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Abstract
Background

Value-based healthcare (VBHC) frameworks, including the High-Value Health System (HVHS) model,
emphasise structural components such as digital infrastructures, outcome measurement, and integrated
care pathways. However, empirical evidence suggests that these components do not consistently
translate into improved performance. This study addresses this gap by examining how system
components are enacted in practice.

Methods

A theory-building design was employed, combining conceptual synthesis with empirical grounding in
previously published studies of decentralised healthcare governance and hybrid management. An
abductive analytical approach was used to integrate insights from decision space theory, organisational
theory, and VBHC frameworks.

Results

The analysis resulted in a conceptual framework identifying dependent autonomy as the central
mechanism linking system design to practice. HYHS components were found to operate indirectly
through organisational systems, which function as dual mechanisms that both enable and constrain
managerial action. Dependent autonomy, defined as the extent to which managerial autonomy is
contingent upon organisational systems, determines the effective enactment of coordination and patient
flows. Variation in VBHC outcomes is thus explained by differences in how organisational systems
shape decision space.

Conclusions

This study reframes healthcare transformation as a problem of organisational enactment rather than
system design. By introducing dependent autonomy, it extends decision space theory and integrates it
with organisational and VBHC perspectives. The findings highlight that the effectiveness of healthcare
reforms depends on the organisational conditions that make system components actionable, offering a
theoretically grounded explanation for variability in implementation outcomes.

Introduction

Healthcare systems globally are undergoing extensive transformation efforts aimed at improving quality,
efficiency, and patient-centred outcomes [1-3]. Among the most influential approaches is value-based
healthcare (VBHC), which seeks to align clinical practice, organisational structures, and financial
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incentives around the creation of patient value [4-6]. Central to VBHC is the assumption that integrated
care pathways, outcome measurement systems, cost transparency, and coordinated provider networks
will collectively enable more effective and efficient healthcare delivery [7-10].

Frameworks such as the High-Value Health System (HVHS) model articulate this ambition by identifying
a set of interdependent system components, including digital data systems, analytics, cost and outcome
measurement, benchmarking, integrated care pathways, value-based payment models, procurement
strategies, and provider network integration [11-13]. The Harvard HVHS model further specifies ten
mutually reinforcing components and emphasises that these form a system-wide innovation ecosystem
necessary for achieving value at scale [11]. These components are conceptualised as forming an
innovation ecosystem that supports continuous improvement and strategic transformation in healthcare
systems [12, 14]. Together, they represent a comprehensive model for achieving value-based care at
scale [4, 11].

Despite the conceptual clarity of such frameworks, empirical evidence on VBHC implementation remains
mixed [15-17]. While some organisations report improvements in outcomes and efficiency, others
experience increased administrative burden, organisational complexity, and limited impact on patient
value [18]. These inconsistencies suggest that the presence of system components alone does not
ensure effective transformation [16, 19]. Rather, the mechanisms through which these components
translate into practice are not yet fully understood [15, 20].

Existing research has largely focused on structural and technical dimensions of VBHC, including
measurement systems, financial models, and care pathway redesign [4, 7, 21]. The HVHS framework
demonstrate that enabling conditions are constituted by interdependent system components and
broader institutional factors such as leadership, and innovation capacity. However, these components
are unevenly developed across health systems and critically determine the ability to scale value-based
initiatives and achieve system-level transformation [11]. Less attention has been directed towards the
organisational conditions that enable these components to function in practice, particularly at the level
of managerial daily work and decision-making [20, 22]. This gap is critical, as the effectiveness of any
healthcare system ultimately depends on how clinical managers interpret, coordinate, and act upon
available structures and resources [23, 24].

Insights from decentralisation research offer an important perspective on this issue. Decision space
theory conceptualises autonomy as the range of effective choice available to managers and
distinguishes between formally delegated authority (de jure autonomy) and the practical ability to
exercise that authority (de facto autonomy) [25, 26]. This distinction highlights that autonomy is not
solely determined by governance structures but is contingent upon organisational capacity and
contextual conditions [27, 28].

At the same time, organisational theory emphasises that formal structures are mediated by

organisational systems, routines, and infrastructures [29-31]. In complex organisations such as

healthcare systems, work is highly interdependent and relies on centrally coordinated support systems,
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including digital infrastructures, financial management systems, administrative processes, and
coordination mechanisms [21, 32]. These systems can both enable and constrain managerial action,
depending on how they are designed and enacted [33].

Building on these insights, this paper introduces the concept of dependent autonomy to explain how
managerial autonomy is produced within complex healthcare systems. Dependent autonomy refers to
the condition in which formally delegated authority becomes actionable only through the availability and
functioning of organisational support systems. From this perspective, autonomy is not an inherent
property of decentralised governance structures but an emergent outcome of interactions between
authority, organisational systems, and coordination mechanisms [26, 34]. While de facto autonomy
describes the observed outcome of autonomy in practice, dependent autonomy specifies the
organisational mechanism through which such autonomy becomes possible.

