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ABSTRACT
To provide quality patient care, health professionals must be able to effectively
communicate interpersonally and in team environments. While a lack of commu-
nication and conflict negotiation skills certainly can create obstacles to patient
care, the organizational structures in which health professionals do their work also
can obstruct communication or make it more difficult. Structurational divergence
theory helps identify and explain the negative communication cycles that result
when individuals must fulfill obligations from multiple competing systems, each
with its own social rules.

The structure of health care delivery systems also can result in structurational
divergence, as health care workers must often navigate the space between their
clinician priorities of improved patient health and the corporate priorities of greater
efficiency and profit. This divergence creates tension for the clinician that can lead
to burnout andmoral injury, especially when the clinician feels forced to act outside
the patient’s best interests.

Individual efforts to address moral injury are less likely to be successful than
collective group action. However, medical education can take steps to prepare
students with the knowledge and tools necessary to navigate competing role
demands, systemic obstacles, and ethical dilemmas to ensure quality patient care.

WHAT IS STRUCTURATIONAL DIVERGENCE?
Structurational divergence (SD) theory helps identify and
explain the negative communication cycles that result 1when
individuals feel “compelled to simultaneously fulfill obliga-
tions from multiple systems of social rules, each normatively
sanctioned by its own structure.”2 In the health care set-
ting, professionals must be able to effectively communicate
interpersonally and in team environments to provide quality
patient care. This communication involves sharing a mutual
understanding of clinician roles as well as the goals and prior-
ities of their work. An individual’s lack of communication and
conflict negotiation skills can create obstacles to patient care,
but the organizational structures inwhich health professionals
do theirwork also can obstruct communication ormake itmore
difficult.

In health care, the official or de facto structures that exist
and the work that management expects from clinicians are
often different from, or even in conflict with, what clini-
cians identify as most important to their role. In the health
professions, SD has been studied most often in hospital-
based nurses, 1–4 exploring the communication among nurses
trying tomanage this divergence. Other studies have examined

how SD affects other health care workers such as physicians,
clinical technicians, and physical therapists.5 As the land-
scape of medicine changes, physicians are moving from being
predominantly self-employed6 to being employees of large
hospitals or health corporations.7 This shift creates new ways
forSD toemergeas clinicians’divergent interpretationsof their
individual roles and the meaning of being patient-centered
conflict with their need to work within structures that may not
be as patient-centered as they would like.

HOW STRUCTURATIONAL DIVERGENCE
CONTRIBUTES TOMORAL INJURY
One component of SD between individual and structural expec-
tations is the idea that care must be sped up. Speed is seen
as increased efficiency and generally is viewed favorably by
managementboth in thehospital,where cliniciansareexpected
to provide care for more patients, and in the outpatient
setting, where they are expected to see more patients more
quickly. However, health care is not manufacturing, in which
the goal is often to increase production. Health professionals
are managing people and their health and illness, a complex
and multidimensional endeavor that cannot be accurately

1

mailto: jfreeman3@gmail.com
https://doi.org/10.22454/FamMed.2025.602498


Family Medicine, Volume 57, Issue 8 (2025): 1–4

understood by a single measure, such as the speed of an
assembly line. A manager may see an RN making a patient
bed as wasting time doing a task that should be assigned to
a lower-level staff member, but the RN may find that the
interaction provides valuable insight that helps with patient
assessment and treatment. Applying concepts from industrial
manufacturing (eg, scientific management or Taylorism)8

to the health professions can result in negative impacts on
people’s health. Focusing solely on efficiency can limit the
communication between clinicians and between clinicians and
patients that is imperative to understanding patients and their
health decisions.

