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Abstract

Background Extant studies demonstrate that macro (hierarchical)

and micro (relational) governance initiatives in health-care settings

continue to be developed in isolation rather than interactively.

Government-driven hierarchical governance endeavours that guide

health-care reforms and medical practice are disconnected from

micro-level physician–patient interactions being unable to account

for patient preferences in the macro-level policymaking.

Method/Objective We undertake a review of the recent literature

to couch our argument for a unified governance framework for

bridging the macro–micro divide in medical contexts. Adopting an

interdisciplinary approach to health-care delivery, we maintain

that the (strong) structuration theory provides a fruitful opportu-

nity for narrowing the gap between hierarchical and relational

governance.

Discussion Emphasizing the coexistence of institutional structures

and human agency, the (strong) structuration theory elucidates

how macro and micro governance devices shape each other’s struc-

ture via mutually reinforcing cycles of influence. Micro-level

encounters between patients and physicians give rise to social

structures that constitute the constraining and enabling forces

through which macro-level health-care infrastructures are altered

and reproduced over time. Permitting to illustrate how patients’

agency can effectively emerge from complex networks of clinical

trajectories, the advanced structuration framework for macro–
micro governance integration avoids the extremes of paternalism

and autonomy through a balanced consideration of professional

judgement and patient preferences.

Conclusion/Implications The macro–micro integration of gover-

nance efforts is a critical issue in both high-income states, where

medical institutions attempt to deploy substantial realignment

efforts, and developing nations, which are lagging behind due to

leadership weaknesses and lower levels of governmental invest-

ment. A key priority for regulators is the identification of relevant
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systems to support this holistic governance by providing clinicians

with needed resources for focusing on patient advocacy and

installing enabling mechanisms for incorporating patients’ inputs

in health-care reforms and policymaking.

Introduction

The soaring health-care costs and their meagre

association with clinical outcomes have long

been an issue of concern for professionals, schol-

ars and policymakers.1,2 As medical spending

rises at unsustainable rates while patients’ levels

of satisfaction decline, the pressure to revise

the health-care system became more stringent,

leading to additional policy interventions and

an intensified scholarly discourse on governance

initiatives in health-care settings.3 Governments

are traditionally responsible for designing propi-

tious hierarchical governance infrastructures

for drafting nationwide policies, enhancing

resource-allocation efficiency, containing costs,

and improving patients’ experience with medical

services.4 Yet, recent evidence demonstrates

that heavily relying on hierarchical governance

constitutes a time-consuming and expensive

undertaking, which rarely translates into higher

service effectiveness and quality of care.5 In their

analysis of ten partnerships in Wales, Entwistle

et al.6 found that an overemphasis on hierarchi-

cal governance at the expense of efforts that may

enhance doctor–patient interactions represents a
source of dysfunctionalities in clinical networks.

To secure a positive impact on the national

health-care system, governance endeavours

require a multifaceted strategy of development

along with partnerships among managers, medi-

cal personnel and patients.7–9

According to Bodolica and Spraggon,10 a key

challenge of hierarchical governance constitutes

its detachment from the micro-level realities

surrounding the physician–patient relationship.

While hierarchical governance infrastructures

seek to improve the functioning and efficiency

of medical institutions, they do not account for

patient preferences and other devices for moni-

toring the encounters between caregivers and

receivers. Hierarchical governance refers to

macro-level policy framing and coordination

efforts, which occur through administrative top-

down decision making, resource allocation, and

controlled planning and implementation.4,6

Relational governance is associated with micro-

level mechanisms aiming at facilitating interac-

tions via reciprocity, trust, altruism, solidarity,

and shared norms that are embedded in

patient–physician relationships.11,12

Although the practice of informed consent

represents a step forward allowing patients to

express their views during consultations with

doctors, extant levels of patient participation in

hierarchical governance initiatives remain lim-

ited.13 Moreover, despite the current recogni-

tion of the importance of patient-centredness

for health system effectiveness, recent literature

indicates that this notion is disconnected from

policy and regulation, suggesting that enablers

should exist at both micro- and macro-levels.9

A stronger involvement of service users in the

process of health-care planning represents an

opportunity for enhancing their experience and

satisfaction with received care and promoting a

culture of openness and mutual learning.14,15

Observing that hierarchical and relational gov-

ernance developed in isolation, Bodolica and

Spraggon10 advance the need to integrate these

macro and micro initiatives into a holistic

framework of health-care governance.

Other researchers15–19 also concede that effec-

tive decision making requires active participa-

tion of both professionals and laypeople and

that the responsibility for boosting clinical out-

comes should be shared among system partici-

pants. As patient and community engagement is

a critical element in the establishment of an

integrated governance of care between the

primary and secondary sectors,18 every oppor-

tunity should be sought to encourage patients
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to voice their preferences and get the general

public involved in the policy development.20

Ruger16 proposes an integrative agenda of

shared health governance which relies on

public moral norm (that promotes collective

responsibility for building a fair and accessible

health-care system) and ethical commitment of

governments, institutions and people to pursue

common and individual goods simultaneously

rather than advance the interests of powerful

stakeholders.