This conceptualisation provides a new lens for understanding the implementation of value-based
healthcare. Specifically, it suggests that HVHS components should not be viewed solely as structural or
technical elements, but as enabling conditions that shape managers’ ability to enact decision space in
practice [11, 20, 22]. Without such enabling conditions, the implementation of VBHC may remain
symbolic rather than transformative [16, 19].

Despite substantial investments in value-based healthcare, implementation outcomes remain
inconsistent across healthcare systems. This suggests that existing frameworks insufficiently theorise
the organisational mechanisms linking system design to practice.

Decision space theory provides an important starting point by distinguishing between formal (de jure)
and effective (de facto) autonomy [25, 26]. However, while this distinction captures variation in
autonomy as an outcome, it does not specify the mechanisms through which autonomy becomes
actionable in practice. Similarly, organisational capacity is often treated as a contextual condition rather
than an analytically specified construct.

This study addresses this gap by introducing the concept of dependent autonomy, defined as the extent
to which managerial autonomy is contingent upon the availability and functioning of organisational
systems. While de facto autonomy describes the observed level of autonomy in practice, and
organisational capacity refers to enabling resources, dependent autonomy specifies the structural
mechanism through which these resources become actionable. We argue that existing VBHC and
decision space frameworks identify important conditions for healthcare transformation, but do not
specify the organisational mechanism through which these conditions become actionable. This study
addresses that gap through the concept of dependent autonomy.

This paper makes three contributions. First, it introduces dependent autonomy as a novel mechanism
linking system design to managerial action. Second, it extends decision space theory by specifying how
organisational capacity is materially embedded in organisational systems. Third, it integrates value-
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based healthcare, decision space theory, and organisational theory into a unified framework explaining
how system components are translated into practice.

The aim of this paper is to develop a theoretical framework that explains how organisational systems
shape managerial decision space and, ultimately, the realisation of patient value in healthcare systems.

Theoretical background

To avoid conceptual ambiguity, this study distinguishes between three related but analytically distinct
concepts. De jure autonomy refers to formally delegated authority, while de facto autonomy describes
the degree to which autonomy is exercised in practice. Organisational capacity refers to the resources
and competencies enabling action. In contrast, dependent autonomy specifies the mechanism through
which organisational systems condition whether and how autonomy becomes actionable.

To address the identified gap between system design and organisational practice, this study draws on
three complementary theoretical perspectives: value-based healthcare (VBHC) and the High-Value
Health System (HVHS) model, decision space theory, and organisational theory on enabling and coercive
systems.

These frameworks are selected because they collectively span different but interrelated levels of
analysis. The VBHC and HVHS perspectives provide a system-level understanding of how value is
conceptualised and operationalised through structural and technical components, identifying the
necessary conditions for value creation in healthcare systems [4, 11].

However, as these models primarily specify what is required rather than how it is enacted in practice,
decision space theory is introduced to explain how system design translates into managerial action by
conceptualising the scope and utilisation of delegated authority [25]. Finally, organisational theory
contributes a micro-level perspective by examining how organisational systems function as enabling or
constraining mechanisms in everyday work, thereby shaping the conditions under which managerial
autonomy can be exercised [33].

Taken together, these perspectives enable an integrated analysis of how system design, organisational
conditions, and managerial action interact, providing a theoretically grounded basis for examining the
emergence of autonomy as a system-dependent phenomenon. By introducing dependent autonomy, this
study integrates these perspectives into a unified explanatory mechanism linking system design,
organisational structures, and managerial action.

Value-based healthcare and system design

Value-based healthcare has emerged as a dominant paradigm for healthcare reform, emphasising the
alignment of clinical outcomes, resource use, and patient experience [4-6]. Rather than focusing on
service volume or organisational outputs, VBHC prioritises the creation of value, typically defined as
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health outcomes relative to costs [4, 7]. To operationalise this paradigm, several frameworks have been
developed to specify the system components required for value-based care [6, 8]. Recent high-impact
studies further emphasise that VBHC requires system-wide transformation and integration across
organisational and policy levels rather than isolated interventions [35-37].

The HVHS model represents one of the most comprehensive articulations of this approach [11-13]. It
conceptualises healthcare transformation as dependent on a set of interrelated system components,
including digital data systems, analytics capabilities, cost and outcome measurement, benchmarking,
integrated care pathways, payment models, procurement strategies, and provider network integration
[11]. These components are linked through a strategic innovation ecosystem, which is intended to enable
continuous learning and system-wide coordination. Recent empirical work highlights that such system-
level coordination and data integration are critical preconditions for achieving value at scale [21, 36].

