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An introduction to the main themes 
Imagine you have a chronic disease. You are about to have an encounter with a 
medical specialist in a hospital you never went to before. In the waiting room you 
are asked to fill in a paper form on which you have to answer all kinds of questions 
about your health. Because you have quite a long medical history, you have difficulty 
answering some of the questions and wish you or your doctor had access to 
the health information that your family physician, pharmacist and former medical 
specialists keep elsewhere. 

When you complain about this lack of access to your personal health information, 
your new doctor immediately says she understands your frustrations. Funnily enough 
she had just been to the hospital’s IT department to hear about the progress of 
a large-scale exchange project that started about half a year ago. The managers 
explained to her why this issue of Health Information Exchange (HIE) is not as easy as 
it may seem. Among other things, most nearby hospitals and family physicians have 
varied ways of registering information and so the different ICT systems are not able 
to communicate with one another without making changes, both to the technology, 
and to the ways in which doctors register health information. As a consequence, the 
IT managers of some regional hospital organizations have started to discuss possible 
solutions to these HIE challenges, but until now none seemed willing to give up their 
current way of working or to make high investments. 

The matter has gotten more complicated since local patient organizations have 
stated they want to be involved. They have embraced a new approach to HIE, one 
that provides patients with online access to their personal health information and 
gives them more control over the exchange process. The hospital directors are 
quite interested in this idea because they feel it is the future and it will be good for 
the patient-centred image of their organization. But so far no one has been able to 
persuade the most important stakeholders of the value of this new approach. For 
example, some leading doctors are concerned that their patients might get worried 
because of what they read in their medical records and will start to bombard them 
with questions. In addition, the IT managers fear they cannot find a way to provide 
patients with online access to health information without high privacy risks. For that 
reason, they have asked national government to help them to develop a security 
standard, but the debates on HIE in the national political arena also seem to have 
gotten stuck. And so the conversations continue…

This chapter introduces the main themes of this doctoral thesis. 

First, Health Information Exchange (HIE) is introduced as a political challenge. 
Section 1.1 explains why the politics of HIE deserve our attention. Next, in section 
1.2, different forms of HIE are discussed, such as Electronic Health Records and 
Personal Health Records. In addition, some of the controversial topics in debates over 
HIE are introduced, such as the role of patients in the process of exchanging health 
information. 

Second, the meta-theory of relational constructionism is introduced (section 1.3). 
A meta-theory can be seen as a set of assumptions that underlies the practice of 
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making theories. By taking a reflexive stance towards the assumptions that underlie 
inquiries, we can explore “other” ways of doing inquiry. The meta-theory of “relational 
constructionism” can be seen as a particular version of social constructionism that 
centres the construction of multiple local relational realities. Among other things, 
relational constructionism invites us to reflect upon the relationship and possible 
connections between research and transformative change work. As a consequence, 
it enabled me to engage with the politics of Health Information Exchange as a 
“reflexive practitioner”. This meant that my own engagement could be made one 
of the subjects of inquiry and I was able to explore how a reflexive stance towards 
the politics of HIE could be useful for the different communities involved. Such 
an approach poses the reflexive practitioner with challenges; the challenges of 
engagement are therefore discussed in section 1.4.

Third, and following on from the above, this chapter introduces Critical Discourse 
Analysis (CDA) as an approach to qualitative research that helps us study how actors 
construct local realities (section 1.5). Discourses are introduced as sets of texts and 
practices that bring objects into being as local constructions of what is ‘real’ and 
‘good’. Relational constructionism makes it possible to approach discourse analysis 
as generative inquiry: it invites us to explore how the process of studying discourses 
can generate new realities and relations. 

Fourth, the theme of patient-centeredness is introduced. During my engagement 
with the politics of HIE, the role of patients in the process of exchanging health 
information was a recurring topic. Among other things, I have tried to stimulate 
reflections on different discourses of patient-centeredness and how these are related 
to different HIE practices. For that reason, section 1.6 overviews different discourses 
of patient-centeredness. This is also meant to help the reader to get a better feel 
for the concept of “discourse” as a vehicle that can stimulate reflections upon local 
constructions of ‘good HIE’.

After introducing the main themes, the question that best captures the main “research 
curiosity” is presented in section 1.7. The chapter ends with an overview of the 
remaining chapters and lists the different audiences to whom this thesis is addressed. 

1.1 Health Information Exchange as a political challenge

Health Information Exchange (HIE) involves the process of (electronically) sharing 
patient-level information across a network of actors, such as medical specialists, 
family physicians, pharmacists, and patients (Shapiro & Kuperman, 2011; Vest & 
Gamm, 2010). Those who believe in the potentials of HIE argue that an improved 
access to health information provides for a better understanding of a person’s health 
and can help those involved to better and more efficiently manage a person’s health 
and healthcare processes (Al-Ubaydli, 2011; Gunter & Terry, 2005). Yet, as the 
introductory case illustrates, HIE is a complex challenge that urges the different actors 
involved to search for answers to legal, financial, organizational, technological and 
informational questions (Garrety, McLoughlin, Wilson, Zelle, & Martin, 2014; Gunter & 
Terry, 2005; Vest & Gamm, 2010). 
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The view taken here is that the process of finding answers to HIE challenges is 
inevitably political, because actors will always differ in their constructions of what is 
‘true’ and what is ‘good’ (Gergen, 1999). As I will argue in more detail later, the meta-
theory of relational constructionism suggests that politics is not to be seen as some 
sort of behaviour that interferes with otherwise rational ways of acting, but rather as 
an intrinsic aspect of conversations on HIE. 

Politics is the intrinsic quality of processes of communication, partly due to 
the coming together of multiple, potentially conflicting “local rationalities” or 
“discourses” (inspired on Hosking, 2011). 

Over the past ten years I have participated in projects that were fuelled by the 
desire to improve Health Information Exchange. In my experiences, HIE projects 
often suffered from an overemphasis on technical aspects, something that has also 
been concluded by scholars who evaluated large-scale HIE projects (Garrety et 
al., 2014; Twist, Schulz, Chin-A-Fat, Scherpenisse, Van der Steen, & ’t Hart, 2012; 
Vest & Gamm, 2010). Consequently, practitioners felt that discussions hampered 
the progress of HIE projects and they seemed to struggle with differences amongst 
stakeholders. 

When we approach HIE projects as political challenges, it can be helpful to think 
about them as “risk situations” that are ambiguous and uncertain (Bijker, Bal, & 
Hendriks, 2009). HIE projects are ambiguous because different constructions of 
“good care” often underlie particular HIE solutions. This includes different ideas 
about the patient’s role in the process of exchanging health information, which will 
be a recurring theme in this thesis. In addition, HIE projects are often uncertain risk 
situations because actors tend to disagree upon the probable benefits and negative 
effects of HIE. Some actors can, for instance, feel that a higher availability of health 
information will lead to less medical errors, whereas others expect that it will lead to 
more medical errors (Pluut, 2010; Twist et al., 2012). 

I believe that if actors deny these politics of HIE innovations, they could well end up 
in “intractable controversies” (Scholten, 2008) that become an impregnable obstacle 
in the process of realizing HIE goals. Based on an analysis of the problems with a 
national Electronic Health Record in Australia and similar problems in the Netherlands 
and England, Garrety and colleagues, for example, argue that HIE debates can 
easily get polarized, partly due to an over-enthusiasm for a technology-fix of complex 
problems in healthcare. On the basis of their analysis, these scholars ask for another 
kind of conversation about HIE, a conversation that recognizes differences amongst 
stakeholders so that they can productively explore how to make HIE work (Garrety et 
al., 2014). 

This thesis studies how I have tried to engage with the political aspects of HIE 
projects in ways that can empower actors to work with their differences in ways they 
find helpful. It proposes a new version of Critical Discourse Analysis (CDA) that is 
made possible by a relational constructionist meta-theory, a version that I will term 
generative CDA. Key to generative CDA is the idea that different constructions of 
‘good HIE’ need not be a bad thing. Multiplicity can spark “positive action” if actors 
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are able to work with differences in fruitful ways (Abma, 2000; Alvesson & Deetz, 
2000). 

1.2	 Different	forms	of	Health	Information	Exchange

Records can seem very boring. I do not think that anybody taught me anything about 
medical records in my 6 years at medical school. […] This was a serious omission 
because good medical records are fundamental to good healthcare. Poor records are 
likely to mean poor care (Richard Smith, director of the United Health Chronic Disease 
Initiative in the US, in: Al-Ubaydli, 2011, p. ix).

Health information plays an important role in healthcare processes. You could see 
it as an essential tool in healthcare, because it is used in the process of making a 
diagnosis and deciding on the right treatment. For that reason, Dutch doctors (and 
doctors in many other Western countries) are legally obliged to keep a record in which 
they register personal health information about a patient (see e.g. KNMG, 2010). 
In the last three decades or so, digitalization of these records has progressed and 
Electronic health Records (EHRs) have become increasingly common. 

An Electronic Health Record (EHR) is a longitudinal collection of electronic 
health data for and about persons, where health data are defined as information 
pertaining to the health of an individual or healthcare provided to an individual 
(definition based on Lobach & Detmer, 2007). 

Healthcare professionals can register different kinds of data1 in the health record of a 
patient: his or her medical history, medication, allergy information, consultation notes, 
treatments that are being followed, and so on. The particular data that a professional 
registers depends on her/his working area (e.g. pharmacist, family physician, 
medical specialist), registration guidelines that are offered by national or international 
organizations, her/his working style (e.g. whether or not s/he prefers a detailed 
registration) and the piece of software that is used (e.g. the available entry fields). In 
many Western countries, practitioners in healthcare (e.g. policymakers, politicians, 
doctors) complain about the lack of exchange of health information (Garrety et al., 
2014; Zuurmond & Pluut, 2008).

Health Information Exchange (HIE) is the process of electronically sharing 
patient-level health data across a network of stakeholders (based on Vest & 
Gamm, 2010; Shapiro & Kuperman, 2011).

When patients move among multiple healthcare providers, they are likely to face 
a fragmented storage of their health records across multiple locations that are not 
interconnected (Shapiro & Kuperman, 2011). In these cases, HIE holds the promise 
of preventing medical errors, because essential information about e.g. drug allergies 
need no longer be missing. HIE could also save the costs of these medical errors, 
besides the costs of duplicate diagnostic tests and those of the often burdensome 

1 In this thesis the terms ‘data’ and ‘information’ are used interchangeably. I am familiar with discussions on the 
differences between these terms, but given the approach to HIE in this thesis and my aim of making this thesis a 
readable piece of text, I have chosen to not make distinctions between data and information.
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task of obtaining the health information that is stored elsewhere. Given these 
promises for the efficiency and quality of care we have seen a worldwide increase in 
HIE projects (Caligtan & Dykes, 2011; Gunter & Terry, 2005; Vest & Gamm, 2010). 

One popular HIE option is to create exchange networks within a given region, so 
that e.g. the patient’s nearby pharmacist, hospital and family physician are able to 
exchange health information. Moreover, in the past decade we have seen various 
efforts of bringing such regional networks together into cohesive national networks 
(Garrety et al., 2014; Shapiro & Kuperman, 2011). Such national HIE projects have 
been referred to as Nationwide Health Information Networks (NIHN) or National 
Electronic Health Records (nEHR)2. 

National Electronic Health Records (nEHRs) refer to the process of nation-wide 
Health Information Exchange, i.e. HIE across a national network of stakeholders 
(based on Shapiro & Kuperman, 2011).

The introduction of national EHRs involves the initiation of large-scale projects 
that often bring along major changes for the production, ownership, use of and 
responsibility for health information. This has led some authors to argue that nEHRs 
disrupt the social, moral and medico-legal orders through which healthcare is 
governed and delivered (Garrety et al., 2014). Perhaps not surprisingly then, nEHRs 
tend to be highly contested. In this thesis my engagement with discussions and 
debates over an nEHR in the Netherlands will be a recurring topic. 

One controversial topic in debates over HIE, including nEHRs, is that of the rights and 
responsibilities of patients and doctors. To illustrate this topic, it helps to go back to 
the introductory case, where a patient is sent to the hospital by his family physician. 
In that case, the physician could electronically exchange (parts of) the patient’s health 
record with medical specialists from the hospital, but the same family physician can 
also provide the patient with online access to the health information s/he has been 
registering, after which the patient can decide to share this information with medical 
specialists. 

Online patient access is the process whereby patients gain online access to 
the health information that is registered by their healthcare professional in an 
Electronic Health Record. 

Online patient access is often offered through a so-called patient or care portal. In 
that case the patient is invited to go to a website, create an account there, after 
which s/he has the opportunity to access (parts of) his/her record. This website can 
also provide a patient with other digital services, such as the possibility to register 
health information (i.e. not read-only access to medical data, but also the possibility 
to add data), medical encyclopedia, patient communities, the possibility to make 

2 The term nEHR can be somewhat misleading, since it does not centre the exchange process itself and it can 
give us the impression that one integrated health record is created and stored in one big database, whereas nEHRs 
often involve a one-time exchange of data that keep being stored in the EHR systems of the different stakeholders 
(also see chapter six). Because the term nEHR is so widely used, however, I have chosen to also use it in this 
thesis.
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appointments with his/her care provider, and electronic consultations (Al-Ubaydli, 
2011). 

As was briefly mentioned in the introductory case at the opening of this chapter, the 
idea of online patient access has become popular amongst those who believe that 
patients need to have an active role in healthcare in general, and in HIE in particular. 
But there are also concerns about whether patients are willing and capable of making 
positive use of the health information that is registered by their doctor. At the same 
time, those who are positive about online patient access have criticised patient portals 
for doing not enough to solve the problem of fragmented health information. Patient 
portals are often offered by one care organization, which means they do not offer the 
patient an overview of the information that is registered by their various caregivers 
(Al-Ubaydli, 2011). Personal Health Records have therefore been embraced as a 
more integrated and patient-centred solution to the challenge of fragmented health 
information. 

A Personal Health Record (PHR) is a collection of electronic health information 
that is controlled by the individual to whom it pertains, or his/her legal proxy 
(based on HIMMS, 2007; Al-Ubaydli, 2011).

Key to the idea of a PHR is that it is the patient3 who controls what is in the health 
record and decides who gains access to which data. Any person that is involved 
in a person’s health, such as his/her doctors, family members, friends, and the 
patient himself, can add health information to the PHR – if this is what the patient 
wishes. Again, debates about PHR’s involve the issue of whether patients are willing 
and capable of managing HIE. To put it broadly, PHR’s raise ethical, practical, and 
other kinds of questions about the rights and responsibilities of different healthcare 
stakeholders. 

In this thesis, debates over the role of patients in HIE will be recurring and I will search 
for ways in which we could deal with contradictory views on this matter in productive 
ways. I will argue that it helps to look at the discourses that actors mobilize when 
expressing their views of HIE in general, and the patient’s role in particular. 

1.3 Relational constructionism

As a researcher and consultant I have embraced a relational constructionist meta-
theory.

A meta-theory refers to a set of assumptions that underlies the practice of 
making theories. It can be seen as the development of overarching combinations 
of theory, as well as the development and application of theorems for analysis 
that help us study underlying assumptions about theory and theorizing (based on 
Wallis, 2010, emphasis added by author). 

3 Although I use the term patient here it is important to note that PHRs can also be created and used by healthy 
persons that wish to monitor their health in terms of e.g. weight and blood pressure and that want to store general 
health information such as vaccination data, blood group, and so on.
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Exploring meta-theoretical assumptions can open us up to “other” ways of thinking 
about research, and it can fuel new inquiry practices {McNamee & Hosking, 2012). 
Consequently, this thesis explores how relational constructionist assumptions can 
generate new possibilities for a particular ‘branch’ of research, namely that of Critical 
Discourse Analysis (CDA). 

Relational constructionism can be seen as a particular version of social 
constructionism (McNamee & Hosking, 2012; Pearce, 1992). Social constructionists 
share an emphasis on processes of communication as they construct social realities 
(Burr, 1995). They give up the interest in knowing a world ‘out there’ as it really is 
and instead study the ways in which humans construct “the real and good” (Gergen, 
1999). In addition, they assume that these processes of construction are historically 
and culturally situated. To illustrate, many of us have come to find it normal to go to a 
doctor when we are ill. We have also gotten accustomed to certain practices during 
medical encounters, such as the doctor asking questions and undressing for certain 
medical examinations. Social constructionists study such local-cultural and local-
historical realities and try to not take them for granted. Instead, they open them up 
for reflection (Hosking, 2007a). For example, what kind of underlying assumptions 
do the practices during a medical encounter reflect? Could they be otherwise? Of 
course this is just to introduce some of the main themes of a relational constructionist 
meta-theory; the notion of local-cultural and local-historical realities, the importance of 
reflexivity, and other key themes will be further theorized in chapter two. 

A reflexive stance towards processes of reality construction has important 
consequences for the constructionist’s approach to inquiry: rather than searching 
for transcendental knowledge of a reality out there, constructionists focus on the 
ways in which actors construct “local knowledges” or “local rationalities” – and the 
implications hereof (Gergen & Thatchenkery, 1996). As I will explain in more detail 
in chapter two, relational constructionism is different from other constructionisms 
because it also reflexively recognizes the researcher’s participation in the process of 
constructing “local knowledges”. Part of what this means is that it invites us to rethink 
perhaps taken-for-granted notions of how we do research. 

If we let go of the search for universal truths, it makes sense to think about the 
researcher as someone who co-constructs local knowledges together with the other 
actors that are involved in processes of inquiry (McNamee & Hosking, 2012). Such 
a view of research stimulates the researcher to take a “reflexive stance” towards 
the what, why, how, and for whom of an inquiry. S/he is sensitized to the possibility 
of centring the inquiry’s practical usefulness and to respond to local quality criteria, 
with “local” referring to those groups of actors that have a stake in the inquiry. In the 
context of the study of Health Information Exchange (HIE), science communities are 
likely to be one of these local groups, but so are other groups of actors, such as 
doctors, patients and policy makers. 

Approaching processes of inquiry as processes that co-construct local realities, gives 
way to a re-construction of the researcher as a reflexive practitioner, a term that is 
used in this thesis to refer to a discourse of the researcher as someone who engages 
in “reflexive doubt”, i.e. who always tries to take a critical look at the relational realities 
s/he is co-constructing with those who participate in processes of inquiry (Gergen, 
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1999). In this discourse, the researcher contributes one expertise amongst many, 
and this expertise could be thought of as facilitating reflections on e.g. ‘the what, why 
and how’ of an inquiry, and ‘the what, why and how’ of HIE. A reflexive practitioner 
also takes a reflexive orientation towards his/her own practice (McNamee & Hosking, 
2012). For that reason, my engagement with the politics of HIE is made one of the 
subjects of inquiry in the second part of this thesis. 

In sum, relational constructionism generates possibilities for the ways in which we 
construct research and for how we do research, among other things by rethinking 
the role of the researcher (now discoursed as a “reflexive practitioner”), the concept 
of knowledge, and whose interests we centre when engaging in inquiry. In this thesis 
I hope to show that relational constructionism can make a useful contribution to 
“Critical Discourse Analysis” (CDA), a theoretical and methodological tradition that to 
the best of my knowledge lacks a thorough exploration of how we can study and at 
the same time reflexively engage with conflicts in ways that serve local practitioners. 
In other words, this thesis explores how relational constructionism could transform 
CDA by approaching the process of studying discourses as a process that could 
transform realities and relations. 

1.4	 Generative	inquiry	–	and	the	challenges	of	engagement

Following my reflexive practitioner orientation, I work(ed) with practitioners in 
healthcare who are faced with contradictory views on how to improve HIE. For that 
reason, I became interested in shaping my PhD trajectory in such a way that the 
inquiry processes could, themselves, be useful to these local practitioners. In the 
previous section I briefly outlined that relational constructionism makes it possible 
to think about the researcher as someone who constructs local realities together 
with the other actors that participate in inquiry processes. Another way to look at 
the researcher’s role is to say that researchers will always inevitably influence the 
processes they study. Relational constructionism makes it possible to make this 
change ’the point’. In addition, rather than trying to impose change from the outside, 
it invites us to explore how engagement with the politics of HIE can create “change 
from within”, i.e. how those who are involved in an inquiry can themselves co-
construct useful realities (McNamee & Hosking, 2012; Cunliffe & Scaratti, 2017). 

If we make transformative change the point, we can speak of generative inquiry. 

Generative	inquiry explores how processes of inquiry can generate new realities 
and relations. 

Embracing the meta-theoretical assumptions of relational constructionism has 
inspired me to not position myself as a detached outsider that gains more or less 
objective knowledge about HIE challenges, but rather as someone who engaged 
with the politics of HIE – someone who was communally developing potentially useful 
“local knowledges” with the actors that participated in discussions and debates. 
Or to put it differently, relational constructionism invited me to work as a “reflexive 
practitioner” and to explore how inquiry practices and transformative change work 
practices could be combined (McNamee & Hosking, 2012). I will further develop 
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the possibilities of doing generative inquiry and “leaning towards transformation” in 
chapter two.

With the possibility to engage in generative inquiry also come the challenges of 
engagement. Let me highlight two challenges that are reflected upon in this thesis. 

Relational constructionism invites us to consider the option of having the different 
actors involved influence the why, what, how, and for whom of an inquiry (Hosking 
& Pluut, 2010). If the inquiry process is open to the voices of those involved in 
HIE projects (e.g. scientific communities, local healthcare providers, governmental 
policymakers), we can see how engagement inevitably poses political and practical 
challenges. After all, the different communities will have their own forms of language, 
their own areas of interest, and their own research curiosities. This raises questions 
about whose curiosities we give voice to. This thesis explores one way of dealing 
with this issue, namely the option of creating multiple texts to discuss our inquiries 
(e.g. ‘reports’, ‘blog articles’, and scientific publications). When each of these texts 
has its own style and focus, we can respond to the interests, questions, and writing 
conventions of particular communities. The seventh chapter is partly dedicated to the 
challenge of “reflexive authoring”.

A second challenge of engagement that is highlighted in this thesis is the challenge of 
“scientific authority” (Bijker et al., 2009). Scientific authority can be seen as a product 
of relational processes, during which the identity of the scientist is constructed in 
relation to the different groups of actors that are implicated (Scholten, 2008). Being 
positioned as ‘a researcher’ can increase the likelihood that actors will take one’s 
texts seriously, but a relational constructionist meta-theory stimulates us to think 
about whether this would be ethical in any given context. Among other things, 
‘researchers’ that engage with conflicts and debate face the risk of their work being 
used to close down conversations, instead of opening the actors involved up to 
possibilities for “positive action” (Alvesson & Deetz, 2000). When, for instance, the 
results of a discourse analysis are presented in a report, actors could choose to 
re-make the report in such a way that it fits with their ‘story’ and helps them to gain 
power over others (Scholten, 2008). Yet as I have suggested earlier, in the context of 
complex HIE projects, researchers could potentially make a more useful contribution 
by initiating conversations and stimulating reflections amongst the main stakeholders 
(Bijker et al., 2009). Chapter two further discusses the relationship between research, 
power and ethics, and this discussion will provide the basis for reflections upon 
the ethical aspects of generative CDA throughout this thesis. A relational ethic is 
discussed in detail in chapter seven. 

1.5 Critical Discourse Analysis

To put it broadly, discourse analysis can be seen as an approach to qualitative 
research that helps us study how actors construct social realities (Wetherell, Taylor, 
& Yates, 2001b). The field of discourse analysis is characterized by a high degree of 
diversity in theories and methods, but DA scholars share an interest in discourses as 
they construct local realities (Phillips & Hardy, 2002). 
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Discourse can be seen as an interrelated set of texts and the practices of their 
production, dissemination, and reception, that bring an object into being (Phillips 
& Hardy, 2002, p. 3, quoting Parker).

The definition of discourse that is used here builds on one of the central premises of 
relational constructionism, namely that of language as action (texts and practices) – 
instead of language as ‘just words’. Objects (people, things, concepts) are assumed 
to be brought into being by both conceptual language and practices – although 
language is often implicated when humans are involved (Hosking, 2011). 

To illustrate this view of language we can return to the earlier example of the 
medical encounter as a local reality that is constructed through relational processes. 
The present definition of discourse invites us to study how the local reality of 
the encounter (e.g. the doctor’s and patient’s identity, the relationship between 
them) is not only constituted by the words that are spoken by the doctor and 
patient: practices, such as the doctor’s and patient’s clothing, their non-verbal 
communication, and the doctor’s use of a computer also bring the relational reality 
of the encounter into being. See chapter two for a more contextualized discussion of 
language as action. 

In the context of this thesis, discourse analysis invites us to study how actors mobilize 
different discourses when promoting particular HIE practices. The actors that have 
a stake in HIE often voice fundamentally different views of e.g. the role of patients 
in the healthcare system in general, and in HIE in particular, which includes different 
discourses of patient-centeredness (Pluut, 2016). In this thesis, I will approach 
discussions over HIE as “discursive struggles”.

Discursive struggles are relational processes during which actors struggle with 
“otherness” (definition inspired by the work of Phillips & Hardy, 2002).

This definition of discursive struggles captures the assumption that relational 
processes are political because actors will promote, construct and enact different 
discourses. An analysis of discursive struggles over HIE thus draws our attention to 
the discourses that underlie contradictory constructions of HIE, which in turn makes 
it possible to reflect upon them. In addition, relational constructionism invites us to 
reflect upon the ways in which actors work with diversity, i.e. how they relate – and 
with what implications. More about this in chapter two. 

By centring the political aspects of HIE and by approaching HIE debates as discursive 
struggles, I am joining the tradition of Critical Discourse Analysis (CDA), an approach 
to discourse analysis that is rooted in critical theory. Traditionally, critical theory is 
concerned with power abuse and the dominance of certain social classes over 
others (Wetherell, Taylor, & Yates, 2001a). However, discourse scholars like Nelson 
Phillips and Cynthia Hardy (2002) have a broader interest in power and approach 
it as an inherent characteristic of relational processes of reality construction (rather 
than seeing it as something that is ‘possessed’ by people or groups of people). 
It is the critical work of these scholars that has highly informed this thesis, and an 
analysis of their work can be found in chapter three. There I will also explain that 
relational constructionism invites us to rethink the ways in which the process of 
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doing CDA can generate locally useful “knowledges”. Instead of mainly approaching 
CDA as an analytical tool that can help us understand discursive struggles, relational 
constructionism offers the researcher the option to reflexively engage with discursive 
struggles and to think about the kind of contribution s/he wants to make for those 
involved. 

Given that this thesis will centre discursive struggles over HIE in general, and over the 
patient’s position in HIE in particular, the next section introduces the fuzzy concept of 
patient-centeredness. Hopefully this also conveys why paying attention to discourses 
can help us understand and deal with different constructions of HIE. 

1.6	 Discourses	of	patient-centeredness

If dialogue is to proceed successfully it is critical that the other understands who we are 
and what we stand for (Gergen, 1999, p. 158). 

As a consultant I have experienced that when actors use the term patient-
centeredness to legitimate their ideas on HIE, they often seem to forget that others 
are mobilizing a very different discourse of patient-centeredness. Hence, their 
conversational partners might not understand what they stand for, which can in turn 
be an obstacle in the process of a conversation on the ‘what and how’ of (patient-
centered) HIE. Such a neglect for different ideas about what is in the best interest 
of the patient, can explain why Twist and colleagues argue that speaking about the 
patient’s interests has hampered the debate over a national EHR in the Netherlands:

There are […] different views on the EHR, where the distinction between the idea 
of an EHR for or an EHR that belongs to the patient is relevant. In case of an EHR 
that belongs to the patient […] the patient can decide for himself who can see 
what and who cannot access his/her record. In case of an EHR for the patient 
an important consideration is that the exchange of information as controlled by 
the patient is not without risks, because the patient can for instance draw false 
conclusions on the basis of access to his own medical data […]. Such differing 
views have meant that a shared recognition of the patient’s interest in the EHR 
did not bind actors together but rather divided them (Twist et al., 2012, p. 9, 
translated by author, emphasis in original text). 

Based on the belief that it is important to recognize different discourses in order to 
be able to work with them (also see chapter two and three), I will, in chapter five 
of this thesis, unravel different discourses of patient-centeredness. Let me for now 
introduce the idea(l) of patient-centeredness further by saying more about what 
most approaches to patient-centeredness have in common and by making some 
suggestions about the usefulness of these approaches for our thinking about HIE 
practices. 

Patient-centeredness is often described as “good’, “valuable”, “something to strive 
for” (Bensing, 2000, p. 17) and as “the right thing to do” (Duggan, Geller, Cooper, 
& Beach, 2006, p. 272). It has become a “central value in what good medicine and 
good medical communication are supposed to be” (De Haes, 2006, p. 292). Yet 
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despite – or maybe due to – the increased attention for patient-centeredness in 
both health sciences and health practices, it can be considered a “fuzzy container 
concept” (Bensing, 2000; Illingworth, 2010): most people have a global idea about 
what it means, but they use the term to refer to rather different phenomena in different 
contexts. 

As Stewart has stated, “patient-centeredness […] may be best commonly understood 
for what it is not” (Stewart, 2001, p. 444). With this he refers to the ways in which 
practitioners often give patient-centeredness its meaning, namely by discoursing it 
as different from two ‘other’, highly criticized, ways of organizing healthcare: disease- 
and doctor centeredness.

First, patient-centeredness is generally seen as an alternative to a disease-centered, 
biomedical model of care. If we discourse patient-centeredness as different 
from disease-centeredness, we are invited to think about the content of medical 
encounters: i.e. the topics that could or should be addressed. Doctors that try to 
create a patient-centered encounter are expected to not only focus on the medical 
aspects of their patient’s illness, but to also pay attention to non-medical aspects, 
such as the patient’s feeling about being ill, the patient’s ideas about what is wrong 
with him/her and the impact of the medical problem and potential treatments on the 
patient’s daily functioning (Chewning & Sleath, 1996; Mishler, 1984). Rather than 
solely focussing on the disease, healthcare professionals are invited to broaden the 
exploratory perspective on illness to also include social and psychosocial factors 
(Bensing, 2000; Illingworth, 2010; Mead & Bower, 2000; Taylor, 2009). 

In the context of HIE, ideas on the content of communication between doctor and 
patient are interesting, because it can inspire discussions on the kind of data that 
need to be registered and/or exchanged (e.g. not only disease-related data, but also 
data on a patient’s well-being). This is indeed a theme in debates on HIE, particularly 
in the context of Personal Health Records (Al-Ubaydli, 2011; Pluut, 2013b).

Second, patient-centeredness can be seen as an alternative to centring the doctor. 
Looking at patient-centeredness in this way points our attention to the aspect of 
control: “whose agenda is dealt with, who is expected and has the power to make 
decisions?” (Bensing, 2000, p. 22). Authors such as Chewning (1996) and Holmström 
and Röing (2010) discourse patient-centeredness as a movement away from 
healthcare professionals’ long tradition of making decisions for the patient, which 
was based on the belief that doctors knew what was best for the patient. Patient-
centered doctors are asked to let go of a paternalistic, directive, detached stance 
and to transfer (more or less) power to the patient (Cegala & Post, 2009). Promoters 
of the idea of patient-centeredness thus emphasize the importance of recognizing (a 
particular form of) patient expertise (Bardes, 2012; Illingworth, 2010; Taylor, 2009). 
In this context, Chewning and Sleath even call the patient “the most critical and yet 
underused resource for improved care outcomes (Chewning & Sleath, 1996, p. 389). 
However, there is considerable debate on how much “responsibility” can or must 
be given to patients, leading to different discourses of patient-centeredness (Pluut, 
2016). As we will see later in this thesis, each of these discourses has different things 
to say about the patient’s role in HIE practices. 
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1.7 Research curiosity 

After having introduced the main themes of this thesis, it is now time to present the 
main research curiosity: 

How can a generative version of Critical Discourse Analysis, 
as made possible by the meta-theory of relational constructionism, 

contribute to the unfolding of discursive struggles over  
Health Information Exchange?

Let me briefly summarize the three main elements that make up this question. 

First, relational constructionism. As I explained earlier, this thesis explores how 
a relational constructionist meta-theory could transform a particular ‘branch’ of 
research, namely that of Critical Discourse Analysis (CDA). In line with a relational 
constructionist meta-theory, conversations about Health Information Exchange (HIE) 
are assumed to be inevitably political, as they will always involve a ‘coming together’ 
of different discourses of e.g. patient-centered care. This thesis explores how we can 
engage with the politics of HIE in such ways that actors find fruitful ways of dealing 
with diversity. This means it explores how processes of inquiry can be made useful to 
the different communities that have an interest in HIE. The meta-theoretical ground 
for this possibility to jointly emphasize inquiry and transformative change is set out in 
chapter two. 