In this article, we undertake a review of the

recent literature to continue scholars’ journey

towards a unified governance framework for

bridging the macro–micro divide in medical

contexts.10 When promoting higher rates of

patient involvement, it is crucial to avoid the

narrowly defined consumerist notion of the

patient and advocate the moral duty to exert a

governance role which stems from broader

citizenship values.21,22 Patients are not mere

users–consumers of medical services, they are

also citizens of the state, and their collective

well-being may be enhanced if their voices are

considered in the system design for the benefit

of all parties involved in service exchange.15

Taking an interdisciplinary approach to health-

care delivery, we argue that the theory of

(strong) structuration23,24 provides an opportu-

nity for narrowing the gap between hierarchical

and relational governance. Emphasizing the

non-hierarchical duality of institutional struc-

tures and human agency, the structuration the-

ory permits accounting for power dynamics in

patient–doctor interactions, which are shaped by

medical institutions where they take place.25,26

These interactions give rise to social structures,

which constitute the constraining and enabling

forces through which hierarchical governance

arrangements are altered and reproduced over

time (see Box 1).

We seek to make a contribution by promot-

ing the macro–micro governance integration in

health-care settings, a critical issue as medical

institutions in high-income and developing

countries attempt to deploy substantial realign-

ment efforts, such as lean programmes.7,27

These programmes empower agents to initiate a

system-related change by providing innovative

solutions to problems they face to eliminate

inefficient processes and improve their experi-

ence. As the structuration theory has been

successfully deployed in a variety of disciplines

for modelling the incremental readjustment of

various spheres of activity,26 it may be applied

to medical organizations for bridging the

macro–micro governance divide. The advanced

structuration framework connects human

agency with health-care institutions, which are

composed by individuals’ agentic actions that

cannot be understood outside the institutional

context in which they are embedded. As the

framework also permits illustrating how patients’

preferences and autonomy can effectively emerge

from complex networks of clinical trajectories,

regulators are encouraged to install enabling

mechanisms for incorporating patients’ inputs in

health-care reforms and policymaking.

Box 1 Glossary of structuration theory terms

Term Definition

Human agency Human beings’ capacity to act freely, behave in an unconstrained way and make independent choices.

Structure Socially induced and created arrangements that limit the availability of choices to make and

actions to deploy.

Duality Simultaneous existence of two entities or systems which mutually constitute each other and have

no priority over each other.

Decoupling When two units or systems evolve in different directions or separate from each other with no remaining

linkage between them.

Dialectical

relationship

Relating, through opposing forces, two or more systems which cannot exist independently from

each other.
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Literature review

Macro–micro decoupling in health-care

governance

According to Bodolica and Spraggon,10 a per-

sistent decoupling exists between macro and

micro governance arrangements in health-care

settings. On the one side, there are hierarchi-

cal governance initiatives which include boards

of directors, clinical audit and risk manage-

ment, professional education, peer reviews,

and cost–control mechanisms such as pay-for-

performance, budget and price setting, and

evidence-based practice guidelines.2,28 These

initiatives are enforced by parties which pos-

sess legal power and authority, typically the

government and medical institutions. Inspired

by the principles ensuing from the field of eco-

nomics, macro-level governance devices pursue

the economic rationality through the applica-

tion of top-down business logics to the func-

tioning of health service organizations. The

dominant modes of operation and control are

directed towards the enforcement of account-

ability for scarce resource utilization and

reduction of costs for boosting clinical perfor-

mance and securing efficiency of health-care

institutions.

On the other side, there are relational gover-

nance attributes for monitoring the relationship

between patients and physicians. Grounded in

fundamental assumptions of medical ethics,

these attributes espouse a patient-centred

approach for safeguarding the quality of interac-

tional micro-level processes (e.g. consultations).

Scholars cluster the mechanisms for overseeing

the doctor–patient encounter into trust- and

distrust-based governance devices.29–31 While

the former are associated with patients’ trust in

doctors’ standards of morality, domain-related

knowledge, ethical conduct and clinical exper-

tise, the latter are related to patients’ autonomy,

information empowerment, medical literacy,

self-determination and involvement in decisions

affecting personal health. Acknowledging that

trust and distrust are bipolar constructs that

oscillate between their low and high extremes,

Bodolica29 developed a two-factor theory of

relational governance in medical contexts. A

‘high trust–high distrust’ combination is

required for an optimal governance of doctor–
patient interactions because it permits a simul-

taneous consideration of physicians’ expert

authority and patients’ decisional autonomy.