Implicit in such models is the assumption that the introduction and alignment of these components will
enable improved decision-making and organisational performance [4, 8]. However, this assumption rests
on an underlying premise that clinical managers can use these systems effectively in practice [19, 20].
Recent studies show that implementation success is highly dependent on organisational readiness,
governance structures, and data usability [20, 21, 37]. The HVHS model specifies what is required at the
system level but does not explicitly address how these components are enacted within organisational
contexts [11].

Decision space and the limits of formal autonomy

Decision space theory provides a useful framework for understanding the relationship between system
design and managerial action [25-27]. The theory conceptualises decentralisation as the range of
choices available to managers and highlights that this range can vary across policy domains and
organisational functions [25]. Importantly, the theory distinguishes between formally delegated authority
(de jure decision space) and the effective ability to exercise that authority (de facto decision space) [26].

Subsequent developments of the framework emphasise that the translation of delegated authority into
practice depends on managerial capacity and accountability structures [26, 28]. Capacity, in this context,
includes not only individual competencies but also organisational resources and institutional conditions
that enable managers to act [28].

Empirical studies of decentralised healthcare systems demonstrate that managers often value
delegated authority and can adapt services to local needs [27, 29]. However, these studies also show
that the exercise of autonomy is uneven and highly dependent on contextual factors, including
organisational support, resource availability, and coordination mechanisms [28, 29]. This suggests that
autonomy cannot be understood solely as a structural feature of governance but must be analysed as a
context-dependent and relational phenomenon.
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Organisational systems as enabling and constraining mechanisms

Organisational theory further refines this perspective by focusing on how systems and structures shape
action [29-31]. Adler and Borys distinguish between enabling and coercive forms of bureaucracy,
arguing that organisational systems can either support work processes or constrain them [33]. Enabling
systems facilitate problem-solving, reduce uncertainty, and enhance users’ capacity to perform their
tasks. In contrast, coercive systems impose control, increase monitoring, and limit discretion [33].

In healthcare organisations, where work is complex and requires professional judgement, this distinction
is particularly relevant [32, 34]. Centrally coordinated systems, such as digital infrastructures,
administrative processes, and financial management tools, are necessary for coordination and
accountability but may also introduce rigidity and administrative burden [32]. Recent research highlights
that digital health infrastructures and data governance systems can both enable and constrain value-
based transformation depending on their design and usability [16, 20, 21]. The effects of these systems
therefore depend not only on their presence but on how they are designed, implemented, and
experienced by organisational actors [30, 33].

Methods
Study design

This study adopts a theory-building and conceptual synthesis design aimed at developing and refining
theoretical understanding of how organisational systems shape managerial autonomy in value-based
healthcare. The approach is consistent with established methodologies for conceptual and theory-
generating research, where the primary objective is to explain underlying mechanisms rather than to test
predefined hypotheses [38-40]. The study is situated within an interpretative and abductive research
tradition, in which empirical insights and theoretical reasoning are iteratively combined to generate new
conceptual constructs [41, 42].

Conceptual synthesis

A conceptual synthesis approach was employed to integrate empirical findings with relevant theoretical
perspectives. Rather than conducting an exhaustive systematic review, the study followed a structured,
theory-informed synthesis to identify patterns and relationships across three bodies of literature:
decentralisation research, organisational theory, and value-based healthcare frameworks. This approach
enables the development of explanatory concepts that extend beyond individual empirical contexts and
contribute to theory building [38, 39].

Empirical grounding

The conceptual development is grounded in a set of five previously published empirical studies
conducted between 2018 and 2024 by the author and co-authors focusing on decentralised healthcare
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governance, hybrid management roles, and organisational responses to complexity and crisis [43-47]
presented in Table 1.

Table 1
Empirical basis for the conceptual development of dependent autonomy
Study Data source Participants/Material Primary analytical contribution
Ohrling Scoping review 24 included studies Relationship between delegated
et al authority, capacity and
accountability

2021a
Ohrling Senior 9 senior managers Organisational capacity and
et al management support systems

interviews
2021b
Ohrling Clinical director 15 clinical directors Enacted autonomy and
etal interviews managerial action
2022a
Ohrling Crisis 23 interviews + 108 survey Central coordination and
et al management responses organisational responsiveness

study
2022b
Ohrling Hybrid 80-92 clinical directors Coordination complexity and role
et al management across two surveys ambiguity

study
2026

Together, these studies provided empirical material from decentralised governance, managerial
behaviour, organisational support systems, crisis coordination, and hybrid management structures. The
studies were selected because they consistently addressed the relationship between delegated
authority, organisational capacity, coordination, and managerial action, thereby providing the empirical
basis for conceptual abstraction. These studies, based on qualitative and mixed methods designs,
consistently demonstrate that managers operate within formally delegated authority, while their ability to
act in practice is contingent upon organisational capacity, support systems, and coordination structures.
Across these studies, a recurring discrepancy is observed between formal (de jure) autonomy and
enacted (de facto) autonomy, providing the empirical basis for conceptual development. For example,
managers describe situations in which formal responsibility for service delivery is coupled with limited
access to decision-support systems, constraining their ability to act despite nominal autonomy.

