and the reasons
given included "fear of leaving the NHS, concern about the qualifications of the doctors, not feeling
in control." Those concerns do not dissolve at the point of booking. They surface again in the hours
and days that follow. The confirmation moment, and the reminder and preparation communications
that follow it, are where the product has its best opportunity to address them directly. Telling the user
what to bring, what the doctor already knows about them, how long the appointment will take; these
are not administrative details. They are evidence that the product is still holding the user's hand,
even after the booking is done. The Heartbreak Scale identified "more positive reinforcement of
actions taken" as a missed opportunity for delight. The first booking confirmation is the single
highest-leverage location for that reinforcement in the entire product.

What this moment creates, when it works, is the shift from someone who completed a transaction to
someone who sorted it. That is the belief the Aspiration Gap exercise named as the destination: "I
can do this, | can handle this." That belief cannot be stated, only produced. And it is produced here,
by a product that responds to a real, personal action with something that feels equally real and
personal in return. Everything prior to this moment is preparation. This is where the experience either

becomes something a user wants to come back to, or something they used once.

Emerging Themes

There is a sequence problem at the heart of the current experience, and it runs deeper than
onboarding friction. The product asks users to give something before it has given anything in return.
Personal data, sign-up commitment, healthcare information; these are not small requests in any
context. In a health context, for a user who arrived uncertain whether this product was even
legitimate, they are significant acts of trust. The Aspiration Gap exercise captured the internal
dialogue of that user with precision: "Can | trust these doctors? Can they help me? How does this all
work?" These are questions that are running before a single form field has been presented. The
experience does not yet answer them. It moves past them.

This matters because trust in healthcare is not incremental in the way it is in, say, a retail product. It
does not build quietly in the background while the user gets on with completing tasks. It has to be
established first, or the tasks feel like risks. Every request for information that arrives before the
product has demonstrated that it understands the situation reads as an overreach. Not necessarily a
dishonest one, but a premature one. And premature requests do not just create drop-off at the
specific field where they appear. They create a background anxiety that colours everything that
follows. The Heartbreak Scale scored trust at level 1 and identified impersonal onboarding and a lack
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of early education as direct contributors. The design direction is not complicated: the experience
needs to demonstrate understanding before it requests anything. Reassure first. Explain before
asking. Earn the right to the data by showing, plainly and early, that the product already knows
something true about why this person is here.

The solution direction is not to remove necessary data collection, but to reorder the sequence. What
feels invasive in the first thirty seconds of an experience can feel entirely natural once a user believes
the product is genuinely trying to help them. The question is not whether to ask. It is when.

Guidance is promised by the concept and absent from the execution.

The most strategically coherent thing about Harley as a product idea is that it is not a directory. It is a
guide. That distinction was articulated clearly across multiple workshop exercises and it is the right
one. A directory asks you to know what you need and find it yourself. A guide takes what you share
and does something visible with it. The concept is sound. The current experience does not yet
deliver it, and the gap between the two is where most of the emotional damage occurs.

The Heartbreak Scale named the single most consequential failure point: the user completes
onboarding and is dropped into a large, unfiltered list of doctors with no indication that anything they
shared has influenced what they are now seeing. This is not a home screen design problem. It is a
trust problem. A user who has shared something personal about their health concern and then
encounters an undifferentiated directory receives one clear message, however unintentional: the
product was not really listening. The Design Principles Builder was direct about the psychological
stakes here. Presenting all choices to a person who is already anxious and already uncertain does
not feel empowering. It feels like being handed the problem back. The Moment Test identified
“choosing to take any action at all" as one of the five hardest moments in the product, because
taking action makes the situation real. Unreduced choice adds to the activation energy required to
move forward, at exactly the moment the experience should be reducing it.

The direction is clear. The home screen should surface a small number of matched, available,
relevant options, not a full directory. The search experience should ask one question before it opens
to filters. Every point where a user has to evaluate should feel like it has already been partially done
on their behalf. The gap between where the concept points and where the execution currently lands
is real, but it is a build problem, not a belief problem. The team already knows what the guided

experience should feel like. The work is making the product feel that way too.
Anxiety is a design material that the experience is not yet using.

Every person who opens Harley arrives with some version of the same emotional charge: urgency
about a health concern, frustration with a system that has not taken it seriously, and uncertainty
about whether this product will be any different. That anxiety is not a problem to be designed
around. It is the primary design material. The question is not how to pretend it is not there. It is how
to acknowledge it, move through it, and gradually replace it with something more useful.
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The Heartbreak Scale scored anxiety at level 5 and identified specific triggers: alarmist colours, a
lack of clarity, no early product education, no clear next steps after onboarding, too much
information with no guidance on selection. None of these are accidental. They are the default outputs
of an experience built for efficiency rather than emotional calibration. When a product in a high-
anxiety context optimises for completion speed before it optimises for felt confidence, the result is an
experience that technically works but emotionally fails. Users who are slightly on edge become more
on edge. Users who were ready to commit stall. The Day One / Day 90 exercise described the user
on Day 1 as willing to "do anything to relieve the worry and anxiety they are currently sitting with."
That is an enormous amount of motivation. The experience needs to honour it rather than add to its
weight.