The observed macro–micro gap thwarts the

incorporation of patients’ views into hierarchi-

cal governance systems. Although the intention

of hierarchical governance is to increase the

quality of care, the priority is still given to

reducing costs and enhancing operational effi-

ciency. Jha and Epstein5 observe that American

hospital boards spend significantly less time on

addressing quality-related issues than their

British peers. Several obstacles, including

inadequate board experience, prohibitive legal

requirements, dearth of resources and deficient

performance-related information, prevent Aus-

tralian boards from getting more involved in

the governance of quality of care.1 According to

Walsh,32 the only way for medical institutions

to override the ever ballooning costs related to

the implementation of governance efforts is by

switching the focus from mere cost containment

and economic efficiency rationales to the

improvement of quality of provided care. Nar-

rowing extant disconnects between hierarchical

and relational governance with a proper consid-

eration of power dynamics among actors are

required for the enhancement of the health

system performance.10,33

Extant literature indicates that health-care

organizations, which put an extreme emphasis

on either hierarchical or relational governance,

tend to be inefficient.12 While the macro-level

governance initiatives related to hierarchal

coordination mechanisms permit to achieve

performance objectives, they do not address

the problems of the micro-level practices which

are linked to relational attributes governing the

doctor–patient interaction.10 When institutional

environments draw heavily on either type of

governance, it becomes difficult to secure an

effective coordination of efforts deployed at

macro- and micro-levels.17 According to Willem

and Gemmel,12 situations of predominance of
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hierarchical governance along with low levels of

relational governance are associated with less

effective health-care networks. The integration

of hierarchical and relational governance in

medical settings may assist in overcoming the

potential inadequacies or dysfunctionalities

associated with the adoption of pure forms of

coordination.6

Many researchers argue that hierarchical and

relational governance mechanisms should be

seen as complementary rather than substitutes in

the establishment of successful health-care orga-

nizations.10,30,31 Analysing multiple exchanges

in a Belgian medical institute, Berb�ee et al.34

discovered that governance efforts deployed

simultaneously at macro- and micro-levels are

mutually strengthening rather than incompati-

ble. Willem and Gemmel12 also found that

hierarchical and relational governance comple-

mented rather than substituted each other in a

joint attempt to enhance the effectiveness of 19

health-care networks. As a balanced combina-

tion of hierarchy and relational governance is

conducive to optimal outcomes, the involvement

of all stakeholders in the policymaking repre-

sents the critical ingredient for securing the sus-

tainability of medical institutions.17,35

Dominance of consumerism rather than

citizenship

We maintain that the current exclusion of

patient voices from hierarchical governance ini-

tiatives may be due to the dominance of con-

sumerist notions of the patient rather than

citizen. Consumerism emerged as a consequence

of rising costs and competition in health-care

markets through the application of economic

tools to make the system more responsive to

patient needs, give buyers more control over

their service purchases, increase transparency,

boost professional accountability and secure

customer loyalty.21,36 Patients influence the pro-

vided medical services by acting as consumers

who are required to make their own judgements

about cost and quality, shop around for the

best quality–price ratio, and choose the most

convenient caregiver for their needs.22,37 Patient

satisfaction became a critical performance indi-

cator of medical institutions that measure clini-

cal outcomes against patient expectations for

gaining a larger customer base. Under the pres-

sure of heightened patient–consumer expecta-

tions, physicians ought to better position

themselves as care providers of choice via posi-

tive word-of-mouth practices and improved

communication flows with their patients.36

Recently, scholars started to warn about the

dangers of applying the ‘consumer’ metaphor to

the patient, particularly in developing countries

where people are more vulnerable and open to

abuse. Rowe and Moodley38 note that the emer-

gence of consumerist models in the health ser-

vice delivery in South Africa leads to the

commodification of health care, generating seri-

ous ethical challenges and legal implications for

the entire system. The authors suggest that the

‘patient–consumer’ trend encourages departure

from professional ethics in favour of the ethics

of the marketplace and alters the physician–
patient relationship, preventing professionals to

exert their fiduciary duty and contributing to

higher levels of medical lawsuits. Doctors might be

encouraged to relax their standards of moral obli-

gation to society and pursue their financial self-

interests, while information-empowered patients

may request inappropriate services or turn to self-

diagnosis and auto-medication.