Analytical approach

The analysis followed an iterative abductive process consisting of three interrelated steps as illustrated
in Table 2 [48, 49].
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Table 2
Analytical abstraction process leading to the concept of dependent autonomy

Analytical Content

level

Empirical Autonomy in practice: local decision-making authority; use of delegated authority;
constraints from central level

Meaning

units Organisational capacity: enabling systems (HR, leadership, development);
infrastructure and resources; administrative systems
Coordination: central coordination in crises; hybrid managerial levels; role ambiguity
and complexity

Theoretical Decision Space Theory: authority; capacity; accountability

lenses Organisational Theory: enabling systems; constraining/coercive systems
High-Value Health System (HVHS): leadership; financing; data infrastructure;
innovation capacity

Conceptual Dependent autonomy

abstraction Autonomy dependent on organisational capacity

Autonomy dependent on organisational structure and systems

Autonomy dependent on coordination mechanisms

First, empirical findings in the studies were reviewed using a directed content analysis approach [50, 51].
Meaning units related to managerial autonomy, organisational capacity, and central coordination were
identified, condensed, and coded. Patterns across studies were compared to identify recurring
relationships between managerial action and organisational conditions into thematic categories.

Second, these empirical patterns were interpreted through three complementary theoretical lenses:
decision space theory, which conceptualises autonomy in terms of authority, capacity, and accountability
[25, 26]; organisational theory, particularly the distinction between enabling and coercive systems [33];
and value-based healthcare frameworks, focusing the HVHS model, which specify system-level
components for high-value care [11-13]. The HVHS model highlights that value creation is contingent
upon a set of interdependent enabling conditions operating at the system level, with leadership,
financing, data infrastructure, and innovation capacity identified as crucial meta-enablers [11]. This
theoretical integration facilitates a multi-level understanding linking system design, organisational
structures, and managerial action.

Third, through iterative comparison between empirical observations and theoretical constructs, the
concept of dependent autonomy was developed. Dependent autonomy is defined as the extent to which
managerial autonomy is contingent upon the availability and functioning of organisational systems. Based
on this conceptualisation, a framework was constructed to represent the relationships between HVHS
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system components, organisational systems, dependent autonomy, coordination processes, and patient
value.

Quality considerations

Conceptual rigour was ensured through grounding in multiple empirical studies, the use of established
theoretical frameworks, and transparent documentation of the analytical process. The study aims for
theoretical generalisability, enabling the transfer of concepts across contexts rather than statistical
generalisation [38, 40].

Limitations

This study is conceptual in nature and does not empirically test causal relationships. The empirical
grounding is primarily derived from studies conducted in publicly funded healthcare systems, which may
limit direct transferability to other contexts. However, the consistency of empirical patterns across
studies, combined with their alignment with established theoretical perspectives, supports the
robustness and broader relevance of the proposed conceptual mechanism.

Results

Empirical findings

The content analysis identified three interrelated themes: enabled yet contingent autonomy, organisational
capacity as a conditioning force, and coordination as integrative yet complexity-generating presented
below. This pattern has been consistently observed in the empirical studies of decentralised healthcare
organisations, where clinical directors report substantial delegated authority while simultaneously
emphasising their dependence on centrally coordinated systems such as digital infrastructure,
administrative support, and financial frameworks. Examples of the coding and abstraction process
underpinning the development of these themes and the cross-theme synthesis are presented in
Supplement 1. Together, these themes provided the empirical foundation for the conceptual
development of dependent autonomy. The contribution of each study to the analytical themes and the
subsequent conceptual synthesis is summarised in Table 3.
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Table 3
Contribution of empirical studies to analytical themes and conceptual development

Study ECA* OCF* CICG* Main contribution

Ohrling et al. 2021a v v v Decision space, accountability, organisational
capacity

Ohrling et al. 2021b v v Leadership, support systems, managerial
capability

Ohrling et al. 2022a v v Delegated authority, local adaptation

Ohrling et al. 2022b v v Crisis coordination and organisational

CovID responsiveness

Ohrling 2026 v v v Hybrid management, coordination complexity,
role ambiguity

*ECA = Enabled yet contingent autonomy; OCF = Organisational capacity as a conditioning force; CICG =
Coordination as integrative yet complexity-generating.