Second, Critical Discourse Analysis (CDA). In this thesis I have chosen to work with 
CDA, as this guides our attention to the ways in which discourses (re)produce, 
maintain and change power relations between the actors that are involved in the 
process of constructing Health Information Exchange. Yet, as I will explain in more 
detail in chapter three, CDA work is usually oriented towards understanding power 
relations and to presenting research findings to scientific communities. Less attention 
has been paid to the ways in which those who study discourses can participate and 
shape discursive struggles and how they can present their work to other potentially 
interested audiences. Relational constructionism makes it possible to explore this 
largely neglected avenue, and so this thesis proposes a generative version of CDA. 
In addition, relational constructionism enables a discourse of the researcher as a 
“reflexive practitioner”. For that reason, my engagement with the politics of HIE is 
made the subject of inquiry in the second part of this thesis. 

Third, discursive struggles over HIE. The term “discursive struggles” captures the 
critical approach taken, namely that relational processes are seen as intrinsically 
political. In this thesis, struggles over the ‘right’ ways to exchange health information 
are centered, and I will argue that if we want to study how actors participate in these 
struggles, it is helpful to distinguish four strategies (i.e. four “bundles of actions”). 
These strategies will be used to reflect upon my own engagement with discursive 
struggles over HIE, which hopefully provides us with relevant insights into the ways in 
which the process of studying discourses could make locally useful contributions to 
the unfolding of discursive struggles. I hope it will also generate useful insights into the 
different discourses that can underlie different constructions of ‘good HIE’, and how 
we could work with these different discourses in productive ways. 
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1.8 Reading this thesis

This thesis is written for multiple audiences. 

First, I hope to offer relational constructionist scholars relevant and useful insights 
into the ways in which this meta-theory can be put to work when engaging in critical 
reflexive practice. To be more specific, I hope that the development of an approach 
to generative inquiry that centres the political challenges of engagement inspires 
relational constructionist scholars to pay careful attention to the power aspects of 
inquiries in general, and that it will further their thinking on the generative potentials of 
CDA in particular. 

Second, this thesis hopefully speaks to CDA scholars that are interested in exploring 
how they can reflexively engage with the discursive struggles they study. I hope 
to make them enthusiastic about the transformative potentials of a relational 
constructionist meta-theory for the process of studying discourses. This thesis 
hopefully stimulates them to reflexively think about ‘the why, what, how, and for 
whom’ of their inquiries and about how those inquiries could be transformative. 

Third, this thesis is meant to inspire practitioners in the healthcare sector (policy 
makers, managers, healthcare professionals in the area of HIE) on the ways in which 
they can reflexively participate in debates on HIE. It is meant to sensitize them to the 
diversity in discourses and hopefully helps them to imagine ways of dealing with this 
diversity in fruitful ways. 

Below is a short description of chapters two to eight. 

In chapter two of this thesis I introduce the meta-theory of relational constructionism 
by setting out the main assumptions and positioning it in relation to other versions of 
social constructionism. In addition, I will theorize discourse on the basis of this meta-
theoretical position. 

In chapter three I explore the ways in which the relational constructionist notion of 
“generative inquiry” could enrich Critical Discourse Analysis. I first introduce traditional 
CDA and the revised approach to CDA taken by Nelson Phillips and Cynthia Hardy, 
as I believe they come closest to mobilizing relational constructionist themes when 
writing about CDA. After this I propose “Generative CDA” as a new version of CDA 
that is made possible by relational constructionism. A relational constructionist meta-
theory does not only reflexively recognize the researcher’s participation in discursive 
struggles; it also builds on the notion that those who study discourses could focus 
on local usefulness for multiple local communities. In addition, CDA scholars could 
explore opportunities for transformative change through engagement with discursive 
struggles. 

I introduce generative CDA by suggesting four “orienting themes”. These themes are 
meant as resources that can help CDA scholars to work out how to ‘go on’ in any 
given inquiry context. I end the chapter by distinguishing four “strategies” (bundles 
of actions) that help our study of the ways in which actors, including the person 
traditionally referred to as ‘researcher’, participate in discursive struggles. Together, 
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the themes and strategies can help us gain insights into the ways in which we can 
engage with discursive struggles. In this context, I find it helpful to make a distinction 
between the ‘what’ and ‘how’ of engagement: the strategies direct our attention to 
WHAT we can do when we participate in discursive struggles, and by bringing in the 
orienting themes we can reflect upon HOW these engagements contribute(d) to their 
unfolding. Each chapter that follows highlights one of the four orienting themes. 

Chapter four presents an exploration of how we could organize CDA on the basis of 
the theme of “allowing engaged unfolding”. I analyze how I simultaneously studied 
and participated in discursive struggles over HIE and reflect upon the discursive 
strategies I performed to conduct inquiry activities that are typically labelled as 
literature reviews and interviewing. In addition, I propose that the process of writing 
blog articles can be an interesting form of online engagement with discursive 
struggles and could thus facilitate a process of engaged unfolding. When showing 
how opportunities for doing (CDA) research emerged out of my engagement with 
discursive struggles over HIE, this chapter at the same time introduces the reflexive 
practice that is made the subject of inquiry in the chapters that follow. 

Chapter five highlights the generative CDA theme of “appreciating diversity”. 
It illustrates how discussions in the scientific literatures can also be seen as 
discursive struggles. It presents a Critical Discourse Analysis of the ways in which 
writings of scientists promote different discourses of patient-centeredness and 
health information. On the basis of the CDA, I present three discourses of patient-
centeredness, which I label “caring for patients”, “empowering patients”, and “being 
responsive”. Next, the chapter explores how an unraveling of these discourses helps 
us see “differences that matter” and how this was helpful for my work as a “reflexive 
practitioner”.

In chapter six, the orienting theme of “opening to political sensibilities” has a central 
place. As is consistent with the notion of the “reflexive practitioner”, it makes my 
engagement with discursive struggles over a Dutch national EHR the subject of study. 
I hope to show how the four strategies, presented in chapter three, can be helpful for 
studying how actors, including the person traditionally referred to as “the researcher”, 
participate in discursive struggles in ways that (re)construct power relations and local 
realities. In addition, this chapter illustrates how the combination of strategies and 
orienting themes sensitize us to the possibilities and challenges of engagement with 
discursive struggles. 

In chapter seven, the orienting theme of “stimulating reflexivity” is centred and a 
particular discourse of reflexivity is promoted. This discourse reflects relational 
constructionist premises and highlights three reflexive concerns: coherence, a 
relational ethic, and making CDA useful to the local communities that are involved. 
In this chapter, several opportunities and challenges with respect to each of these 
reflexive concerns are discussed, linking this to my engagement with the politics of 
Health Information Exchange as a reflexive practitioner. 

Chapter eight presents a reflexive answer to the question that captured the main 
research curiosity and ends with suggestions for future research into Health 
Information Exchange and generative Critical Discourse Analysis.
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PART I

A DANCE BETWEEN 
RELATIONAL CONSTRUCTIONISM  

AND 
CRITICAL DISCOURSE ANALYSIS 
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A relational constructionist approach 
to discourse
In the last few decades, an increasing number of texts have reflected upon the 
diversity of paradigms in the field of organization and management studies (see 
e.g. Burrell & Morgan, 1979; Guba & Lincoln, 1994, and Morgan, 1997), showing 
how different meta-theories can invite and (dis)allow different inquiry practices (also 
see McNamee & Hosking, 2012). This chapter is the start of an exploration of how 
a relational constructionist meta-theory opens up potentially useful ways for doing 
research by directing our attention to the formative quality of inquiry processes. 

The chapter is made up of two parts. In the first part I introduce relational 
constructionism by positioning it in relation to other discourses of social 
constructionism. I explain how relational constructionism, by giving ontology to 
processes of becoming, centres the relational production of local realities and 
reflexively recognizes the researcher’s participation in inquiry processes. When 
setting out these premises, special attention is paid to the potentials of a relational 
constructionist meta-theory for how we can deal with diversity. Among other 
things, I will introduce the concept of Self-Other differentiations and will explain how 
conversations that are based on a principle of openness can help actors to “engage 
otherness”, which can in turn help them to envision new relational realities. In addition, 
I explain how relational constructionism invites us carefully to think about the ways 
in which processes of inquiry could facilitate such conversations, potentially creating 
“change from within”. 

In the second part of this chapter, the concept of discourse is theorized as a tool 
that helps us study the relational production of local realities. This sets the stage for 
an exploration of the ways in which a relational constructionist meta-theory could 
transform Critical Discourse Analysis (CDA) in chapter three.

2.1 Introducing constructionisms 

What’s in a name? (William Shakespeare)

A description of “relational constructionism” can be considered performative, 
because scholars constantly define and re-define it (Latour, 2005). We could refer to a 
relational constructionist set of assumptions as a world-view (Sampson, 2008), since 
its main assumptions have implications not only for research but also for areas such 
as therapy (McNamee & Gergen, 1992), democracy and justice (Sampson, 2008), 
consultancy and change work (Hosking & Morley, 2004) and education (McNamee 
& Moscheta, 2015). In light of the main research curiosity that is centered in this 
thesis, I find it most helpful to refer to my relational constructionist set of assumptions 
as a meta-theory. After all, I am exploring how relational constructionism can open 
us up to new ways of performing Critical Discourse Analysis. For this we need to 
pay reflexive attention to the assumptions that underlie theories and practices of 
theorizing. 

2
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A meta-theory can be seen as a set of assumptions that underlies the practice of 
making theories. It can be seen as the development of overarching combinations 
of theory, as well as the development and application of theorems for analysis 
that help us study underlying assumptions about theory and theorizing (based on 
Wallis, 2010, emphasis added by author). 

Relational constructionism allows and invites a radical departure from “mainstream” 
approaches to research (Thompson & McHugh, 1995) and draws heavily upon 
work that dates back long before the emergence of what some now call social 
constructionism (Gergen, 1994). This means not only the voices of those using 
the language of constructionism have played an important role in the emergence 
of this text (Gergen, 1999; Hosking, 2007a; McNamee & Hosking, 2012), but so 
have the writings of philosophical scholars like Bakhtin (1986), Wittgenstein (1963), 
Latour (1987 and 2005), Foucault (as discussed by Falzon, 1998), Sampson (2008), 
Alvesson and Deetz (2000), and many others.

There are important differences between the various discourses of constructionism 
that one can find in the literature. In other words, a high level of diversity characterizes 
constructionist discourses. Some versions of constructionism can be considered 
closer to traditional meta-theories than others (see e.g. Pearce, 1992). This implies 
that not all people that state they take a social constructionist position necessarily 
need to agree with any list of characteristics (Gergen, 1999). Hence, I will outline 
the assumptions that seem to underpin most constructionist writings and will then 
overview the relational constructionist meta-theory that is put to work in this thesis4.

Most constructionists assume that social realities are constructed through language-
based processes. You could say that constructionists share an emphasis on language 
as communication and that they view communication as constructional (Burr, 1995).

If you ask a constructionist whether s/he believes that language simply names objects 
in the world ‘out there’, s/he would probably answer ‘no’. Rather, s/he thinks that 
language is core to the process of constituting objects (Deetz, 1996). Moreover, 
language is assumed to gain its meaning on the basis of its social utility within a 
particular context, which implies that actions, things, and words can have different 
meanings in different contexts and that, accordingly, different contexts call for different 
languages. To illustrate, Eskimos have about 16 words to refer to snow, which signals 
how their language brings snow into being in ways that help them live in Arctic 
circumstances (Gergen, 2009). 

Despite their shared interest in language, I find it important to stress that not 
all constructionists approach language in the same way. Some focus primarily 
on conceptual language (spoken and written words), whereas others, like me, 
theoretically use the term language to also refer to non-verbal gestures, posture, 
movement and the ways in which people create and relate with human artefacts. In 
the latter discourse, language is thus seen as a form of action that “brings people and 
things into being” (Hosking, 1999, p. 122). This implies that a relational constructionist 

4 For more integrated, extensive discussions on a relational constructionist meta-theory I advise the work of Ger-
gen (1999; 2009), Hosking (1999; 2011), and McNamee & Hosking (2012).
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researcher like me is sensitive to, for instance, the ways in which the clothes of a 
doctor (“artefacts”) signal a certain status and to how this contributes to the local 
construction of the doctor’s identity. At the same time, it is often the case that, for 
practical reasons, constructionists focus on the analysis of written texts – the same 
applies to the work that is presented in the second part of this thesis. 

Constructionist discourses typically suppose that everything we think we know about 
our world could be otherwise. One reason for this is that processes of construction 
are believed to be historically and culturally situated. This implies that constructionists 
assume that social realties are local (Hosking, 2002). Local in this sense can be seen 
as in contrasting relation with the more traditional view of a universal, stable reality 
and the search for transcendental knowledge of its characteristics. Realities are 
assumed to be local to the relational processes in which they are made and re-made. 

Constructionists often assume that social processes create and sustain local realities, 
and that particular reality constructions allow and invite a particular set of actions. So 
a particular construction of the researcher (e.g. the seeker after truth) makes particular 
research practices more likely (e.g. a detached stance) and invites particular relations 
between the researcher and his ‘research objects’ (e.g. minimal intervention). For that 
reason, most constructionists invite us to critically reflect upon the consequences of 
our constructions of ‘the real and good’ and to be suspicious of taken-for-granted 
“beliefs” and “knowledges” (Burr, 1995). 

2.2 Positioning relational constructionism 

So far I have given you a short overview of what constructionisms have in common. 
However, I have argued that there are important differences between discourses of 
constructionism. 

You could say that discourses of constructionism differ in:
 · a focus on ‘being’ or a focus on ‘becoming’ 
 · a focus on subjectivities or a focus on the relational production of local knowledges
 · the extent to which they reflexively recognize the researcher’s participation in inquiry 

processes

Let me elaborate my discourse of constructionism by positioning relational 
constructionism on each of these three points. 

A focus on processes of becoming
My reference to “relational constructionism” captures my centring of relational 
processes and the ways in which they construct relational realities. 

Relational processes are the ever-moving construction sites in which relational 
realities are (re)produced (based on Hosking, 2007a). 
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Examples of relational processes include having conversations, exercising, writing, 
the role of traffic signs, and even thinking5. When we communicate, we bring objects 
into being: we co-construct identities, knowledge, values and other social realities. 
You could say that the present relational constructionist meta-theory focuses on 
verbs rather than nouns and on action rather than status. It centres the ways in which 
all those who participate6 in relational processes co-construct realities. This implies 
that a relational constructionist meta-theory gives ontology to relational processes 
(Hosking, 2002) or as Chia put it, it assumes an “ontology of becoming” rather than 
the more usual “ontology of being” (Chia, 1995, 1996). 

I explained earlier that relational processes are assumed to (re)create multiple local-
cultural and local-historical realities. Realities are local in a historical sense because 
relational processes always reproduce some previous relational pattern. In this 
context, we could say that by (regularly) repeating interactions, we constantly re-
make history (McNamee & Hosking 2012). Realities are local in a cultural sense 
because actors act in relation to, and at the same time develop, particular cultural 
norms and values. In this context Wittgenstein’s concept of the “form of life” is 
useful, as it refers to patterns of cultural activity with their own “language games”. 
In other words, “the locals”7 have their own set of rules, their own vocabulary and 
their own institutionalized practices by which they construct realities (Gergen, 1994, 
on Wittgenstein). These institutionalizations of practices implicate that ‘not anything 
goes’: some relational practices have become “socially certified” and others have 
not (Hosking, 2002). At the same time, some local realities are more open to ‘Other’ 
(other rules, other vocabularies, other practices) than others, which brings me to the 
theme of self-other differentiations.

Co-constructing	self-other	differentiations
An “ontology of becoming” has important implications for our view of persons. In 
this thesis, and as is consistent with other constructionist discourses, I assume that 
the identity of Self is always constructed in relation to Other (other persons, things, 
practices); we need Other in order to construct Self. Other gives us our selfhood, 
since we inevitably participate in an ongoing “self-and-other determining process” 
(Sampson, 2008, p. 169). 

Self-other	differentiations are relational processes whereby Self is differentiated 
from Other, hereby constructing the local realities of Self, Other, and their 
relationship.

In modern Western cultures, it is quite common to act as if the individual is a self-
contained individual, possessing a ‘Self’ and other relatively stable characteristics 
(Sampson, 2008). The Self is seen as separate from ‘the Other’ – anyone or 

5 After all, even when we think, we are in some way relating things with one another and/or relating with other 
people in some way. We could thus see thinking as an un-vocalized conversation (Hosking, 2011).
6 This includes things (“artefacts”) as I take the view that they also have constructive qualities.
7 Please note that, given the present meta-theory, the term “locals” does not refer to a group of actors that is 
inter-connected on the basis of a geographical location. Scientists from different countries that enact the same 
discourse of science could, for instance, be seen as a local “form of life”. Or as Hosking and McNamee put it, 
“inter-actions vary in the scale of their inter-connections. This means that local could be as broad as Western or 
post- Enlightenment” (McNamee & Hosking, 2012, p. 41).
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anything that is not the Self (Gergen, 1999). We could refer to this as hard self-other 
differentiation. 

Hard	self-other	differentiations involve ways of relating that construct Self 
and Other as singular, stable, bounded, and independent entities interacting in 
instrumental relations (based on Hosking, 2007a). 

Dachler and Hosking (1995) have also used the term “subject-object relations” to 
refer to hard self-other differentiations. They explain how a subject-object construction 
of relations typically puts an active-passive binary to work, with an active Subject 
acting upon (i.e. influencing, gaining knowledge about, leading) a passive and 
available Object. Sampson (2008) has beautifully shown how subject-object relations 
can easily lead to division, conflict and suppression. Because persons want to protect 
their bounded identity, they tend to avoid Other, simplify their account of Other and/
or construct a(n extreme) negative discourse of ‘Other’ (Gergen et al., 2001). A nice 
illustration of this line of argument comes from the ways in which people often try 
to defend their cultural traditions by describing other cultural practices as inferior (or 
‘strange’, ‘out-dated’, and so on), which in turn leads to the suppression of certain 
forms of life or even to wars between nations. 

So is there another way to construct the relationship between Self and Other? As 
Gergen, McNamee and Barrett have argued, “all world constructions and their 
associated forms of relational life create a devalued exterior – a realm that is not us, 
not what we believe, not true, not good” (Gergen et al., 2001, p. 679). In other words, 
a certain sense of alterity can never be avoided. Yet, relational constructionism invites 
us to explore how we could construct softer differentiations between Self and Other. 

Soft	self-other	differentiations involve ways of relating that are based on an 
orientation of openness to otherness, including other possible selves (based on 
Hosking, 2007a). 

Sampson (2008) speaks of “otherness” as the gift that we receive when we 
participate in relational processes. Other (such as another person or another 
discourse) can make us aware of what we take for granted and can stimulate us 
to critically think about the ways in which we can (re)construct realities. Otherness 
can thus help us in confirming or developing our discourses, including our view of 
Self, and to envision new possibilities for action. We could refer to this “openness 
to otherness” as the fundamental principle of a communicative or relational ethic 
(Letiche, 2008; Falzon, 1998; also see section 7.2). So how could we put such a 
relational ethic to work in e.g. research or consultancy practices? How could we 
construct softer self-other differentiations? 

Relating through dialogue
Dialogue can be seen as in contrasting relation to the dominant Western tradition of 
monologue, which is typically “self-celebratory” (Sampson, 2008, p. 4). Monologues 
are conversations that are characterized by a hard self-other differentiation, with 
participants trying to achieve “power over” Other. During monologue the focus is 
on protecting the Self and influencing the Other, hereby constructing subject-object 
relations. During dialogue, on the other hand, participants try to soften differentiations 
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between Self and Other, so that the actors who are relating have the “power to” work 
with diversity in ways they find helpful (Hosking, 2007a). McNamee and Hosking 
provide us with the following useful description of dialogue:

As a special kind of conversation, dialogue is a slow, open, and curious way 
of relating characterized by (1) a very special kind of listening, questioning, and 
being present; (2) a willingness to suspend assumptions and certainties; and (3) 
reflexive attention to the ongoing process (McNamee and Hosking, 2012, p. 68).

Dialogue can be seen as the “quintessential encounter with others”. It is a 
performance that “brings self and other together so that they can question, debate 
and challenge one another” whilst at the same time resisting conclusions (Madison 
on the work of Conquerwood, 2012, p. 10-11). During a dialogue who or what one 
is comes in for radical examination (Letiche, 2008). By reflexively exploring discursive 
differences – by “engaging otherness” (Hibbert, Sillince, Diefenbach, & Cunliffe, 2014, 
p. 284) – actors can develop new critical insights and can start to envision new 
possibilities for action (Cunliffe & Scaratti, 2017). Consequently, transformative change 
work often centres and emphasizes dialogue, because it “can provide the space in 
which new realities and practices are fashioned” (Gergen as quoted by McNamee & 
Hosking, 2012, p. 102). Among other things, dialogue can help to transform a history 
of relationship that was characterized by “dysfunctional conflict” (Abma, 2000, p. 206) 
to one where there is understanding and appreciation for Other:

Dialogue is a conversation in which people who have different beliefs and 
perspectives seek to develop mutual understanding […] Through dialogue, 
people who seem intractably opposed often change the way they view and relate 
to each other—even as they maintain the commitments that underlie their views. 
They often discover shared values and concerns which may lead to collaborative 
actions that were previously unthinkable (Herzig & Chasin, 2006, p. 1 and 3).

Earlier in this thesis I defined discursive struggles as relational processes during which 
participants struggle with diversity. Using the vocabulary of the previous sections, we 
could see discursive struggles as relational processes that are often characterized by 
monologues and hard self-other differentiations. A relational constructionist meta-
theory invites us to explore the transformative potentials of dialogue as an alternative 
and perhaps more fruitful way of working with discursive diversity. The construction of 
self-other differentiations during discursive struggles will be a recurring theme in this 
thesis. 

To sum up the above, a focus on processes of becoming is central to the present 
relational constructionist discourse. This focus implicates the assumptions of a 
relational Self, and of Self, Other and their relationship continuously being (co)
constructed. I have referred to the processes whereby Self is differentiated from 
Other as self-other differentiations, and suggested that these differentiations can be 
softened if relational processes are based on a principle of openness to otherness. 
In this context, I introduced dialogue as a particular kind of conversation, one where 
participants “engage otherness” and that can help them to envision new realities, 
relationships and practices. 
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Going back to the main research curiosity that was presented in chapter one, we 
could say that the present ontology of becoming invites the inquirer to explore 
how discursive struggles could be transformed through a softening of self-
other differentiations. This brings us to the next theme of the present relational 
constructionist meta-theory. 

Centring the relational production of local rationalities
I have experienced that relational constructionism is often confused with the 
discourse of constructivism. The most important difference between these meta-
theoretical positions is that a constructivist discourse mobilizes the theme of 
subjective realities, whereas a relational constructionist discourse moves beyond the 
idea of subjectivity and centres the relational production of local-cultural and local-
historical “rationalities” or “discourses” (Gergen & Thatchenkery, 1996). 

In a constructivist meta-theory the focus is on the ways in which the human mind 
constructs subjective knowledges. To put this differently, for social constructivists 
the process of world construction takes place “in the head”, whereas for a 
relational constructionist what we take for real is the by-product of processes of 
communication (Gergen, 1999, p. 236-237)8. 

What characterizes a relational constructionist discourse (of science) is its disputation 
of the entire distinction between objectivity and subjectivity (see also Deetz, 1996). 
All knowledge is seen as relationally constructed and has a local-historical and 
local-cultural ground. As McNamee and Hosking have stated, this is a radical 
departure from traditional, (post) positivist assumptions9. Embracing a relational 
constructionist discourse of research means that we move into a completely “new 
territory” (McNamee & Hosking, 2012, p. 36). We no longer need to engage in truth 
finding with respect to e.g. the effects of access to health information on doctor-
patient communication. Rather, the (post) positivist quest for more or less objective 
knowledge of an assumed reality ‘out there’ gives way to an interest in the ways in 
which local-cultural and local-historical realities are relationally constructed. Relational 
processes thus become the “subjects of inquiry” and at the same time, we can see 
processes of inquiry as processes that (re)construct realities and relations (Hosking, 
2011). Because processes of inquiry are assumed to be world constituting, we 
are invited to pay more attention to the what, why, how, and for whom of inquiry 
processes themselves (Parker, 2005). 

Scientific communities can be considered “forms of life” similar to medical or patient 
rights communities. Relational constructionist premises neither sharply distinguish the 
“knowledge” that is produced by the science community from nor elevate it above the 
local rationalities produced by other forms of life. As McNamee and Hosking argue: 

8 We can also find quite some diversity within the constructivist discourse. Gergen (1999), for instance, makes a 
distinction between ‘constructivism’ and ‘social constructivism’. Social constructivism could be seen as being closer 
to a relational constructionist discourse in the sense that it also pays attention to the ways in which social relation-
ships provide the individual mind with categories with which it can construct the world.
9 As McNamee and Hosking set out, post-positivism can be seen as a discourse of research that revises 
positivist assumptions. Whereas positivism (or what has been called the “Received View of science”) assumes that 
individuals can discover/know about real objects and can thus acquire certain truths (“naive realism”), post-positivism 
starts from the assumption that knowledge can never be fully objective, and so believes there are only probable 
truths (“critical realism”)(see McNamee & Hosking, 2012, p. 22- 30).
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The discourse of construction has to […] include science itself as a local-cultural, 
historically contingent, and relational process (McNamee & Hosking, 2012, p. 23). 

As holds for any other community, scientists are believed to engage in relational 
processes of construction: they socially produce local realities within the context of 
a specific set of institutionalized practices (Johnson & Duberley, 2003). The latter 
implies that some ways of “doing science” get “socially warranted”, whilst others get 
discredited as e.g. unscientific. This brings me to the link between knowledge and 
power.

Knowing as powerful action
If we assume an “ontology of becoming”, we centre the relational process of 
constructing local rationalities and regard ‘knowing’ to be a relational process. As 
Johnson and Duberley put it, assuming locally constructed rationalities implies that:

truth […] becomes a socio-linguistic artefact where justification lies in the 
discursive hegemony culturally-specific to a ‘form’ of life” (Johnson and Duberley, 
2003, p. 1286). 

Constructions of “the real and good” are thus continuously being made and re-made, 
based on the conventions within local communities. Moreover, given the history of 
relationships within particular communities, some constructions of the real and good 
(i.e. some discourses of science) are more likely to get accepted than others. 

Foucault has invited us to think in terms of a “power/knowledge nexus” and, following 
Falzon’s dialogic interpretation of his work on power, has suggested that, as humans, 
we inevitably participate in “shifting, mobile, open-ended interplays of forces” (Falzon, 
1998, p. 44). Because actors will always enact different discourses during their 
conversations and will always be inclined to influence others and commit others to 
their discourses, relational processes always produce and reproduce power relations 
(Hosking & Morley, 1991)10. I think this helps us to see how power can be understood 
in the context of a relational constructionist meta-theory11: it is not an external social 
influence of bounded entities over one another, not a “fixed, structural characteristic 
or property of persons, groups, or organizations (Hosking & Morley, 1991, p. 138). 
Rather, it is an inevitable quality of relational processes, where “social orders” (e.g. 
the dominance of a particular discourse of science) emerge out of “a multiplicity 
of concrete encounters” (Falzon, 1998, p. 47)12. So during relational processes, 
participants may construct the notion of having “power over” other, or they might 
experience the “power to” enjoy more equal ways of relating (Hosking, 2011)13. 

10 This also implies that relational processes are intrinsically political, a theme I will return to in section 2.2.
11 A relational constructionist theory of power can be contrasted with two dominant, entitative approaches: 
macro-social approaches to power (presuming large-scale institutions having power) and individual approaches to 
power (with the human mind serving as the originary source of power). For more extensive discussions, see Gergen 
(1995, p. 32-34) and Hosking (1995, p. 54-58).
12 Again, I find it important to stress that these social orders must not be understood as stabile hierarchies ‘out 
there’, with certain entities (e.g. discourses, institutions, leaders) having “power over” other entities, but as “relations 
of power”/ “ways of relating” being continuously constructed.
13 Linking back to the earlier discussion of dialogue, more equal ways of relating could be enabled by a dialogic set 
of relational conditions – conditions that invite a soft self-other differentiation (Hosking, 1995).
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Relational constructionist assumptions thus suggest that the social order that 
emerges out of a “subject-object understanding” of research relations is just one 
possible reality construction – a construction that could be otherwise. We are 
invited to take a critical look at the power relations between science communities 
and other “communities of practice” (Kavanagh, 2008). At the same time, relational 
constructionism opens researchers up to other possible ways of positioning 
themselves in relation to those they meet during inquiry processes. When we assume 
multiple local rationalities, we can explore how we could come to agree upon a more 
equal relationship with one another, and explore different ways of how the inquirer, 
now storied as an actor that contributes one expertise amongst many, could engage 
in “softer self-other differentiations”. 

Reflexively recognizing the researcher’s participation in processes of inquiry
Hosking (2002) has argued that various constructionisms still separate the researcher 
from that which s/he studies: researchers “continue to position themselves, 
unreflexively and tacitly, as outside their narrative” (Hosking, 2002, p. 9). Linking back 
to the earlier discussion of self-other differentiations, we can see how (post-) positivist 
discourses of science typically construct “hard self-other differentiations”, with the 
researcher as the active and responsible Subject, who produces knowledge about 
Objects ‘out there’ (McNamee & Hosking, 2012). A relational constructionist meta-
theory is radically different in this respect. It suggests that researchers could make a 
shift from saying something about the objects of study to a search for ways in which 
they can enable and support multiple local realities (Hosking, 2011). Inquiry is (in 
some varying degree) intervention, and the latter could be emphasized or made ‘the 
point’ so to speak – in which case we might speak of generative inquiry (McNamee & 
Hosking, 2012).

Generative	inquiry explores how processes of inquiry can generate new realities 
and relations. 

During generative inquiry the reflexive practitioner could try to open up participants 
to the possibility of co-constructing softer self-other differentiations (McNamee & 
Hosking, 2012). S/he could, for instance, facilitate dialogues during which actors 
communally reflect upon the different discourses that are being made and (re)made 
during their interactions. A de-construction of such discourses and communal 
reflections upon their implications could in turn pave the ground for re-constructions, 
or what Alvesson and Deetz (2000) have called “transformative re-definitions”, 
i.e. new discourses that open up new realities and relations. Discourses that are 
reflexively discussed in this thesis include discourses of research (chapter two and 
three), discourses of patient-centeredness (chapter five) and discourses of policy-
making (chapter six). 

In sum, during generative inquiry researchers (now perhaps better referred to as 
“reflexive practitioners”) could try to facilitate a softening of self-other differentiations, 
and stimulate communal reflections upon different discourses and the realities they 
are making and breaking. Such processes have the potential of transforming those 
involved in an inquiry (including the researcher) and the relations amongst them, 
in which case we can speak of transformative change that “unfolds from within” 
(McNamee & Hosking, 2012). 
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The above implies that, in a relational constructionist meta-theory, reflexivity is no 
longer theorised as an individual, ‘mental’ activity and is not restricted to evaluating 
the quality of methods and knowledge claims in relation to what is (probably) true 
(Hosking & Pluut, 2010). Rather, reflexivity expands into the relational, ethical and 
practical aspects of our inquiries and can be seen as an activity that stands in the 
service of processes of transformation (see chapter seven for a detailed discussion of 
reflexivity). 

2.3 Relationally constructing discourse

As explained in the first chapter, the concept of discourse is here used as a tool to 
study local realities. I have chosen the following definition of discourse:

A discourse is an interrelated set of texts and the practices of their production, 
dissemination, and reception, that brings an object into being” (Phillips & Hardy, 
2002, p. 3, quoting Parker).

This definition builds on the relational constructionist assumption that all relational acts 
(textual and non-textual) contribute to the ongoing construction of relational realities. 
In this thesis I will use the concept of discourse to study the never-ending relational 
processes through which people, or things, construct multiple local realities. Let me 
say a bit more about the implications of relational constructionist premises for the 
present theory of discourse.

