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Abstract

Background: Interventions in which individual older patients with multi-morbidity participate in formulating goals
for their own care are being implemented in several countries. Successful service delivery requires normative
integration by which values and goals for the intervention are shared between actors at macro-, meso- and micro-
levels of health services. However, health services are influenced by multiple and different institutional logics, which
are belief systems guiding actors’ cognitions and practices. This paper examines how distinct institutional logics
materialize in justifications for patient participation within an intervention for patients with multi-morbidity, focusing
on how variations in the institutional logics that prevail at different levels of health services affect vertical normative
integration.

Methods: This qualitative case study of normative integration spans three levels of Norwegian health services. The
macro-level includes a white paper and a guideline which initiated the intervention. The meso-level includes
strategy plans and intervention tools developed locally in four municipalities. Finally, the micro-level includes four
focus group discussions among 24 health professionals and direct observations of ten care-planning meetings
between health professionals and patients. The content analysis draws on seven institutional logics: professional,
market, family, community, religious, state and corporate.

Results: The particular institutional logics that justified patient participation varied between healthcare levels.
Within the macro-level documents, seven logics justified patients’ freedom of choice and individualization of service
delivery. At meso-level, the operationalization of the intervention into tools for clinical practice was dominated by a
state logic valuing equal services for all patients and a medical professional logic in which patient participation
meant deciding how to maintain patients’ physical abilities. At micro-level, these two logics were mixed with a
corporate logic prioritizing cost-efficient service delivery.
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Conclusion: Normative integration is challenging to achieve. The number of institutional logics in play was
reduced downwards through the three levels, and the goals behind the intervention shifted from individualization
to standardization. The study broadens our understanding of the dynamic between institutional logics and of how
multiple sets of norms co-exist and guide action. Knowledge of mechanisms by which normative justifications are
put into practice is important to achieve normative integration of patient participation interventions.

Keywords: Health care reform, Practice guideline, Patient participation, Patient care planning, Institutional logics,
Normative integration, Delivery of health care, integrated, Vertical integration, Multimorbidity

Background
Facing aging populations, Western countries and their
health authorities are looking for new ways to deliver
health services according to patients’ needs. New prac-
tices go under various names, such as ‘integrated care,’
‘integrated service delivery,’ or ‘joint working’ [1]. ‘Inte-
gration’ means combining organizational parts into a
unified, synergistic whole [2]. Actors within the health
system may have different views, interests and objectives
[3]. The goal for patient care is not always shared, either
across care settings or between health professionals and
patients [4–6]. More than 60% of people over 65 have
multi-morbidity, meaning they have two or more
chronic diseases [4]. Patients with multi-morbidity often
have complex health needs and functional decline and
are dependent on long-term health care from several
services [7]. In the past, individual older patients have
been minimally involved in decisions about their care [8,
9]. A paradigm shift within the health system – towards
letting patients’ values, needs and preferences direct
health service delivery – is now required. Goal-oriented
care is designed to engage patients in setting personal
goals and to align care to attain these goals. This prac-
tice is assumed to increase patients’ health and self-
management, improve quality of care and reduce costs
[5, 6, 10–12]. Goal-oriented care is being included as an
intervention within integrated care models and in clin-
ical guidelines [4, 6, 13, 14]. However, in practice, inte-
grated care proves difficult to accomplish [15–17].
Evidence indicates that normative integration ensures

collaborative processes within the health system [2, 18].
Normative integration means that actors have a com-
mon frame of reference and shared values and goals for
service delivery [16, 19]. Values and goals must span the
micro- (professional), meso- (municipal/organizational)
and macro- (national/government) levels of health ser-
vices. Vertical integration through these levels is a con-
dition for implementation and accomplishment of
integrated service delivery [13, 20, 21]. So far, research
shows that normative integration of interventions is neg-
ligible, and research into how normative integration
functions is itself sparse [19–21]. Normative drivers may
facilitate or constrain patient participation, and empirical

studies of how values connect to behavior are called for
[13, 15, 21]. To reduce this knowledge gap, the present
paper investigates normative integration from a novel
perspective, connecting values with actions by focusing
on how actors at different healthcare levels are guided
by particular institutional logics. Institutional logics are
societal belief systems which provide actors with frames
of reference that precondition their sensemaking choices
[22]. The lens of institutional logics is here applied to an
initiative meant to enable goal-oriented care in Norwe-
gian municipal health services.