As shown in Table 3, organisational capacity emerged as the most consistently represented theme
across all five studies. Issues related to delegated authority and experienced autonomy were also
recurrent, whereas coordination was particularly prominent in the crisis management and hybrid
management studies. Taken together, the studies pointed towards a common pattern: managers
exercised delegated authority, but their ability to do so effectively depended on organisational resources,
support systems and coordination mechanisms. This recurring pattern formed the basis for the higher-
order concept of dependent autonomy.

Enabled yet contingent autonomy

Across the included empirical studies, managerial autonomy consistently emerged as both present and
conditional. Managers actively exercised delegated authority and adapted decisions to local needs,
reflecting a substantial degree of autonomy in practice [46]. Decentralisation was similarly described as
enabling responsiveness through expanded decision space [45]. However, autonomy was not
unrestricted; it was bounded by central policies and controls, particularly in areas such as human
resources and investments [46]. Importantly, variation in organisational performance was closely linked
to how managers utilised their delegated authority [46]. Managers in high-performing units
demonstrated a proactive and expansive use of autonomy, whereas those in lower-performing units
relied more heavily on formal rules and central guidance, indicating that autonomy is not only granted
but enacted differently in practice [46].

Organisational capacity as a conditioning force

Organisational capacity emerged as a critical determinant of how autonomy could be exercised. Access
to support systems, leadership development, and organisational infrastructure enabled managerial
action [45, 46]. Conversely, limitations in these systems constrained autonomy. Empirical findings
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highlighted how insufficient support, increased administrative burden, and unclear roles, particularly in
more complex organisational arrangements, reduced managers’ ability to act effectively [44]. Thus,
capacity functioned not merely as a background condition, but as an active force shaping the scope and
effectiveness of managerial autonomy.

Coordination as integrative yet complexity-generating

Coordination was identified as both an enabling and complicating mechanism. In crisis contexts, central
coordination facilitated rapid organisational response and alignment of resources [47]. At the same time,
evolving organisational structures, including the introduction of hybrid managerial levels, increased
complexity and contributed to role ambiguity and reduced clarity in responsibilities [44]. Coordination
processes therefore played a dual role, simultaneously enabling system-wide alignment and generating
organisational friction.

Taken together, these themes demonstrate that managerial autonomy is embedded in a system of
interdependencies, where the capacity to act is contingent upon organisational structures, resources,
and coordination mechanisms.

While these empirical patterns are consistent with prior research on decentralised healthcare systems,
they do not in themselves explain the mechanism through which organisational conditions shape
managerial action. To address this, the findings were interpreted through complementary theoretical
perspectives.

Theoretical interpretation: autonomy as relational and
system-bound

The empirical findings were interpreted through three complementary theoretical lenses. First, decision
space theory conceptualises autonomy as comprising authority, capacity, and accountability [43]. While
authority was formally delegated across the studied organisation, its effective use depended on
organisational and individual capacity and the presence of coordinating and accountability structures
[45, 46].

Second, organisational theory provided a distinction between enabling and coercive systems. Enabling
systems, such as leadership support, infrastructure, and clear organisational routines, facilitated
managerial action [45, 46]. In contrast, coercive elements, such as administrative overload, increased
hierarchical complexity, and unclear roles, constrained managerial autonomy [44].

Third, a system-level perspective, informed by the HVHS framework, highlighted how these dynamics are
embedded within broader organisational design. The emergency response studies illustrate how
coordination processes and system integration influence the organisation’s capacity to respond to
complex and rapidly changing demands [47].
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Together, these perspectives support an understanding of autonomy not as an individual attribute, but as
a relational construct shaped by organisational systems.

Conceptual development: dependent autonomy

The analysis resulted in the development of a conceptual framework that explains how value-based
healthcare (VBHC) and High-Value Health system (HVHS) components are translated into patient value
through organisational systems and managerial action, Fig. 1. The analysis identifies dependent
autonomy as the central mediating mechanism linking system design to practice. The conceptual
framework is not strictly linear but represents a dynamic and recursive process, in which organisational
systems both shape and are reshaped by managerial action through feedback mechanisms generated
by coordination outcomes and patient flows.

Dependent autonomy embodies an organisational paradox. Managers require autonomy to adapt
services to local needs, yet this autonomy depends on centrally coordinated systems that
simultaneously constrain local discretion. The more healthcare organisations invest in coordination
infrastructures, the greater their capacity to support local autonomy, but also the greater their potential
to restrict it.

The analysis demonstrates that HVHS components, such as digital data systems, analytics, outcome
and cost measurement systems, integrated care pathways, payment models, and provider networks,
constitute the structural and technical architecture of VBHC [4, 6]. These components do not operate
independently at the level of practice. Instead, they are enacted through organisational systems that
translate structural design into operational conditions and collectively shape how work is organised and
decisions are implemented [4-6, 11]. This interpretation aligns with research showing that healthcare
system reforms are mediated by organisational structures and institutional contexts rather than
implemented directly as designed [53, 54].