In the previous section I explained that relational processes are assumed to create 
multiple local-historical and local-cultural realities. The concept of discourse invites 
us to look at these multiple local realities as being characterized by diversity. Those 
who participate in relational processes can always invoke multiple, potentially 
conflicting discourses and by doing this, they are at the same time (re)constructing 
these discourses (Hardy & Phillips, 1999). Discourses are therefore assumed to be 
in a constant state of flux; they are continuously made and remade by those who 
are participating in relational processes. Having said this, I do believe that the central 
elements of a discourse can be ‘stabilized’ for a while, like local constructions of 
‘what it means to be a good patient’. However, such stabilities can be seen as 
“ongoing achievements” (Hosking, 2011) that will always be temporary. We can never 
put an end to relational processes and their power to (re)construct discourses: 

There is no position which stands above the movement of dialogue, and one 
side can only ever achieve a temporary victory over the other. In the end, both 
sides are subject to endless transformation. This is a non-totalising, open-ended, 
dialogue or interplay, […] where moves never come to an end (Falzon, 1998, p. 
43).

This quote from Falzon brings us back to the earlier discussion of relational processes 
as intrinsically political in the sense that all relational processes involve a coming 
together of multiple discourses. Actors will often “try to influence others so as 
better to protect and promote their discourse, their own values, active interests 
and ‘projects’” (adapted from Hosking & Morley, 1991, p. 135). If we relate this to 
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the issue of Health Information Exchange, we could say that a particular discourse 
of the patient (e.g. as ignorant) warrants some people the right to electronically 
access a health record (e.g. healthcare professionals) and denies this right to others 
(e.g. patients). In turn, an EHR system that has limited access rights to healthcare 
professionals (not patients) becomes something that contributes to the stabilization of 
a particular discourse of the patient’s role in healthcare. 

As was discussed before, realities are local-cultural and local-historical realities, 
which implies that ‘not anything goes’. Discourses create a certain “discursive space” 
(Hardy & Phillips, 1999) within which the participants of e.g. a medical encounter can 
act. In any given context, some discourses are accepted and popular, whereas others 
are contested, marginalized, ridiculed, and so on. Some people are invited to speak 
and others are silenced. Discourses can thus be studied in terms of ‘what they do’ 
and ‘what they limit’. 

Discursive struggles are centered in this thesis, including my engagement herein. 

Discursive struggles are relational processes during which actors struggle with 
“otherness” (definition inspired by the work of Phillips & Hardy, 2002).

Linking back to our earlier discussion of self-other differentiations, we could 
characterize discursive struggles as relational processes that are often dominated 
by monological ways of relating: they are based on a more or less hard self-
other differentiation, with actors trying to gain acceptance for their discourse and 
critiquing/neglecting/rejecting other discourses. A relational constructionist meta-
theory suggests we could explore how discursive struggles can be moved in the 
direction of more dialogic ways of relating – ways in which participants feel they have 
the “power to” engage in an open and more or less equal dialogue on discursive 
differences. Among other things, such a softening of self-other differentiations could 
fuel communal reflections on how to work with these differences in potentially fruitful 
ways (Hosking, 2007a, p. 18). In the following chapters I will further explore how the 
process of Critical Discourse Analysis could stimulate reflections on Self, Other, and 
their relationship, and how this could in turn open those who participate in discursive 
struggles up to new realities and relations. 

2.4	 Overview	of	meta-theoretical	assumptions	and	their	
implications for discourse
In the table below I sum up the relational constructionist assumptions as discussed 
in the first part of this chapter and their possible implications for a theorization of 
discourse.
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RELATIONAL CONSTRUCTIONIST ASSUMPTIONS IMPLICATIONS FOR THEORIZATION OF DISCOURSE

Ontology of becoming (instead of ontology of 
being)

Centring the relational construction of discourse 
(instead of a focus on discourses ‘out there’)

Language as a form of action that brings people 
and things into being

Discourses include spoken and written language, 
and other forms of action

Multiple local-historical and local-cultural realities Discourses create a discursive space within which 
actors can act: not “anything goes”

Relational processes are intrinsically political Centre the challenge of dealing with discursive 
diversity

Self, Other, and their relationship are relationally 
constructed
Dialogic practices invite openness to Other, 
monologic practices construct hard Self-Other 
differentiation

Approach discursive struggles as ways of relating 
that could be moved in the direction of dialogic 
ways of relating

Processes of inquiry (re)construct realities and 
relations
Researchers can “lean towards change” 

Explore how communal reflections upon 
different discourses can be facilitated, so that 
transformative change could unfold from within

Table 1: Implications of relational constructionist meta-theory for theory of discourse

As we will see in the next chapter, most work on discourse puts (critical) realist 
assumptions to work, and so looks rather different than the present relational 
constructionist theorization of discourse.
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(Re)constructing Critical Discourse Analysis 
There is a large body of literature on discourse theory and discourse analysis (see e.g. 
Phillips & Hardy, 2002; Potter & Wetherell, 1987; Wetherell et al., 2001a), embracing 
different meta-theoretical positions. The work that is presented in this thesis draws 
from the tradition of Critical Discourse Analysis (henceforth CDA)14, relational 
constructionism, and the work of Nelson Phillips and Cynthia Hardy (Phillips & Hardy, 
2002). As I will set out in more detail later, the texts of these authors on discursive 
struggles and reflexivity form a good starting point for the present exploration of 
how relational constructionist assumptions could re-construct and add to the 
potential of CDA. At the same time, I believe relational constructionism opens up 
additional possibilities for doing CDA, particularly because of its reflexive recognition 
of the researcher’s participation in discursive struggles, its discourse of self-other 
differentiations, and the possibility to “lean towards transformation” (McNamee & 
Hosking, 2012).

This chapter discusses three constructions of Critical Discourse Analysis. First, 
it introduces traditional CDA as a form of discourse analysis that is specifically 
interested in conflict and power abuse, and that is informed by a social constructivist 
meta-theory. 

Second, Phillips and Hardy’s approach to CDA is discussed. I will argue that these 
authors make interesting revisions to traditional CDA. Among other things, a) they 
have a more general interest in power, i.e. they discourse power as an intrinsic quality 
of relational processes; b) they take a reflexive stance towards the researcher’s role 
in inquiry processes, and c) they centre the ‘how’ of actors participating in discursive 
struggles, i.e. they centre relational processes. At the same time, Phillips and Hardy’s 
revised version of CDA can still be considered “mainstream” in the sense that they 
mobilize realist assumptions in their scientific practice, and thus focus on gaining 
(more or less objective) knowledge about the social construction of discourse and its 
implications. This can explain why they do not explore the generative potentials that 
are opened up by a reflexive recognition of the researcher’s participation in discursive 
struggles.

Third, I will propose a radically different approach to Critical Discourse Analysis 
that is made possible by relational constructionism. Here, processes of inquiry are 
discoursed as processes that can potentially transform realities and relations through 
a softening of self-other differentiations. Consequently, I invite CDA scholars (in this 
context better referred to as “reflexive practitioners”) to embrace four “orienting 
themes”: a) allowing engaged unfolding; b) appreciating diversity; c) stimulating 
reflexivity; and d) opening to political sensibilities. These orienting themes can 
help reflexive practitioners to work out how to act in any given context, and they 
can facilitate reflections on the helpfulness of particular actions during discursive 
struggles. 

14  As explained in chapter 1, the main reason for taking a critical approach stems from the present version of 
relational constructionism and its interest in the link between discourse, knowledge and power. This thesis centres 
my reflexive practice as a participant in discursive struggles and a critical approach to discourse helps to analyze the 
power aspects of this practice. 

3
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The chapter then continues with an outline of four “bundles of actions” that actors 
often perform during discursive struggles. Distinguishing these bundles of actions 
as strategies helps us study how they (re)produce power relations and realities. The 
chapter ends with an explanation of how the orienting themes and strategies can be 
combined. There I suggest that it is helpful to make a distinction between the ‘what’ 
and the ‘how’ of engagement with discursive struggles. The strategies direct attention 
to the WHAT of engagement, and by bringing in the orienting themes, we can reflect 
on HOW these actions could contribute/contributed to the unfolding of discursive 
struggles. 

3.1 Traditional CDA

Traditional Critical Discourse Analysis (CDA) can be seen as part of a larger area 
of research called “critical theory”, which has developed in the field of “Western 
Marxism” (Phillips & Hardy, 2002). Theorists in this field generally have an interest 
in domination, exploitation and class struggles (Fairclough, 2001). To illustrate, in a 
reader on Discourse Theory and Practice, Teun van Dijk states that CDA primarily 
focuses on “the role of discourse in the (re)production and challenge of dominance” 
(Van Dijk in Wetherell et al., 2001a, p. 300). Van Dijk distinguishes dominance from 
“legitimate and acceptable forms of power” and believes that CDA is specifically 
interested in power abuse, that is “breaches of laws, rules and principles of 
democracy, equality and injustice by those who wield power” (Van Dijk in Wetherell et 
al., 2001a, p. 302, emphasis in original text). 

There is much debate amongst discourse theorists in general, and CDA scholars in 
particular, about the desirability of political engagement15, but the most common way 
in which the latter try to contribute to power struggles and aim to challenge power 
abuse is by “feeding back the knowledge gained into the political process” (Van Dijk 
in Wetherell et al., 2001a, p. 383-387). In his book on CDA, for instance, one of the 
most influential critical discourse analysts stated that:

[CDA should aim] to produce interpretations and explanations of areas of social 
life which both identify the causes of social wrongs and produce knowledge 
which could (in the right conditions) contribute to righting or mitigating them” 
(Fairclough, 1995/2010, p. 8). 

Fairclough hopes that discursive studies with “great explanatory power” will transform 
existing power relations, but like most other CDA researchers, he does not further 
explore how researchers could take responsibility for the ways in which discursive 
struggles unfold during processes of inquiry. I will pick up this largely ignored theme in 
CDA research later.

15  This can again be explained by different meta-theoretical assumptions. Those who argue against engagement 
and intervention seem to believe that this leads to bias, which makes sense in the context of a (post-) positivist 
discourse of research, i.e. research that strives for objectivity. As I have argued in chapter two, this is quite different 
from the relational constructionist assumptions that underpin this thesis and that fuel an interest in local usefulness 
and an exploration of the possibility of transformative change.
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As Wetherell (2001a) argues, the focus on unequal power relations of CDA 
researchers has led many to take a realist position, assuming there are ‘real’ 
discursive patterns of unequal power relations ‘out there’, which they hope to clarify. 
In addition, Norman Fairclough argues that the realist position taken by most CDA 
researchers can best be labelled as social constructivist: 

[CDA is a] “realist approach which claims that there is a real world, including 
the social world, which exists irrespective of whether or how well we know and 
understand it. The world is discursively construed (or represented) in many and 
various ways, but which construals come to have socially constructive effects 
depends upon a range of conditions, which include […] power relations. […] So 
CDA is a […] form of social constructivism” (Fairclough, 1995/2010, p. 4).

The above critical approach to discourse, which I here label as traditional, seems 
to be somewhat at odds with a relational constructionist meta-theory, since it puts 
“mainstream”, entitative assumptions of person and organization to work, with power 
being conceptualized as a possession or characteristic of these entities (Thompson 
& McHugh, 1995). As we are about to see, the work of Phillips and Hardy makes 
interesting revisions in this respect, focussing more on relational processes and the 
ways in which they construct power relations16. 

3.2 CDA as revised by Phillips and Hardy

As I explained in chapter one, this thesis explores how relational constructionism 
can open us up to new ways of doing Critical Discourse Analysis (CDA). I will take 
Nelson Phillips and Cynthia Hardy’s approach to CDA as the starting point for this 
exploration, which is well captured in their book “Discourse analysis: investigating 
processes of social construction” (Phillips & Hardy, 2002). In addition, their (co-
authored) journal articles provide more detailed discussions of themes that are of 
interest to the present exploration, such as CDA and reflexivity (Hardy, Phillips, & 
Clegg, 2001), discursive strategies (Hardy, Palmer, & Phillips, 2000; Phillips & Hardy, 
1997) and the relational construction of identity (Phillips & Hardy, 1997)17. 

A first reason for starting the present exploration with Phillips and Hardy’s work on 
CDA is that they do not primarily focus on power abuse by, and struggles amongst, 
social classes but rather explore the political aspects of relational processes in 
general. In other words, Phillips and Hardy replace the Marxist orientation, its focus 
on exploitation and class struggles, and its approach to power as something that 

16  Phillips and Hardy themselves do not clearly position their approach to discourse in relation to other approach-
es and so this statement about their approach being a revision of traditional approaches stems from my personal 
analysis of their work. 
17  I must note that not all texts that are produced by Phillips and Hardy are critical in the sense that they centre the 
political aspects of discourses, which they themselves explain by stating that different kinds of research questions 
ask for different kinds of discourse analysis (Phillips & Hardy, 2002, p. 40). I agree with them; in the context of this 
thesis it was my engagement with discursive struggles over Health Information Exchange (HIE) that fuelled an interest 
in the political aspects of relational processes. Hence, Phillips and Hardy’s work on discourse in relation to power is 
centered in this thesis.
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is possessed by entities, by a more general interest in the construction of power 
relations through discourse. They themselves say the following about this:

Originally, we had focused on the politics of collaboration using a traditionally 
critical orientation. Aware of the danger of reifying phenomena such as 
“organizations”, we started to examine more explicitly how organizations, 
collaborations, domains, and fields could be conceptualized as fluid, unfinished, 
fragile relationships that are made meaningful and “real” through discourse. […] 
We found that an explicitly discursive approach proved useful in exploring the 
political and strategic effects of discursive moves. […] In this way, we have been 
able to complement our view of power based on traditional critical assumptions 
[…] with a perspective that emphasizes the role of discourse […](Phillips & Hardy, 
2002, p. 52 and 55).

Phillips and Hardy’s frequent use of the term discursive struggles nicely captures the 
view that relational processes are political. In their article on the political aspects of 
the construction of refugee identities, Phillips and Hardy explain their view of power in 
more detail:

This traditional or one-dimensional view of power [that which is focussed on 
formal authority and dependency, added by author] is directly challenged by 
the discursive perspective described here. First, it repudiates the concept of 
sovereign power where an isolated agent mobilizes a battery of resources to 
produce particular outcomes. Instead, power is embedded in a network of 
discourse relations […]. Second, it draws attention to how the subject is socially 
produced by the system of power which surrounds it. […] Third, it challenges 
claims to ‘truth’. Each society has its politics of truth: the discourses that it 
accepts as true. […] The act of creating and disseminating texts is therefore a 
highly political act and underlies the most fundamental struggle for power and 
control. The result is […] an ambiguous and contested set of discursive structures 
full of contradiction and subject to continuous negotiation as to their meaning and 
application. Critical discourse analysis highlights the politic aspect of institutional 
phenomena by resisting the reification of organizations and instead focussing 
attention on the active role of self-interested stakeholders in the processes 
through which institutions are produced and maintained (Phillips & Hardy, 1997, p. 
171).

This quote carries important similarities with the relational constructionist discourse of 
power outlined in chapter two. After all, Phillips and Hardy let go of an entitative view 
of power and rather focus on relational processes as they produce power relations. In 
addition, they ask for attention to the “power/knowledge nexus”, i.e. the link between 
power and the social production of knowledge.

A second reason for basing the present exploration of the transformative potentials 
of CDA on the work of Phillips and Hardy follows from their acknowledgement of 
the relational construction of “knowledge” (in this thesis mostly referred to as local 
rationalities or local realities) and concerns their interest in reflexivity. In their book on 
discourse analysis they state that: 
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[Discourse analysis] focuses attention on the processes whereby the social world 
is constructed and maintained. It also includes the academic project itself within 
its analysis; with its emphasis on reflexivity, discourse analysis aims to remind 
readers that in using language, producing texts, and drawing on discourses, 
researchers and the research community are part and parcel of the constructive 
effects of discourse (Phillips & Hardy, 2002, p. 2).

Phillips and Hardly mainly focus on reflexivity as an act that is concerned with the 
production of scientific texts for research communities, or to put it differently, the 
processes during which researchers “construct what passes for knowledge” (Phillips 
& Hardy, 2002, p. 84). In the article they co-authored with Steward Clegg, titled 
“Reflexivity in organization and management theory: a study of the production of 
the research ‘subject’”, they present four strategies, with which they analyse their 
role as researchers in socially producing refugees as a subject of academic study 
(Hardy et al., 2001). This particular article has greatly inspired my thinking on the 
role of the researcher in processes of inquiry. At the same time, I feel that relational 
constructionist assumptions can broaden the scope of our discourse of reflexivity 
to include the ways in which researchers inevitably participate in the discursive 
struggles they study and how their participations could also generate possibilities for 
transformation. 

The theme of reflexivity brings me to the third and last interesting theme in the work 
of Phillips and Hardy, which is their interest in the actions undertaken by those who 
participate in discursive struggles, i.e. their analysis of discursive strategies. Although 
they use a somewhat different language, Phillips and Hardy share my interest in the 
construction of self-other differentiations and the ways in which actors try to achieve 
“power over” Other (section 2.2). When reflecting upon their own research program, 
Hardy and Phillips state that they have experienced that a discursive perspective has 
“revitalized” their critical approach, because it enabled them to explore the strategies 
“whereby actors use discursive resources to produce certain outcomes” (Phillips & 
Hardy, 2002, p. 52). They explain that they have experienced that CDA can “provide 
insight into the discursive work undertaken by actors in influencing these processes” 
(Phillips & Hardy, 2002, p. 27). Phillips and Hardy have inspired me to distinguish 
strategies for the analysis of participations in discursive struggles. 

An analysis of Phillips and Hardy’s meta-theory and research interests
Despite the interesting overlap between the work of Phillips and Hardy and the 
present meta-theory, there are important differences as well. We can account for 
these differences by looking at the meta-theoretical assumptions that underlie their 
work. 

Phillips and Hardy seem to take a realist position. I have not found a text in which 
they explicitly list their meta-theoretical assumptions, but they state that their work 
embraces “a strong social constructivist view of the social world” (Phillips & Hardy, 
2002, p. 5, emphasis added). They, for instance, make a distinction between a 
world out there, with real objects, and the ways in which actors construct this world 
(see e.g. Hardy et al., 2000, p. 1233-1236). This could explain why much of the 
texts that are written by Phillips and Hardy can, as they also state themselves, be 
considered “conventional” (Hardy et al., 2001, p. 543). The main focus is on gaining 
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knowledge about, and developing our understanding of, discourses and processes 
of construction. Phillips and Hardy pay little attention to the potentially transformative 
aspects of the researcher’s participation in discursive struggles. Another way to 
say this is that they emphasize inquiry and leave the option of “leaning towards 
transformation” unexplored. 

It seems that Phillips and Hardy’s main motivation for adopting a (critical) approach 
to discourse analysis is that they want to understand discourse as “socially 
constituting and socially constituted” (Hardy, Palmer, & Phillips, 2000, p. 1231), and 
relatedly, want to “build on or complement other theoretical bodies of work” (Phillips 
& Hardy, 2002, p. 55). In a paper on discursive struggle in the Canadian Refugee 
System, for example, they try to develop a framework for understanding the inter-
relationship between discursive activity at the level of an institutional field and the 
broader societal discourses that surround it (Hardy & Phillips, 1999). In another paper 
on refugee identities in Canada, Hardy and Phillips try to understand the ways in 
which organizational members perform discursive strategies to produce particular 
refugee identities, how this construction of the refugee identity (Other) is linked to 
the construction of the organization identity (Self), and how discursive power can 
compensate for more traditional sources of power (Phillips & Hardy, 1997). Similarly, 
with their study of a non-governmental organization (NGO) in the West Bank of Gaza, 
Phillips and Hardy explore the political and strategic effects of the discursive moves of 
organizational members, hereby complementing their view of power (Phillips & Hardy, 
2002). Last, in the texts on the Canadian whale watching industry, the authors aim to 
develop a discursive understanding of inter-organizational collaboration (Lawrence, 
Phillips, & Hardy, 1999; Phillips & Hardy, 2002). 

Social constructivist assumptions can also explain why Phillips and Hardy construct 
the concept of “strategy” as actions that emanate from deliberate intentions:

Individuals […] engage in discursive activity in ways that produce outcomes 
that are beneficial to them. […] We do not assume that such agency is without 
limit but rather, that individuals engage in discursive activity […] within a larger 
discursive context. […] Individuals engage in discursive activity with particular 
intentions in mind and may secure preferred outcomes, but they do so against a 
backdrop of multiple discourses that have complex, far reaching effects that are 
beyond the control of single individuals (Hardy, Palmer & Phillips, 2000, p. 1232). 

This construction of human intentions makes sense in light of Phillips and Hardy’s 
social constructivist meta-theory, which assumes that individual minds construct 
social realities. As will be explained in the next section, a relational constructionist 
meta-theory gives way to another notion of “strategy”.

So what would happen if we ‘feed’ relational constructionist premises into CDA, 
centring the relational construction of discourses and pushing the theme of the 
researcher as a (reflexive) participant in discursive struggles further? This will be 
explored in the upcoming sections. But let me first sum up the above analysis of 
traditional CDA and CDA as discoursed by Phillips and Hardy, and compare these 
to the main characteristics of the generative version of CDA that is about to be 
presented. 
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TRADITIONAL CDA CDA BY  
PHILLIPS AND HARDY

GENERATIVE CDA

META-THEORY  · Realism (‘real’ reality)
 · Social constructivism

 · Realism (‘real’ reality)
 · Social constructivism

 · Relational constructionism  
 (relational realities)

VIEW OF 
POWER AND 
POLITICS

 · Power as a 
‘possession’ of 
entities

 · Politics interferes 
with rational ways of 
acting

 · Power as process
 · Politics as the intrinsic 

quality of relational 
processes

 · Power as process
 · Politics as the intrinsic 

quality of all relational 
processes, including 
processes of inquiry

VIEW OF 
PERSON Entitative 

Individual minds 
construct relational 
identities

Relational processes 
construct relational identities, 
including that of ‘the 
researcher’

MEANING OF 
“CRITICAL”

Interest in power abuse 
and class struggles

Interest in discursive 
struggles and how 
power operates through 
relational processes

A reflexive stance towards 
(taken-for-granted) 
discourses, including 
discourses of research

RESEARCH 
INTERESTS

Revealing power 
relations 
(show power 
hierarchies ‘out there’)

Understanding 
discursive struggles and 
power processes
(theorize the political 
aspects of discourses)

Both inquiry and 
“transformative change”
(explore reflexively how 
processes of inquiry can 
generate possibilities for 
transformation)

Table 2: Three approaches to Critical Discourse Analysis

3.3 CDA meets relational constructionism: generative CDA

So far we have seen that the work of Phillips and Hardy suggests inspiring themes for 
an approach to CDA that is fuelled by relational constructionist assumptions, namely 
a) centring discursive struggles, i.e. the political aspects of relational processes, b) 
embracing a relational view of power, c) assuming “knowledge” and power are linked, 
d) an interest in reflexivity, i.e. the researcher’s role in “knowledge” production, and e) 
paying attention to the strategic actions that flow through discursive struggles. At the 
same time, relational constructionism allows for a more radical revision of traditional 
CDA and invites us to explore the ways in which CDA can be generative, i.e. how the 
process of studying discourses could generate new realities and relations by softening 
self-other differentiations. 

Phillips and Hardy argue that discourse analysis can “realize its potential” in the 
form of three sorts of contributions: a) extending understandings of a substantive 
area of research, b) building on other theoretical perspectives, and c) contributing 
to the philosophical development of a broader field, such as organization theory 
or research practices (Phillips & Hardy, 2002, p. 65-66). I think that a relational 
constructionist meta-theory suggests that CDA could make an additional potentially 
useful contribution to the unfolding of discursive struggles by focussing on the ways 
in which those who study discourses (traditionally labelled “researchers”) can join with 
discursive struggles and can focus on creating “change from within”. 
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“Change from within” refers to an orientation towards co-creating change on the 
basis of multi-voiced engagement with discursive struggles, rather than imposing 
“change from the outside” on the basis of a construction of “what seems best for 
them” (inspired on McNamee & Hosking, 2012).

By embracing the possibility to focus on “change from within”, I join with Alvesson 
and Deetz, who state that critical research needs to do more than presenting the 
results of power analyses – if it is to realize its potential:

It can easily be claimed that critical writings in both the Enlightenment and post-
Enlightenment traditions have placed too much attention on awareness and 
understanding and not enough on enabling alternative responses. The implicit 
faith – that if people knew what they wanted and the system of constraints limiting 
them, they would know how to act differently – has little basis (Alvesson & Deetz, 
2000, p. 20).

I would here like to respond to the call of Alvesson and Deetz by proposing a 
reconstructed version of CDA as made possible by relational constructionism that 
focuses on how the process of studying discourses can be made useful to the local 
actors involved. As should be clear by now, I believe that when a researcher studies 
discursive struggles, s/he inevitably becomes a participant. Consequently, I suggest 
that CDA scholars need to think about how they want to participate. Researchers 
can do more than focus on building “knowledge” for the research community – they 
can embed impact in their inquiries to generate local knowledges that are socially 
useful to those who struggle with diversity (Cunliffe & Scaratti, 2017). A relational 
constructionist meta-theory invites those who study discourses to open processes 
of inquiry up to multiple communities. It suggests that a subject-object construction 
of research relations could be “unforgotten” (Chia, 1996): CDA scholars can explore 
ways of engaging with multiple communities (not just research communities) in more 
or less equal relationships, and with “the explicit understanding that self and other will 
be transformed” (McNamee & Hosking, 2012, p. 62). 

3.4 The ‘how’ of engagement: four orienting themes

Let me now propose four “orienting themes” as made possible by relational 
constructionism: allowing engaged unfolding, appreciating diversity, stimulating 
reflexivity and opening to political sensibilities. Each of these orients the reflexive 
practitioner to a different aspect of CDA, whilst they are at the same time highly 
inter-connected. The themes are meant as resources that can help those who study 
discourses to work out how to ‘go on’ in any given inquiry context. A ‘going on’ in 
ways that honours the earlier discussed relational ethic of “openness to otherness” 
and that considers the option of facilitating “change from within” through a softening 
of self-other differentiations. 

Orienting theme 1. Allowing engaged unfolding
In their book on Discourse Analysis, Phillips and Hardy explore the practical issues 
of discourse analysis by distinguishing the different “stages of a study”, namely 
developing a research question, selecting a site, collecting data, analysing data and 
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writing up the study (Phillips & Hardy, 2002, p. 60). Given that their research is mainly 
driven by the intent to ”gain understanding” it makes sense that Phillips and Hardy 
tend to carefully design their study, although they admit they do not always have the 
‘luxury’ of a linear process that goes according to plan (Phillips & Hardy, 2002, p. 66). 

If, however, our overall inquiry interest is to construct “local rationalities” that are useful 
to not only the scientific community, but also for other “communities of practice”, we 
are invited to consider other ways of organizing inquiry processes (Cunliffe & Scaratti, 
2017). In this context, I would like to use McNamee and Hosking’s (2012) helpful 
notion of “inquiry as engaged unfolding”, part of their book on “Research and Social 
Change”. If we wish to respond to local criteria of usefulness, we are more likely to 
“lean away from designing”:

The ‘hows and whys’ of any inquiry will be many and varied depending on the 
particular communities involved. The more relationally sensitive and engaged 
you want to be, the more you will want to leave open the space for multiple 
community-based voices to influence the what, how, why, or who for (McNamee 
& Hosking, 2012, p. 46-47).

So the challenge of “leaning towards transformative change” is to “craft a process” 
that can unfold out of engagement with practitioners and that gives voice to their 
concerns, interests, questions, and so on (McNamee & Hosking, 2012, p. 47). 
Organizing an inquiry on the basis of an orientation towards engaged unfolding 
thus means that the researcher is not positioned as the knowing Subject that first 
makes and then implements a research plan (hereby imposing it upon the Objects 
of study). Rather, researchers (or “reflexive practitioners”) are invited to think carefully 
about when and how different local communities could influence ‘the why, what, 
how, and for whom’ of inquiry processes. Chapter four of this thesis is devoted to an 
exploration of “allowing engaged unfolding” as the organizing principle of one’s study 
of, and engagement with, discursive struggles. 

Orienting theme 2. Appreciating diversity
A relational constructionist meta-theory provides us with a particular context within 
which the word “critical” needs to be understood. It suggests that the researcher 
need NOT critique certain discourses or social orders. Rather, it invites him or her to 
be suspicious or sceptical about any taken-for-granted notion of the real and good 
(Hosking, 2007a). This fits nicely with what Phillips and Hardy have said about the 
main contribution of discourse analysis. It is not about subverting power hierarchies or 
social classes (as is the case in more traditional versions of CDA, i.e. versions that are 
based on entitative assumptions), but about studying local constructions of the “real 
and good” and re-presenting those to (scientific) communities. 

Discourse analysis subverts and challenges taken-for-granted understandings 
(Phillips & Hardy, 2002, p. 86). 

Diversity can be seen as vital to our wellbeing. Without it, “human creativity would be 
killed” and we would be “imprisoned in sterility and repetition” (Falzon, 1998, p. 5). 
Diversity is often suppressed because discourses are presented as the only possible 
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or legitimate ordering of practices we can have. When we take constructions of the 
real and good for granted, this means potentially interesting alternative constructions 
are being overlooked. To counteract this dynamic of relational processes, a reflexive 
stance towards taken-for-granted discourses is of great importance (also see the 
third orienting theme). Sampson (2008) calls for a celebration of otherness for similar 
reasons. He argues that a lack of diversity suggests a state of suppression of certain 
discourses over others. Moreover, silencing otherness stunts our opportunities for 
change or what could be considered growth. 

When we translate the above pleas for an appreciation of diversity to the context of 
discursive struggles, this suggests that the diversity that characterizes these relational 
processes could be a strength rather than a weakness. Discursive struggles tend to 
be full of energy and commitment to certain ‘causes’, and they can spark creativity. 
The relational challenge of discursive struggles can thus be seen in terms of finding 
ways to deal with diversity in productive ways, i.e. in ways that could generate what 
Abma has referred to as a “new synthesis” (Abma, 2000). 

It is important to note here that an appreciation of diversity includes local 
constructions of diversity as something problematic. If, for instance, a group of 
actors in any local context argues that diversity hampers progress of e.g. a project, 
this theme of “appreciating diversity” orients us to the option of articulating such 
a discourse and opening it up for reflection. After all, a relational ethic invites us to 
be open to all discourses and to reflect upon their potential usefulness within the 
particular context within which they are constructed and en-acted. This brings me to 
the next theme. 

Orienting theme 3. Stimulating reflexivity 
We have seen that a relational constructionist meta-theory invites, and allows for, an 
exploration of how processes of inquiry could open participants up to Other (other 
persons, other discourses) – with interesting transformative potentials. The challenge 
of generative CDA is thus one of enabling “positive action” through a softening of 
self-other differentiations, rather than the negativity that can be associated with 
the critiquing of existing power relations within a more traditional approach to CDA 
(Alvesson & Deetz, 2000, p. 20). So how could generative CDA help the different 
communities that are involved in an inquiry to work with diversity in ways they find 
helpful? 

Alvesson and Deetz have suggested that critical research can help local communities 
reap the fruits of discursive diversity by developing “critical insights”, i.e. making 
them aware of different, perhaps taken-for-granted discourses and their political 
implications. If we discourse this option by using a relational constructionist 
vocabulary, we can say that generative CDA could facilitate processes during which 
local discourses are articulated, so that they become “food for communal reflections”. 
In this context, I would like to borrow Kenneth Gergen’s use of the term “self-
reflexivity” to refer to processes whereby actors start to reflect upon their discourses 
and the implications of these discourses for local practices and Self-Other relations. 

The transformative challenge […] is to shift the conversation in the direction of 
self-reflexivity – toward questioning one’s own position. In reflecting on our stand, 
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we must necessarily adopt a different voice. We cannot question our statement 
that “X is true” or “Y is good” by saying the same thing. Thus, in self-questioning, 
we relinquish the “stand fast and firm” posture of conflict, and open possibilities 
for other conversations to take place (Gergen, 1999, p. 162). 

I agree with Gergen that reflexivity can be a significant move towards transformative 
dialogue, as a softening of Self-Other relations can create moments where 
participants start to jointly envision new possibilities for future actions. Generative 
CDA as made possible by relational constructionism incorporates the idea that 
researchers can make interesting contributions to the ways in which relational 
processes unfold by stimulating participants to engage in reflexivity. 

Reflexivity is the process during which we critically examine the discourses we 
are constructing and their ethical and practical implications. 