The institutional logics perspective
This perspective understands individual and
organizational behavior within the societal and institu-
tional context [23]. The viewpoint developed out of a
critique of the ways in which institutional analysis ig-
nored issues of change and the effects of human agency
[24]. Institutional logics considers ‘the socially con-
structed, historical patterns of cultural symbols and ma-
terial practices, assumptions, values and beliefs by which
individuals produce and reproduce their material sub-
sistence, organize time and space, and provide meaning
to their daily activity’ [25] p.51.
Studies have typically examined institutional logics by

using typologies, and one of the most influential typ-
ology is presented by Thornton, Ocasio and Lounsbury
[22, 23, 25]. According to these authors, institutional
logics are embedded in seven societal institutional orders
which, to varying extents, govern actors and fields: the
family, the community, religion, the state, the market,
the profession and the corporation [25]. These orders
highlight the interplay between individuals, organizations
and institutions from macro- to micro-level and vice
versa [25]. The logics they embody establish core princi-
ples according to which actors organize activities and
channel interests. Logics shape action [25], and actors in
turn draw on different institutional logics for meaning
and motive. Actors can manipulate and elaborate differ-
ent logics for their own advantage and to change social
relations [23].
Institutional logics have regulative, normative and

cognitive dimensions. The normative dimension is
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connected to actors’ values and goals [25, 26] and can il-
luminate normative integration between healthcare
levels involved in the patient participation intervention
under consideration in this study. Values are concep-
tions of what is preferred or desirable, and values supply
standards according to which existing structures or be-
havior can be assessed. Norms specify how things should
be done; they define legitimate means of pursuing valued
goals. Institutional logics constitute various justifications
for why goals should be pursued in health services [26],
see Table 1.
While the literature suggests that individuals and orga-

nizations are confronted with diverse normative require-
ments and multiple institutional logics, studies of health
services have typically focused on two to three compet-
ing logics [25, 26]. The professional logic has tradition-
ally dominated research on health services; however,
some studies shift the emphasis toward corporate and
market logics [33, 26]. Health professionals may experi-
ence incompatibility of values between the professional
logic and corporate principles, as business-based models
of health care in which governance structures have been
changed to increase efficiency and ‘do more with less’
[34] and an emphasis on cost-effective treatment and
using the lowest-cost provider compromise patient par-
ticipation [35, 36]. The logics of religion and family are
currently underexplored in relation to health services

[37]. Few studies have examined multiple logics between
levels of health services [38].
When multiple logics are in play, they may facilitate or

constrain action [33, 27]. The constellation of institu-
tional logics describes the relationship among multiple
logics at a given time. If increase in the strength of one
logic does not correspondingly decrease the strength of
another, the constellation is cooperative. In a competi-
tive constellation, increases in the strength of one or sev-
eral logics correspond to a decrease in the strength of
another. Nondominant logics carry less force in guiding
behavior [25, 27]. Few studies have explored how mul-
tiple institutional logics influence health services for
older patients with multi-morbidity. This relates to the
call for research on normative integration, exploring
whether actors share goals and whether cultural norms
support formal protocols [2].

The case: vertical integration of an intervention involving
patient goal setting
The Norwegian case is typical of a paradigm shift seen
in a number of high-income countries over the past dec-
ade toward health policies designed to increase patient
participation and health services which implement inte-
grated care models [4, 13, 14, 39]. The case is a specific
goal-setting intervention, examined through analysis of
the health policy that triggered the intervention, a
clinical guideline, intervention tools and health profes-
sionals’ practices. We do not evaluate the implementa-
tion process; rather, we focus on the justifications
offered for increasing patient participation and the insti-
tutional logics in play in those justifications in order to
understand whether and how vertical normative integra-
tion occurs between health service levels.
The case is based on a health reform for Norwegian

municipalities proposed in the white paper “A full life -
all your life A Quality Reform for Older Persons” [40].
This white paper and an accompanying national guide-
line are key instruments for increasing patient participa-
tion [40, 41]. The target group of the reform is actors
who deliver health services for people over 65 years who
live at home or in institutions [40]. The guideline for
follow-up with patients with multi-morbidity has a simi-
lar objective [41].
The Norwegian state is social democratic and univer-

salist [42]. Services for older people are broadly access-
ible and are primarily financed, organized and delivered
by public entities in the municipalities [43]. These en-
tities include facilities for rehabilitation and long-term
care, which takes place in community hospitals for re-
habilitation, in nursing homes, or in patients’ homes. Pa-
tients can also receive time-limited and intensive
rehabilitation service in their homes.