Organisational systems as dual mechanisms

A central finding of the analysis is that organisational systems function as dual mechanisms that
simultaneously enable and constrain managerial action. This observation is consistent with
organisational theory distinguishing between enabling and coercive systems [33], as well as empirical
research on performance management and governance reforms demonstrating that mechanisms
intended to improve coordination may also introduce administrative burden and constrain professional
discretion [33, 44]. Thus, organisational systems are not neutral intermediaries but active determinants
of how managerial autonomy is enacted, contributing to variation in outcomes across otherwise similar
system configurations.

To further clarify the organisational mechanisms underlying dependent autonomy, organisational
systems can be understood as a set of interrelated infrastructures that support, coordinate, and regulate
managerial action. These systems extend beyond formal organisational structures and include the
practical arrangements through which information, resources, authority, and accountability are mobilised
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in everyday work. Consistent with the empirical findings and the theoretical perspectives applied in this
study, organisational systems encompass information systems, administrative systems, coordination
systems, development systems, and governance systems. Together, these systems shape the conditions
under which managers can exercise delegated authority and enact decision space in practice. Examples
of organisational systems supporting dependent autonomy are presented in Table 4.

Table 4
Organisational systems supporting dependent autonomy
System type Example
Information systems EHR, dashboards, analytics

Administrative systems  HR, finance, procurement
Coordination systems Management meetings, care pathways
Development systems Leadership training, improvement programmes

Governance systems Performance management, accountability structures

As shown in Table 4, dependent autonomy is supported by a broad set of organisational systems
operating across multiple organisational levels. These systems do not directly determine managerial
action; rather, they create the enabling and constraining conditions through which delegated authority
becomes actionable. Consequently, variation in the design, functionality, and integration of
organisational systems is likely to influence the degree of dependent autonomy achieved in practice.

Dependent autonomy as mediating mechanism

The concept of dependent autonomy emerged as the core mechanism linking organisational systems to
managerial action. Dependent autonomy refers to the condition in which managers possess formally
delegated authority, yet their ability to act is contingent upon the availability and functioning of
organisational systems. This conceptualisation builds on and extends decision space theory, which
distinguishes between formal (de jure) and effective (de facto) autonomy [25, 26]. Consistent with prior
studies on decentralised healthcare governance, the findings indicate that enabling and well-functioning
organisational systems expand managers’ effective decision space, whereas fragmented or coercive
systems constrain it [33]. Dependent autonomy thus represents the operational expression of decision
space in practice. The concept provides a mechanism linking organisational design to outcomes. By
shaping the conditions under which managers can act, organisational systems influence coordination
processes and the organisation’s ability to respond to changing demands.

Conceptual distinctiveness of dependent autonomy

While dependent autonomy builds on established concepts within decision space and organisational
theory, it represents a distinct analytical construct. Existing concepts explain either the formal allocation
of authority (de jure autonomy), the observed exercise of autonomy in practice (de facto autonomy), or
the organisational resources available to support action (organisational capacity). However, none of
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these concepts explicitly specifies the organisational mechanism through which formally delegated
authority becomes actionable. Dependent autonomy addresses this gap by conceptualising how
organisational systems enable or constrain the translation of authority into effective managerial action.
The distinctions between dependent autonomy and related concepts are summarised in Table 5.

Table 5
Relationship between dependent autonomy and related concepts
Concept Focus Unit of analysis Limitation
De jure Formal delegation Governance Says little about
structure implementation

autonomy
De facto Actual exercise of Manager Describes outcome rather

autonomy behaviour than mechanism
autonomy
Organisational Resources and Organisation Does not explain
capacity competencies translation into action
Dependent Organisational mechanism  System-manager Explains how autonomy
autonomy enabling autonomy interaction becomes actionable

As shown in Table 5, dependent autonomy differs from related concepts by focusing on the interaction
between organisational systems and managerial agency. Rather than describing autonomy as either a
governance arrangement or an empirical outcome, it identifies the organisational mechanism through
which autonomy is enacted in practice. This distinction provides the theoretical foundation for the
conceptual framework presented in Fig. 1.

From dependent autonomy to coordination and patient
value

The framework further demonstrates that dependent autonomy directly influences coordination
processes and, ultimately, the creation of patient value. Where dependent autonomy is high, managers
can coordinate activities across organisational units more effectively, adapt to changing clinical and
operational conditions, and maintain coherent patient flows across care pathways. This finding is
consistent with research showing that decentralised decision-making improves responsiveness when
supported by adequate capacity and coordination mechanisms [44, 47]. Conversely, where dependent
autonomy is limited, coordination becomes fragmented, delays increase, and patient flows are disrupted,
thereby constraining value creation despite the presence of system components. This pattern aligns with
studies demonstrating that misalignment between system design and organisational capacity
undermines the effectiveness of healthcare reforms [55]. In this sense, dependent autonomy acts as a
mediating construct between system design and the creation of patient value.