Alvesson and Deetz have spoken about the possibility of “transformative redefinition”, 
i.e. the development of relevant local rationalities and practical understandings that 
enable change and provide skills for new ways of operating (Alvesson & Deetz, 2000, 
p. 19). 

In the dialectics of the situation and the talk of individuals with different 
perspectives, the emergence of new ways of talking becomes possible (Alvesson 
& Deetz, 2000, p. 146).

I believe that one way of enabling the co-construction of new discourses is by 
unraveling discursive diversity. I will get back to this in section 3.5, where I will present 
this as one of the four strategies that inquirers and other participants in discursive 
struggles can perform. 

Orienting theme 4. Opening to political sensibilities
As discussed, Phillips and Hardy (2002) presented several inspiring analyses of 
the ways in which actors, including researchers, perform strategies during their 
participation in relational processes. Thinking about the researcher’s actions as 
“strategic performances” does justice to the assumption that processes of inquiry 
– and the relational acts that keep them going – are political, like all relational 
processes. Researchers are not neutral bystanders that acquire more or less objective 
knowledge, but co-produce both power relations and discourses as they engage in 
an inquiry. This means that those who study discourses could reflexively consider and 
study their and other’s strategic performances during discursive struggles. 

At the same time, I think that relational constructionist assumptions ask for a distinct 
discourse of “strategy”. As Chia (2004) states, traditional approaches to strategy 
are rooted in a causal logic and can be associated with an “ontology of being” (see 
section 2.2), which, among other things, gives primacy to cognitive processes of 
the individual mind. This is very different from what he refers to as “relationalism”, 
i.e. to a meta-theory that gives primacy to relational processes (Chia & Holt, 2006). 
Chia argues, and I share this view, that in the context of relational constructionism, it 
makes more sense to centre bundles of practices as “non-individualistic phenomena” 
that (re)produce power relations and realities. 



48

Strategies refer to bundles of relational acts that we co-construct as a coherent 
set of actions that co-arise out of political sensibility, and that (re)produce power 
relations and local realities (inspired by the work of Robert Chia, 2004). 

Rather than assuming that strategic performances are planned and mainly driven 
by individual intentions, we can approach them as relational acts that co-arise out 
of an interaction between Self and Other. As Bakhtin (1986) suggested, all relational 
acts have an addressive quality because we anticipate a certain relational response. 
In this context, we can use the word “strategy” to refer to bundles of relational acts 
that seem to co-arise out of openness to the political consequences of these acts. 
This way strategic performances need not be attempts to achieve “power over” 
Other. They can either (re)construct subject-object relations, or they can disrupt a 
pattern of monologic inter-actions and stimulate softer self-other differentiations. The 
theme of “opening to political sensibilities” orients the CDA scholar to the reflexive 
study of strategic performances and invites him/her to reflexively consider his/her 
own contribution to discursive struggles in terms of the power relations that are co-
produced. 

3.5 The ‘what’ of engagement: four strategies 

This section presents four strategies that can be performed by actors who participate 
in discursive struggles and hereby co-construct power relations. Distinguishing 
bundles of relational acts (“strategies”) that are performed during discursive struggles 
can help us study how these acts are supplemented by other acts, i.e. we can study 
how these acts influence how relational processes ‘go on’. This can in turn help us 
to explore the risks and potential usefulness of these strategies within concrete local 
contexts, hereby providing reflexive practitioners with insights into the ways in which 
they participate in discursive struggles. In part two of this thesis, these strategies 
are used to study my engagement with discursive struggles over Health Information 
Exchange. 

The strategies presented here are inspired by the earlier mentioned article by 
Hardy, Phillips, and Clegg (2001), who in turn have based their strategies on 
Actor Network Theory (ANT)18. In addition, I have drawn from the framework for 
“Critical Management Research” by Alvesson and Deetz, particularly their concept 
of “transformative redefinition” (2000, p. 144-153). Last, the strategies reflect my 
experiences as a reflexive practitioner: they evolved in the course of my journey along 
the political challenges of Health Information Exchange (HIE).   

Strategy 1. Problematization
The first strategy is what ANT theorists have called “problematization”.

Problematization refers to acts by which actors define a problem in such a way 
that it is likely to serve particular interests and (re)constructs particular power 
relations and discourses (based on Hardy et al., 2001, p. 543). 

18  Although the strategies that are presented here are inspired on Hardy, Phillips and Clegg’s work and on ANT 
strategies, three of the four strategies are different in both their wording and their content. The main reason for this is 
that I wish to stay close to a relational constructionist vocabulary and to relational constructionist themes.
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The latter part of this definition is vital because it signals how the strategy of 
problematization is approached as a political move. When performing this strategy, 
actors argue why they find a certain “matter of concern” important and why it 
deserves their and other’s attention, hereby making statements that serve particular 
interests. 

The process of problematization usually involves mobilizing (and at the same time 
re-constructing) discourses that support the story told. In addition, an actor will 
often explain why s/he finds ‘other’ discourses wrong, untrue, dangerous, and so 
on. A representative of a patient rights organization could, for instance, emphasize 
why politicians need to take the issue of online access to medical data by patients 
(“online patient access”) seriously. They might relate this to the discourse of patient 
empowerment and could argue why politicians should consider their organization an 
important stakeholder. In the same way a researcher might convince interviewees, 
fellow researchers and research financers why a particular subject deserves to be 
studied and why s/he is the right researcher for the job. In a similar vein, Hardy, 
Phillips and Clegg (2001) analysed how they managed to publish their article on 
reflexivity, using existing literatures to underline the importance of this subject in 
the field of organization studies and referring to their previous work on refugees to 
argue why that work provides the right basis for an analysis of how reflexivity is an 
act that involves both the researcher and the research community. In doing so, they 
were enacting discourses about (good) science, as this is needed to get their work 
accepted for publication in the research journal. 

In sum, in this thesis problematizations of matters of concerns are approached as 
political moves that always involve a positioning of actors, including researchers, in 
relation to “the problem”. 

Strategy 2. The (re)construction of identities 
The second strategy brings us back to the earlier discussion of the fragmented nature 
of identities and is based on the assumption that identity is “not a stable, essential 
characteristic, but, rather, fragmented, fluid and ambiguous, that changes over time 
with interesting implications” (Phillips & Hardy, 2002, p. 41, emphasis added). 

The strategy of the (re)construction of identities refers to acts by which actors 
try to (re) produce the identities of Self (perhaps as a person, an organization) and 
Other (people and things19), hereby producing particular relationships between 
Self and Other. 

Earlier I explained that relational processes are intrinsically political in the sense 
that power relations are continuously being (re) constructed. There I also pointed 
out different degrees of self-other differentiation and explained how soft self-other 

19  Also see strategy four, as this is based on my recognition of things having a constructive role in discursive strug-
gles. 
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differentiation could transform Self, Other, and their relationship20. Throughout this 
thesis I will study and reflect on the ways in which the identity of Other is constructed 
in relation to the identity of Self.

This strategy also mobilizes the earlier theme of the power/knowledge nexus by 
pointing our attention to the political implications of the co-construction of the 
researcher’s identity. In addition, it invites us to study how actors give authority to 
the researcher’s contribution to discursive struggles by invoking the discourse of 
research/science. In chapter six, I will analyse the ways in which my identity as a 
reflexive practitioner was discoursed, and with what effects, and show how talk of 
researchers as “experts” makes sense in a context that is dominated by monological 
way of relating. 

Strategy 3. Unraveling discursive diversity 
Phillips and Hardy have not distinguished “unraveling discursive diversity” as a 
separate strategy, but their work has greatly inspired me to distinguish it as a distinct 
bundle of relational acts here. This third strategy can be thought of as acts that put 
the themes of appreciating diversity and stimulating reflexivity to work. 

Unraveling discursive diversity refers to the act of analysing different discourses 
and their implications.

In their articles, Phillips and Hardy have unraveled discursive diversity by presenting 
the results of a DA of how different actors or actor groups construct different 
discourses/identities and with what implications (see e.g. Hardy & Phillips, 1999; 
Phillips & Hardy, 1997). By now it should come as no surprise that they use this 
unraveling as a vehicle for understanding relational processes within a particular 
network21. However, I think that the act of unraveling discursive diversity can in itself 
be conceptualized as a discursive move with transformative potential. This seems 
to be in line with how Alvesson and Deetz talk about how researchers can stimulate 
“transformative redefinition”:

How do we […] accomplish transformative redefinition? One possibility is to 
produce a variety of […] discourses, such as local actors’ voices on the subject 
matter. […]. Thus a way for the opening up of a particular chunk of social reality 
may be constructed and engaged in (Alvesson & Deetz, 2000, p. 153).

20  I have chosen to not explicitly name the three ANT strategies that involve the ways in which actors construct 
power relations, since I feel they do not add much to the present strategies. These ANT strategies include: “inter-
essement”, which refers to “a series of processes by which actors lock all other actors into the roles proposed for 
them during problematization, thereby stabilizing identities and goals” (Hardy et al., 2001, p. 538). Second, “mobi-
lization”, which refers to processes whereby actors “ensure that the representatives of the various collectivities will 
be supported by their own members” (2001, p. 538). And last, “enrolment”: a series of discursive moves by which 
actors “encourage participation, obtain consent, and address resistance through seduction, transaction, discussion, 
etc.” (2001, p. 538).
21 Such as the ways in which relational processes enable organizations in the UK refugee system “to modify or 
maintain the institutional frame within which traditional power is exercised” (Phillips & Hardy, 1997, p. 159) or how 
discursive struggle in the Canadian refugee system “is shaped by, and shapes, broader societal discourses” (Hardy 
et al., 2001, p. 1).
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Likewise, Tineke Abma has talked about “articulating and illuminating the construction 
of differences”, arguing that dysfunctional conflicts can be made functional if 
participants are able to see that “opposing persuasions are constructions and open 
to re-construction” (Abma, 2000, p. 206). In addition, Cunliffe & Scaratti (2017) have 
suggested that the act of surfacing tensions, contradictions, and subtle variations in 
meanings, can help actors to re-see and re-imagine, so that they are helped to move 
on. 

The act of unraveling discursive diversity can make actors aware of their discourse 
and can stimulate them to reflect on it. In addition, it can help to build an 
understanding for other discourses, among other things by showing how others have 
come to promote or critique particular discourses within particular contexts, i.e. why 
a discourse makes sense to Other. Last, it can provide a starting point for engaging in 
a dialogue, i.e. in joint reflections upon the different discourses and their implications, 
which in turn can invite actors to consider productive alternative constructions of a 
phenomenon like HIE (Alvesson & Deetz, 2000). As Abma has argued, a dialogue that 
is fuelled by “receptive listening” can ideally “result in an alternation and conversion of 
stakeholder’s views, and this may be the beginning of a new synthesis” (Abma, 2000, 
p. 200 and 207). 

As a reflexive practitioner I have explored how an unraveling of discursive diversity 
around the issue of HIE can stimulate reflexivity. Among other things, this meant I 
had to think carefully about how I presented the results of analyses of discursive 
stuggles in ways that would open up possibilities for future action, rather than 
closing them down. In chapters five and six I study how unravelings of diversity were 
“supplemented” during discursive struggles. 

Strategy 4. The creation of artefacts
I choose to introduce the creation of artefacts as another strategy. This was 
particularly inspired by the work of ANT scholars that have shown how artefacts can 
play an important role in the construction and promotion of particular discourses (see 
e.g. Latour, 1987). 

The creation of artefacts refers to the acts by which discourses are stabilized by 
translating them into something tangible (an ‘artefact’), which can then start to play 
its own role in discursive struggles. 

Relevant in this context is the text by the renowned ANT scholar Law (2003) on the 
choice between intangible and tangible ways of communication. Law argues that 
in some contexts actors can feel that written texts are more durable in the sense 
that they have the potential to maintain a relational pattern for a longer period than 
e.g. a thought or a spoken utterance. Actors can decide to put their ideas on paper 
because they feel they will reach a bigger audience and/or that their ideas will ‘last’ 
– something that is captured by the Dutch expression “He who writes, remains.” In 
addition, written texts could disrupt, alter, or change discourses when they are given 
authority. 

As discussed, at the (meta) theoretical level I approach language as referring to all 
kinds of action (not just conceptual language). However, in inquiry practices it is often 
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the case that the focus is on texts. The same applies to the work presented here: 
when analysing the strategy of creating artefacts I will focus on the act of publishing 
texts, since this enables me to study how actors referred to, or quoted from, texts 
that I published during my participation in discursive struggles (e.g. blog articles, 
research reports). This, in turn, can provide insights into the ways in which inquiry 
processes can transform relational processes. Chapter six presents analyses of how 
actors re-made research reports (“artefacts”) during discursive struggles over Health 
Information Exchange in national Politics. These re-makings will sensitize us to both 
the generative potentials and risks of generating written texts– something that will be 
further discussed in chapter seven in the context of “reflexive authoring”. 

3.6	 Reflections	on	the	link	between	the	orienting	themes	and	
strategies
In the previous chapter, relational constructionism was introduced as the meta-theory 
that is put to work in this thesis and that guided my engagement with discursive 
struggles over Health Information Exchange (HIE). There it was explained how 
relational constructionism creates a discursive space in which researchers can make 
transformation the point when studying discursive struggles. This has important 
implications for the ways in which we can perform CDA. We can expand the more 
common research objectives of ‘understanding’ and ‘theory development’ by 
exploring the ways in which those who study discourses – perhaps now best referred 
to as reflexive practitioners – participate in discursive struggles and can facilitate 
“change from within”. 

Four “orienting themes” have been suggested: a) allowing engaged unfolding, b) 
appreciating diversity, c) stimulating reflexivity, and d) opening to political sensibilities. 
These orienting themes can help those who study discourses to work out how to 
respond to the local challenges of their inquiries in ways that create the space for 
new realities and relations to be fashioned. The table below summarizes the orienting 
themes:

ORIENTING THEME KEY CONCERNS KEY QUESTIONS

Allowing engaged 
unfolding

 · Not imposing research plans on 
local communities 

 · Centering multiple local criteria of 
usefulness

 · When and how can different local 
communities influence the why, 
what, how, and for whom of inquiry 
processes?

Appreciating 
diversity

 · Not having one discourse 
dominate others, i.e. no 
discursive sterility

 · Openness to otherness

 · How can we deal with diversity in 
productive ways?

Stimulating 
reflexivity

 · Not taking discourses for 
granted

 · Critically examining our 
discourses

 · How can we develop critical 
insights and enable transformative 
redefinitions?
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ORIENTING THEME KEY CONCERNS KEY QUESTIONS

Opening to political 
sensibilities 

 · Not positioning ourselves as 
neutral bystanders

 · Reflexively recognizing the 
political qualities of processes of 
inquiry 

 · How can those who study discourses 
soften self-other differentiations 
during their participation in discursive 
struggles?

Table 3: Overview of the four orienting themes

Next, four strategies were distinguished: 1) problematization, 2) the (re)construction of 
identities, 3) unraveling discursive complexity, and 4) the creation of artefacts. These 
‘bundles of actions’ help us study the ways in which the performances of those who 
participate in discursive struggles, including the researcher, influence how these 
struggles ‘go on’. Among other things, the strategies can be used to study the (re) 
production of power relations. The table below overviews the strategies.

STRATEGY DESCRIPTION

Problematization Actions by which actors define a problem in such a way that it is likely 
to serve their interests and (re)constructs particular power relations 
and discourses.

(Re)constructing identity Actions by which actors try to (re)produce the identities of Self and 
Other, hereby producing particular relationships between Self and 
Other.

Unraveling discursive diversity The act of analyzing different discourses, including their implications.

Creating artefacts Actions that stabilize discourses by translating them into something 
tangible (an ‘artefact’), which can then start to play its own role in 
discursive struggles. 

Table 4: Overview of the four strategies

By combining the orienting themes and strategies, we can reflect on whether and 
how particular bundles of actions (the “strategies”) contribute(d) to the unfolding of 
discursive struggles in ways that open up possibilities for action rather than close 
them down. In this context, I find it helpful to make a distinction between the ‘what’ 
and ‘how’ of engagement with discursive struggles. The strategies suggest WHAT 
those who study discourses can do when they participate in discursive struggles; 
the “orienting themes” suggest HOW they could do that in ways that honor a 
relational ethic of openness to otherness. The table below suggests some of the 
reflexive questions that come to the fore when we combine the orienting themes and 
strategies. 
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STRATEGY EXAMPLES OF QUESTIONS FUELLED BY THE “ORIENTING THEMES”

Problematization  · Engaged unfolding: How do we allow for definitions of a problem to unfold out of our 
engagement with different local communities?

 · Appreciating diversity: How does our definition of ‘problems’ invite a productive 
exploration of different discourses?

 · Appreciating diversity: How does our definition of ‘problems’ invite a productive 
exploration of different discourses?

 · Opening to political sensibilities: How do we construct power relations (e.g. between 
‘researcher’ and other participants) in the process of framing problems?

The (re)
construction of 
identity

 · Engaged unfolding: How can we let self-other relationships unfold during our 
engagement with discursive struggles?

 · Appreciating diversity: How can we work with different identity constructions in 
productive ways?

 · Stimulating reflexivity: What discourses of Self (perhaps researcher, perhaps reflexive 
practitioner) and Other (perhaps stakeholders, perhaps co-researchers) are we (re)
constructing? How do we deal with the issue of ‘scientific authority’?

 · Opening to political sensibilities: what are the political implications of particular identity 
constructions of e.g. the ‘researcher’ and other participants in an inquiry?

Unraveling 
discursive 
diversity

 · Engaged unfolding: How can inquiries into discursive diversity unfold out of our 
engagement with a certain matter of concern?

 · Appreciating diversity: How can an unraveling of diversity stimulate an appreciation for 
otherness?

 · Stimulating reflexivity: How can an unraveling of discursive diversity stimulate actors to 
critically examine their discourses?

 · Opening to political sensibilities: How are we constructing research relations whilst 
unraveling discursive diversity?

Creating artefacts  · Engaged unfolding: How can we let the when, what, how, and for whom of a research 
report (an “artefact”) unfold out of our engagement with discursive struggles?

 · Appreciating diversity: How can an unraveling of diversity stimulate an appreciation for 
otherness?

 · Stimulating reflexivity: How can an unraveling of discursive diversity stimulate actors to 
critically examine their discourses?

 · Opening to political sensibilities: How are we constructing research relations whilst 
unraveling discursive diversity?

Table 5: Bringing the strategies and orienting themes together 

I think it is now time to continue the dance between relational constructionism and 
CDA by starting the analysis of my engagement with the politics of Health Information 
Exchange (HIE) as a “reflexive practitioner”.
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PART II

DOING GENERATIVE CDA:  
STORIES OF ENGAGEMENT 
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Unfolding engagement with discursive struggles
My engagement with the politics of HIE was organized on the basis of the principle 
of engaged unfolding, one of the four orienting themes proposed in the last chapter. 
“Engaged unfolding” can be seen as standing in contrasting relation with the practice 
of planning and designing inquiries on the basis of a detached stance towards 
that what is studied. A relational constructionist meta-theory inspired me to not 
make a detailed research plan at the start of my PhD journey. After all, this would 
imply that I knew in advance what would be relevant “local knowledges” for me to 
develop. Through engagement with actors who concerned themselves with Health 
Information Exchange (HIE), I searched for ways in which I could make potentially 
useful contributions to local “matters of concern”. Consequently, my PhD journey had 
an emergent character: I hoped to co-define research questions and ‘find’ inquiry 
contexts deliberately through conversations with practitioners ‘in the field’. 

Engaged unfolding refers to engagement with discursive struggles in ways that 
leave space for multiple voices to influence the what, how, why, and for whom of 
processes of inquiry (inspired on McNamee & Hosking, 2012, p. 64). 

This chapter can be seen as an alternative to a more “mainstream” presentation 
of research designs and data collection methods (Thompson & McHugh, 1995). It 
introduces the material that is presented in the following chapters and explains how 
it unfolded out of my engagement with discursive struggles over HIE. Among other 
things, this chapter reframes and reconstructs traditional research activities (e.g. 
literature reviews, interviews) as strategic activities, i.e. as activities that can arise out 
of an opening to political sensibilities, and that can influence how discursive struggles 
‘go on’. The latter means that the strategies that were presented in the former 
chapter are referred to in order to study how I engaged with the politics of HIE as a 
“reflexive practitioner”.

In addition, this chapter serves as an illustration of how “allowing engaged unfolding” 
can be one of the orienting themes of generative CDA. In other words, it explores how 
we can join with discursive struggles and could then find ways of studying discourses 
in ways that might create “change from within” these struggles. Among other things, 
such engagement with discursive struggles can include activities that traditional 
discourse analysis puts outside the boundaries of inquiries, such as “reflexive 
conversations” during which actors are invited to reflect on discourses and envision 
joint activities, and online engagement through the writing of blog articles. 

On a global level, you could say that my PhD journey consisted of four main activities: 
desk research, reflexive conversations, online engagement through blogging, and 
feeding inquiries into national Politics. The map below sets out these main activities in 
time. 

4
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2007 2008 2009 2010 2011 2012

desk research

online engagement through blogging 

reflexive interviews

feeding into
national politics

Figure 1: Main activities of my PhD journey

Henceforth, I use the label “HIE network” to refer to loosely connected groups of 
actors that participated in discursive struggles over Health Information Exchange 
(HIE) in the Netherlands. This is not to say that I assume there is a stable HIE network 
‘out there’. I rather approached the HIE network as a constantly developing network, 
because, as Calas & Smircich put it: 

The network is precarious, for it takes much effort to maintain the “enrolment.” 
Thus, from this perspective, networks are processes or achievements, rather than 
stable relations or static structures (Calas & Smircich, 1999, p. 663).

In the following sections I will critically analyze how the main activities of my journey 
unfolded and will reflect upon the strategies that I performed as I journeyed through 
the “HIE network”. This analysis is based on a wide range of texts – approached 
as artefacts that played a (modest) role in discursive struggles (strategy 4). The 
texts were produced during the years of my participation in the HIE network, and 
examples include my diary, sent and received e-mails, notes made when reading or 
whilst having conversations, (recorded) conversations, articles22, research reports and 
consultancy material23. The presentation of the four sets of activities is largely ordered 
chronologically, because this helps to show how my reflexive practice unfolded in the 
HIE network. 

4.1	 Doing	desk	research	(or	“literature	reviews”)

When I started my PhD journey, I did not have a detailed, articulated set of research 
questions. I knew that my meta-theory would be that of relational constructionism, 
since I had already started to explore the potentials of this meta-theory in my 
Masters thesis (Hosking & Pluut, 2010; Pluut, 2006). Moreover, I knew I wanted to 
explore the ways in which patients could be centred in healthcare, particularly in the 

22  Examples include essays published in journals, and blog articles. As will be described later in this chapter, I 
started a weblog on HIE and doctor-patient communication. This was one way in which I came into dialogue with 
actors in the HIE network. The blog articles are listed in the second appendix. 
23  As an organizational consultant at “research and consultancy firm Zenc” I worked with clients at government and 
hospital organizations on projects in the area of information exchange. This led to various texts, such as PowerPoint 
presentations and advisory reports, personal notes, and e-mails with clients and colleagues. 
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context of medical encounters, because of my personal experiences with (hospital) 
care. Besides, I believed that the quality of care could be improved by increasing 
the availability of medical data in healthcare process. I thus knew that patient-
centeredness and Health Information Exchange (HIE) would be important topics of my 
PhD. As I explained earlier, I was committed to study these topics in ways that were 
hopefully helpful to local actors in the HIE network, and so I was eager to learn more 
about the challenges faced by practitioners in healthcare. This led me to read texts 
about HIE and the different “matters of concern” that seemed to occupy actors in the 
HIE network. 

Because I wanted to center the local concerns (or “research curiosities”) of 
practitioners in the HIE network, I was interested in exploring a broad range of 
literatures. Another way to say this is that embracing the theme of “allowing engaged 
unfolding” stimulated me to expand the traditional notion of a “literature review” to 
include ‘non-scientific’ texts for ‘non-scientific audiences’. During the desk research 
phase I was thus pragmatic in my selection of texts and searched writings in 
different genres published for different communities, e.g. texts on HIE and patient-
centeredness in news articles, policy documents, essays, pamphlets, and scientific 
articles. In these texts I came across abbreviations, definitions and laws that were 
at that time unknown to me, which led me to search for additional documents. 
This process of “backward and forward snowballing” also taught me more about 
the “language games” (Wittgenstein, 1963), the local knowledges and dominant 
discourses amongst the various communities of practice in the HIE network. Among 
other things, I learned that there was considerable struggle around certain “key 
concepts” (Hardy & Phillips, 1999, p. 7) in the national debate, such as privacy, 
patient control, and data security (Pluut, 2010). 

During the desk research, I also visited the websites of various members of the HIE 
network and read about the origins of organizations, their organizational structure, 
the matters that seemed to concern them and the discourses that were promoted 
on their websites. In this way the desk research also taught me more about the 
participating groups of actors and the relations between them, which was useful in a 
very practical way: I needed to know which actors were part of the HIE network so 
that I knew whom it would be interesting engage with further.

If we analyze my desk research activities with the help of the four strategies 
introduced in chapter three I would say that I felt they were needed in order for me 
to be an interesting partner to other actors in the HIE network. It was thus a way of 
stabilizing my identity as an informed researcher in relation to other actors in the HIE 
network (strategy 2). I knew that at ‘some’ time or other I wanted to make ‘some’ 
form of contribution to the matters that were concerning the various actors. However, 
in order to be able to contribute, I first needed to make sure that I got to engage with 
interesting stakeholders, after which I would have to convince actors that an inquiry 
on my behalf would be useful. For the latter the desk research was helpful because 
it helped me to problematize HIE: I was developing ideas on which aspects of the 
discursive struggles were worth highlighting (strategy 1). To illustrate, I discovered 
that there seemed to be a growing group of actors that asked for attention for the 
rights of patients to control HIE and to electronically access their health record (also 
see chapter six), which was an interesting development given my interest in the role 
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of patients in healthcare processes. I also experienced that pleas for more patient 
control met with fierce opposition, and so I decided to study the various arguments 
(and underlying discourses) in more detail. Among other things, I searched for 
scientific articles on patient-centered care. These articles turned out to comprise 
inspiring discussions on the meaning of patient-centeredness, including patient-
centered ways of dealing with health information. Consequently, my engagement 
with these articles led me to unravel discursive diversity on patient-centeredness in 
scientific publications (strategy 3), which furthered my thoughts on the link between 
different identity constructions of patients and their implications for access to health 
information (Pluut, 2016). In addition, that unraveling strengthened the unfolding idea 
that I could make a potentially useful contribution to the HIE network by bringing in 
knowledges from scientific communities in the area of doctor-patient communication. 
Borrowing from the reflexivity article by Hardy, Phillips and Clegg (2001), you could 
say that I started to link two networks that were previously not connected: the 
network of researchers that concerned themselves with patient-centeredness and the 
HIE network. This again can be seen as a political discursive move in the sense that 
it made me, as a “researcher”, the “lynchpin” that bounded two networks together, 
which gave me a potentially interesting voice on the matter of HIE (Hardy, Clegg and 
Phillips, 2001, p. 46). In chapter five you can read how a critical analysis of discourses 
on patient-centeredness has informed my practice and in chapter six you can see 
how I got to get constructed as ‘an expert’ on the role of patients in relation to HIE.

In sum, I have not approached the process of desk research in the traditional sense, 
i.e. as an activity through which we acquire and produce (more or less valid) scientific 
knowledge by reviewing scientific literatures. As Boote and Beile (2005) state, 
“mainstream” literature reviews in doctoral dissertations are often done to make 
claims about the state of scientific knowledge in a particular field, which then helps 
to build the argument that the empirical work that is presented in the thesis makes 
an original or substantial contribution to that field. In line with the orienting theme of 
“allowing engaged unfolding”, I wanted to leave space for multiple communities to 
influence the ‘what, why, how, and for whom’ of my PhD journey – not only science 
communities. Consequently, in the context of my engagement with the politics of 
HIE, and with the help of the four strategies presented in chapter three, I would argue 
that the desk research can be discoursed as a strategic move directed at stabilizing 
my identity as an actor that was well-informed and worth talking to. It helped me 
to prepare engagements. In addition, the desk research helped me to problematize 
the issue of HIE: I was developing a story about why the patient’s role in HIE was 
interesting and how I could perform an inquiry on this topic that was potentially 
useful – given the challenges facing the different groups of actors in the HIE network. 
For this reason, I included ‘non-scientific’ texts for ‘non-scientific audiences in my 
selection of reading material. Last, a review of scientific texts on patient-centeredness 
was a way of unraveling diversity, and helped me to develop ideas on how this could 
be useful to local practitioners in the HIE network. Chapter five is entirely dedicated to 
an unraveling of scientific articles on patient-centeredness and explores how and why 
we can be appreciative of different discourses of patient-centeredness. 
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4.2	 Entering	the	field	with	reflexive	conversations	

After my first months of desk research I felt that I was well enough prepared for 
the first face-to-face conversations (or “engagements”) with practitioners in the 
area of HIE. The identification of conversational partners unfolded in a pragmatic 
way, although I did have some loosely formulated set of what has traditionally been 
called ‘inclusion criteria’: I was interested in speaking to practitioners from different 
communities, with different experiences with, and (often outspoken) ideas on the 
ways in which HIE could make healthcare processes more patient-centered. Often 
I read about a person in an article or saw someone speak at a seminar and then 
decided it would be interesting to discuss the challenge of HIE further in a face-to-
face conversation. Later, my conversational partners would introduce me to someone 
of whom they thought it would be interesting for me to talk with. This resulted in 
a series of what traditionally might be labelled as “interviews”, but could now be 
reframed as “reflexive conversations” (see the first appendix for a list of the actors 
I engaged with). Because these conversations were held with actors (traditionally 
labelled as respondents or interviewees) from a wide range of communities (e.g. 
doctors, consultants, scientists, members of patient organizations, and policymakers), 
they each helped me to gain insights into the interests, language use and dominant 
discourses of their communities. In addition, and as I will describe in more detail in 
chapter five, both the desk research and the reflexive conversations helped me to 
develop and articulate my discourse of patient-centeredness in relation to Health 
Information Exchange24. 

Earlier I explained how the desk research could be seen in light of the strategy 
of (re) constructing identity (strategy 2). It should come as no surprise that I was 
also sensitive to the process of jointly constructing my identity during the reflexive 
conversations. I hoped that these conversations would spark ideas about the ways 
in which I could research the potentials and challenges of HIE for patient-centered 
healthcare. For that reason, I wanted to come across as a reliable researcher who 
tried to make a relevant contribution with her PhD. The process of co-constructing 
identity already started when I invited people to engage in the reflexive conversations. 
At the time of these conversations I was also a consultant at Zenc, a research and 
consultancy agency in The Hague, the Netherlands. I think that one of the challenges 
of my engagement with the politics of HIE was that I had to find a way of combining 
the roles of researcher and consultant in a way that was both ethical and workable. In 
the context of these reflexive conversations I decided that, when I introduced myself, 
I would emphasize my identity as a researcher, and at the same time explained that 
I was also a consultant. The reason for this is that I believed I had to be transparent 
about the two roles I performed, but also wanted to signal that these conversations 
were mainly driven by my PhD activities, because I expected that if I solely introduced 

24  In general, I think that my view on HIE developed from being fuelled by an empowerment discourse, to a more 
nuanced view that centered discursive diversity and focused on the challenge of working with different discourses, 
both in the context of medical encounters and in the context of discursive struggles over HIE. Chapter five gives a 
more detailed analysis hereof and shows how the engagement with discursive struggles over patient-centeredness 
and HIE has helped me to develop my discourse. 
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myself as a consultant, people would not accept my invitation for a conversation out 
of a fear for dominating commercial interests25. 

During the reflexive conversations a relational process of problematization took place: 
my dialogic partners and I were co-defining problems (e.g. ”the role of patients in HIE 
deserves more attention” or “we need more attention for the political challenges of 
HIE”) (strategy 1). Most conversations would result in some sort of ‘follow-up’26, but 
they did not directly lead to joint research activities. One possible reason for this is 
the lack of focus that characterized the reflexive conversations; given the open and 
explorative character of the conversations it was a bridge too far to jointly construct 
a concrete inquiry project during a first meeting. However, the conversations did 
give me the feeling that the inquiry process was ‘moving in the right direction’, not 
knowing where it would lead me.