Table 1 How the basis of norms differs between the seven
institutional logics

Logic

The professional
logic

..entails autonomous judgment based on specialist
knowledge. Norms are professionally developed
and controlled by others in the profession [25, 27].

The corporate
logic

..allows actors to achieve organizational goals
through reproduction and efficiency by gaining
authority over others [28]. Routines and
administrative control of managers determine
norms and procedures [27, 29].

The market logic ..lets consumer preferences, satisfaction and choice
determine norms within the context of a broader
market [25, 27, 30].

The community
logic

..means that group membership gives a sense of
belonging, maintained through reciprocities, trust
and commitment to shared values. This supplies
local norms for organizational practices [25, 31].

The state logic ..involves securing social and political order [32].
The government takes direct responsibility for
health care and determines appropriate quality
standards for care [27]. The basis of norms is
citizenship in a nation [25].

The family logic ..involves fellowship and unconditional loyalty to
family members and their needs [24]. Norms are
related to membership in household [25].

The religious
logic

..emphasizes the importance of faith and
sacredness. The basis of norms is membership
in a congregation [25].
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The intervention entails that when individual patients
are allocated health care services by their municipalities,
health professionals ask each patient ‘What matters to
you?’ to enable patient participation in decisions about
how these services should be delivered [5, 41]. A goal for
care is formulated and documented with the under-
standing that patients and health professionals will work
together towards this goal. This planning of care with
patients occurs either in conversations with one health
professional or during interprofessional meetings. Health
professionals include nurses, auxiliary nurses, physicians,
physiotherapists and occupational therapists. Patients’
goals may relate to reducing symptoms or improving
physical functioning or well-being; goals can also have
social dimensions or be related to life values [6, 41].
Integrated service delivery often takes place in collab-

orative networks spanning levels [21]. This is a form of
collaboration based on social commitment rather than a
formal hierarchy of the kind that might be seen under
traditional top-down governance, based upon legal du-
ties or market-based contracts [44]. Within newer forms
of governance, guidelines are issued from the macro-
level, but each level determines how to carry out its re-
sponsibilities. The white paper and the guideline offer
normative recommendations, which may be adjusted to
local contexts by each municipality [40, 41]. Actors
across levels in Norwegian municipalities can participate
in a national collaborative quality improvement network
for integrated care, in which the intervention is proposed
[45]. The intervention is operationalized at the meso-
level through the development of tools which are then
used by health professionals carrying out the interven-
tion at the micro-level. A dynamic interaction ideally oc-
curs between the policy level and micro-level norms and
behaviors [2]. Actors need a shared vision of why inter-
ventions should be carried out [17]. However, little is
known about how institutional logics influence actors’
justifications for encouraging patient participation. To il-
luminate vertical normative integration within Norwe-
gian municipal health services for older patients with
multi-morbidity, we ask:

1) In what way are normative justifications for patient
participation connected to different institutional
logics?

2) How do the constellations of institutional logics
vary between the macro-, meso-, and micro-levels
of health services?

Methods
Design
A qualitative case study method allows the examination
of the intervention and the institutional logics at work.
This study includes three embedded units of analysis

(macro-, meso- and micro- levels) [25, 46]. The institu-
tional logics perspective is grounded in social construct-
ivism, in which beliefs and norms held by institutional
actors are seen as socially constructed and shared [25].
The case study allowed us to observe these shared
norms within the actors’ context and to triangulate data
to achieve ‘thick’ descriptions [46–48]. Institutional
logics are captured in language, practices and materials
[49]. Thus, to achieve our aims, we combine analysis of
the documents that triggered implementation of the
intervention, focus group discussions and direct observa-
tions of meetings between patients and health profes-
sionals [46, 48, 50]. Figure 1 gives an overview of the
research process. All sources of data were analyzed using
latent content analysis, which seeks the underlying
meaning of the text [51]. We associate this underlying
meaning with relevant institutional logics [25]. In line
with constructivist approaches, descriptions produced in
this study and results obtained are considered to be in-
terpretations influenced by the researchers and their
context [48].