Page 15/25




Taken together, the conceptual framework can be summarised through four interrelated propositions.
First, HVHS system components influence outcomes indirectly through organisational systems rather
than directly. Second, organisational systems determine the degree of dependent autonomy by shaping
the conditions under which managerial action is possible. Third, dependent autonomy governs the
enactment of coordination and patient flows, thereby influencing organisational performance. Fourth,
organisational systems function as dual mechanisms that simultaneously enable and constrain
autonomy, creating variation in outcomes across contexts.

Three interrelated dimensions of dependent autonomy were identified. First, autonomy is dependent on
organisational capacity, including access to resources, competencies, and support systems. Second,
autonomy is dependent on organisational structures, which define both the scope and limits of
delegated authority. Third, autonomy is dependent on coordination processes, which align activities
across organisational levels but may also introduce complexity and ambiguity. Thus, autonomy is not an
independent or static condition, but a dynamic and system-bound phenomenon. Increasing formal
delegation alone is insufficient to enhance autonomy in practice; rather, autonomy emerges through the
alignment of authority, capacity, and coordination.

Discussion

This study set out to explain how value-based healthcare system components are translated into
practice. The findings show that managerial autonomy is not directly determined by system design but is
mediated through organisational systems. Dependent autonomy captures this relationship by specifying
how organisational systems condition whether formally delegated authority becomes actionable.

The three theoretical perspectives applied in this study address different but complementary dimensions
of healthcare organisation. Decision space theory explains the formal distribution of authority,
organisational theory explains how systems structure action, and VBHC frameworks define the intended
system design. However, none of these perspectives alone explains how system components are
translated into practice. By introducing dependent autonomy, this study integrates these perspectives
into a unified explanatory mechanism linking system design, organisational structures, and managerial
action. These findings are grounded in empirical studies of decentralised healthcare governance, which
consistently demonstrate that managers operate within formally delegated authority while remaining
dependent on organisational systems to enact decisions.

Reframing healthcare transformation: from design to
enactment

This study advances the understanding of value-based healthcare (VBHC) by reframing healthcare
transformation as a problem of organisational enactment rather than system design. While dominant
VBHC frameworks, including the High-Value Health System (HVHS) model, specify the structural and
technical components required for high-value care, such as digital infrastructures, outcome
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measurement systems, and integrated care pathways [4-6, 11], the findings suggest that the presence
of these components alone is insufficient to ensure effective implementation.

This observation aligns with a growing body of critical VBHC literature, which has questioned the
assumption that structural redesign and measurement systems automatically translate into improved
outcomes [5, 52]. Empirical studies have shown that VBHC initiatives often lead to increased
administrative complexity and variable results across settings, highlighting a gap between system
design and practical enactment [53, 54]. In line with this critique, the present study demonstrates that the
effectiveness of VBHC depends on how system components are mediated through organisational
systems and enacted by managers in practice.

Extending decision space theory

A central contribution of this study is the introduction of dependent autonomy as a mechanism
explaining how formally delegated authority becomes actionable within complex healthcare systems.
Building on decision space theory, which distinguishes between de jure and de facto autonomy [25, 26],
the findings demonstrate that managerial autonomy is not solely determined by governance structures
but is contingent upon organisational systems. It is shown in this study that dependent autonomy
extends decision space theory by specifying the organisational mechanism linking de jure and de facto
autonomy."

While previous research has emphasised the role of capacity in shaping decision space [10-12],
capacity has often been treated as a relatively abstract or contextual factor. This study extends that
perspective by specifying that capacity is materially embedded in organisational infrastructures,
including digital systems, administrative processes, and coordination mechanisms. In doing so, it aligns
with and extends empirical findings showing that decentralisation reforms frequently fail to deliver
expected outcomes when organisational support systems are weak or misaligned [55].

The concept of dependent autonomy therefore refines decision space theory by providing a more precise
account of how autonomy is enacted in practice. Rather than viewing autonomy as a property of
governance structures, it conceptualises autonomy as contingent upon system functionality, thereby
bridging the gap between formal delegation and practical action.