Clinicians also are experiencing greater demands on their
time from paperwork and other administrative tasks, such
as navigating insurance questions and charting in the elec-
tronic medical record. These tasks are time consuming and
can infringe on time spent with patients, as well as often
require extra time to complete after hours. While health care
professionals tend to put their primary emphasis on caring
for their patients, a study of nurses 3 emphasized how other
requirements put in place by administrators can compromise
their ability to provide care. These tasks can lead to dissatis-
faction with the job because much of their time is spent doing
activities they do not see as improving patient health. This
dissatisfaction contributes a type of burnout created by “high
caseloads and patient acuity, long hours, interfacing with the
electronic health record, and an inefficient practice system.”9

While SD is related to burnout4 and burnout has been
a focus of health care research for more than a decade,
more recently moral distress and moral injury have been
proposed as more accurate descriptions of the SD problem
clinicians face. Moral distress is said to occur when a person’s
integrity is compromised because they feel unable to act
on their moral judgments. 10,11 Moral injury, however, moves
beyond judgments to actions. Moral injury describes “the
challenge of simultaneously knowing what care patients need
but beingunable to provide it due to constraints that are beyond
our control.” 12 SD describes the organizational tensions that
lead to poor communication, diminished patient interactions,
moral distress, and often, moral injury.

Opportunities for SD, and subsequently moral injury,
increase as health care becomes more corporatized, 10 with
top-level decisions about health caremanagement beingmade
by those who are removed from, and perhaps not primarily
concerned about, patient outcomes. The corporatization of
health care, a concern since the 1980s, encourages market-
like behavior, 13 which creates divergence between patient
care and corporate financial interest. 14 An administrative
focus on metrics also creates friction among clinicians due
to increased, and sometimes uneven, workloads.9 This focus
leaves clinicians to navigate a situation in which their personal
ethics and patient care goals may be at odds with those of
the executive whose job is to ensure the financial success of
the organization, as well as their clinician colleagues who are
working to meet administratively determinedmetrics for care.

The SD experienced by health care professionals is unlikely
to diminish soon. Despite a call for more physician leadership
in hospital C-suites, 15 these positions often are occupied by
business professionals who lack experience providing health
care. Private equity companies are concernedwithprofit,which
may put them in direct conflict with efforts to provide the best
patient care, such aswhen facilities are closed to improve profit
despite the harm the closure causes patients and communities.
Because health care corporatization can create structures that
prioritize outcomes that diverge from clinicians’ patient care
goals, clinicians are likely to increasingly experience moral
injury.

The corporatization of health care also impacts medical
education. Gupta et al 16 explained that India’s shift to com-
mercial over ethical medical education has led to a greater
focus on profit margins than on the social and humanitarian
aspects of medicine. Educators have an ethical responsibility
to help students identify and manage the SD factors that can
lead to moral injury. This involves ensuring that students
and residents understand the evolving structure of the health
care delivery system and how it can impact patient care,
specifically for low-income patients. 17 This responsibility also
means making students and residents aware of the ethical
dilemmas they may face as clinicians. This concern is an
extension of the one expressed by former New England Journal
of Medicine editor Arnold Relman that while clinicians may
accept financial assistance from corporations and corporations
often provide continuing education opportunities, these acts
can blur the ethics of medicine and hamper clinician profes-
sionalism. 18 Medical educators must be aware of the impact
that corporatization has on professionalism and of what it
means to ethically and empathically practice medicine. 19–21

The involvement of corporations withmedical education likely
will only strengthen, because they see themselves as innovators
and wish to train the future health care workforce. Educators
have a responsibility to ensure that students and residents
receive balanced, high-quality education.

WHAT CANWE DO ABOUT IT?
While it is well understood that both systemic and individual-
level factors lead to moral injury, interventions typically are
focused on developing personal resilience. However, by focus-
ing on individual-level strategies for managing moral injury,
we “risk putting misplaced and undue burden on the individ-
ual”while failing to solve theactual problems that lead tomoral
injury. 10

One way of addressing moral injury is to engage in open
discussion during preclinical education about how SD is expe-
rienced, including the ways in which conflicts about clinician
roles and values arise. While students must know about the
appropriate management of people and diseases, they also
must realize the obstacles they may face in providing high-
quality patient care, including those created by organizational
policies. Theymust understand the ethical dilemmas that exist
in health care settings resulting from the tension created by
attempting to meet both corporate and patient-care goals
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and be equipped with ways to navigate those paradoxes. On
an individual level, understanding that these dilemmas exist
encourages students to ask questions about workplace culture,
role responsibility, and clinician autonomy, which can help
them choose where they will work. This knowledge can help
clinicians develop internal alliances that can navigate the cor-
porate hierarchy and oversee the development of partnership
agreements and corporate alliances.