The consumerist trend in health care follows

the logic of market rationality and a narrowly

defined patient choice rather than broader citi-

zenship values. Yet, patients are not merely

consumers of care, they are also taxpayers, and

as citizens of the state, they have the right to

the provision of health services and a say in the

way how these services should be administered

and deployed.21,22 According to Wait and

Nolte,39 two different perspectives – the con-

sumerist and democratic – underlie today’s

increasing discourse for public involvement in

health policymaking. The consumerist perspec-

tive emphasizes the information asymmetry

among market participants suggesting that buy-

ers’ choice, preferences and satisfaction should

be the drivers of health-care providers’ competi-

tiveness. The democratic view highlights not

ª 2015 John Wiley & Sons Ltd

Health Expectations, 19, pp.790–804

Macro–micro divide in health-care governance, V Bodolica, M Spraggon and G Tofan794



only the right to use public goods but also the

duty of people to fulfil their citizenship obligation

by enhancing public accountability and contrib-

uting to societal well-being. While consumerism

is about patients pursuing their private interests

of obtaining the best medical care, citizenship

is about individuals’ collective responsibility

to participate in the management of health

services.

Consistent with the democratic perspective,

we advocate the active involvement of citizens

whose voices regarding health policy goals

should be heard by policymakers. There are

‘citizens–taxpayers’ who ought to oversee how

medical services are financed, ‘citizens–collective
decision-makers’ concerned with the choice of

services, and ‘citizens–patients’ whose preoccu-

pations refer to securing the provision of opti-

mal services to meet public needs.39 People’s

input could be gathered on priority-setting deci-

sions in the light of budgetary constraints and

health-care delivery aspects to assist in shaping

clinical guidelines. The incorporation of public

opinions into hierarchical governance would

require going beyond consumers’ agency and con-

ceiving patients more holistically as citizens who

have both a moral right to self-determination and

a responsibility to the broader society. If public

involvement in health care is clearly delineated by

investing citizens with proactive rather than reac-

tive roles, we could depart from the top-down

system that governs medical practice towards a

more synergistic approach of monitoring at both

macro- and micro-levels.

Macro–micro integration and the theory of
structuration

An interdisciplinary approach to health-care

governance

Sociologists have long been concerned with how

elements at different levels of analysis interact

and influence each other, calling for the need of

bridging macro and micro domains to place

individuals to the front stage and integrate them

with social structures.25 Recognizing that social

order is built by a plurality of hierarchically

positioned actors competing for power and rely-

ing on the concepts of emergence and contextu-

alism, researchers have been elucidating the

relationship between more or less inclusive phe-

nomena in a cycle of mutual recreation and

reproduction.40 The macro–micro linkage came

to the forefront of management studies for cap-

turing real-life events and producing arguments

of practical relevance to managers. As social

realities are characterized by a complex inter-

play between lower and higher order phenom-

ena, an inclusive contextualization is required

to make sense of these realities.41

Finding that governance scholars have

poorly exploited opportunities for blurring the

macro and micro spheres despite the influential

nature of individual, group and organizational

factors, Dalton and Dalton42 highlight the

promise of conducting multilevel analyses to

better inform practitioners. In a study of board

of directors’ effectiveness in Norway and Italy,

Minichilli et al.43 respond to recent calls of

reducing the macro–micro dissociation in the

corporate governance arena. The authors

found that micro-level elements (e.g. effort

norms, cognitive conflicts and skills’ usage)

and macro-level legal and cultural dimensions

affect the board task performance and that the

national context determines the strength of the

relationship between board micro-processes

and performance outcomes.

Due to the interdisciplinary character of

health-care studies, integrative perspectives

from different disciplines (e.g. sociology) might

be relevant for creating a framework for mutu-

ally reinforcing hierarchical and relational

governance structures. Acknowledging the mul-

tifaceted nature of medical contexts, which

incorporate cultural, ethical, political, eco-

nomic and environmental dimensions, Bem44

posits that social governance should be seen as

an essential pillar of health-care governance.

Relying on human kinship as a guiding ethic,

social governance is defined as a system which

values social equity and a fair access to medical

services, encourages a continuous improvement

of the human condition, and promotes mutual

responsibility for building a healthy society.
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Social governance allows bringing social theo-

ries to the forefront of current debates on

health service delivery permitting to lower the

inherent tensions between financial and clinical

governance.44 We submit that the structuration

approach23 (and its refined strong structuration

version)24 represents such a social theory that

may contribute to the narrowing of the macro–
micro gap in health-care governance.

Tenets of the structuration theory

Giddens23 addresses the debate between two the-

oretical traditions, which possess competing opin-

ions regarding the supremacy of structure or

agency. The structural functionalism approach

exhibits a pronounced macro-level orientation

emphasizing the influence of social structure

(e.g. norms, institutions) on actors’ behaviour.

Conversely, the interpretivist perspective draws

upon naturalistic methods (e.g. interviews,

observations) where meanings are socially con-

structed by human shared understandings of the

reality that surrounds them. Giddens23 inte-

grates key elements from both traditions, posit-

ing that structure and agency are not

independent but rather symmetrical and mutu-

ally constituted in a dialectical relationship

where one cannot exist without the other. Struc-

tures are produced and reproduced by agents’

actions that serve to maintain and modify struc-

tures, while these actions are constrained and

enabled by those structures.