The above-described relational process of shared problematization would not have 
been possible had I behaved as the detached’ researcher that we are familiar with in 
relation to the traditional research interview. As discussed in chapter two, a discourse 
of the researcher as a detached outsider makes sense within a subject-object 
construction of research relations: the researcher (the Subject) tries to gain knowledge 
about the Objects of study (e.g. interviewees). Relational constructionism makes it 
possible to replace the more traditional quality concern of value-free truth finding (and 
the therefore required detached stance) with relationally engaged practice that tries 
to create “change from within”. In other words, softer self-other differentiations are 
allowed. Consequently, I felt I was able to not only ask people about their experiences 
and ideas but to also share my own thoughts by e.g. mentioning publications, 
describing my experiences as a patient, and reflecting upon earlier conversations. In 
other words, I felt free to engage in an open conversation and to give space to the 
different realities that might be fashioned during the conversations. 

To conclude, the reflexive conversations were a useful part of the process of engaged 
unfolding, since they helped me to jointly problematize the issue of HIE and to start 
joint activities with actors from the HIE network, paving the ground for further (inquiry) 
activities. I would consider the reflexive conversations to be an essential element of 
my PhD journey, and believe they are an interesting way of joining with discursive 
struggles for those (CDA) researchers that want to “lean towards change”. 

4.3	 Online	engagement:	blogging	as	reflexive	practice

In 2007 the number of blogs on the Internet was rapidly increasing and in my direct 
network quite a few friends and colleagues started a website in which they wrote 
about personal or work-related experiences and/or expressed their thoughts on a 
wide range of topics. I felt rather ambivalent about the blog option, because I was 
not sure whether people would be interested in my texts. However, after various 
conversations with other bloggers and non-bloggers, I decided that it would be 

25  This does not mean I ruled out the possibility that a commercial project would emerge out of a conversation. 
This was, however, not the primary goal. 
26  With a follow-up I mean that more conversations would follow and/or we would later collaborate around the 
organization of seminars, conferences and in the writing of publications on online patient access. 
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worth exploring the potentials of a blog and launched a website, which was titled 
“Bettinepluut.com: on Health Records and Interaction in Healthcare”27. I started 
the weblog in 2007; a few months after my decision to study HIE in relation to the 
concept of patient-centeredness. Between August 2007 and April 2012 I wrote 102 
blog articles. The second appendix lists these articles and their publication date. 
During the course of my PhD journey I felt that my blog became an increasingly 
important part of my activities: a strategic tool during my participation in discursive 
struggles over HIE. In the earlier mentioned period more than 12.000 people visited, 
opening an average of 2,17 pages. The table below shows that during 23% of the 
total of 16.005 visits, people stayed longer than 1 minute, which indicates texts were 
at least scanned28. 

LENGTH OF VISIT % OF VISITS NUMBER OF VISITS

Less than 1 minute 77,3 % 12.366

1-3 minutes 9,4 % 1.510

3-10 minutes 7,9 % 1.258

10-30 minutes 4,3 % 692

More than 30 minutes 1,1 % 177

Table 6: Visiting numbers of my blog

Strategic online engagement
Let me refer to the strategies presented in chapter three to explain why I valued the 
blog as a form of online engagement.

First, with my articles I was developing a particular problematization of HIE. Given my 
relational constructionist thought style, writing blog articles can be seen as a relational 
process, rather than an impersonal interaction between the computer screen and 
me. Following Bakhtin (1986) I take the view that writing has an addressive quality, 
just like talking. We always address someone when we write (and think, and speak) 
and the response that we anticipate influences what we say, and how we say it, 
even if the person(s) that we address is not an immediate or concrete other, but 
“an indefinite, unconcretized other” (Bakhtin, 1986, p. 95). I thus felt that during 
the process of writing I engaged in a conversation with different audiences and this 
influenced the ways in which the blog articles ‘became’. I would, for instance, imagine 
what my addressees found interesting and would then devote extra attention to these 
assumed areas of interest. In Bakhtin’s words, my “authorial intent” (1986, p. 77) 
emerged out of the responses that I anticipated from my possible audiences. This for 
instance meant that, when I was making ‘a point’, I would read a draft version of a 
paragraph and would then imagine how my addressees would disagree with a certain 
paragraph or how they might miss an essential argument. This would then lead me to 
re-write that paragraph or add new sentences. At other times, my imagined audience 
would pose new, critical questions that stimulated me to think about possible 

27  The Internet address was: http://www.bettinepluut.com. At the time of publication of this thesis, all published 
articles can still be found on http://www.bettinepluut.nl/blog. The articles are written in Dutch. 
28  Statistics based on the web service “Google Analytics”. 
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answers and/or would motivate me to study additional documents. Like Richardson 
(2003) I have thus experienced writing can be a method of inquiry. It was a creative 
and dynamic process, sharpening the problematizations that were constructed during 
the reflexive conversations, and vice versa. The text box below analyzes in more 
detail how my blogs can be seen in light of the strategies of “problematization” and 
“constructing identity” (strategies 1 and 2).

Second, I would argue that my blogs were an important part of the process of 
becoming discoursed as an “expert” in the HIE network29. As I explained in chapter 
three, the act of problematization can be seen as a political process, because when 
we construct a problem in a particular way, we at the same time position ourselves 
in relation to that problem. In response to the blog articles I had been writing about 
the patient’s role in HIE (see the section on my problematization of the nEHR below), 
actors started to invite me for conversations or interviews during which I could share 
my thoughts on how HIE could be made “patient-centered” and how the current 
design of the nEHR was or was not doing enough to “centre patients”. The first 
appendix lists interviews with me that were published in magazines and newspapers, 
or were broadcasted on radio and television. 

Third and last, my blog was a useful vehicle for producing and distributing artefacts 
(strategy 4). With my blog I was able to manifest my ideas into something tangible 
that could then be picked up by other participants30. In addition, in my blogs I could 
direct attention to artefacts that were created by others and me31. To illustrate, in my 
blogs I reviewed books and articles (blog 2, 8, 13, 16, 18, 61 as listed in appendix), 
presented a magazine article that contained an interview with me (blog 78), shared 
PowerPoint presentations (blog 50, 67, 72, 81, 84) and articles/reports that I wrote 
(sometimes together with consultancy colleagues) (blog 84, 86, 91). 

Problematization and constructing identity through online engagement
When I started my blog in the year 2007 I think you could call me a ‘novice’ in the 
HIE network. Hardly anybody that participated in the public debate on HIE in the 
Netherlands knew me. During the years that followed this would gradually change 
to a point where I was asked to give my “expert voice” on a law proposal in the 
“Eerste Kamer” (the Dutch Senate – see chapter six). I feel that my weblog had an 

29  To illustrate, a member of the scientific staff of the Scientific Council for Government Policy (WRR) sent me an 
e-mail and invited me for an interview on the nEHR, which would later evolve in me doing an inquiry into the “discur-
sive struggles” over the nEHR (see chapter six). In that e-mail she wrote: “One of the case studies […] specifically 
focuses on the Electronic Health Record (EHR). For this case study I am having explorative interviews with experts at 
the moment. In the context of the first explorative study of the EHR I came across your website on the EHR. […] We 
would therefore highly appreciate a short-term appointment for a conversation on the EHR” (personal communica-
tion, July 8th 2009, emphasis added by author of this text). 
30  Actors or organizations such as a Dutch patient association quoted my texts on patient participation and “Health 
2.0”. A selection of my blogs was also published on a Dutch website called “patient and EHR” (http://www.patien-
tenepd.nl). My artefacts were mainly promoted by people who were, like me, asking attention for the patient’s role in 
HIE.
31  In this context it is also relevant to mention Twitter, the social networking medium that I started to use in Septem-
ber 2009. Twitter helped me to reach a larger audience for my blog articles. Twitter enabled me to write a ‘tweet’ in 
which I would briefly summarize my latest blog and put a hyperlink to the article. Additionally, Twitter makes it possible 
to address those who have an interest in a particular theme by using hashtags, such as #ehr (Dutch: #epd). Con-
sequently, every member of Twitter who looked for messages about #ehr would be able to find my blogs. Through 
Twitter I also got into contact with other actors that concerned themselves with matters that were of relevance to my 
activities as a “reflexive practitioner”.
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important role in this process of becoming discoursed as “an expert”. Although it was 
not the main objective of writing blog articles, I did hope that with my articles I could 
show actors that I was sincerely concerned with (and well informed on) the potential 
value of access to health information for medical decision-making during medical 
encounters in general, and the patient’s position in healthcare in particular. I would like 
to outline four ways in which I tried to stabilize my identity as a relevant and engaged 
voice on these topics – the numbers between brackets refer to the blog articles as 
listed and dated in the second appendix. 

First, I dedicated 17 blog articles to the concept of patient-centeredness and the 
dynamics of medical encounters. In these articles I would review, analyze or reflect 
upon (fragments of) novels (see blog 2, 8), books on patient-centeredness (13, 16, 
18, 61), newspaper or website articles (56, 63), a medical oath (3), a movie (53), 
research reports (36, 38, 51), national patient policy (41), and essays/pamphlets/
official statements on patient-centeredness (26, 33, 41). In these articles I highlighted 
different aspects of medical encounters, such as access to health information, the 
importance of listening, dealing with different patient needs, laws and regulations, 
and medical decision-making. With these articles I hoped to inspire actors to think 
carefully about the context in which digital health information (perhaps exchanged 
through the Dutch nEHR infrastructure) would eventually be used, besides the earlier 
mentioned strategy of identity stabilization (i.e. being a well-informed practitioner in 
the area of doctor-patient communication). 

Second, I reflected on what I considered to be inspiring examples of HIE-projects, 
projects that gave or wanted to give patients an active role in HIE (see e.g. blog 
9, 10, 28). This way I hoped to illustrate the link between a particular discourse of 
patient-centeredness and the way in which technology could facilitate the ‘putting to 
work’ of such a discourse. I paid particular attention to the emergence of the so-
called Personal Health Records (PHRs, see chapter one) because I felt that such a 
patient-controlled record offered an interesting way of organizing HIE. In some blogs I 
personally tested a PHR or described the early experiences with a particular PHR (9, 
20, 27, 77), at other times I reviewed a scientific article on PHRs (11) and in yet other 
blogs I analysed the discussion on PHRs in relation to the Dutch ‘nEHR infrastructure’ 
(37, 45). I think these ‘technical’ reviews provided an excellent opportunity for 
showing my particular approach to HIE, namely one that directs our attention to 
how the design of (HIE) technologies involves normative choices about the rights 
and responsibilities of different groups of actors, such as patients and healthcare 
professionals (also see chapter five). 

Third, I reported on conferences, seminars and/or book presentations I visited to 
inform myself on (aspects of) health informatics/ health IT (12, 31, 65, 66, 68, 69), 
health innovation (50), EHRs (43), and professional care (80). In my blogs I would 
reflect upon the discourses that were promoted by various presenters and how these 
related to my story of HIE as a facilitator of doctor-patient communication and patient-
centeredness. Besides these reports being a ‘service’ to people that could not visit 
the meetings, I felt they contributed to the image of me as an active participant in 
the HIE network that informed herself on recent trends and developments in the area 
of HIE and patient participation. Again these accounts also provided me with the 
opportunity to give voice to one particular local construction of HIE, namely one that 
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emphasizes the political aspects of HIE (e.g. the normative choices of who gets the 
right to access what kind of information) rather than those constructions that focus on 
technical aspects. 

Fourth and last, as the public debate on the Dutch nEHR progressed, I started to 
analyze what I felt to be key moments in the debate in national Politics and in Dutch 
media, such as progress reports and letters by the Ministry (34, 39, 42, 46, 61, 86, 
96, 99), official statements or letters from local actor groups such as a patients rights 
organization or an umbrella organization of doctors (19, 29, 34, 37), opinion articles 
or new articles published online (46, 48, 57, 59, 62), policy evaluations (79, 101) 
and the decision-making process in the “Eerste Kamer” (95) . With these articles 
I addressed readers that wanted to follow the debate on the Dutch nEHR but did 
not have the time to read the original documents (e.g. board members of patient 
organizations, politically engaged civilians) as well as those who actively participated 
in the discursive struggles over the nEHR, such as actors from the Ministry and 
umbrella organizations. With regard to the latter, I hoped to open them up to a 
discourse of empowerment (also see chapter five), and to consider the ways in which 
patients could be given a more active role in HIE by e.g. providing them with online 
access to health information. In addition, the monologic character of debates on the 
patient’s role in HIE had struck me: actors seemed to repeat the same arguments in 
order to convince others of their ‘right’ construction of HIE. In other words, debates 
seemed to lack the ingredients of dialogue as listed in chapter two, i.e. the willingness 
to postpone judgments, to (re)think arguments, and to look for joint actions or 
creative solutions, rather then blaming and critiquing other actors (also see Twist et 
al., 2012; Pluut, 2010; and chapter six). For that reason, I hoped that my articles 
would help actors gain an understanding for how others participated in the debate, 
and why other discourses were being promoted. This way the blog articles were also 
a modest attempt to create “change from within”, i.e. to invite actors to (re)think their 
local constructions of Self (their discourse, their construction of ‘good HIE’), Other 
(other discourses, other actors), and how to envision joint actions towards a better 
exchange of health information. 

In addition, performing the role of what you could call a ‘policy analyst’ or ‘news 
reporter’ helped to create an image of me as a person that was up-to-date with 
respect to developments in the complex decision-making on the nEHR in the 
Netherlands. Later the WRR would ask me to do a more formal policy analysis of 
the decision-making on the nEHR – reflections on this inquiry and how the research 
report (an “artefact” – strategy 4) was made and remade can be found in chapter six. 

To summarize the above analysis of online engagement, I have experienced the 
practice of writing and publishing blog articles as a valuable activity during my work 
as a reflexive practitioner who engaged with discursive struggles over HIE. The 
production of blog articles helped me to develop my thinking on HIE because of the 
addressive qualities of the writing process. In addition, it provided opportunities for 
positioning myself in the HIE network as someone with a distinctive approach to 
HIE (or a distinctive “problematization – strategy 1), and the blog articles triggered 
interesting participations in the HIE network. Last, the online engagement with HIE 
gave me a chance to invite readers who participated in debates on HIE to reflect on 
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the political aspects of HIE solutions, such as normative choices with respect to who 
gains the rights to access health information, and who does not.

4.3	 Feeding	into	decision-making	in	national	Politics

In the year 2009 I started to experience that my engagement with the political 
challenges32 of HIE was increasingly recognized. Journalists, for example, started 
to ask me to voice my thoughts on the Dutch nEHR project from the perspective 
of medical encounters and/or the patient’s perspective (also see chapter six). 
By then the idea of creating a national infrastructure for the exchange of health 
information was highly contested and received frequent attention in the Dutch 
parliament (Pluut, 2010). Consequently, I participated in debates on national radio 
and regional television, was interviewed for magazines and a national newspaper, 
and gave presentations on conferences and seminars (see appendix 1). Along with 
these opportunities to contribute to the public debate, I was also able to participate 
in an expert meeting in the “Eerste Kamer” (the Dutch senate33) and to start two 
interesting inquiry projects. You could see these three activities as ways of “feeding 
into” decision-making in national Politics, with the word “politics” referring not to the 
intrinsic quality of relational processes here, but to the “language game” played by a 
particular local community, namely that of national Politics. The graph below shows 
the moments on which I published a written text (“artefact”) that would be re-made by 
actors that participated in the debate on the nEHR infrastructure in national Politics.

2009 2010 2011

VWS report
(jan. 2010)

Paper Eerste Kamer
(nov. 2009)

WRR report
(oct. 2010)

Figure 2: Artefacts fed into political decision-making on the nEHR

Chapter six presents a critical analysis of discursive struggles over the nEHR in the 
Netherlands, focussing on how stakeholders “supplemented” my participations. Let 
me here briefly describe the process of making these three “artefacts” in relation to 
the theme of “allowing engaged unfolding”.

32  With these political challenges I refer to a) the challenge of thinking through the normative choices of HIE 
solutions (such as who gains access to health information and who does not – also see chapter five), and b) the 
challenge of working with different discourses during debates on e.g. the Dutch nEHR. 
33  See chapter six for a more elaborate description of the Dutch system of national Politics.
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The first chance for an inquiry project ‘emerged’ in the summer of 2009, when I was 
approached by a member of the Scientific Council for Government Policy (WRR34) 
for an interview on the plans for a national EHR infrastructure in the Netherlands 
(personal communication, July 7th 2009). Shortly after, I was asked to perform a 
case study into governmental decision-making and the public debate on the Dutch 
nEHR (personal communication, July 10th 2009). This inquiry was part of a large-
scale research project titled “Policy, information and technology”, with which the WRR 
wanted to advise Dutch government about “the role and responsibilities of Dutch 
government with respect to the use of ICT” (WRR in Pluut, 2010, p. 2). I welcomed 
the opportunity to explore discursive struggles over the Dutch nEHR for two reasons. 
First, I felt that this inquiry (or Critical Discourse Analysis) fit with my aim to make 
a contribution to discursive struggles over HIE, since I would have the opportunity 
to get into a conversation with the representatives of different stakeholders about 
their concerns and beliefs. I hoped to be able to “stimulate reflexivity” by inviting the 
different actors to think about how they promoted discourses, how they related to 
‘Other’ and what this meant for the ways in which discursive struggles unfolded. 
Besides, I would be able to do this on the basis of the strategies presented in 
chapter three; “unraveling discursive diversity” and presenting this in an “artefact” (the 
research report). Moreover, I could also explore how these strategic acts could invite 
an appreciation for “diversity” (one of the “orienting themes”). In other words, I would 
be able to do an inquiry with the help of the orienting themes and strategies of the 
reconstructed version of CDA I set out in the third chapter. Second, the WRR would 
provide a nice platform for communicating these insights to different audiences, given 
that the WRR’s identity was relatively “fixed” as prestigious and reliable, which makes 
their publications (“artefacts”) potentially impactful. The case study of the discursive 
struggles on the Dutch nEHR started in July 2009 and led to the publication of the 
final report in October 2010 (Pluut, 2010). Dutch politicians and Dutch media would 
quote the report (an “artefact”) several times (see chapter six for an analysis of these 
“re-makings”). 

A couple of months after I started the WRR inquiry, on November 17th 2009, another 
interesting inquiry project emerged out of the interviews that were held in the context 
of the WRR-study (see appendix 1, table 5 for a list of these interviews). During an 
interview with the program manager that was responsible for the Dutch nEHR at 
the Ministry of Health, Welfare and Sport (VWS35), I had spoken about my PhD and 
had explained how I was exploring struggles over different forms of HIE, including 
the debate on “online patient access”. This sparked her interest and led to a follow-
up conversation, which soon resulted in a formal letter on behalf of the Ministry of 
Health, Welfare and Sport (VWS) to me as a consultant at “Zenc” (the research and 
consultancy agency I was working for). I was invited to write a proposal for an inquiry 
into the ways in which online patient access would impact healthcare processes in 
the context of the nEHR infrastructure (personal communication, November 2009). 
I saw this inquiry as a potentially useful inquiry context, since I was able to start 

34  WRR stands for Wetenschappelijke Raad voor het Regeringsbeleid, which translates as Scientific Council for 
Government Policy. It is the Council’s task to supply, on behalf of government policy, scientifically sound information 
on developments that may affect society in the long term, and to draw timely attention to likely anomalies and obsta-
cles, to define major policy problems and to indicate policy alternatives. See: http://www.wrr.nl/english/
35  VWS stands for “Ministerie voor Volksgezondheid, Welzijn en Sport”, what translates as Ministry of Health, Wel-
fare and Sport. See: http://www.government.nl/ministries/vws
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with the questions and concerns about online patient access that were raised by 
practitioners. At the same time, I would be able to further my thoughts on a topic I 
had been writing about for years. Moreover, as was the case for the WRR-project, this 
project provided an interesting platform for distributing the research results. After all, 
when an inquiry is done for a Ministry, this seems to increase the likelihood of actors 
constructing its value as politically interesting and relevant. The Ministry would, for 
instance, present this “artefact” to ‘their’ audiences, such as to the two chambers of 
Dutch parliament. Again, chapter six analyzes this research report and its role in the 
decision-making and debates on the nEHR infrastructure in national Politics.

Soon after I received the request of the Ministry to send in an inquiry proposal, I would 
also receive an invitation from the “Rathenau Institute” to send in a so-called “position 
paper”, in which I was asked to present my views on the nEHR infrastructure in 
the Netherlands (personal communication, October 30th 2009). The institute was 
preparing an expert meeting for the “Eerste Kamer”, which was in turn meant to 
help Dutch senators to decide on a bill that needed to offer a legal framework for the 
Dutch nEHR (see chapter six for more details). On the basis of the position paper I 
was asked to participate as an “expert” in the expert meeting that would be held in 
December of the same year. Again, this meant I was able to feed into national Politics, 
and so an analysis of this is included in the sixth chapter. 

Soon, additional inquiry and consultancy projects would emerge, such as an inquiry 
into the ‘success factors’ of patient portals with online patient access (Pluut, 2011a). 
In addition, together with the Dutch Centre for Ethics and Health I would publish a 
text that provided civilians with an overview (or “unraveling”) of the pros and cons of 
HIE in general, and the nEHR and online patient access in particular (Pluut, 2013a). 
During some of the projects that unfolded I would lean more towards inquiry, and 
during others I would lean more towards transformative change, yet all could be seen 
in light of my desire to make a contribution to discursive struggles over HIE. Not all 
projects received a place in this thesis, which I think is an inevitable part of a process 
of engaged unfolding: sometimes the projects that emerge do not add something 
useful to the story one wants to tell to one’s scientific audiences. More on this in 
chapter seven, which is devoted to reflexivity and reflects on quality criteria such 
as local usefulness, scientific quality and ethics from a “mainstream” and relational 
constructionist meta-theory. 

In sum, out of my engagement with actors in the HIE network, three opportunities 
emerged to both study and join with discursive struggles, and to feed “artefacts” (two 
research reports and a position paper) into discussions of HIE within national Politics. 
These three opportunities meant I could work with the orienting themes of the 
reconstructed version of CDA and could also study my engagement with discursive 
struggles on the basis of the strategies I presented earlier, the results of which can be 
found in chapter six. 
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4.5	 Reflections	on	“engaged	unfolding”	as	an	orienting	theme

(Post) positivist research approaches tend to emphasize the practice of planning 
and designing an inquiry on the basis of research questions that are dominated by 
scientific interests (McNamee & Hosking, 2012). To some extent, inquiry contexts 
emerge unplanned, but design is intended to minimize this. Ideally, the researcher first 
develops research questions on the basis of the current status of scientific knowledge 
and then finds/creates an inquiry context that is most helpful to the process of 
developing valid answers to these questions (see e.g. Phillips & Hardy, 2002; Boote 
& Beile, 2005). The present relational constructionist meta-theory made it possible to 
be more open to the interests of the multiple communities that were involved, which 
means I attempted to address those questions that were raised by local actors in the 
HIE network. This led me to lean away from the practice of designing and planning 
and to organize my PhD journey on the basis of the theme of “allowing engaged 
unfolding”. 

The table below shows the choices we can make when we study discourses during 
our engagement with discursive struggles. Both sides of the table can be seen as 
standing on one end of a continuum. 

TRADITIONAL CDA 
IS LIKELY TO GO HAND IN HAND WITH…

GENERATIVE CDA 
IS LIKELY TO GO HAND IN HAND WITH…

… design and planning … leaving space for inquiries to unfold

… a detached stance towards  
discursive struggles

… engagement with discursive struggles

… studying (the process or content of) 
discursive struggles

… creating change from within discursive 
struggles

… a focus on questions fuelled by scientific 
interests

… a focus on questions fuelled by the interests/
concerns of potentially all ‘local’ practitioners

Table 7: Continuum of choices on overall orientation towards discursive struggles

I hope that the journey description presented in this chapter forms a useful illustration 
of how our engagement with discursive struggles can be organized on the principle 
of “engaged unfolding”. In addition, I hope to have illustrated how the strategies 
of problematization, identity construction and creating artefacts (such as blog 
articles) presented in chapter three can be a helpful analytical tool for our study of 
engagement with discursive struggles. 

As mentioned earlier, the option of unraveling diversity in scientific texts on patient-
centeredness unfolded during the phase of desk research. The following chapter 
presents the results hereof and highlights the orienting theme of “appreciating 
diversity”. It presents three discourses of patient-centeredness, and reflects on how 
we can appreciate these discourses in the context of struggles over HIE.
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Appreciating different discourses of  
patient-centeredness36 
When vague and abstract […] concepts […] have to be implemented, the consensus 
often appears to be a superficial one. Under the outer layer of homogeneity one finds a 
broad spectrum of meanings which not infrequently lead to heated discussions and a 
confusion of tongues (Abma, 2000, p. 199-200).

As a practitioner, I have experienced that when healthcare practitioners discuss 
Health Information Exchange (HIE), different and sometimes conflicting solutions 
are promoted with the same argument: that it is in the best interest of ‘the’ patient. 
Some may, for instance, argue that gaining online access to their records will help 
patients to deal with their illness, whilst others fear this would mainly harm them 
(Douglas, Minderhoud, & Pluut, 2010; Pluut, 2010). Invoking the argument of patient-
centeredness often results in a false sense of consensus: actors seem to assume that 
they are all striving for the same thing: making healthcare a better place for patients. 
But when one listens carefully to the arguments that actors use when they promote 
their construction of the ‘right’ form of HIE, they often seem to have fundamentally 
different notions of what it means to center ‘the’ patient, and why this is worth doing. 

My experiences with discussions on HIE and the use of the argument of patient-
centeredness during these discussions, inspired me to analyze scientific texts on 
patient-centeredness during the desk research phase discussed in the last chapter. I 
studied how actors wrote about patient-centeredness and explored whether and how 
scientific scholars discussed the issue of health information in relation to this ‘ideal’. 
Soon I discovered that patient-centeredness is also a “fuzzy concept” in scientific 
communities (Illingworth, 2010), with scientists complaining about the lack of clarity 
of the concept (Hobbs, 2009; Mead & Bower, 2000; Robinson, Callister, Berry, & 
Dearing, 2008; Liberati, Gorli, Moja, Galuppo, Ripamonti, & Scaratti, 2015). Among 
other things, there is considerable debate on the role patients should have in the 
process of medical decision-making. In addition, I found quite a number of articles in 
which researchers performed a (more or less systematic) review of the literature on 
patient-centeredness and/or explicitly reflected on the different or desired meanings 
of the concept. In such cases scientists propose one model or definition and/or 
express their (strong) views on what patient-centeredness should mean, because 
consensus on one definition or model is expected to improve scientific inquiries that 
try to determine causal relations between patient-centeredness and certain outcome 
measures (e.g. Epstein, Franks, Fiscella, Shields, Meldrum, Kravitz, & Duberstein, 
2005; De Haes, 2006; Lusk & Fater, 2013). 

“Appreciating diversity” is one of the four orienting themes of generative Critical 
Discourse Analysis as proposed in this thesis. The current chapter explores how 
we could appreciate different discourses of patient-centeredness. For that reason, 

36  This line of work has been published in: Medicine, Health Care and Philosophy (Pluut, 2016). The article is titled 
“Differences that matter: developing critical insights into discourses of patient-centeredness”, and can be accessed 
online: http://link.springer.com/article/10.1007%2Fs11019-016-9712-7. 
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scientific journal articles on patient-centered medical encounters are studied without 
looking for the one best or right definition. On the contrary, a discourse analytic 
approach is taken to identify different orientations towards patient-centeredness, 
i.e. different “discourses”. Next, the chapter explores how an unraveling of these 
discourses helps us see “differences that matter” and how this was helpful for my 
work as a “reflexive practitioner”. 

This chapter starts with a general description of the selected articles and the method 
for “unraveling diversity” within these articles. Next, three discourses are sketched. 
The first discourse is labelled as “caring for patients”, the second as “empowering 
patients” and the third as “being responsive”. Each of these discourses has different 
things to say about a) the why of patient-centeredness; b) the patient’s identity; c); 
responsibilities for medical decision-making; d) the role of the healthcare professional; 
and e) the role of health information. After presenting the three discourses, the 
chapter zooms in on the differences between the discourses and how these signal 
important dilemmas. The chapter ends with reflections on the ways in which this 
unraveling of different discourses has been of practical usefulness to my work as a 
reflexive practitioner, i.e. how it has helped me to facilitate the unfolding of discursive 
struggles.

5.1 The analytical process: material, curiosities, and method 

The discourse analysis (DA) was based on a sample of 34 articles, published in 
English language scientific journals between 2004 and 2014. The third appendix lists 
the 34 selected articles and the fourth appendix describes the search and selection 
process. The articles were mainly published in the domains of patient education, 
doctor-patient communication, nursing, healthcare quality, the sociology of illness, 
and healthcare ethics. All articles explicitly discuss the (‘right’) meaning of patient-
centeredness or promote a (‘best’) definition or model of patient-centeredness. 

Scope of the analysis
The DA focussed on discussions of patient-centeredness in the context of medical 
encounters between a patient and a healthcare professional. Besides the more 
practical argument of feasibility, this focus was informed by the broader context 
of this thesis, i.e. by my engagement with Health Information Exchange. As 
discussed in the first chapter of this thesis, the role of patients in the process of 
exchanging health information is a controversial topic in debates over HIE. Articles 
that discuss patient-centeredness in the context of medical encounters seemed to 
provide the most detailed discussions on the roles and responsibilities of patients 
in healthcare processes. The discourse analysis was thus more likely to be useful 
to my engagement with HIE projects if it focussed on medical encounters, rather 
than for instance, patient-centered buildings or patient-centered ways of structuring 
healthcare organizations. 

Research curiosities
The following question captures the main research curiosity that fuelled the present 
Discourse Analysis:



73

Which discourses of patient-centeredness can we distinguish in scientific articles 
that address the meaning of patient-centeredness within the context of medical 

encounters?

As discussed in chapter three, it can be challenging to deal with different discourses. 
Scientists can, for instance, experience that a lack of consensus on one definition 
of patient-centeredness hinders the generation of evidence for certain patient-
centered care practices. Moreover, practitioners in HIE projects can struggle to 
reach decisions on e.g. the design of healthcare portals, because actors have 
different views on the role patients should have in healthcare processes in general, 
and information exchange in particular. Yet, on the other hand, if one discourse of 
patient-centeredness is taken for granted and dominates others, this could mean that 
promising constructions of HIE are overlooked or not taken into consideration, and/
or that HIE solutions eventually meet with fierce opposition. The present generative 
version of Critical Discourse Analysis (chapter three) invites us to explore how we can 
work with diversity in productive ways, which is captured in the following additional 
question:

How can an unraveling of discourses of patient-centeredness be useful to 
discursive struggles over Health Information Exchange? 

By answering these questions I hope to gain insights into the ways in which a 
generative version of Critical Discourse Analysis, as made possible by the meta-
theory of relational constructionism, can contribute to the unfolding of discursive 
struggles over Health Information Exchange (section 1.7).

Method of analysis
Discourse Analysis (DA) can be considered a craft: there is not one recipe for a 
successful DA and researchers need to find a method that fits with their meta-
theoretical assumptions, empirical material and the particular inquiry context 
(Nikander, 2008; Phillips & Hardy, 2002). However, DA usually involves an “iterative” 
and “emergent” analytical process, which was also the case for the DA that is 
presented in this chapter (Wetherell et al., 2001a). I have read and re-read the 
selected articles, marked fragments of texts (e.g. sentences, paragraphs, particular 
framings) and added labels and comments to these fragments. Given that I was 
particularly interested in articulating differences, the focus was on finding themes that 
were discussed differently by different texts. This analytical process resulted in the 
emergence of three discourses that construct an interrelated set of themes differently. 
At some point, what has traditionally been named saturation seemed to occur; newly 
added articles enriched or added nuances to the three discourses that had emerged 
out of the empirical material, but they all seemed to carry the traces of the three 
discourses presented. The names of the discourses are inspired by the language 
used in the texts that construct a particular discourse. 

In line with how Deetz (1996) presented discourses of organization science, the 
discourses are assumed to be fluid and open to change, and so need not be seen 
as ’mutually exclusive’. As argued, a relational constructionist meta-theory invites us 
to see relational processes as processes during which different discourses are put 
together, inter-act, and get re-constructed, changed, enriched, and so on. As we 
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will see later, the different discourses of patient-centeredness pose problems for one 
another, and as a consequence, the discourses can steal each other’s insights, i.e. 
the central elements/concepts of discourses can be enriched, and nuances or new 
discourses can emerge out of the inter-action between the discourses. 