Organisational systems as enabling and constraining
mechanisms

By integrating organisational theory, particularly the distinction between enabling and coercive
bureaucracy [33], this study demonstrates that organisational systems function as dual mechanisms that
simultaneously enable and constrain managerial action. This finding is consistent with research on
performance management and audit systems in healthcare, which shows that tools designed to enhance
accountability and transparency may also generate unintended consequences, such as increased
administrative burden and reduced professional discretion [56—58]. Similarly, studies of digitalisation in
healthcare have highlighted how information systems can both support coordination and introduce
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rigidity into clinical workflows [59, 60]. The present study extends this literature by conceptualising these
dynamics as inherent properties of organisational systems rather than as implementation failures.
Organisational systems are not neutral infrastructures but active determinants of how autonomy is
exercised and how work is coordinated.

Reinterpreting VBHC and HVHS through dependent
autonomy

Applying the concept of dependent autonomy to VBHC and the HVHS model provides a new
interpretation of healthcare transformation. Rather than viewing HVHS components as direct drivers of
value, this study positions them as organisational infrastructures that shape the conditions for
managerial action. This perspective resonates with emerging critiques of VBHC that emphasise the
importance of organisational context and implementation processes [52, 53]. However, the present study
goes further by identifying a specific mechanism, dependent autonomy, that links system components to
outcomes.

Digital data systems, analytics, cost and outcome measurement, and integrated care pathways do not
directly produce value. Instead, they influence value creation by enabling or constraining managers’
effective decision space. Consequently, the success of VBHC and HVHS depends not on the presence of
these components per se but on whether they function as enabling systems that support coordination
and decision-making.

The autonomy-coordination paradox

The findings further reveal a fundamental autonomy-coordination paradox, in which the same
organisational systems that enable coordination across organisational units may constrain local
adaptability. This paradox reflects a broader pattern identified in organisational and public administration
research, where centralisation and decentralisation are increasingly understood as interdependent rather
than opposing governance mechanisms [22-24]. In healthcare, this tension is particularly pronounced
due to the need to balance standardisation, integration, and accountability with professional autonomy
and local responsiveness [25, 26]. Rather than resolving this tension, healthcare organisations must
manage it dynamically. This aligns with paradox theory, which conceptualises organisational tensions as
persistent and interdependent rather than solvable trade-offs [27]. The concept of dependent autonomy
provides a concrete mechanism through which this paradox is enacted in practice.

Theoretical contribution

This study makes three key theoretical contributions. First, it introduces dependent autonomy as a novel
concept that captures the system-dependent nature of managerial autonomy in healthcare
organisations. Second, it extends decision space theory by specifying how organisational capacity is
produced through systems and infrastructures, thereby moving beyond abstract conceptualisations of
capacity. Third, it integrates VBHC, decentralisation theory, and organisational theory into a unified
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framework that explains how system components are translated into practice. Together, these
contributions shift the understanding of autonomy from a structural attribute to an emergent
organisational phenomenon shaped by system—actor interactions.

Implications for research and practice

For research, the findings highlight the need to move beyond structural analyses of healthcare reform
and to examine how organisational systems mediate the relationship between system design and
outcomes. Future studies should investigate the role of dependent autonomy as a mediating mechanism
in different healthcare contexts. For practice, the findings suggest that healthcare transformation
requires attention not only to structural components but also to the design and functionality of
organisational systems. Investments in digital infrastructure, coordination mechanisms, and
administrative support should prioritise usability and alignment with clinical practice. Moreover, efforts
to strengthen central coordination should be carefully balanced to avoid constraining managerial
autonomy and reducing organisational adaptability.

Overall, this study demonstrates that the effectiveness of healthcare transformation depends not
primarily on the presence of system components but on the organisational conditions that make them
actionable. By conceptualising autonomy as dependent on organisational systems, the study provides a
theoretically grounded explanation for why value-based healthcare succeeds in some contexts while
failing in others.

Conclusion

This study develops the concept of dependent autonomy to explain how value-based healthcare (VBHC)
is enacted within complex organisational systems. By integrating insights from decision space theory,
organisational theory, and VBHC frameworks, the analysis demonstrates that managerial autonomy is
not solely determined by formal delegation of authority but is contingent upon the organisational
systems that enable action in practice.

The findings challenge prevailing assumptions that healthcare transformation can be achieved through
the implementation of structural components alone. Instead, they show that the effectiveness of VBHC
depends on whether organisational systems function as enabling infrastructures that expand managers’
effective decision space. In this sense, autonomy is not an inherent property of decentralised
governance, but an organisational accomplishment produced through the interaction between authority,
capacity, and system design.

By conceptualising autonomy as dependent on organisational systems, this study provides a novel
explanation for the variability observed in VBHC implementation. It shifts the analytical focus from the
presence of system components to their role in shaping managerial action and coordination. This
perspective contributes to theory by extending decision space models and by integrating organisational
and system-level explanations of healthcare performance.
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Figure 1

Conceptual framework of dependent autonomy. The framework highlights a dynamic feedback loop
whereby outcomes inform system adaptation and reflects the autonomy-coordination paradox inherent
in complex healthcare systems.
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