Human beings are purposive and knowledge-

able agents who engage in social activities and

unremittingly create and recreate them.23

Agents’ actions are seen as a ‘continuous flow of

conduct’ rather than isolated behaviours and

understood in the context in which they occur.

Agency implies power or domination in the allo-

cation of resources and refers to the ‘capacity to

make a difference’. Structure is conceived as

rules and resources that exist in the mind of

agents,45 coerce and support action (i.e. social

practices), and are recursively implicated in

social reproduction. For Giddens,23 rules are

not external formalized prescriptions shaping

agents; they occur implicitly in sustained social

practices in which agents participate to enact

structures. Besides drawing on rules to under-

stand situations or know how to act, agents’

actions depend on resources such as allocative

ability (i.e. command on objects) or authorita-

tive ability (i.e. command on people).

Strong structuration theory

Refining the work of Giddens,23 Stones24 intro-

duces the strong structuration theory, which

allows studying the reciprocal interplay between

the micro- and macro-levels while focusing on

the centrality of human agency. Stones24 theory

draws upon the concept of ‘ontology-in-situ’

(i.e. entities and actions exist in their original

place of occurrence)46 and considers human

agents as linked in dynamic networks of posi-

tion practices. Position practices refer to the

interdependent practices and relations of agents

connected within a given context or field.47 The

strong structuration theory emphasizes the

‘quadripartite nature of structuration’ which

includes the following: ‘external structures’ as

conditions of action (i.e. context); ‘internal

structures’ which are present in the mind of the

agent (i.e. knowledge and schemata to interpret

meanings); ‘active agency’ that includes specific

practices enacted by agents in a given context;

and ‘outcomes’ as the result of human agents’

enactments generating variance in external and

internal structures. By considering the idiosyn-

cratic combination of events or circumstances,

the strong structuration theory seeks to move

beyond Giddens23 abstract conceptualizations

towards the empirical exploration of the ‘ontol-

ogy-in-situ’ of particular structures and

agents.47 Table 1 compares the structuration

and strong structuration theories along different

dimensions.

Structuration framework for macro–micro
governance integration

Theory of structuration in health-care settings

As health-care governance needs to embrace

the interrelatedness of hierarchical and
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relational dimensions, drawing upon the the-

ory of structuration is useful due to the dual-

ity and coexistence of institutional structures

and human agency. According to Giddens,23

actors’ interactions give rise to social struc-

tures which constrain and enable human

action to reproduce or modify these struc-

tures. Relying on the interdependence of

micro and macro realms with no a priori

sense of hierarchy, primacy and causality,

Lawler et al.25 employ the theory of structural

social psychology to highlight the importance

of micro-processes for building macro–micro

connections. Macro-level structures provide

the venue for individuals to relate to each

other giving rise to micro-level structures that

provide the framework for future encounters

between individuals, which constitutes the

system through which the macro-structures

change over time.

From a structuration point of view, struc-

tures are both a medium and outcome of

human actions, which they relentlessly organize

and modify. The increasing power of patients

ensuing from their ability to choose the medi-

cal provider and decide their health destiny

(i.e. ‘authoritative and allocative abilities’)

reinforces their position in physician–patient
encounters. This evolving reality results in the

creation of micro-structures of influence, which

take the form of new implicit rules of interac-

tion, affecting governance arrangements at the

macro-level. Consistent with the strong struc-

turation theory,47,48 an important unit of

Table 1 Differences between structuration theory and strong structuration theory

Structuration theory (Giddens23) Strong structuration theory (Stones24)

Conceptualization

of structure

• Structures (e.g. rules, resources,

conventions) exist in human

memory and are enacted through

social practices.

• Structure is both a medium and

outcome of human interactions.

• Three types: signification (rules that

constitute meaning), legitimation

(norms and resources associated with

sanctions) and domination (dynamics

of power).

• Although structures transcend and are external

to the agent, they are casually interconnected to

the internal structures of the human agent.

• Two types of internal structures: ‘general

dispositional’ (agent’s integrated knowledge

mobilized for the execution of a task) and

‘conjuncturally specific’ (agent’s interpretative

schemata of a particular context; meanings’

assessment at a point in time).

Conceptualization

of agency

• Agency is both constrained and enabled

by structures.

• Actors have some level of knowledgeability.

• Social practices are organized and

reproduced across time and space.

• Attribution of predominance to the micro-level

human agency (e.g. physicians, patients).

Structure–agency

interface

• Structure and agency are mutually and

recursively constituted in a dialectical

relationship

• Symmetrical relationship between structure

and agency (no primacy between them)

• ‘Quadripartite’ nature of structuration: ‘external

structures’ (conditions of action), ‘internal

structures’ (how and what individuals know),

‘active agency’ (in which agents draw on their

internal structures) and ‘outcomes’ (in which

external and internal structures are reproduced

or altered).