Residency provides an opportune time for integrating this
information into medical education. Patient care discussions
during hospital rounds or in the outpatient clinic can help
learners identify instances of SD, such as when a treatment
or management that would be beneficial for the patient is
blocked by institutional practices. Explorations of SD can be
the topic of student didactic sessions or resident support
groups as well. The traditional Balint group, for example, uses
a case presentation to stimulate discussion of feelings and
concerns that arise within the clinician-patient interaction
(eg, countertransference) that are not part of the direct clin-
ical management decision-making.22 This approach can be
modified, while still based on the case-presentation model, to
explore the reactions and feelings engendered by the structural
obstacles clinicians face in providing high-quality patient care.
Civaner et al, for instance, suggested that case presentations
can be used to introduce students to the relationship between
health policies and ethical dilemmas, such as to examine the
social and economic effects of cost-effectiveness policies.20

Another way of remedying SD between clinicians and an
increasingly corporatized health care industry would, almost
by definition, require structural change. This remedy could
include creating universal health coverage, banning for-profit
health care organizations, and making stricter (and enforced)
standards for community benefit from nonprofits. These solu-
tions already exist in many other countries. Students, resi-
dents, and faculty, as well as practicing clinicians, can collabo-
ratewith professional organizations to advocate for these goals
as well. An example of this collaboration is the partnership
between the Robert Wood Johnson Foundation (RWJF) and
the advocacy group Physicians for a National Health Program
(PNHP). RWJF is funding a study conducted by PNHP to
examine physician moral injury, which may help identify its
prevalence.23

While individual-level and small group interventions can
help to mitigate or manage moral injury, effecting structural
change is more difficult. Incremental change is much more
likely to be successful when people work together, which has
led to increasing calls for residents, fellows, and nurses to
join forces to unionize in an effort to maintain autonomy
and ensure quality patient care.24,25 Collective actions can
be taken by non-union professional organizations as well
(eg, AmericanMedical Association, specialty societies, student
and resident associations). Many organizations (eg, American
Academy of Family Physicians) have working groups aimed at
creating changes to structures that invite moral distress and
moral injury. The National Academy ofMedicine has developed

programs to address issues of well-being. The National Plan
for Health Workforce Well-Being lists addressing compliance,
regulatory, and policy barriers for daily work as one of its
seven goals,25while the Action Collaborative on ClinicianWell-
Being and Resilience lists three goals around reducing clinician
burnout and stress, improving challenges to clinician well-
being, and caring for the clinician.26 Educators can encourage
learners to get involved with these societies, associations, and
collaboratives.27

Thecorporatizationofmedicine is changing the landscapes
of both clinician work and medical education. Medicine is
more commonly being viewed as a business,28 and medical
schools are accused of increasingly selling “economic stability,
professional status, and success,” at the expense of character
and critical thinking skills.29 The corporatization of medicine
has its benefits. Indeed, corporations play a role in innovations
that can improve patient health; however, a focus on metrics
and innovation can impact the clinician-patient relationship
and erode clinician ethics and professionalism. This tension
creates SD, as clinicians are primarily concerned with helping
patients, regardless of the systems in which they provide care.
As educators,wemustprepareour studentswith theknowledge
and tools theywill need to ensure quality of care for their future
patients.

Disclaimer: Theopinions andassertions expressedherein are those
of the author(s) and do not necessarily reflect the official policy
or position of the Uniformed Services University of the Health
Sciences, the United States Department of Defense, or theHenryM.
Jackson Foundation for the Advancement ofMilitaryMedicine, Inc.
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