Sample
To investigate normative integration, we selected data
which contained normative statements about patient
participation and covered different actors’ perspectives.
We purposively chose four municipalities which had im-
plemented the intervention and carried it out as de-
scribed in the introduction to this article. These
municipalities participated in a national collaborative
quality improvement network for integrated care [45]
and implemented the intervention 6–12months prior to
our data collection. The municipalities are located in
Western Norway. Two are rural, with 2000–3000 inhabi-
tants each, while two are cities with 40,000 and 70,000
inhabitants.

Documents
Sampling of documents was purposive: We selected all
macro-level documents designed to be used by all levels
of the health system which contained guidance and nor-
mative recommendations for carrying out the interven-
tion. The governmental white paper “A full life - all your
life A Quality Reform for Older Persons” describes how
‘What matters to you?’ should form the basis of service
delivery [40]. Institutional logics tend to materialize in
white papers, which are, among other things, attempts
to govern meanings about what should be done, and
which exemplify the dominant official narratives of their
times [52]. The clinical guideline for follow-up of per-
sons with complex needs is the first Norwegian guideline
describing integrated care for older patients with multi-
morbidity [41].
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At meso-level, municipal strategies for eliciting the
participation of individual patients were extracted from
the municipalities’ web pages. We used search terms
that covered care pathways for older patients with
chronic diseases, patient participation at the individual
level and the phrase ‘What matters to you?’. We in-
cluded all text concerning these matters, which was
amounted to 500–1000 words per municipality. To pro-
tect the anonymity of study participants, we do not refer
to these webpages, as doing so would identify the par-
ticular municipalities. The municipal strategies were in-
cluded to examine whether the intervention was
included in prevailing policy within each municipality.
To capture the institutional logics being applied in local
materials [25], we also considered tools used by health
professionals to enable the intervention, such as care
pathway checklists.

Focus groups
To examine health professionals’ justifications for pa-
tient participation, we arranged one focus group discus-
sion [50] in each municipality, convening health
professionals from multiple sites. One participant with
no health education was included because health educa-
tion is not required for all employees in Norwegian mu-
nicipal health services. Managers or municipal workers
issued invitations, either in person or by email, to 27
health professionals who worked in clinical settings and
had experience with the intervention.

Observations
Ten care-planning meetings in which the intervention
was carried out were observed. Eligible patients had two
or more chronic diseases and a current need for more
health services. The intervention was a component of
municipalities’ integrated care pathways for older pa-
tients with multi-morbidity. The pathway was mainly
used for patients over 80 but could be used for younger

patients in rehabilitation wards. We aimed for a purpos-
ive sample of meetings, representing different kinds of
wards and different stages of the care pathway. Health
professionals recruited patients, and the meetings we ob-
served were planned independently of this study. Pa-
tients in the end of life-phase or with cognitive
impairment were excluded.

Data collection
Documents
In August 2019, we retrieved the national guideline [41],
the white paper [40] and the municipal strategies for
health services from the internet. We thoroughly read
the white paper “A full life - all your life A Quality Re-
form for Older Persons” [40]. Then, we extracted the
chapters describing patient participation: Chapter 1
(‘Goals and target group’), Chapter 7 (‘Health care’) and
Chapter 8 (‘Coherence’). From the guideline [41], ap-
proximately 20 of 63 pages were excluded because they
referred to younger patients or other organizational
work tasks. The meso-level care pathway checklists and
tools developed for health professionals who carried out
the intervention were identified by, and collected from,
health professionals in each municipality from October
2018 to December 2019.

Focus groups
The focus group discussions [50] occurred from Septem-
ber 2018 to February 2019. Each of the four groups con-
sisted of 5–7 participants. They took place without
interruption in meeting rooms at participants’ work-
places. A semi-structured interview guide prompted
health professionals to describe and discuss goal-setting
situations they had experienced in care planning with
older patients with multi-morbidity. The interview guide
was developed by the first author to elicit information
about health professionals’ patient participation prac-
tices, that is, what they had done in specific situations.

Fig. 1 Overview of the research process and sources of data
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