Ontological

conceptualization

• ‘Ontology-in-general’ of structures and

agents: a too abstract conceptualization

which offers few clues on how to pursue

empirical research.

• ‘Ontology-in-situ’ of particular structures and

agents: the recursive relationship between

structure and agent evolves continuously at the

micro-level; agents are situated in webs of

networked relationships.
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analysis for the macro–micro linkage consti-

tutes the relationship between individuals

involved in medical encounters whose actions

are shaped by social structures in which they

are embedded.

The incorporation of patients’ opinions under

more constitutive hierarchical governance initia-

tives should avoid the structure-relation decou-

pling and the dominance of one dimension over

the other, privileging a continuous alignment

and interaction.49 We argue that the attitudes of

patients (their ‘internal structures’) are affected

by constraining and enabling institutional, orga-

nizational and practice-related forces (‘external

structures’), having important implications for

the functioning of institutions (‘outcomes’).24

The micro-level dynamics of doctor–patient
relationships influence the activities of health-

care organizations whose features shape the

behaviour of actors (their ‘agency’) in medical

settings. According to Priem et al.,50 people’s

understanding of the importance of contextual

variables and judgement concerning their cau-

sality (agents’ ‘internal structures’) can drive the

effectiveness of governance endeavours in

health-care institutions. The norms that have

been established at the macro-level for govern-

ing social exchange at the micro-level could be

negotiated by participants in an exchange trans-

action, as doctors and patients are both self-

constructed and constructed by others (e.g. gov-

ernment and professional associations).

Patients’ interactions with physicians do not

only produce meanings and interpretations of

each other’s roles that are dependent upon social

structures in which these interactions occur, but

also shape the macro-level context that sur-

rounds them affecting the dominant norms of

the medical profession.47

The strong structuration theory46,47 allows

including in the analysis the human agency

related to how people play with power,

knowledge and status relations, judgemental

processes of individuals, and cognitive determi-

nants of their behaviour. The emergence of

alternative governance arrangements that are

considerate of patient voices generates more

complexity in the professional field, which is

mainly ruled by physician discretion and their

‘authoritative and allocative abilities’.23 Draw-

ing upon their ‘internal structures’,47 doctors

can make sense of this complexity by reconsid-

ering their roles and adopting, integrating and

adjusting these alternatives in the exercise of

their clinical practice.51

Patients’ information empowerment, auton-

omy and involvement in decisions concerning

their health come to challenge extant norms,

authority and power relations in the institu-

tional field. Through repeated interactions

with physicians and frequent consultations of

health-related websites, patients are socialized

into their new roles and instructed to the medi-

cal practice affecting its pre-established charac-

teristics.52 This modification of patients’ role

could drive the reconstruction in clinicians’ role

identity by opening opportunities for shared

decision making and joint responsibility for

outcomes. From a structuration standpoint,

the macro–micro integration may thus occur as

the alteration of patient and physician roles at

the micro-level could gradually be diffused at

larger organizational and professional levels

modifying the dominant macro-structures gov-

erning the clinical profession.

Hasselbladh and Bejerot53 show that health-

care governance in Sweden is steadily moving

towards the promotion of the capacity of indi-

vidual patients and collective patient interest

groups to exercise self-monitoring rather than

depend exclusively on clinicians’ knowledge

and expertise. Considering the new ways of

relationship construction in medical markets,

Swedish government seeks to motivate the

patient to act knowledgeably and responsibly.

As participants at different levels engage in

newly created avenues for exchange and action

upon medical products, they interact and adapt

to each other developing new roles and

producing new knowledge. The evolving reali-

ties with new actors and flows of communica-

tion necessitate reframing of medical practice

along with the generation of new modes of

evaluation and systems of control.54 The trans-

formation of health-care governance should

not emphasize the separate responsibility of
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institutions, groups or individuals but rather

focus on their interrelatedness and shared mon-

itoring responsibility.8,9,54

The structuration-induced interdependence

among actors in medical settings determines an

increased inclusion of patients’ demands and

concerns, changing the boundaries of physi-

cians’ work and the nature of health-care

system.49 Under the condition of growing inte-

riorization of control by patients–citizens, the

overseeing of clinical acting and policymaking

ought to evolve from the intraprofessional field

to multiple arenas and interlevel coordina-

tion.47 According to Hasselbladh and Bejerot,53

the medical profession itself has contributed to

the rupture of its monopoly over the ultimate

clinical decision making by integrating new pri-

orities and new forms of expertise. As patients

assume more ownership of their health prob-

lems, their subjective input ought to be taken

into consideration in hierarchical governance

initiatives to improve and rationalize the sys-

tem of health service delivery.55 Over time,

patients who take control of their health des-

tiny could boost the effectiveness of macro-

level structures by reducing health-care costs.