The reflections on the usefulness of the present DA as discussed in the second part 
of this chapter are based on my engagement with struggles over Health Information 
Exchange (HIE). This is consistent with the present notion of a “reflexive practitioner”, 
who makes his/her own practice one of the subjects of inquiry. Personal notes, blog 
articles (see second appendix) and consultancy material are used to reflect on the 
ways in which the analysis of discourses of patient-centeredness helped me to put to 
work the orienting theme of “appreciating diversity” whilst participating in discursive 
struggles over HIE.

5.2	 Three	discourses	of	patient-centeredness

The table below overviews the most important characteristics of the three discourses 
of patient-centeredness as they emerged out of the analysis of scientific articles.

DISCOURSE 1: 
CARING FOR PATIENTS

DISCOURSE 2: 
EMPOWERING PATIENTS

DISCOURSE 3: 
BEING RESPONSIVE

WHY BE PATIENT- 
CENTERED?

 · Alleviate vulnerabilities
 · Lessen suffering
 · Improve quality of 

diagnosis

 · Facilitate self-
management

 · Respect patient 
autonomy

 · Depends on the person  
and/or context

 · Centre processes of 
communication

PATIENT IDENTITY: 
KEY WORDS

 · In need of care
 · Vulnerable
 · Experiencing individual

 · Right to control
 · Capable of decision-

making
 · Autonomous

 · Multiple identities
 · Varying preferences

WHO IS PRIMARILY 
RESPONSIBLE 
FOR DECISION-
MAKING?

 · The healthcare 
professional

 · The patient, who 
can decide to share 
responsibilities

 · The healthcare 
professional and/or 
patient

WHAT IS THE 
PRIMARY ROLE OF 
THE HEALTHCARE 
PROFESSIONAL?

 · To care 

 · To facilitate, advise, 
and coach patients in 
decision-making

 · To activate the will and 
ability to make decisions

 · To be responsive to 
(and thus accept) the 
patient’s needs, values 
and preferences with 
respect to the content 
of encounters, the style 
of communication, and 
involvement in decision-
making

WHAT IS THE 
ROLE OF HEALTH 
INFORMATION?

 · For a good diagnosis 
 · For compliance

 · For a good diagnosis 
 · For choice

 · Tailored information
 · For compliance, for 

choice, or withhold 
information

Table 8: Overview of discourses of patient-centeredness
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As the table shows, the three discourses each construct a set of interrelated themes 
differently. Or to put it the other way around, the themes each draw our attention to 
important differences in how texts construct patient-centeredness.

The first theme, the why of patient-centeredness, invites us to study how patient-
centeredness is advocated on different grounds. As discussed in chapter two, 
Self (such as a particular discourse of patient-centeredness) is often constructed 
by creating a devalued Other – a realm that is not us, not what we believe, not 
true, or not good (Gergen et al., 2001). This theme thus draws our attention to 
how a particular discourse is promoted on the basis of a process of “self-other 
differentiation”: how Self is constructed in relation to other. So the importance 
of caring for patients as “whole persons” (“Self” in discourse one) is promoted 
by pointing at the downsides of disease-centeredness (a “significant Other” for 
discourse one), and how disease-centeredness overlooks the psychosocial aspects 
of illness. The practice of empowering patients (“Self” in discourse two) is promoted 
by underlining the importance of patient autonomy and self-management, and by 
critiquing paternalistic approaches to medical encounters (a significant Other for 
discourse two). Last, the importance of “being responsive” (“Self” in discourse three) 
is constructed by critiquing texts that neglect the particularities of each medical 
encounter, such as the discourses of “caring for patients” and “empowering patients” 
(significant others for discourse three). 

The second theme, constructions of patient identity, builds on the meta-theoretical 
assumption of identity as a local and ambiguous construction that has important 
political implications (Phillips & Hardy, 2002). Each of the discourses constructs 
patient identities differently: the first assumes a vulnerable patient that is in need of 
help, the second constructs patients as autonomous beings, and texts that we can 
see as indicative of the third discourse emphasize a diversity in patient identities. Each 
of these identity constructions has different implications for our thinking about patient-
centered medical encounters, in particular the responsibilities for medical decision-
making.

The third theme, responsibility for decision-making, helps us see how the different 
discourses have something different to say about who needs to be responsible for 
determining the ‘right’ diagnosis, and for making decisions about treatments. This is 
rather a controversial and dominant topic in texts that discuss patient-centeredness 
in relation to medical encounters. Some emphasize the responsibilities of healthcare 
professionals in their task of caring (typical for discourse one), others centre the 
patient’s responsibility for making decisions about his/her treatment (indicative of the 
second discourse), and still others argue that this mainly depends on the (interplay 
between) the encounter and the persons that participate in them (illustrative for 
discourse three). 

The fourth theme helps us reflect on the ways in which the ‘right’ role of the 
healthcare professional is constructed. As will become clear, different constructions 
of the patient’s identity give way to different notions of the ideal role of the healthcare 
provider. When the patient is mainly constructed as vulnerable and in need of care, 
this gives way to discussions of the healthcare professional as a caring individual 
(discourse one). When patients are seen as autonomous individuals that are 
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responsible for ‘self-management’, the healthcare professional’s task is reframed as 
an empowering coach, facilitator or advisor (discourse two). When multiple patient 
identities are assumed, the healthcare professional faces the challenge of being 
responsive to the patient’s preferences with respect to the content of encounters, the 
style of communication, and involvement in decision-making (discourse three).

The fifth and last theme is that of Health Information, which here refers to (written 
and spoken) information about the patient, the care process, the patient’s illness 
and (possible) treatments. This theme invites us to study different ideas about the 
‘right’ role of health information in medical encounters. When patient-centeredness 
is constructed as a process of “caring for patients”, the focus is on eliciting the 
information that is needed for a good diagnosis and for compliance to the healthcare 
professional’s advice. When patient-centeredness is spoken of as a process of 
“empowering patients”, the focus is on how the patient can be informed in ways that 
help him/her make (shared) decisions. If patient-centeredness is constructed as a 
challenge of “being responsive”, the focus is on how to determine the right role of 
health information and on tailoring information for patients. 

In the following paragraphs the three discourses are presented. Each sketch starts 
with a short summary and is then followed by an integrated discussion of the five 
themes for each discourse. 

Discourse 1: caring for patients

Discourse summary
In this first discourse, patient-centeredness is constructed as a process during which 
the healthcare professional cares for the patient as a whole person. This need for 
holistic caring emerged out of a critique of disease-centeredness and is rooted in a 
construction of the patient as an experiencing individual that is vulnerable and in need 
of help. The main reason for being patient-centered is to alleviate vulnerabilities, to 
lessen suffering, and to increase the quality of care through a diagnosis that takes 
the whole person into account. The primary role of health information is discussed 
in relation to compliance to the treatment that is suggested by the healthcare 
professional. In addition, it is considered vital for the effectiveness of medical 
encounters that patients provide healthcare professionals with information about their 
illness experience and social context. 

Constructing	patient-centeredness	as	“caring	for	patients”
In this discourse most attention goes out to the ways in which healthcare 
professionals can truly care for patients. Patients are assumed to have a 
“compromised physiological state” and a “threatened identity” because they often 
experience a lack of control and/or feel alienated (Hobbs, 2009, p. 55). For that 
reason, healthcare professionals need to reduce suffering and alleviate vulnerabilities 
through a process of caring. Hudon, Fortin, Haggerty, Loignon, Lambert, and Poitras 
(2012) have, for instance, stressed the importance of legitimizing the patient’s 
experience of chronic illness, which means healthcare professionals invite patients 
to express their doubts, concerns, and feelings of loss and grief. When the struggles 
with their illness are acknowledged, patients are assumed to feel “relieved” (Hudon et 
al., 2012, p. 173). 
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In the texts that construct patient-centeredness as a process of caring, healthcare 
professionals are asked to adopt the biopsychosocial model, which Tanenbaum 
(2013) summarizes as caring for whole persons instead of their parts. The healthcare 
professional needs to see patients as persons who experience their illness individually, 
within their unique social setting (Illingworth, 2010). In other words, healthcare 
professionals are urged to take a holistic perspective and to pay attention to the 
patient’s illness experience:

Holistic care […] recognizes and values whole persons as well as the 
interdependence of their parts […]. The whole person is described as the 
biological, social, psychological, and spiritual aspects of a person. Providing 
holistic care allows the clinician to better understand how an illness affects the 
entire person. […] (Morgan & Yoder, 2012, p. 8).

According to Hudon (2012), understanding the whole person can include knowing 
about the patients’ life context (e.g. family, work, religion, culture, social support) as 
well as personal development stages (life history and personal and developmental 
issues). In this context, Illingworth explains how models can be used to elicit 
the patient’s perspective. By using the “FIFE-model”, for instance, healthcare 
professionals can gain an understanding of the patient’s Feelings about their 
problems, Ideas about what is wrong, Effect of the illness on functionality, and 
Expectations of the doctor (Illingworth, 2010, quoting Stewart et al.). 

Abley (2012) links the importance of alleviating vulnerabilities to the healthcare 
professional’s task of understanding the individual patient and states that healthcare 
professionals must be careful not to make assumptions about when patients feel 
vulnerable. Older people’s views of their own vulnerability, for example, may be 
different to the views of professionals. True caring for patients thus requires that 
healthcare professionals try to understand each patient’s vulnerabilities, so they can 
adequately intervene to reduce vulnerability.

Texts that I have identified as indicative of a caring discourse emphasize the 
importance of therapeutic engagement between healthcare professional and patient.

Therapeutic engagement is a cyclical process based on the development of 
trust. […] When the process of therapeutic engagement is successful, the patient 
receives […] care that lessens suffering and ensures that their needs are met 
(Hobbs, 2009, p. 57-58) 

As this quote illustrates, patient-centeredness as a process of “caring for patients” 
often seems to be promoted on humanistic grounds: lessening the patient’s suffering, 
and meeting his/her needs seem to be constructed as ‘good things’ in their own right 
(Hobbs, 2009; Hudon, 2012). In addition, holistic caring is linked to the effectiveness 
of care. Texts that construct patient-centeredness as caring refer to the work 
of Engel (1977), Mishler (1984), and Stewart (2003), who have explored how an 
understanding of the person’s illness experience and social context leads to a better 
diagnosis and better decisions about treatments (Illingworth, 2010; Hudon, 2012). 
Patient-centeredness as “caring for patients” is thus often promoted by critiquing the 



78

biomedical model: it is argued that the exploratory perspective on illness needs to be 
broadened to include psychosocial aspects (Bensing, 2000; Mead & Bower, 2000). 

Texts that construct this discourse seem to assume that the needs of patients 
exceed their capacity for self-care. Patients are talked about as passive participants 
who are “vulnerable” and ”suffering” (Hobbs, 2009, p. 55). You could say that the 
patient’s main task is to share information about him- or herself, so that diagnoses 
and treatment decisions are based on both medical and psychosocial data (Mishler, 
1984; Engel, 1977). Patients are seen as the “recipients of medical decisions 
and prescriptions”, which Aujoulat, d’Hoore, & Deccache (2007) describe as a 
“compliance-oriented approach”. Consequently, healthcare professionals need to 
provide patients with the information that enables them to comply with the healthcare 
professional’s decisions (Henwood, Wyatt, Hart, & Smith, 2003). This passive identity 
construction of patients is criticized and reconstructed in the second discourse. 

Discourse 2: empowering patients

Discourse summary
In this second discourse, labelled as “empowering patients”, patient-centeredness 
is constructed as a process that needs to empower patients to be involved in their 
own care and to manage their own health. Patient-centeredness as empowerment is 
promoted on both moral grounds (because it recognizes autonomy and self-control) 
and functional grounds (it is assumed to have a health-promoting effect). Patients 
can be considered empowered when they make autonomous decisions, as well as 
when they (decide to) share responsibilities for decision-making with their healthcare 
professional. The primary role of the healthcare professional is to coach, facilitate and 
advise patients in their roles as self-managers and (co) decision-makers. In addition, 
providing patients with access to relevant health information is often spoken of as a 
vital aspect of the process of empowerment (“information for choice”). 

Constructing	patient-centeredness	as	“empowering	patients”
Whereas the texts defining the first discourse focus on the vulnerabilities and 
needs of patients and the doctor’s agency, other texts centre the rights, abilities 
and responsibilities of patients (Aujoulat et al., 2007). Here we find frequent use of 
words such as ‘engagement in care’, ‘self-management’, ‘self-control’ or ‘shared 
control’, ‘being informed’, ‘autonomy’, ‘patient participation’, ‘shared decision-
making’, ‘informed decision-making’ and ‘empowerment’ (Illingworth, 2010; Makoul 
& Clayman, 2006; Moumjid, Gafni, Brémond, & Carrère, 2007; Sacristán, 2013). For 
this reason, I am calling this discourse “empowering patients”.

This discourse is based on the fundamental idea that patients should gain and take 
responsibility over their life, health, and care. Patients are assumed to have an “innate 
ability” to master their health (Anderson & Funnell, 2010, p. 279). Moreover, it is 
assumed that most patients not only can, but also want to take responsibility for their 
health: 

Experience has shown that when patients know they have options for the best 
treatment, screening test, or diagnostic procedure, most of them will want to 
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participate with their clinicians in making the choice. This interest is shared by 
patients worldwide (Barry & Edgman-Levitan, 2012, p. 9). 

The empowerment discourse of patient-centeredness can be seen as a move 
away from doctor-centeredness and focuses on a redistribution of control and 
responsibilities from doctor to patient (De Haes, 2006; Bensing, 2000). Patient-
centeredness as empowerment is promoted on moral grounds because it recognizes 
the importance of self-determination and patient autonomy (Taylor, 2009):

The underlying philosophy of an empowerment-based approach […] views 
human beings as having the right and ability to choose by and for themselves. 
Self-determination therefore appears to be a strong guiding principle of 
empowerment-based interventions. […] The key features of an empowerment-
approach are ideology-driven and concern choice and responsibility on the one 
hand, and skills development so as to become more competent in […] dealing 
with one’s disease, life and environment on the other hand (Aujoulat et al., 2007, 
p. 15 and p. 17).

In addition, texts that construct patient-centeredness as “empowering patients” also 
link empowerment to the effectiveness of care, because it can increase the quality of 
decisions and disease management:

Patients provide 98% of their own diabetes care. […] Because patients are in 
control of their daily self-management decisions, they are responsible for those 
decisions and the resulting consequences (Anderson & Funnell, 2010, p. 278).

Empowerment as patient-centered care is spoken of as particularly relevant in the 
case of chronic illness (mainly because of the importance of medication management)
(Pulvirenti, McMillan, & Lawn, 2014; Anderson & Funnel, 2010), and in those cases in 
which there is no ‘clear-cut’ answer to a medical question (Anderson & Funnell, 2010; 
Aujoulat et al., 2007; De Haes, 2006; Sacristán, 2013; Légaré & Witteman, 2013):

The most important attribute of patient-centered care is the active engagement of 
patients when fateful health care decisions must be made. […] For most medical 
decisions […] more than one reasonable path forward exists […], and different 
paths entail different combinations of possible therapeutic effects and side effects. 
[…] In such cases, patient involvement in decision-making adds substantial value 
(Barry & Edgman-Levitan, 2012, p. 780). 

Despite the shared focus on patient involvement in decision-making, the advocates 
of an empowerment approach vary in the amount of responsibility they assign to 
patients. See, for instance, how Moumjid distinguishes informed decision-making 
from shared decision-making: 

Informed decision-making is a process that implies that the physician’s knowledge 
is transferred to the patient, who then has the knowledge and preferences 
necessary to make a decision. The patient is thus the sole decision maker, 
whereas in SDM (shared decision-making), the physician and the patient mutually 
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inform each other to reach a common agreement on the decision to implement 
(Moumjid et al., 2007, p. 541). 

This quote shows how some promoters of the empowerment discourse are more 
radical than others: some believe that it is the patient who should eventually make 
decisions and others argue that the doctor and empowered patient should make 
decisions together. Furthermore, various scientists emphasize that patients should still 
be considered empowered if they choose freely to delegate responsibility for decision-
making to their doctor. According to them, empowerment is about patients being 
self-conscious and their behaviour being self-directed (Anderson & Funnell, 2010). In 
other words, the key to a process of empowerment is that it is guided by the principle 
of self-determination (Aujoulat et al., 2007). 

Even though texts on empowerment de-centre the healthcare professional’s 
responsibility and emphasize the importance of self-management beyond the medical 
encounter, healthcare professionals are still believed to have an important task in 
the process of empowerment (Légaré & Witteman, 2013; Pulvirenti et al., 2014). 
Healthcare professionals need to act as the patient’s advisor, coach, or facilitator and 
they need to activate the patient’s desire and ability to be engaged (Sacristán, 2013). 

The role of the HCP [healthcare professional] is to serve as a facilitator and expert 
resource […] HCPs are responsible for helping patients achieve their goals and 
overcome barriers through education, appropriate care recommendations, expert 
advice, self-reflection, and social and self-management support” (Anderson & 
Funnell, 2010, p. 280). 

Health information has a central place in this second discourse. The general line of 
argument is that patients need to be informed in order to be able to make decisions 
with respect to their health situation, an idea that has been captured by the widely 
adopted notion of ‘informed choice’ (Henwood et al., 2003). Piper and De Haes have 
summarized the link between empowerment and information provision as follows: 

Information giving then […] is not empowering per se, or in any way an 
empowerment endpoint […], but it is an important starting point and patients 
cannot be empowered without information (Piper, 2010, p. 176). 

One cannot be involved in decision making without being well informed (De Haes, 
2006, p. 293).

In the empowerment discourse ’information for choice’ – rather than ‘information 
for compliance’ – is considered an important patient right (Henwood et al., 2003; 
Pulvirenti et al., 2014). It is argued that, if patients lack “health literacy skills”, then this 
ability to “critically analyse information” needs to be built by healthcare professionals 
and/or the broader healthcare system (Pulvirenti et al., 2014, p. 308-309). 

The information that patients need in order to make decisions, such as information on 
“conditions/treatment options/treatment plans” (Davis, Schoenbaum, & Audet, 2005, 
p. 954), can come from a wide range of sources, varying from books, the Internet and 
information leaflets provided by healthcare professionals (Berwick, 2009). In addition, 
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patients can be facilitated in their role as (shared) decision maker through access 
to their medical record. In his self-called “extreme view on patient-centered care” 
Berwick even argues that the access rights to medical records should be reversed: 
medical records should belong to patients, and “clinicians rather than patients would 
need to have permission to gain access to them” (Berwick, 2009, p. 561). This idea is 
central to the idea of Personal Health Records, discussed in chapter one. 

Légaré and Witteman put high trust in decision support technologies, because they 
can facilitate the process of shared decision-making, and because they can help to 
solve health literacy issues:

[S]hared decision making assumes that both the provider and the patient require 
access to [...] the best available medical evidence relevant to the decision […] 
Accordingly, shared decision making often involves the use of patient decision 
aids—structured tools such as booklets or interactive online applications that 
summarize the available evidence relevant to a given decision and that, ideally, 
help the patient clarify her or his relevant values. […] Well-crafted tools for shared 
decision-making can […] be specifically designed to meet the needs of people 
with lower health literacy […] (Légaré & Witteman, 2013, p. 277 and p. 280).

Sacristan (2013), on the other hand, argues that even with decision aids, 
empowerment places new demands on patients. They need to take on greater 
responsibilities and develop a greater level of literacy so that they are able to benefit 
from these aids. 

The above shows how a particular discourse of patient-centeredness gives way 
to particular constructions of Health Information Exchange (online patient access, 
Personal Health Records, decision-support aids). It illustrates how we can study 
discourses for what they do and what they limit and underscores the assumption that 
discourses are political, an idea that was central to the theorization of discourse in 
chapter two. 

Discourse 3: being responsive 

Discourse summary
In this discourse, patient-centeredness is constructed as a process of responsive 
communication. Texts that construct patient-centeredness as “being responsive” are 
characterized by a plea for context-dependency, which is rooted in the assumption 
of multiple patient identities and a focus on the particularities of every specific 
encounter. It is argued that not all patients prefer to be cared for on the basis of 
a biopsychosocial model and/or do not want to be empowered. In other words, 
patient-centeredness as “being responsive” is often promoted by critiquing the 
first two discourses. If it comes down to providing patients with health information, 
health care professionals need to take the context and patient’s values, need and 
preferences into account to determine what information is provided, for what reason, 
and how. 
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Constructing	patient-centeredness	as	“being	responsive”
Context-dependency is key to this discourse, which implies that those who promote 
this discourse give up the idea that there is one best way to carry out medical 
encounters: 

Rather than […] a specific set of behaviours, responsiveness and informed 
flexibility should be considered fundamental qualities of PCC [patient-centered 
care, added by author](Epstein et al., 2005, p. 1518).

Responsiveness is discussed in relation to the content of the medical encounter (e.g. 
whether or not psychosocial issues are addressed), to the patient’s preferences with 
respect to communication styles (e.g. a friendly or more to-the-point communication 
style), and as a form of sensitivity to the patient’s wishes with respect to involvement 
in decision-making (how much responsibility s/he wishes). 

The first, responsiveness with respect to the content of the medical encounter, implies 
that if a patient prefers the biomedical model over the biopsychosocial model, a 
medical encounter can still be considered patient-centered:

Patient-centered medicine alludes to a humanistic, biopsychosocial perspective 
as opposed to the conventional perspective of the biomedical model. This need 
not necessarily be the case though. At any one time communication may shift 
from one domain of this model to another and still be construed as patient-
centered as long as the transition is negotiated, i.e. both doctor and patient agree 
to behave in this way (Taylor, 2009, p 151).

The second argument for responsiveness is based on the belief that different patients 
prefer different styles of communication. Bergman and Connaughton (2013) argue, for 
example, that the healthcare professional’s sensitivity to communication preferences 
can be critical to whether patients perceive an encounter as patient-centered. In 
a similar vein, De Haes (2006) suggests that the effectiveness of the physicians’ 
communication may depend on the person in front of them.

The third, being responsive to the patient’s preferences for decision-making, is 
explained by Fineberg in the following quote:

Just as it would be sub-optimal to impose a paternalistic style on […] patients 
who prefer to be involved in their care decisions, it is equally sub-optimal to force 
a shared role on the [patients] who prefer either to make autonomous decisions 
or to have their doctor decide what would be best. The […] goal should be to 
prepare physicians to identify and assess each patient’s preferences and to adopt 
the style that meets the needs of each individual patient (Fineberg, 2012, p. 2).

Likewise, Jayadevappa and Chhatre (2011) argue that patient-centered care is about 
tailored care, which means that physicians and nurses accept that some patients 
prefer to actively participate in decision making, whilst others opt for a more passive 
role and wish to defer decisions to their physicians. 
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Some authors emphasize differences in patient characteristics when promoting the 
idea of responsiveness, whilst others point at contextual factors. As an illustration 
of the former, Bergman and Connauhton (2013) have related the importance of 
responsiveness to the challenge of cultural diversity. On the basis of a study of the 
preferences of Hispanic prenatal care patients, they argue that patient-centeredness 
requires cultural sensitivity:

Sometimes referred to as cross-cultural differences, divisions in sociocultural 
patterns often produce dilemmas between medical experts and patients […]. 
These challenges may relate to differences in communication styles or spiritual 
beliefs, as well as the role that hierarchy and respect play in active participation 
in doctor– patient interactions […] Each patient and provider comes to the 
health care encounter with his/her own beliefs and expectations guided by a 
particular culture of health. […] A worthwhile goal would be to avoid defining and 
implementing patient centered communications as a one-size-fits-all approach 
(Bergman and Connauhton, 2013, p. 791 and 797)

In a similar vein, Jayadevappa and Chhatre (2011) argue that cultural competence 
needs to be factored into patient-centered care. Among other things, understanding 
the meaning of culture can help healthcare professionals to understand and be 
responsive to patient beliefs, preferences and needs, and consequently, to build 
rapport and trust. De Haes (2006) points at anxiety traits as an explanation for 
different patient preferences with respect to communication styles, and relatedly, for 
differences in the effectiveness of these styles. Last, Lawrence and Kinn (2012) argue 
that a definition of patient-centeredness needs to be condition-specific, as patients 
with different diseases might value different interventions and outcomes.

Another person-based argument for responsiveness is that some patients can be 
considered experts in their illness, whilst others lack the medical knowledge and/or 
skills that are necessary for medical decision-making (Fineberg, 2012; Jayadevappa & 
Chhatre, 2011; Taylor, 2009; Badcott, 2005; Agarwal & Murinson, 2012). 

Authors that emphasize contextual factors when promoting the idea of responsive 
communication argue that the same patient does not always prefer the same amount 
of responsibility in medical decision-making. In other words, a patient’s preferences 
with respect to involvement in medical decision-making may vary for different 
contexts or disease/life phases (De Haes, 2006; Holmström & Röing, 2010; Sinding, 
Hudak, Wiernikowski, Aronson, Miller, Gould, & Fitzpatrick-Lewis, 2010):

It is neither an ethical lapse nor a character flaw for a patient to prefer to have the 
doctor decide what to do. Nor is it irrational for a patient to want to be in control of 
decisions, with the physician or physicians acting as advisors and guides. Indeed, 
the same patient at different stages of life or facing different circumstances of 
illness may prefer at times to be a passive recipient of care, an active partner in 
decision-making, or fully in control of the choices to be made. […] the capable 
and humane clinician will adapt a role and mode of interaction that suits the needs 
of each patient at each particular time. This is patient-centered decision making. 
It requires a readiness on the part of physicians to involve the patient in shared 
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decision-making without feeling uniformly compelled to do so (Fineberg, 2012, p. 
2). 

As becomes clear from the above arguments, in this discourse healthcare 
professionals are asked to adapt their style of communication to the person and 
context and negotiate responsibilities accordingly (Illingworth, 2010; Taylor, 2009). 
Ishikawa, Hashimoto and Kuchu suggest that patients need to do the same. They 
argue that it is important to focus on the relational process between healthcare 
professional and patient and how both share their perspectives, so that they can 
come to construct new ideas, mutual agreement and shared decisions – to which 
they also refer as a “shared mind” (Ishikawa et al., 2013, p. 150). 

The plea for responsiveness also manifests itself in the ways in which the advocates 
of this discourse speak of health information. Being patient-centered also means 
centring patients’ differing information needs:

The behaviors that go along with patient-centered care are […] also having 
the intuition or judgment necessary to tailor explorative interventions, giving or 
withholding information and sharing power to the needs of an individual patient 
(De Haes, 2006, p. 276). 

Intervention can be a sensitive and supportive process that genuinely seeks to 
respond to patient preferences in informing (Piper, 2010, p. 176).

Responsive information provision means that if a healthcare professional chooses 
to withhold information on the basis of an understanding of the patient’s cognitive 
capacity, health literacy, values, and desire for information, such a judgment can still 
be seen as “patient-centered” rather than paternalistic (Ishikawa et al., 2013, p. 150; 
Epstein et al., 2005). 

To help healthcare professionals with the challenge of “being responsive”, Agarwal 
and Murinson (2012) suggest that it can be helpful to distinguish patient archetypes 
and to develop ideas on how to respond to each of them efficiently:

In this new medical paradigm, the physician is often not the sole repository 
of medical information, which means that the patient–physician interaction 
is negotiated anew each time a knowledgeable patient is encountered, an 
unacceptably inefficient approach. […] A necessary future step in the further 
development of our new paradigm of patient–physician interaction includes a 
careful study of patient populations […]. By surveying patient populations with 
respect to autonomy, values, and medical knowledge, it will be possible to identify 
which patient types are most often seen. This will allow physicians to recognize 
patient types more quickly and understand more clearly which clinical approaches 
are most needed (Agarwal & Murinson, 2012, p. 9-10). 

Being responsive to a patient’s information needs also means that healthcare 
professionals carefully think about how they provide health information in any given 
encounters. When healthcare professionals are, for instance, faced with patients 
with literacy problems, they could use visual aids and analogies, and they need to be 
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considerate in the language they use (Taylor, 2009). Moreover, in situations in which 
patients are reluctant to be the sole decision-maker and therefore invoke the help of 
their doctor, healthcare professionals need not only provide patients with information, 
but should also provide patients with their interpretation of information (Sinding et al., 
2010). 

5.3	 Intermezzo:	a	discussion	of	differences	that	matter

Three discourses of patient-centeredness have been presented on the basis of 
an analysis of a sample of scientific articles that discuss the meaning of patient-
centeredness in the context of medical encounters. Each discourse articulates a 
different set of arguments and practices that seem to be promoted when actors use 
the language of patient-centeredness. Or to put if differently, each discourse can be 
seen as a possible orientation to patient-centered encounters, and as a possible way 
of constructing the patients and healthcare professionals that participate in them 
(Deetz, 1996). 

The reactions of readers who read earlier versions of this text taught me that when 
we bring “mainstream” research assumptions to this text, the analysis can be read 
as an attempt to address and objectively represent subjective inconsistencies in the 
scientific literatures on patient-centeredness. This is NOT the objective that fuelled the 
present DA, however. As argued, a relational constructionist meta-theory collapses 
the distinction between objective and subjective knowledge and gives ontology to 
relational processes. These relational processes are assumed to construct multiple 
local constructions of what is real and what is good (“local realities”) – studied here by 
using discourse as a tool. Furthermore, relational constructionism invites us to take a 
critical stance towards these discourses and to not take them for granted. It assumes 
there is no universal ground on which one discourse can claim superiority over other 
discourses (Hosking, 2007a). For that reason, it is important to highlight “differences 
that matter” and to carefully consider these discourses through a process of critical 
reflection. Like Deetz (1996), I think that when we assume multiple local-cultural and 
local-historical realities, it makes more sense to evaluate the results of a DA by looking 
at how discourses pose problems for one another and hereby invite us to reflect on 
these problems. In other words: how does the sketch of these discourses help us 
gain insights into important differences with respect to the ways in which we can carry 
out medical encounters? And how does this aid our thinking about Health Information 
Exchange? Indeed, I think that the discourses raise important questions for each 
other:
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FOR..

QUESTIONS 
RAISED BY.. DISCOURSE I 

CARING FOR PATIENTS
DISCOURSE II 
EMPOWERING PATIENTS

DISCOURSE III 
BEING RESPONSIVE

DISCOURSE I 
CARING FOR PATIENTS

Isn’t it paternalistic to 
assume patients need our 
care?

Shouldn’t we be 
responsive to a patient’s 
needs for caring in any 
given context?

DISCOURSE II 
EMPOWERING PATIENTS

Don’t healthcare 
professionals always have 
a responsibility to make 
sure the right medical 
decision is made?

How can we handle 
multiple patient 
preferences with respect 
to decision-making?

DISCOURSE III 
BEING RESPONSIVE

Won’t all patients benefit 
from the biopsychosocial 
model, even if they 
prefer to not discuss 
psychosocial issues?

Don’t all patients have the 
duty to be involved in their 
care and health?

Table 9: Questions raised by the discourses 

One fundamental question that seems to underlie the questions in the table above 
is whether healthcare professionals should explore and then accept a patient’s 
wishes and abilities with respect to the content of medical encounters and his/her 
involvement in decision-making, or whether healthcare professionals should persuade 
patients into a certain direction. Let me say a bit more about how the discourses 
pose questions for each other and how this challenges us to reflect on “differences 
that matter” (Deetz, 1996). After this I will reflect further on how I have worked with 
(and appreciated) different discourses of patient-centeredness during my engagement 
with discussions over HIE. 

Conversations between the discourses
When patient-centeredness is constructed as a process of caring for patients, the 
focus tends to be on how the biopsychosocial model can be adopted (“discussing 
psychosocial issues, unless…”). After all, it is assumed that when the focus is purely 
on the patient’s disease, this could lead to wrong diagnoses, and treatments run the 
risk of being ineffective (see e.g. Mishler, 1984; Bensing, 2000). In addition, from a 
caring discourse, it makes sense to argue that healthcare professionals should not 
refrain from their medical responsibilities. Salmon and Hall, for instance, argue that 
a discourse of empowerment mainly serves doctors (not patients), since it allows 
them “to withdraw from responsibilities for areas of patient need that are problematic 
for medicine” (Salmon and Hall, 2003, p. 1969). Likewise, I recently came across a 
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text that ‘subverts’ the popular assumption that the patient’s involvement in medical 
decision-making is particularly important in those cases in which there is great 
uncertainty surrounding the medical options and the “right” choice. In this text, 
the author argues that if patients are faced with complex considerations regarding 
unclear benefits and harms, they may benefit most from a recommendation from 
their healthcare professional (Fried, 2016). Texts like these show how the arguments 
that are central in a discourse of caring raise relevant questions about patient-
centeredness as empowering. It invites us to carefully consider the ‘when’ and ‘how’ 
of empowerment in relation to a patient’s need for good medical care. 