The design direction here is not about softening or over-reassuring. It is about calibration. Short
sentences that land. Low-density screens that do not compete for attention. Explanations that arrive
before requests. A colour palette and visual register that feels calm rather than urgent. Smaller wins
acknowledged along the way rather than large tasks presented all at once. The Heartbreak Scale
noted that the final onboarding screen already produces a moment of satisfaction and forward
momentum. The rest of the experience needs to produce that feeling far earlier, and far more
consistently, across every screen that currently creates hesitation.

The product does not yet look like what it is.

There is a gap between the brand this product should be and the brand the current designs
communicate. The Heartbreak Scale described it precisely: "dated design, use of alarmist colours,
the overly complex layouts contrasting with the overly simplified onboarding, no personality, it feels
like a templated shell." The Read It Aloud exercise found the existing copy reads as "salesy" and
"condescending." These are not aesthetic criticisms. They are trust signals, because visual and
verbal language operate before rational evaluation begins. A user who feels vaguely alarmed or
talked at by the first screen is already working against the product before they have seen a single
doctor listing.

The Dinner Party exercise produced a clear character for this brand: someone who arrived punctual,
speaks carefully, gravitates toward the person who needs them most, listens before offering
anything, and leaves when they are no longer needed. Understated. Reliable. Quietly confident
without announcing it. The Voice Sort exercise was equally clear about what belongs here: direct,

specific, human, actionable language. Words like "sorted," "ready," "available today," "your doctor."
And what does not: optimise, leverage, solutions, empower, world-class, anything that sounds like a
pitch rather than a person. The Read It Aloud exercise confirmed that the rhythm matters too. Short
sentences move people. Longer ones reassure them. The rule held across every piece of copy

tested.

The gap between the brand as described and the brand as currently expressed is closeable, and
closing it does not require starting from scratch. It requires making deliberate choices about colour,
type, density, and copy that consistently signal the same thing: a product that is calm, credible, and
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genuinely on the side of the person using it. When the visual and verbal register aligns with the
emotional intelligence the product is trying to demonstrate, the experience becomes coherent in a

way that no single feature can achieve on its own.

Root Causes

The gap between where users start and where they need to end is not caused by a flawed product or
a weak underlying proposition. It is caused by how the experience is currently delivered, specifically
by a small number of structural decisions that work against the emotional needs of the people using
it.

1. The experience requests trust before it has earned it.

Onboarding moves directly toward data collection and sign-up before the product has done anything
to demonstrate that it understands why someone is here. In most categories, that sequence is
unremarkable. In a health context, where the user is already uncertain whether this product is
legitimate and already asking whether they can afford to trust it with personal information, it reads as
an overreach. The Heartbreak Scale identified impersonal onboarding and the absence of early
education as direct contributors to a trust score of 1. The fix is not to remove the data collection. It is
to reorder the sequence so that explanation and recognition come first, and requests follow only
once the product has shown it is genuinely trying to help.

2. The guided experience is promised by the concept but absent from the execution.

The distinction between a directory and a guided product was named across multiple workshop
exercises as the central idea behind Harley. A directory asks you to know what you need and find it
yourself. A guided product takes what you share and does something visible with it. The current
experience does not yet deliver the second of those. The Heartbreak Scale identified the single most
consequential failure point as the moment a user completes onboarding and is dropped into a large,
unfiltered list of doctors with no signal that anything they shared has influenced what they are now
seeing. That moment communicates, however unintentionally, that the product was not listening. The
Design Principles Builder was precise about what is required instead: guide toward the right choice,
do not present all choices.

3. Anxiety is being added to rather than reduced.

The Heartbreak Scale scored anxiety at level 5 and named specific structural causes: no clear next
steps after onboarding, no guidance on selection, too much information presented without curation,
and a visual register that carries alarmist undertones. These are not cosmetic issues. They are the
outputs of an experience designed for task completion rather than emotional calibration. When a
product operating in a high-anxiety context optimises for efficiency before it optimises for felt
confidence, users who arrive on the edge become more anxious, not less. The Design Principles
Builder named the governing principle clearly: every screen must reduce anxiety, not add to it. The
experience does not yet apply that principle consistently.
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4. The product does not yet signal what it actually is.

Before a user reads a doctor's name or taps a CTA, they are making an assessment based on what
they see and hear. The Heartbreak Scale described the current designs as carrying dated visual
credibility, a lack of personality, and a templated quality that undermines confidence before the
product has had a chance to demonstrate its value. The Read It Aloud exercise found existing copy
reading as salesy and condescending. These are structural trust signals, and they operate before
rational evaluation begins. A product that feels uncertain about its own identity communicates that
uncertainty directly to the person using it.

Each of these failures is structural, each is specific, and each is solvable. Taken together, they form
the design brief for the work ahead.
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