Potential tensions from macro–micro

integration

The proposed macro–micro governance integra-

tion may not be without tensions. Many studies

discuss the important role of both doctors’ sup-

port in achieving successful outcomes in the

delivery of care and their resistance to changes

that might affect their professional indepen-

dence.56,57 Some researchers document how

physicians manoeuvre through governmental

initiatives, taking advantage of emerging oppor-

tunities to fulfil personal interests and failing to

act in their patients’ best interest.58,59 James

et al.60 found that doctors’ private links with

pharmacies generate perverse financial incen-

tives to overprescribe or prescribe high-profit

margin products and induce patients to con-

sume in their pharmacies. The provision of care

is increasingly subjected to market rationality

where the partitioning of resources occurs in

the light of economic principles of profit and

efficiency rather than physicians’ autonomy.

The ‘external structures’ represented by profes-

sional norms may be perceived by clinicians as

containing their behaviour and discretion.61 As

governments impose resource limitations to

make the health-care system more effective,3

physicians may reveal their discontent with gov-

ernmental pressures that reduce their control

over medical acting. Ginsburg et al.56 showed

that doctors do not simply change their behav-

iour but actually oppose the new institutional

expectations when they are perceived as tools

for restraining their freedom and challenging

their sense of identity.

The advocated integration of health-care

governance could create similar disturbances in

the medical practice, as clinicians might feel

threatened in their professional autonomy if

patients become too involved.62 Several schol-

ars argue that the policy of patients’ choice

denies their vulnerability, reasoning limitations

and dependence upon clinicians’ expertise,

inducing patients to develop cognitive illusions,

megalomaniac phantasies and power misappre-

hensions.63,64 Neglecting the dependency–
inadequacy duality, this policy emphasizes the

economic thinking which overrides any sense

of social obligation and citizenship, damages

public trust in health-care institutions and

alters the balance of power in doctor–patient
encounters.55,65

Adopting a psychological approach, Reach66

posits that the exercise of autonomy is put in

jeopardy by factors which affect the therapeutic

decisions of patients, such as their mental states,

emotional predispositions, division of mind,

present- versus future-oriented preferences, igno-

rance and weakness of will. According to Boivin

et al.,54 the concealed dynamics that govern the

relationships between patients and physicians

ought to be considered in the process of critical

deconstruction of the policy of patient choice

and its effective implementation. Although

patient autonomy could be perceived as an

attempt to curb professionals’ power in diagnos-

ing and prescribing treatment, the multifaceted

nature of health-care issues requires a vigorous
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participation of all stakeholders for securing

superior outcomes.55,62 Indirect modes of con-

trol are more expensive, and patient involvement

initiatives are part of making the overseeing of

clinical policy and practice more direct.54

Physicians will be brought to adjust their indi-

vidual reactions to changing circumstances by

reconsidering the importance of their exclusive

access to medical knowledge and the centrality

of autonomy to their professional identity. Con-

sistent with the idea of associating clinical and

market discourses,12 doctors’ subjectivity needs

to be shaped towards new interpretations of

evolving realities and patient-inclusive behav-

iour.67,68 There is a growing recognition of the

importance of patient participation and family

involvement as critical elements of effective medi-

cal service delivery that accounts for individuals’

needs, values, preferences and family circum-

stances.35,69 Person- and family-centred care is

gaining prominence among health-care providers

as it constitutes an innovative approach that

engages patients and their families and promotes

choice and well-being.49

This holistic approach emphasizes the signifi-

cant benefits of involving multiple stakeholders

for patients, caregivers and service providers.49

Analysing four cases of patients, Laurance

et al.69 show that a closer collaboration among

patients, families, medical professionals, health-

care systems and policymakers can help nations

offer more efficient and population-suitable care.