When patient-centeredness is constructed as a process of “empowering patients”, 
the focus tends to be on how patients can be empowered – even if patients might 
feel they lack the skills or do not seem up for it (“empowering patients, unless….”). 
Take, for example, a “reflexive conversation” I had with an English family physician, 
Amir Hannan (see chapter four). He explained how he had been able to help an 
eighty-year-old woman to electronically access her medical record even though he 
said she did not have any computer skills (blog articles 71, 74 as listed and dated in 
appendix 2). Rather then taking her lack of computer skills for granted, he searched 
for ways in which she could be trained in those things he considered essential for the 
process of empowering her. This seems to fit with how Légaré and Witteman respond 
to arguments of vulnerable patients that cannot or should not be empowerment:

Although health care providers hold strong views regarding which patients want 
to, should, or even can engage in shared decision making, those views may be 
flawed. Surveys consistently indicate that patients want more engagement than 
they get. […] patients can learn communication skills and become increasingly 
confident in their ability to engage in decisions about their health. […] ethical 
and moral principles require that we not withhold it from vulnerable patients just 
because it may be more difficult to deliver it to them. Rather, we must find ways to 
deliver such care across the board (Légaré & Witteman, 2013, p. 279).

Hannan states he values empowerment because “it can lead to significant patient and 
clinician benefits ultimately leading to better outcomes for individuals and societies” 
(Hannan & Webber, 2007, p. 108). Moreover, Hannan argues that patients that are 
involved in their care need to see the doctor less often and that this is timely because 
“the costs of care escalate” (Hannan, 2011). Indeed, in HIE projects I have often 
experienced that the practice of empowering patients is linked to a broader discourse 
of the healthcare system as in need of efficiency savings. This illustrates how the 
discourses are linked to political interests and macro-level discourses, in this case the 
discourse of efficiency in relation to the interests of the healthcare system as a whole. 

When patient-centeredness is discoursed as a challenge of responsive 
communication, ‘values’ such as empowerment and holistic caring are more or less 
presented as food for negotiation or for ‘shared reflection’. In other words, the focus 
is shifted to the medical encounter itself as an arena of negotiation. During their 
conversations, patients and healthcare professionals need to work out whether and 
how to discuss psychosocial issues and whether and how the patient is involved in 
medical decision-making (Illingworth, 2010; Ishikawa et al., 2013). The discourses 
of caring and empowerment raise questions about whether this isn’t a relativist 
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approach, and suggest that patients could be persuaded to do what seems best for 
them (see e.g. Pulvirenti et al., 2014). 

Articulating questions for HIE
As a practitioner, I have articulated dilemmas such as those sketched above during 
presentations on Health Information Exchange (HIE – e.g. Pluut & Minderhoud, 
2010; Pluut, June 17th, 2013). One HIE topic that is often characterized by struggles 
between different discourses of patient-centeredness is that of patients gaining online 
access to their medical data. The figure below shows some of the questions that are 
inspired on the DA. As a facilitator of conversations on online patient access, I started 
to ask questions in response to often-heard arguments pro and con “online patient 
access”, depicted in the left side of the figure (also see Douglas, Minderhoud, & Pluut, 
2010).

ARGUMENTS QUESTIONS

“Informing patients 
helos them 
to become a 
partner in medical 
decision-making”

“Patients will be 
able to ‘decode’ 
their record if they 
are committed 
to understanding 
what their 
healthcare 
professional wrote 
about them”

“Patients might 
get worried when 
they read what’s in 
their record”

“Patients might 
not be able to 
understand what 
is written in their 
record”

“Doctors will be 
overloaded with 
questions about 
what patients 
(don’t) read in their 
record” 

“Do the gains 
outweigh the 
potential emotional 
distress?”

“Do we need to 
guard vulnerable 
patients against 
heavy information 
in their records?”

“Is empowerment 
worth an 
investment of the 
doctor’s time and 
energy?”

“Do we want 
all patients 
to become a 
partner in medical 
decision-making 
or do we focus 
on those who can 
and want to be 
involved?”

“Do we take the 
patient’s health 
literacy for granted 
or can/must we 
stimulate patients 
to gain a higher 
health literacy 
level?”

Figure 3: Questions about “online patient access”, inspired by the DA

The next section provides further reflections on how the DA in general, and the 
highlighting of political and ethical dilemmas in particular, helped me to engage with 
discursive struggles over different forms of HIE, such as “online patient access”. 

5.4 My practice: appreciating diversity in HIE projects

In chapter three, the strategy of problematization was introduced as a bundle of acts 
by which actors define a problem, such as HIE. Problematization is approached as 
a political move, because the ways in which we define a problem influences how 
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we ‘go on’, i.e. how we organize a HIE project, who gets to be involved, etcetera. 
Looking back at how I problematized HIE throughout the years, I think we can say 
that I gradually shifted my focus from promoting particular solutions by mobilizing a 
particular discourse of patient-centeredness, to a centring of the challenge of working 
discursive diversity in HIE projects. 

At first, I was mainly concerned with opening actors in “the Dutch HIE network” up 
to a discourse of empowerment (see chapter four). In general, I felt that a discourse 
of caring dominated discussions on HIE: the focus was on how HIE could facilitate 
healthcare professionals in their task of caring for patients (Pluut, 2010). I believed 
that the possibilities of organizing HIE in ways that could empower patients were 
often overlooked/ignored/not given the consideration they deserved. Consequently, I 
think I sometimes spoke rather boldly about “patient-centeredness as empowering” 
when discussing HIE. To illustrate, I often argued that the vast majority of patients 
needed to be provided with electronic access to their full medical record, because 
that would grant them more control over their health in general, and medical decision-
making processes in particular (e.g. blog articles 5, 9, 19, 37, 42 as listed and dated 
in first appendix). However, when discourses of patient-centeredness as “empowering 
patients” and “being responsive” seemed to gain popularity and thus started to fuel 
HIE debates, I noticed that these debates were often unproductive in the sense 
that they led to the stagnation of projects that aimed to improve Health Information 
Exchange. The debate on the so-called national EHR in the Netherlands serves as a 
nice illustration hereof (Pluut, 2010; also see chapter six for a detailed analysis). 

On the basis of my analysis of unproductive HIE discussions, I felt that I needed 
to engage with the politics of HIE in a less monological way. I felt that adding 
just another plea for a particular HIE solution would reinforce polarities. To use a 
relational constructionist vocabulary: rather than trying to achieve “power over” other 
discourses, I decided that I could make a potentially more interesting contribution 
to discursive struggles on HIE by exploring how I could enable “change from within” 
(McNamee & Hosking, 2012; Cunliffe & Scaratti, 2017). The DA has helped me make 
this shift, because it provided insights into how different constructions of ‘good’ and 
‘patient-centered HIE’ each make sense in relation to different local-cultural and local-
historical realities and in relation to the interests of different communities. In other 
words, the DA helped me to decenter – and at the same time critically reconsider – 
my thinking about patient-centered HIE, and to centre the challenge of diversity, whilst 
being more appreciative of ‘Other’ (other discourses, other actors). 

During the past few years I have been co-defining HIE projects with my clients as 
political challenges. Consequently, we have tried to find ways in which different 
stakeholders could be invited to explore and work with different discourses of patient-
centeredness in relation to HIE. In order to illustrate how a problematization of HIE37 
as a political challenge can influence how we organize HIE projects, and to reflect 
on how the DA can be useful to these projects, one of my consultancy projects 
is studied below. It involves a project that centered the challenge of working with 
diversity when constructing the design of a care portal for patients. 

37  For practical reasons, I do not provide a detailed discussion of how this problematization came into being in the 
particular context of the case study – discussions of how problematizations are negotiated during relational process-
es can be found in chapter six.
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Case study: Co-constructing normative “design wishes”
In 2011, an interesting consultancy project emerged out of my engagement with 
actors in the HIE network. A Dutch hospital organization was exploring how they 
could define their “demands and wishes” with respect to the technical design of a 
care portal for patients. Examples of potential portal services that were discussed 
include “online patient access”, making online appointments with healthcare 
professionals, online medical encounters between doctors and patients, and the 
possibilities to fill in medical questionnaires online (minutes of workshops, 2011). 

Engaging	different	stakeholders
The hospital had patient-centeredness in its mission statement, and so all 
stakeholders I spoke to seemed to consider it an obvious choice to provide patients 
with digital services. It was assumed that patients would increasingly want to 
interact with the hospital via a care portal. However, the client and I agreed that there 
were many different services, and different ways in which these services could be 
delivered. Consequently, we felt that dissensus on the different HIE options was to 
be expected. We thus framed the “problem” of defining the design wishes for the 
portal as a political one and decided to organize workshops in which stakeholders 
from different “communities of practice” (patients, doctors, nurses, policy makers, 
managers, IT specialists) would discuss how digital services could be offered to 
patients in the future. I think we expected each of these communities to have an 
important role in making these digital services work in the future and so we felt they 
needed to participate in the exploration of how these digital services were to be 
designed. Moreover, by inviting actors from multiple communities to these workshops, 
we hoped that conflicting constructions of a “good” design of the portal services 
would come to the fore, so that we could find ways of dealing with this diversity in an 
early stage of the coming into being of the portal. After all, relational constructionism 
suggests that different communities (or “forms of life”) have their own “language 
games” and dominant discourses (see chapter 2). 

Indeed, the workshops turned out to be a coming together of different discourses 
(minutes of workshops, 2011). During a discussion on online patient access, 
for example, a doctor explained that he felt it was his responsibility, as a “caring 
healthcare professional” (discourse 1), to personally inform patients about the results 
of tests that show a patient has cancer. However, one of the patients that participated 
in the workshop, and who suffered from cancer, explained how she wanted to decide 
for herself when and how she got to know her test results. She preferred to read 
those at home, as soon as the result was available, and with the support of family or 
friends. Her reasoning made sense in the context of a discourse that states patients 
could or need to be facilitated in making health-related autonomously (discourse 2 or 
3). 

On the basis of this exchange of arguments, most participants felt that patients 
needed to be enabled to make their own choices with respect to when and how 
they inform themselves on test results (which makes sense in an empowerment 
discourse). Yet, at the same time, the participants struggled with differences amongst 
patients (a theme in the discourse of patient-centeredness as “being responsive”). 
Consequently, the workshop participants concluded that this issue of providing 
patients with online access to their test results was quite a complex one. For that 
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reason, the workshop participants decided this “matter of concern” needed further 
deliberation before this technical option would be implemented:

The discussion is focussed on the question of whether patients are and should 
be able to decide for themselves whether a test result can be accessed before 
a medical encounter. This probably differs for each patient. The role of the doctor 
is crucial in this. Ideally, s/he has conversations with the patient about whether or 
not making test results available and reading them. Yet it is stated that the patient 
should be given the freedom of choice with respect to, among other things, 
bad-news-results. The group concludes that this rule [a rule that states that 
accessing test results should be technically possible, added by author] should 
be incorporated [in the list of technical demands for the portal, added by author], 
but that during the implementation, one needs to carefully think about which test 
results should always be accessible for patients, and which test results should 
only be accessible after a discussion (translated fragment of minutes of fourth 
workshop on September 27th, 2011). 

Making	dissensus	tolerable	and	potentially	productive
Is it problematic if stakeholders do not reach a clear consensus and/or if they choose 
to postpone decisions? Consensus can be considered a popular “mainstream” 
discourse of decision-making. Yet Abma points at the downsides of (striving for) 
consensus and suggests that accepting dissensus and looking for ways to make this 
tolerable or productive might actually be worth the effort:

Stakeholder consensus is often hard to attain and the repression of conflict 
may even have negative effects in terms of boredom, the storage of anger till 
it becomes quite explosive and the negation of attainable goals. […] When 
differences are not reduced the chance of resistance and subversive behaviour 
will be smaller. Another advantage can be found in the increasing amount of 
creativity. When […] conflicts are managed adequately, self-evident problem 
definitions are no longer taken for granted. This opens the way for new solutions. 
The third advantage is that the scope of problem solutions increases when one 
uses the expertise of as many stakeholders as possible. When stakeholders learn 
how to handle differences this will […] result in an improvement in the quality of 
the working relationships and in the quality of […] outcomes (Abma, 2000, p. 
2008).

The present relational constructionist meta-theory suggests that we need to let go 
of the idea that there is a universal ground or “God’s eye view” from which to judge 
different positions or discourses (Gergen 1999). Moreover, it suggests that discursive 
differences are both inescapable and can be appreciated. They are inescapable 
because conversations are likely to involve a coming together of multiple discourses: 
actors are likely to bring in different discourses that make sense in relation to the 
historical and cultural particularities of both the conversational context and their local 
“communities”. Discursive diversity needs to be appreciated, because it is vital to our 
well-being (Falzon 1998). After all, a lack of diversity suggests a state of suppression 
of certain discourses over others, and such domination can stunt opportunities for 
the development of new insights and processes of innovation (Sampson, 2008). 
Moreover, a lack of diversity often leads to taken-for-granted constructions of the “real 
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and good”, which could mean that potentially interesting alternative constructions are 
being overlooked. Consequently, relational constructionism invites us to centre the 
challenge of working with differences in ways that are helpful to the local (groups of) 
actors involved. 

One of the most important objectives of the workshops was to help stakeholders 
enhance their mutual understanding of the normative dilemmas of the technical 
design of the portal services, and to stimulate them to place their discourse into 
perspective. Also, I felt that even if the decisions that were eventually taken (or 
postponed) were in conflict with some actor’s discourses of patient-centeredness, 
chances were that there would at least be an understanding for how these and future 
decisions made sense in the context of certain discourses and dominating interests. 
To put if differently, by having these dialogic workshops, we hoped to develop some 
shared understanding for the circumstances in which we found ourselves and 
we tried to reach “a degree of agreement that kept differences in play” (Cunliffe & 
Scaratti, 2017, p. 33 and 40). 

A nice illustration of the potentials of diversity comes from a discussion we had about 
the possibility of patients making online appointments. Workshop participants got 
into a discussion on whether patients needed to be enabled to choose their preferred 
healthcare provider when making an appointment online (e.g. doctor Pietersen or 
doctor De Jong). The minutes of the workshop meeting say the following about this:

The most important thing for making an appointment, it is argued, is that the 
patient gets to the right specialist, who knows most of the problem. This cannot 
always be decided in advance by patients. Moreover, it is practically speaking not 
feasible to plan the appointment with the specialist for whom the patient has given 
his preference. […] Still, from the patient’s point of view, it is best if one can give a 
preference. [A patient that participated] states that for a chronically ill patient, who 
often has meetings in the hospital, it is important to see one’s doctor regularly. It 
is very annoying if you keep having a conversation with another doctor-assistant 
(translated fragment of minutes of fourth workshop on September 27th, 2011). 

The fragment above summarizes an exchange of different arguments that are based 
on different assumptions about the patient’s rights and abilities (“patients need to be 
able to communicate preferences”; “patients are not able to decide which doctor is 
best for them”), and on different assumptions about whose interests need to be taken 
into account (“there can be practical reasons for the hospital to ignore a patient’s 
wishes”; “it is in the best interest of the patient if s/he repeatedly sees her primary 
healthcare provider”). 

After asking participants how to deal with these different interests and assumptions, 
the participants came up with two solutions: “patients can communicate their 
preferences, and then we need to explain to patients why they cannot always have 
an appointment with the care provider they prefer” and “patients can sometimes 
decide for themselves what matters most: an appointment in the short term, or an 
appointment with the provider they prefer”:
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The working group concludes that a patient must be able to communicate a 
preferred healthcare provider, but that it can still occur that the patient eventually 
has an appointment with another healthcare provider. Reasons for this can 
have a practical-organizational nature or another healthcare provider can have 
more relevant knowledge or experience. Management of expectations towards 
the patient may be of great importance: immediately when communicating a 
preference, it must be clear for patients that it isn’t always possible to be helped 
by the care provider they prefer. 

[…] The patient [must] also be able to communicate planning preferences. If 
a patient is not in a hurry and does, on the other hand, really appreciates a 
conversation with his main [or regular] care provider, then it must be possible to 
choose for a conversation with his main provider, even if this is only in two months 
time (translated fragment of minutes of fourth workshop on September 27th, 
2011).

The above quotes can be seen as an illustration of an exchange of arguments 
that make sense in relation to different discourses, such as a discourse of patient-
centeredness as “empowering patients” (“patients need to have control over their 
appointments”), a discourse of patient-centeredness as “caring for patients” (“we 
need to make sure patients are seeing the best suited care giver”), and a discourse 
of the hospital’s planning rationality (we cannot take all wishes into account). 
This diversity stimulated actors to look for solutions (“patients can communicate 
preferences”, and “we need to manage expectations”). This is not to say that all 
relevant solutions were taken into account or that all fundamental questions were 
raised and answered. On the contrary, the workshop participants again concluded 
this complex issue was one that needed further exploring (minutes of last workshop, 
September 27th, 2011). Yet I think the workshop was a good step towards starting a 
process in which different actors understood the complexity and normativity of certain 
HIE solutions, were able to build working relations, and could start to search for ways 
by which to handle diversity. 

Presenting discourses as food for reflection
At the time of the workshops (2011), I had not created the table with discourses of 
patient-centeredness as presented in this chapter. Now that I have, I am starting 
to present the table that summarizes the three discourses of patient-centeredness 
during seminars and in consultancy projects. I have also begun to use the figure 
below to suggest how we can link discourses of patient-centeredness to different 
HIE solutions. It captures the assumption that discourses influence/get stabilized in 
HIE (normative design choices), and that in turn, the design of HIE makes certain 
practices more or less likely – HIE solutions can be seen as “artefacts” that have what 
Foucault called “disciplinary power” (Falzon, 1998). 
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Discourses
Health 

Information 
Exchange

stabilization

disciplining and stimulation

Figure 4: Suggested link between discourses of patient-centeredness and HIE

Recently, actors that work in the area of HIE have asked me to use the table to 
explicitly reflect on what patient-centeredness means for them and what that would 
mean for HIE in their organizations (personal notes, 2016). Questions like these make 
me excited about future engagements with the politics of HIE, and stimulate me to 
continue to search for ways in which to make a productive use of the critical insights 
that are gained through “unravelings of diversity” (strategy 3). Future research can 
explore different ways in which we could make use of the results of a CDA in ways 
that stimulate reflexivity and that can help actors work with different discourses 
of patient-centeredness in ways they find useful. Among other things, I hope to 
initiate more reflexive workshops on patient-centered HIE in the future and explore 
how these can contribute to the unfolding of discursive struggles (see e.g. Cunliffe, 
2004; Gergen, 1999, p. 179-184; Liberati et al., 2015). During these workshops, 
participants (future healthcare professionals, patients, managers, policymakers) 
can be invited to reflect on different discourses, to generate “critical insights” and 
to develop “practical theories” as to how to deal with diversity within their local HIE 
projects (Alvesson & Deetz, 2000; Cunliffe, 2003; Liberati et al., 2015; Cunliffe & 
Scaratti, 2017). In other words, I am looking forward to future engagements with 
“critically reflexive practitioners”…

… exploring how they might contribute to the construction of social and 
organizational realities, how they relate with others, and how they construct their 
ways of being in the world. Critically reflexive questioning also means exposing 
contradictions, doubts, dilemmas, and possibilities […]. In doing so, they can 
expose unspoken assumptions that influence (unconsciously or otherwise) their 
actions and interactions […] Critically reflexive practitioners therefore question 
the ways in which they act and develop knowledge about their actions (slightly 
adapted quote from Cunliffe, 2004, p. 424).
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To conclude
I hope that the sketch of discourses of patient-centeredness that is presented 
in this chapter sensitizes practitioners to different orientations with respect to 
the role of patients in healthcare in general, and in Health Information Exchange 
(HIE) in particular. Above all, I hope that the discourse analysis helps us see how 
patient-centeredness is a political and ethical concept, and that an unraveling of 
diversity highlights important dilemma’s. These dilemma’s are likely to come to 
the fore when we try to improve care practices through e.g. Health Information 
Exchange. Consequently, the politics of HIE deserve our reflexive attention. The next 
chapter centres discursive struggles over the ‘right’ form of nation-wide HIE in the 
Netherlands and highlights my engagement with the national Electronic Health Record 
(“nEHR”) in Dutch national Politics.
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Engagement with the Dutch national EHR 
infrastructure
A national EHR (henceforth nEHR) refers to a process of nation-wide Health 
Information Exchange, i.e. HIE across a national network of stakeholders (based on 
Shapiro & Kuperman, 2011). This complex challenge urges the actors involved to find 
answers to a wide variety of questions (Garrety, McLoughlin, Wilson, Zelle, & Martin, 
2014; Gunter & Terry, 2005; Vest & Gamm, 2010). In their search for answers to these 
questions, actors are likely to enact and be confronted with different and potentially 
conflicting discourses (see chapters 1 and 2). Debates on an nEHR in the Netherlands 
can thus be approached as discursive struggles, during which actors try to deal with 
diversity in ways they find helpful. 

This chapter provides an analysis of how actors struggled with diversity during 
debates on the nEHR. It highlights the orienting theme of “opening to political 
sensibilities” and refers to the “strategies” presented in chapter three to study how 
actors participated in debates on the nEHR – and how this (re)produced power 
relations and local realities. As is consistent with the notion of a “reflexive practitioner”, 
the present chapter makes my own engagement with these debates one of the 
subjects of inquiry (McNamee & Hosking, 2012). This provides the basis for reflections 
on the usefulness of the four distinguished strategies for our study of the unfolding 
of discursive struggles, and for highlighting some of the generative possibilities and 
challenges of engagement with these struggles. 

Among other things, politicians tried to handle diversity in debates on the nEHR by 
hearing experts and by referring to research reports. This chapter first studies my 
participation in an expert meeting in the “Eerste Kamer” (the Dutch Senate). I will 
argue that the “speech genre” (Bakhtin, 1986) of a hearing and the dominance of a 
discourse of knowledge as an asset seemed to hinder a productive coming together 
of discourses during this meeting. By constructing hard self-other differentiations 
and stimulating monologic ways of relating, the expert meeting seemed to maintain 
ambiguities and polarities. The analysis signals the practical challenges of “stimulating 
reflexivity” in contexts that are dominated by a monologic speech genre. 

After the analysis of the expert meeting, the chapter analyses the ways in which 
politicians re-made two research reports that I (co-) authored, and unravels the 
discourses of policy-making that seem to underlie these re-makings. By invoking a 
discourse of policy-making as a rational process, politicians seemed to approach 
research reports as texts that were telling “the truth” about the nEHR. Another way 
to say this is that a discourse of policy-making as a rational process can account 
for why research reports were used to achieve “power over Other”, i.e. to make a 
point. This raises ethical questions about the role of research reports in the context 
of national Politics and, relatedly, signals the importance of “opening to political 
sensibilities” and directs attention to the challenge of “reflexive authoring.”

After the critical analysis of the expert meeting and the re-makings of the two 
research reports, the chapter provides reflections upon the usefulness of the four 
strategies that were introduced in chapter three. It is argued that an analysis of 

6
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discursive struggles on the basis of the four strategies helps us to gain insights into 
the ways in which Critical Discourse Analysis (CDA) can contribute to the unfolding 
of discursive struggles. In addition, it can provide us with useful insights into the 
challenges of engagement with discursive struggles, especially in the context of 
national Politics. Among other things, the strategies point our attention to the politics 
of inquiries, the ways in which unravelings of diversity could or could not stimulate 
reflexivity, the powers of artefacts, and the challenge of dealing with scientific authority 
in the arena of national Politics. 

The four strategies
“Opening to political sensibilities” was introduced in chapter three as one of the four 
orienting themes of generative CDA. It invites us to reflexively study the (re) production 
of power relations during discursive struggles, including the researcher’s (or “reflexive 
practitioner’s”) role herein. In this thesis, the word strategy is NOT used to refer to 
actions that are assumed to be planned and mainly driven by individual intentions. 
Rather, the word strategy is used to refer to bundles of relational acts that co-arise 
during interactions between Self and Other. 

Strategies refer to bundles of relational acts that we co-construct as a coherent 
set of actions, that co-arise out of political sensibility, and that (re) produce power 
relations and local realities.

Chapter three introduced four strategies that were meant to help us study how 
particular sets of actions are supplemented, and hereby influence the ‘going on’ of 
discursive struggles. 

The first strategy, problematization, reminds us of how the act of constructing a 
problem is political, because it is likely to involve a positioning of actors in relation to 
the problem. Among other things, such a critical approach is taken in this chapter to 
study how actors constructed the “problems” that needed to be tackled by organizing 
an expert meeting and when initiating or referencing inquiries on the nEHR. 

The second strategy, named the (re)construction of identities, refers to the acts 
by which actors produce the identities of Self, Other and their relationship. This 
strategy is strongly connected to the “power/knowledge nexus”, because it points 
our attention to the political implications of particular constructions of the researcher 
in relation to the other actors who participate in discursive struggles. This will be a 
recurring theme in this chapter, among other things when discussing how scientific 
authority was co-constructed.

The third strategy, unraveling diversity, is one way in which the researcher can 
contribute to the unfolding of discursive struggles, namely by helping actors to 
understand the different contested discourses and their implications. This chapter 
provides the reader with analyses of how unravelings of diversity were supplemented 
by other actors. 

The fourth and last strategy, producing artefacts, is based on the view that things, like 
research reports, can start to play an important role in discursive struggles. It invites 
us to study how actors make and re-make texts and how this influences the unfolding 
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of discursive struggles. This chapter presents an analysis of how politicians made and 
re-made research reports (“artefacts”) during discursive struggles over the nEHR and 
how we could make sense of these re-makings by paying attention to the discourses 
of research and policy-making that seemed to fuel these re-makings. 

Before I start, I would like to remind the reader of the earlier made distinction between 
relational processes being political and Politics as a “form of life”, because these two 
terms could easily get mixed up. In line with a relational constructionist meta-theory, 
I assume that all relational processes are intrinsically political in the sense that they 
involve a ‘coming together’ of multiple, potentially conflicting discourses. Yet, when I 
speak of national Politics, I am referring to a particular local community, as a particular 
“form of life”, with its own “language games” (Wittgenstein, 1963) and dominant 
speech genres (Bakhtin, 1986).

Chapter overview
This chapter starts with an introduction of the Dutch nEHR as the context of the 
analysis. Next, the material that was analysed is introduced, and the method of 
analysis is explained. What follows is an analysis of my participation, ordered on 
the basis of when participations first led to ‘visible’ traces in policy documents (see 
appendix 6). First, my engagement with an expert meeting in the Eerste Kamer is 
studied (section 6.3). Second, an inquiry as requested by the Ministry of Health, 
Welfare and Sport into online patient access is analysed (the “VWS inquiry”- section 
6.4). Third and last, an inquiry as requested by the Scientific Council for Government 
Policy into the discursive struggles over the nEHR is studied (the “WRR inquiry”- 
section 6.5). The figure below sets out these participations in time, including the 
research reports (“artefacts”) that were produced.

2009 2010 2011

Position paper 1e Kamer
Oct 30th 2009

Expertmeeting 1e Kamer
Dec 9th 2009

VWS proposal
Dec 1st 2009

VWS report
Jan 11th 2010

WRR proposal
July 28th 2009

WRR report
October 26th 2010

Figure 5: Participations in decision-making on the nEHR
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National Politics in the Netherlands 
The government of the Netherlands includes the King (or Queen) and the Ministers and State 
Secretaries (the “Cabinet”). The Dutch Parliament scrutinises the work of the Government 
and makes new laws in cooperation with the Government. The parliament is called the 
States General (“Staten-Generaal”) and consists of two chambers: the Senate (referred to 
as “Eerste Kamer”) and the House of Representatives (referred to as “Tweede Kamer”). The 
Minister of Health, Welfare and Sports deals with the healthcare system in general, and HIE 
in particular (including the nEHR). 

Committees 
Both the Eerste Kamer and the Tweede Kamer organize their work by appointing standing 
committees, which are made up of members of the parliament who concern themselves 
with specialist issues in particular fields. During committee meetings the specialized 
members of parliament discuss the Government’s policy with a Minister or State Secretary. 
In addition, standing committees regularly conduct hearings and round table debates to 
get to know the opinions of stakeholders and independent experts on a particular subject. 
The expert meeting and round table meeting on the nEHR as discussed in this chapter are 
examples hereof. The nEHR was dealt with by “the standing committee of Health, Welfare 
and Sport” in the Tweede Kamer, and by the “the standing committee of Health, Welfare and 
Sport/Youth and family” in the Eerste Kamer. 

Political involvement with bills
Most proposals for new laws (bills) are initiated by the Cabinet, i.e. the Ministers and State 
Secretaries of the Dutch government. This was also the case for the bill on the nEHR (see 
below). The Cabinet drafts the bill and submits it for advice to the Council of State (Raad 
van State) that checks it against contravention with other laws or treaties, and examines its 
impact on citizens. After this, the Cabinet can amend the text of the bill on the basis of the 
advice of the Council of State. 

Next, the (amended) bill, and the advice of the Council of State, will be made public 
through the so-called “Royal Message”, the official text by which the King presents a bill 
to the Tweede Kamer on behalf of the Dutch Government. A standing committee of the 
Tweede Kamer will first examine the bill and can propose changes, make remarks, and 
pose questions. The Minister in charge replies by means of a “memorandum of reply”. After 
consideration by the standing committee, the Minister defends the bill in a plenary meeting 
in the Tweede Kamer. During the debate, members of the Tweede Kamer can propose 
changes to the bill (“amendments”). After the plenary meeting, the members of the Tweede 
Kamer will vote on the amendments and the bill itself.

After the Tweede Kamer has adopted the (amended) bill, it is submitted to the Eerste Kamer, 
who examines and discusses the bill. In most cases, as was the case for the EHR bill, a 
Standing Committee will take the lead in this. The Eerste Kamer can only adopt or reject a 
bill and has no right to make changes to a bill by proposing amendments. Yet, if the Eerste 
Kamer threatens to reject a law, government can come up with a so-called ‘novelle’, i.e. an 
amended bill.  
After the Senate has adopted the bill, the King or Queen will sign it, and the Minister in 
charge will countersign it. The bill then becomes a law.

Source: http://www.houseofrepresentatives.nl, retrieved on April 2nd, 2015.
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The chapter ends with reflections on the analytical usefulness and practical challenges 
of the four strategies in the context of engagement with discursive struggles over HIE. 

6.1 Setting the stage

Below, the Dutch nEHR is introduced in three sections. First, I explain its scope and 
design by zooming in on four design choices. Second, governmental involvement 
with the nEHR is sketched. Third and last, I give a brief historical sketch of the coming 
into being of “the EHR bill”, which was a key topic in the discursive struggles that are 
studied in this chapter38. 

Positioning the Dutch nEHR
As explained, an nEHR can be seen as a process of nation-wide Health Information 
Exchange, i.e. HIE across a national network of stakeholders (Shapiro & Kuperman, 
2011). In order to distinguish the Dutch nEHR from other projects that aim to improve 
HIE, it is useful to zoom in on four design choices: 
 · scale and set-up of the nEHR
 · intended users
 · planned functionalities or services offered to users
 · data to be exchanged (Pluut, 2010) 

Scale	and	set-up
The Dutch nEHR had a national scale. The general idea was that healthcare 
professionals throughout the Netherlands would be able to make the health 
information they registered available for other users throughout the country. The 
set-up or design of the nEHR as debated in Dutch politics has been characterized 
as de-centralized39: medical data kept being stored in local EHR systems – the term 
local referring to the system of an individual healthcare professional or individual 
healthcare organisation (e.g. the EHR system of the individual family physician or 
chemist). Through a reference index system (the so-called “Landelijk Schakel Punt”; 
“National Linking Point“) it would become possible to know what data about which 
patient were stored in which EHR system, so that every healthcare professional that 
was connected to the infrastructure could request and view potentially relevant, locally 
stored health information about a patient when needed (DCE Consultants, 2004). 