According to Feinberg,35 person- and family-

centred care contributes to the transformation

of health care positioning the person and family

at the core of the care team and incentivizing

clinical and social professionals to act synchro-

nously with shared responsibility for patient care

rather than as autonomous providers with sole

responsibility. This initiative focuses on both

treatment and prevention rather than exclusively

on treatment, relies on best practice guidelines as

principles that define medical practice rather

than standards that constrain doctors’ behav-

iour, and adopts a holistic rather than partial

view of patients’ and their health issues.70,71

The accessibility of medical knowledge to lay

patients dilutes the traditional medical culture,

questioning the physician–patient power rela-

tions and altering factors that govern the sub-

jectivity of actors.72 In the pursuit of their

daily objectives, clinicians start regulating their

activities to gradually align with practices

that are considerate of patients’ needs for self-

determination.35 By reacting to demands placed

on them by patients, doctors act upon their

autonomy redefining the frames of their profes-

sional roles in the light of their subjectivity. As

participants in the newly created realities of

empowered patients, physicians open to new

meanings and interpretations of their roles,

which do not require only technical knowledge

but also skills to communicate with patients

and take their preferences into account.71

In an empirical study of two drug clinics in

Finland, Leppo and Perala73 show that policies

of patient choice do not lead to the erosion of

doctors’ clinical power but rather to the emer-

gence of new forms of expertise and changing

modes of professionalism. Yet, from a structur-

ation viewpoint, the evolution of organiza-

tional realities and professional identity occurs

as part of the broader institutional and social

context where new and old tensions are incor-

porated and coexist.47 As the enactment of

patient preference and agency is dependent

upon the contextual specificities and complex

power relations, our argument for integrative

forms of governance is couched by the (strong)

structuration theory,23,24 which sheds light on

the micro-foundations of macro-level patterns

in health-care settings.

Conclusion

The macro-level institutional norms that guide

clinical practice and micro-level patterns of

behaviour and cognition that shape the reality

surrounding the physician–patient encounter

have developed separately rather than interac-

tively.10 As the fragmentation of hierarchal

and relational governance persists,6 we advo-

cate the integration of these dialectically related

domains through the involvement of patients

and community in health-care decisions and

priority setting.72 This article discusses the
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consumerist reasons of the current exclusion of

patient voices from hierarchical governance ini-

tiatives and elaborates on the moral duty of

patients–citizens to get involved in medical pol-

icymaking. Relying on the (strong) structur-

ation theory which uncovers how macro- and

micro-level devices shape each other’s structure

via mutually reinforcing cycles of influence, we

argue that health-care organizations would

benefit from the incorporation of interactional

processes under institutional infrastructures

which provide the foundation for these interac-

tions.23,24 Adopting a structuration approach

to pursue the macro–micro integration (see

Fig. 1) allows avoiding the extremes of paternal-

ism and autonomy and balancing clinicians’ pro-

fessional judgement and patients’ preferences.

It is not sufficient to have in place macro

governance systems for controlling clinical

effectiveness because the achievement of opti-

mal outcomes hinges upon doctors’ under-

standing of these systems, perception of their

roles in implementing them, and patients’

increasing tendencies for self-determination.49

Consistent with Malone’s74 recommendations

for modern corporations, balancing ‘top-down

control with bottom-up empowerment’ should be

the main emphasis of the advocated linkage

between hierarchical and relational governance

in health-care contexts. The patient has to

become the centre for organizing the relation-

ship with the physician and for delineating new

procedures of internal control and monitoring

of the clinical practice.35,71 The priority for

policymakers should be the identification of

systems that would support this holistic health-

care governance by providing medical profes-

sionals with needed resources for focusing on

patient advocacy and participation.

The macro–micro governance integration may

induce positive consequences at both macro-

(e.g. strengthening of the whole health-care

system) and micro-levels (i.e. heightening of

patients’ rates of engagement and satisfaction).

Patients are users of medical services, and they

are more likely to be satisfied with provided care

when they get more involved in health-related

decisions, such as resource distribution and ser-

vice offerings.10,22 The proposed structuration-

based framework highlights the ability for

macro-level infrastructures to be reproduced in

on-going social actions initiated by clinicians

and patients. Despite a rising recognition that

clinicians can develop viable strategies for

reinforcing the sustainability of medical systems,

policymakers still ought to acknowledge that

health-care reforms can be effectively driven by

patients and install enabling mechanisms for

channelling their contribution towards produc-

tive macro-level outcomes.

The advocated integration of macro and

micro governance endeavours is relevant for

EfficiencyHierarchical governance Economics

Structuration & Strong 
Structuration Theories

MACRO-level (Government, medical 
institutions, healthcare policy making) 

MICRO-level (Daily practices, doctor-
patient interactions, patient autonomy) 

Opportunities for 
achieving macro-
micro governance 

integration 

Ethics Relational governance Quality

Reasons of macro-
micro fragmentation 

and problems of 
integration  

Figure 1 Macro–micro health-care governance integration through the structuration and strong structuration theories.
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policymaking in both wealthy nations and low-

income countries. While in the former nations

systemic improvements and the consideration of

patient preferences in the delivery of care remain

at the forefront of legislators’ agenda,9 gover-

nance initiatives in the latter states are lagging

behind due to leadership weaknesses and lower

levels of governmental investment.8 Yet, high

levels of flexibility and adaptability should be

advocated in the deployment of efforts for bridg-

ing the macro–micro gap in health-care gover-

nance.18 As medical systems in developed and

developing nations face different economic, legal

and cultural realities, citizens–patients of these

countries may be more or less prepared for

enhancing their involvement in health-related

policies and decisions.38 Integration initiatives

should be flexible enough to occur at various

levels of intensity depending on the particular

national context in which they take place.
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