When the nEHR was being proposed, the Netherlands already consisted of various 
regional HIE infrastructures, each with their own scale, users and type of data 
exchange (BMF et al., 2010). We can speak of a regional EHR infrastructure when the 
stakeholders from various organizations within a geographical region decide to create 

38  This introduction is based on the analysis of policy documents I published in a report titled “Het landelijk EPD 
als blackbox: besluitvorming en opinies in kaart” (”The national EHR as black box: Decision-making and opinions 
mapped”, Pluut, 2010). 
39  Political texts on the nEHR carry little traces of discussions on this de-centralized design. The main points 
of discussion were whether the infrastructure should have a regional or national focus, and whether or not the 
infrastructure should consist of a health card or health chip – carried by the patient, containing medical data and/or 
providing access to the nEHR. Eventually, the Dutch Minister decided to refrain from such a card, mainly because 
experiments were believed to have shown “insufficient useful applications” and because with a “restricted memory 
capacity, the possibility of loss and damage and the need for machines that need to be able to read such a card” 
(Klink, 2008, p. 6).
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an infrastructure for the exchange of health information. The regional infrastructures 
in the Netherlands were an important topic of debate during discursive struggles over 
the nEHR40, because a number of actors argued that HIE on a regional scale was to 
be preferred over national HIE41. 

Intended users
The initial design of the nEHR was based on the idea that healthcare providers 
would be the main users of the medical data that were to be exchanged (DCE 
Consultants, 2004). In a letter to the chair of the Tweede Kamer (the Dutch House of 
Representatives – see the text box on the Dutch political system), the then Minister 
of Health, Welfare and Sport (Hans Hoogervorst) explains the chosen design of the 
nEHR as follows:

[…] almost all GP’s and chemists and an increasing number of medical specialists 
make use of information systems. In order to be able to deliver care on the basis 
of full information – an important condition for the quality of care – it is important 
that these information systems are linked in a safe and practical way. A national 
basic infrastructure in care, to which healthcare providers can connect, must 
enable this linking on the short term (Hoogervorst, 2004, p. 1, translated by 
author). 

However, by the time Minister Hoogervorst presented the first implementation plan for 
the nEHR to the Tweede Kamer, the idea that patients would also be a relevant user 
group had led him to broaden the target user group:

Until now the focus has mainly been on making information accessible to 
healthcare providers. To this we add the development point of also making the 
information accessible to the patient. After all, the patient will himself be a very 
good guardian of the right delivery of care (Hoogervorst, 2005a, p. 2, translated 
by author).

I would describe this change in the intended users as a change from a design that 
was mainly fuelled by what I have in chapter five labelled a discourse of caring to an 
increased popularity of the possibility of empowering patients. Initially, patients were 
primarily discoursed as receivers of care, the emphasis was on the responsibilities 
of healthcare professionals, and HIE was discoursed as a facilitator of the process 
of caring. Later, a discourse of empowering patients seemed to gain popularity, 
which meant actors started to construct patients as active participants in healthcare 
processes and began to discourse “online patient access” (patients being able to 
access their medical data online) as an essential aspect of an nEHR (Twist et al., 
2012). As I will show in this chapter, my strategic engagement with the nEHR often 
concerned the topics of patient participation and online patient access.

40  To illustrate, one of the four sessions of an expert meeting in the Eerste Kamer on ‘the EHR bill’ would be entirely 
devoted to this topic (see section 6.3; Eerste Kamer, 2009). 
41  Those who preferred HIE on a regional scale pointed at the higher privacy risks associated with data exchange 
on a national scale. Those in favour of the national EHR, on the other hand, expected that patients would increas-
ingly receive care from healthcare providers working in different regions, and so believed that regional HIE would no 
longer suffice (see e.g. Pluut, 2010).
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Data 
With respect to the type of data that were to be exchanged through the infrastructure, 
the Dutch government gave priority to the exchange of medication data (Elektronisch 
MedicatieDossier (“EMD”); electronic medication record) and a patient summary 
meant for use by General Practitioners, for when they stand in for their colleagues 
outside office hours (“WaarneemDossier Huisartsen” (“WDH”); “stand-in record 
GP’s”). At the same time, plans were made for an expansion of the types of data that 
could be exchanged in the future, besides a possible expansion of the number of 
connected actors and organizations (see e.g. Nictiz, 2008). 

Governmental involvement with the nEHR
In the year 1997, the then Minister of Health, Welfare and Sport (Els Borst) presented 
a note to the Tweede Kamer with her plans on IT in healthcare. Here she already 
speaks of steps towards a nation-wide infrastructure for the electronic exchange 
of medical data, though it would still take years until the design as described 
above would emerge. In this note, Minister Borst explained that she felt that the 
healthcare field itself needed to be responsible for the professionalization of HIE in the 
Netherlands:

I consider the development of an EHR to be of great importance because of the 
potential contribution to healthcare […]. But the government does not consider it 
her task to develop a blue print for this. An EHR needs to improve the quality and 
effectiveness of the primary process. For that reason, the field itself, stimulated by 
the government, needs to direct this development (Borst, 1997, p. 5, translated 
by author).

Yet, three years later, Minister Borst changed her opinion on this due to slow 
progress. She writes the following in a letter to the Tweede Kamer:

In the note ‘information provision in care’ from the year 1997 I sketched the role 
of my department. […] The emphasis was on the responsibility of the field for 
the use of ICT. […] After extensive deliberations with parties in care I come to the 
conclusion that there is a need for an active role of my department with regard 
to signalling and removing barriers that hinder the application of IT (Borst-Eilers, 
2000, p. 1, translated by author). 

Another five years later, a majority of the Tweede Kamer would urge the then Minister 
Hoogervorst to take governmental involvement a step further by proposing a bill 
that would oblige healthcare professionals to use the nEHR infrastructure and the 
health information that was exchanged through it (see below). Yet, the Eerste Kamer 
would reject this bill (below) and would at the same time urge the then Minister, Edith 
Schippers, to fully withdraw from any governmental involvement with the nEHR (Twist 
et al., 2012). The analysis of my participation in the discursive struggles over the 
nEHR entails the political involvement from the moment the ‘EHR bill’ was sent to the 
Eerste Kamer (2009), till the moment the Eerste Kamer rejected the bill (2011). It is to 
a description of this bill that I now turn. 
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The ‘EHR bill’
In March of the year 2005, the then Minister Hoogervorst presented a “plan van 
aanpak” (action plan) for the realization of a national EHR infrastructure in the 
Netherlands (Hoogervorst, 2005a). Here the Minister explained the basic infrastructure 
and the steps that needed to be taken in order to realize an nEHR. The plan was 
discussed in the Tweede Kamer, during which a motion got accepted that urged the 
Minister to oblige healthcare professionals to use the data that were to be exchanged 
through the infrastructure (Tweede Kamer, 2005). A few months later, the Minister 
responds to this in a letter to the Tweede Kamer by stating that he is considering a 
legal framework for the nEHR infrastructure. This framework would, among other 
things, deal with the obliged use of to be exchanged medical data by healthcare 
professionals (Hoogervorst, 2005b). In November 2005, Minister Hoogervorst 
announced the bill and presented its main objectives and basic principles in a letter to 
the Tweede Kamer:

Indeed I intent to make a separate, new law for this. The first reason is that I value 
a good introduction of the EHR. The second reason is that I want to have good 
guarantees for a safe and reliable use of the EHR. A law for the EHR should at 
least arrange the following:

a. (obliged) connection of healthcare providers to the national linking point

b. making patient data electronically available through the national linking point;

c. exchanging data through the national linking point in a safe and reliable way 
(Hoogervorst, 2005c, p. 4-5, translated by author).

It is beyond the scope of this chapter to provide the reader with an in-depth 
discussion of the decision-making on the bill in the years that follow – for this I advise 
the reader to read the thick-textured analysis of governmental decision-making on 
the EHR bill by Twist and colleagues (Twist et al., 2012). Here it is enough to say that 
the Tweede Kamer accepted the bill on February 19th 2009, but only after making 
amendments to the original draft of the bill, and after the Minister made the promise 
that patients would be provided with electronic access to the health information 
that was to be exchanged through the nEHR infrastructure (Klink, 2009). The latter 
is relevant to the discourse analysis presented in this chapter because, in the end 
of 2009, I would start an inquiry into the “impact” of this so-called “online patient 
access” for the Ministry of Health, Welfare and Sport. This inquiry is centred in section 
6.4. 

After the Tweede Kamer accepted the bill, it was sent to the Dutch Senate (the Eerste 
Kamer). The Eerste Kamer organized several meetings, hearings and debates before 
they felt they were well enough informed on the complexity of the nEHR to reach 
a decision (accept or reject). I participated in an “expert meeting” organized by the 
Eerste Kamer, which will be analysed in section 6.3. Eventually, the bill would be 
rejected unanimously on April 5th 2011, among other things, because the senators 
stated they believed that HIE on a regional scale was to be privileged over a national 
infrastructure (Tan, Hamel, Slagter-Roukema, Dupuis, Thissen, & Van den Berg, 
2011). The Minister of Health, Welfare and Sport would be asked “to do anything 
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she can to end further collaboration with respect to further policy, financial and 
organization development of the national linking point” (Twist et al., 2012, p. 88). In 
addition, the Minister was asked to develop further legal rules for HIE within Dutch 
regions. Still, the nEHR infrastructure would get a ‘private second-beginning’ in the 
beginning of 201242. 

6.2 Studied texts and method of analysis

Main material
For the present analysis I have updated the collection of documents I used for an 
earlier study of debates and decision-making on the nEHR (the ‘WRR inquiry” – 
studied in section 6.5) and have in turn selected those documents that carry the 
traces of my engagement with discursive struggles over the nEHR. 

The analysis of my participation is based on seven policy documents in which I was 
quoted and/or voiced, and three documents I produced myself and that would be 
“re-made” by politicians: a position paper, a research report published on request of 
the Ministry of Health, Welfare and Sport (VWS) and a report published on request of 
the Scientific Council for Government Policy (WRR). With the term ‘policy documents’ 
I refer to texts on the Dutch nEHR that were discussed in, and/or produced by, the 
Eerste Kamer and the Tweede Kamer (the Dutch parliament). Appendix 5 explains 
how these documents were obtained and selected. 

An overview of the 16 original Dutch text fragments of policy documents in which I 
was quoted and/or voiced can be found in the sixth appendix. The reference list at 
the end of this thesis contains a separate section that lists the policy documents that 
are referenced in the present chapter. 

Apart from the documents that were (co-)authored by me, the texts studied could 
be said to be “naturally occurring” (Phillips & Hardy, 2002,p. 71; Silverman, 2011, 
p. 275). Naturally occurring data can be defined as data that “derive from situations 
which exist independently of the researcher’s intervention” (1993/2011, p. 470). They 
are often preferred over “researcher-instigated discourse” (Phillips & Hardy, 2002, p. 
72) or “researcher-provoked data” (Potter, 2002; Silverman, 2011, p. 275) such as 
interviews and focus groups, because researchers do not “flood the research setting” 
with their own “categories (embedded in questions, probes, stimuli, vignettes and so 
on” (Phillips & Hardy, 2002, p. 540). The texts that are analysed in this chapter are 
naturally occurring in the sense that they were created by actors other than me and 
for purposes other than the present inquiry. Examples include transcripts and minutes 
of meetings of the Eerste Kamer and Tweede Kamer, letters by Ministers of Health, 
Welfare and Sport to one of the “Kamers”, and research reports as discussed in the 
“Kamers”. Although I did not directly provoke the material, the texts carry the traces 
of my participation in the sense that actors quote research reports I (co-)authored or 
transcribe the things I have said during events. 

42  In this new private setting, the focus would be on information exchange on a regional scale and plans would 
include access control and access rights for patients (see blog article 100, listed in appendix 1). 
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The coding process
As was the case for the discourse 
analysis presented in chapter five, 
the analysis consisted of a highly 
“emergent” and “iterative” coding 
process. This time I chose to facilitate 
this process by the software of “NVivo 
version 10”. I agree with Phillips and 
Hardy (2002, p. 64-78) that the use 
of computer software must not be 
seen as a way of making a discourse 
analysis more rigorous, but it was 
very helpful in the process of working 
through large amounts of texts43. 
Appendix 7 provides an overview of the 
coding structures as created in Nvivo and summarizes the main codes that emerged 
out of the coding process. 

6.3 Participation 1: an expert meeting in the Eerste Kamer

On December 9th 2009, “the standing committee of Health, Welfare and Sport/
Youth and family” in the Eerste Kamer organized an expert meeting on the EHR 
bill. The meeting was meant to “deepen their knowledge of the different aspects of 
the Cabinet’s proposal and the possible consequences for the sector and civilians” 
(preliminary note expert meeting, 2009, p. 1). Twenty-one ‘experts’ were asked to 
participate, of which I was one. 

Given the present relational constructionist meta-theory and its centring of relational 
processes, it makes sense to approach the expert meeting as an arena in which 
political life was produced through a set of “interconnected social practices” 
(Wetherell et al., 2001b, p. 234). Below is a critical analysis of this arena, and my 
participations in it. First, the arena and its social practices are studied with the help of 
the strategies of “problematization” (strategy 1) and “the (re)construction of identities 
(strategy 2)”. Next, my participation is studied. Among other things, I reflect on how 
the speech genre of a hearing limited the opportunities to “stimulate reflexivity” – one 
of the orienting themes that was introduced in chapter three.

Problematization	and	self-other	differentiations
At the start of the expert meeting, the chair of the standing committee of Health, 
Welfare and Sport, also a senator, introduced the meeting as follows:

On March 10th (2010) the standing committee of Health Welfare and Sport/
Youth and family has decided to start treating [the EHR bill]. […]. After deliberation 

43 To illustrate, the software made it possible to get an overview of all text fragments that I attached to a code. Con-
sequently, during the coding process I was able to every now and then read all text fragments that were attached 
to one particular code, which led me to combine, rename, and add new codes. The latter implies that I sometimes 
needed to re-read texts that were already studied, so that I could apply new codes. 

Senators
(Self)

Experts
(Other)

Questions

Knowledge

Figure 6: Self-other differentiation during the  
expert meeting
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within our committee it turned out there was a great need of expanding our 
knowledge and our insight. We liked to hear experts in different areas and those 
experts are now sitting here […]. We have asked the experts to formulate a 
position paper. […] As I said, we have all sorts of questions in all sorts of areas. 
We have invited experts from patient- and consumer associations, doctors and 
healthcare providers, IT experts, scientists, people that who are knowledgeable 
about privacy, safety and quality of data, of patient rights and duties, and of good 
caregivership, people from practice, experience experts and also theoreticians 
[…]. The experts will soon take place behind a table (translated fragment of 
transcript of expert meeting, 2010, p. 2)

First, the strategy of “problematization” can help us read this quote. The senator 
seemed to be saying that, given the committee’s challenge of reaching a decision 
on the EHR bill (interest of Self), she and her colleagues found it problematic that 
they had many unanswered questions about the nEHR (“the problem”). The expert 
meeting needed to tackle this problem, i.e. it needed to expand their knowledge and 
insights, so that they could decide whether to accept or reject the nEHR bill. 

Second, the strategy of (re)constructing identities (strategy 2) and our earlier 
discussion of discourses of knowing (section 2.2) can also aid our understanding 
of how the senator constructs the expert meeting. The use of the term ‘experts’ 
in relation to talk of ‘expanding knowledge’ signals that the senator mobilizes a 
“mainstream” discourse of knowledge: knowledge is constructed as an asset that 
can be carried over from one knowing individual (an expert) to another more or 
less unknowing individual (the non-expert). Consequently, the senator is (implicitly) 
constructing her committee as a group of non-experts on the case of the nEHR 
(identity of Self), who need to gain knowledge and insights by asking questions to the 
experts (identity of Other). Given this apparent “hard differentiation” between Self and 
Other, it is perhaps not surprising that the expert meeting to a large extent followed 
the speech genre (Bakhtin, 1986) of a ‘question-and-answer game’ or ‘hearing’: the 
chair and senators were in the position to ask questions (and thus to a large extent 
in control of determining ‘the subject’), and the experts were expected to answer 
questions when they were given the chance to speak. Furthermore, the experts were 
stimulated to convince each other, and to ask each other critical questions so as to 
determine whether Other was ‘right’. See, for instance, how the chair explains the 
set-up of the meeting:

What is it that we will do this afternoon? We will have four rounds of 50 minutes, 
each with a different theme. For each theme different people will take place 
behind the table. […] For each session a representative of the Rathenau Institute44 
will give a short introduction on that subject. What follows is questions. I have 
been asked to be the first to ask questions so that I can show the pace. After this 

44  The standing committee for Health, Welfare and Sport of the Eerste Kamer initiated the meeting, and had 
requested the “Rathenau Instituut” to prepare it. This preparation mainly consisted of focus groups with civilians on 
their views of the nEHR, an analysis of position papers and the writing of a preliminary note (Startnotitie Expert Meet-
ing Elektronich Patiënt Dossier (EPD); (Preliminary Note Expert Meeting Electronic Health Record (EHR) 2009). On 
its website the institute describes itself as follows: “The Rathenau Institute studies the organization and development 
of science systems, publishes about social impact of new technologies, and organizes debates on issues and 
dilemmas in science and technology” (https://www.rathenau.nl/en/about-us, retrieved on January 29th 2017). 
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the members of the Kamer have the opportunity to ask questions. The members 
of the panel are also allowed to give their co-experts a hard time. The purpose of 
this all is to come to know all there is to know this afternoon (translated fragment 
of transcript of expert meeting, 2010, p. 6). 

Speech genres as limiting 
Now that the expert meeting has been introduced as a social arena with the speech 
genre of a hearing that needed to tackle the “problem” of unknown facts and 
unanswered questions, it is time to reflect upon my participation in the meeting. 
The sixth appendix lists the original Dutch fragments of the transcript of the expert 
meeting that contain traces of my participation. The eighth appendix provides a 
detailed analysis of my participation in the expert meeting. 

Earlier in this thesis I have introduced dialogue as a slow, open and curious process 
during which participants are reflexively exploring theirs and other’s discourses in 
light of a search for ‘positive action’. I have experienced this hearing as almost the 
opposite: it was a relatively fast and highly structured exchange of monologues. To 
illustrate, the chairman repeatedly tried to keep up the pace by asking participants 
to “be short” and stating that it was “high time to move on” (minutes of the Expert 
Meeting, 2010, p. 7, 17, 19, 20, 21, 32), something he had announced he would do 
at the start of the meeting:

My main contribution this afternoon is not the content, but I will make sure that we 
maintain a brisk pace and that we get to the core (translated fragment of transcript 
of Expert Meeting, 2010, p. 3). 

I felt that the meeting’s speech genre limited the things I could say (the chairman 
had chosen the topic through his role as a questioner) and how I could say them (I 
felt rushed). To put it differently, the how of relating (the speech genre) seemed to 
be “imposed from the outside”. All experts were mainly asked to make their point, 
which meant the focus was on achieving “power over” Other, and the participants 
were given little “power to” search for common grounds and to communally develop 
“local rationalities”. This is perhaps not surprising given that it seemed to be the main 
objective of the senators and chairman to hear the experts’ knowledge and views, 
apparently assuming that it what possible to get an ‘accurate’ and ‘truthful’ picture of 
the nEHR and the related bill. Clearly, the nEHR was not approached as a relational 
challenge that was inevitably political. In addition, the expert meeting was not 
constructed as a coming together of different discourses, and as a process during 
which actors could communally construct “local rationalities” that would be useful to 
HIE practices. 

For this reason, the expert meeting left me with mixed feelings. I was appreciative of 
the opportunities I was given to “speak to power”, i.e. to speak with senators that 
were in charge of making a decision on the ‘EHR bill’. I had been able to present 
some of the elements of my “problematization” of the nEHR (strategy 1) to senators 
and other stakeholders, among other things by lifting out the challenges of online 
patient access in the context of medical encounters. In addition, I think that at a 
certain point in the meeting, I was able to help the hearing move into the direction of 
a more responsive inter-action. My reply to a concern that was expressed by an actor 



109

earlier in the meeting, seemed to trigger some sort of a general interest in the topic 
of trust between doctor and patient. Consequently, actors started to inter-act on that 
topic and engaged in a more shared exploration of how online patient access would 
affect the relationship between doctor and patient (see appendix 8 for more details). 

However, I think that, in general, the speech genre of the expert meeting made it 
difficult to “stimulate reflexivity”, one of the orienting themes of the present version 
of Critical Discourse Analysis. The hearing seemed to reinforce the “intractable 
controversy” on the nEHR (Scholten, 2008), which was also the view of Dutch 
researchers who evaluated the decision-making on the EHR bill45:

The EHR bill is treated extensively because there is a big lack of clarity in the 
Eerste Kamer […]. The Eerste Kamer organizes two hearings, because there is a 
need for more information. The idea behind this is that this way more knowledge 
about the EHR is gained, so that it becomes possible to make a balanced 
judgment about the EHR bill. But both the expert meeting […] and the round table 
conference […] do not have the desired result. There is no agreement on what 
the EHR is and how precisely it should be designed. This makes it even harder for 
the Eerste Kamer to gain a clear picture of what the EHR comprises (Twist et al., 
2012, p. 8, translated by author).

I think that a more open and reflexive conversation could have made a more 
productive contribution to the decision-making process on the bill in the Eerste 
Kamer. Drawing from the work of Bijker, Bal, and Hendriks on scientific advising 
(2009), we could characterize the nEHR as an uncertain and ambiguous risk situation. 
Uncertain because actors did not agree on how the exchange of health information 
through the national infrastructure would influence things such as privacy, quality of 
care and trust within the doctor-patient relationship. The nEHR was an ambiguous 
risk situation because actors enacted different discourses of what good care entails 
(i.e. the expert meeting was characterized by a high level of discursive diversity – also 
see Twist et al., 2010). 

As Noordegraaf and Abma (2003) argue, struggles over ambiguous policy issues 
are not settled by collecting additional information – yet this seemed to be the aim of 
the expert meeting. I agree with Bijker and colleagues that uncertain and ambiguous 
risk situations ask for “reflective and participative conflict-resolution methods” (Bijker 
et al., 2009, p. 160). The expert meeting could have been more productive had 
there been room for another speech genre, one that stimulates softer differentiations 
between Self and Other. A more dialogic way of relating would have, for instance, 
put less focus on determining “fuzzy means-end relations” but would have rather 
invited actors to acknowledge diversity and to engage in a “mutual learning process” 
(Noordegraaf & Abma, 2003). During such a process actors could explore the 
possibilities for ‘positive action’, i.e. ways in which the controversy over the nEHR 
could be turned into more constructive and productive ways of going on. In the 
last section of this chapter I will provide the reader with further reflections on the 
challenges of stimulating reflexivity through dialogue within national Politics. 

45  After the Eerste Kamer rejected the EHR bill that same Senate requested the Ministry of Health, Welfare and 
Sport to initiate an “independent” evaluation of the decision-making on the nEHR. This would eventually lead to an 
official evaluation report published by the Netherlands School of Public Administration (Twist et al., 2012). 
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6.4	 Participation	2:	the	VWS	inquiry	into	online	patient	access

In this section I will approach an inquiry into online patient access as a form of 
engagement with discursive struggles. It presents a critical analysis of an inquiry that 
was performed by the research and consultancy firm I was working for at that time, 
Zenc (in the person of two colleagues and me), for the Ministry of Health, Welfare 
and Sport (VWS). The results of the inquiry were written down in a report that was 
sent to the Ministry on January 11th 2010 and that was titled “The impact of patient 
access on the healthcare process: the results of an explorative field inquiry” (Douglas, 
Minderhoud, & Pluut, 2010). See the sixth appendix for the traces of this report in 
Dutch policy documents46. 

Below I hope to show how two of the strategies presented in chapter three can 
inform a critical analysis of an inquiry in the context of national Politics, focussing on: 
a) problematization during the phase of “stage preparation” (strategy 1), and b) the 
making and re-making of the research report (“an artefact” – strategy 4). I will study 
the performance of each of these strategies in turn, and will end with reflections on 
the re-makings of the artefact in relation to the choices we made when writing the 
report. 

Problematization	and	identity	constructions	during	the	“stage	preparation”
In their book on the role of scientific advice in democracies, Bijker, Bal and Hendriks 
frame the beginning of scientific advisory work as “stage preparation”, during which 
the requesting party (in this case the Ministry) and the parties that receive the request 
(Zenc and two other firms) mutually coordinate the “problem definition” (Bijker et al., 
2009, p. 47-59). The present critical approach invites us to see this as a political 
process in itself, with the parties involved a) negotiating a “problematization” of the 
inquiry subject on which they can agree and b) positioning themselves in relation to 
“the problem” and to the other party (respectively the client and researchers). 

On November 17th 2009, the “program director Innovation & ICT” at the Ministry 
of Health, Welfare and Sport (VWS) sent an e-mail to me at Zenc, with the request 
“to send in an offer for an inquiry into the impact of patient access on the care 
process” (personal communication, 2009). The Ministry’s problematization of online 
patient access in that request reflected their interests, as they were in charge of the 
realization of the so-called patient portal of the nEHR:

The citizen can see his own medical record through the patient portal of the […] 
EHR. The realization of this patient portal is currently in progress. It is expected 
that the information on the website, and the way in which the data are shown […] 
will partly determine […] how often patients will turn to their healthcare provider 
with questions or a request for explanation […]. Through a field inquiry this needs 
to be checked with healthcare providers that already have experience with […] 
digital access by patients (fragment from received e-mail, November 17th, 2009, 
translated by author). 

46  The full version of the Dutch report can be downloaded on my website: www.bettinepluut.nl/publicaties.
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In the offer that Zenc sent on December 1st 2009, my colleagues and I ‘thickened’ 
the problem definition of the Ministry in ways that a) would hopefully give way to an 
interesting and potentially useful inquiry and b) showed that we, as researchers, had 
the knowledge and skills to perform this inquiry. For instance, by contextualizing the 
question of the Ministry and making reference to the broader debate on the nEHR, 
we a) argued that the inquiry was most useful if it could make a contribution to this 
debate and b) hoped to show that we were knowledgeable of the political challenges 
and key themes in the debate. 

Based on the analysis of the debate on online patient access, we suggested that 
it would be useful to distinguish three “impact fields”, and substantiated this by 
“unraveling diversity (strategy 3), i.e. by listing positive expectations and concerns of 
the participating actors:

[…] Electronic patient access has been heavily debated. Among other things, 
proponents think it should be a patient right from an ethical point of view […] and 
emphasize the opportunities for more patient control and self care. Opponents 
doubt if patients are capable of interpreting the information […] and fear extra 
burdens for doctors. We expect that in the case of an inquiry into the impact of 
patient access it is relevant to distinguish the following impact fields:

1. Impact on quality and type of information. […] Perhaps patients will correct 
false information. […] but it can also be that important information will disappear 
from the record. […][because] doctors decide not to keep important information 
electronically because they don’t want patients to see this.

2. Impact on the doctor-patient relationship. […] The preliminary results of an 
inquiry into the national EHR that Zenc is currently doing for the WRR show that 
healthcare providers are very concerned about whether patient access will not 
harm the doctor-patient relationship […]. Others, on the other hand, say that 
patient access can lead to more equality within the doctor-patient relationship and 
hereby more trust and better communication […]

3. Impact on the efficiency of the care process. In the debate proponents often 
state that disclosing medical data to patients will have the care process win 
efficiency. […] But others object that patient access will lead to extra questions 
posed by the patient or even more discussion […] (Castenmiller, Minderhoud, & 
Pluut, 2009, p. 4-5, translated by author). 

The other parts of our inquiry offer can also be seen in light of the strategies of 
problematization (strategy 1) and the construction of our identity as researchers 
(strategy 2). We, for instance, proposed an inquiry design that a) to our opinion 
would be the best way of studying the distinguished impact areas and that b) again 
also needed to show that we were skilled researchers, capable of setting up and 
performing an inquiry47 (Castenmiller, Minderhoud, & Pluut, 2009, p. 10-14). In 
addition, in some paragraphs we performed the strategy of “identity construction” 

47  In some parts of the section on the proposed research design we were explicitly positioning ourselves as knowl-
edgeable researchers, stating that we would make use of “our solid knowledge of the field” (Castenmiller, Minder-
houd, & Pluut, 2009, p. 11). 
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more explicitly by explaining why we believed Zenc was the right party for doing the 
inquiry (p. 7-8 and 18-19)48. The table below summarizes the analysis of the stage 
preparation in terms of the strategies of problematization and the construction of 
identities. 

NEGOTIATING A PROBLEMATIZATION
(STRATEGY 1)

CONSTRUCTING AND POSITIONING SELF
(STRATEGY 2)

The Ministry  · The inquiry is relevant because it will 
help design and implement the patient 
portal 

 · The Ministry needs to know how to 
design the patient portal

Zenc  · The inquiry is relevant because it can 
inform the debate on online patient 
access with its different expectations

 · The inquiry can inform the design and 
implementation of the patient portal

 · Researchers that know about debated 
expectations 

 · Researchers that know how to 
research the impact

Table 10: Stage preparation during the VWS inquiry

On December 3rd 2009, just over two weeks after we sent in our offer, the Ministry 
granted the inquiry to Zenc, stating that we had made “a good quality offer for a 
reasonable price” (personal notes, 2009). As requested by the Ministry, we performed 
the inquiry (a literature review and five field interviews49) in less than six weeks and 
published a report (an “artefact”) on January 11th 201050. Appendix 9 presents an 
analysis of the re-makings of this artefact and links text fragments from two letters of 
two Ministers to the Dutch parliament to the text fragments from the original research 
report. Below I reflect hereupon. 

Reflections	on	the	re-makings	of	the	“artefact”
When writing the report, my colleagues and I had thought carefully about what we 
wanted to tell – and in what ways. We felt that what we had read about online patient 
access in scientific articles and what we had heard during the interviews justified a 
positive story about online patient access, and so we chose to highlight the potential 
benefits and to give recommendations about how online patient access could work 
in practice. Yet we felt that, in order to get into a conversation with both proponents 
and those who were critical of the idea of online patient access, we needed to “affirm” 
the concerns that had been expressed in debates in e.g. the Eerste Kamer and the 
Tweede Kamer. We therefore decided to formulate our “findings” in relation to the 

48  Among other things, we mentioned the expert meeting in the Eerste Kamer (stating that I would participate in 
it), the WRR inquiry (stating that we had studied more than 200 documents and had interviewed relevant stake-
holders), and my PhD (stating it explored the relationship between EHRs and the role division between doctor and 
patient)(2009, p. 7-8). In other parts of the offer, we were also constructing the possible future research relation with 
our client, making suggestions about how we could work together on e.g. determining the interview topics (p. 11 
and 12).
49  These interviews were held with healthcare professionals at the five selected Dutch organizations that provided 
patients with online access to medical data: a gynaecologist at the Flevoziekenhuis Almere (a hospital); a gynaecol-
ogist at the UMC St. Radboud, Nijmegen (a hospital); a general practitioner of Gezondheidscentrum Lindenholt, Zo-
etermeer (a health centre); a surgeon at the Medisch Centrum Haaglanden, The Hague (a hospital); and a General 
Practitioner at the “Stichting Georganiseerde Eerstelijns Zorg”, Zoetermeer (an association for local primary care). 
50  Because of this time pressure there were little opportunities to engage with our client in a mutual “modifying of 
the problem definition along the way” (Bijker et al., 2009, p. 55). For that reason, I have chosen to leave an analysis 
of this part of the inquiry process out of the present study. 
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positive expectations and concerns that were expressed by actors in the political 
debate. Another way to say this is that we put the strategy of “unraveling diversity” 
to work (strategy 3) when creating the artefact (strategy 4): we unraveled the debate 
on online patient access by summarizing different arguments in the report, and would 
then add our story. The following fragments illustrate this:

The early results of an inquiry into decision-making on, and opinions of, the 
national EHR show that care providers are highly concerned about whether 
patient access will harm the doctor-patient relationship. For instance, what if a 
patient reads that the doctor thinks he or she is a hypochondriac? Others, on the 
other hand, state that patient access can lead to more equality within the doctor-
patient relationship. This can lead to more trust and better communication. What 
experiences do people have that have already enabled electronic patient access? 
How do these doctors experience how it has influenced the relationship with their 
patient? […](Douglas, Minderhoud, & Pluut, 2010, p. 20, translated by author).

In the political debate and discussions in media proponents often state that 
disclosing medical data to patients can make the care process benefit in terms 
of efficiency. Doctor and patient can get to the point faster because a number 
of factualities are already known to the patient. But others oppose that patient 
access leads to extra questions from patients or even to questioning the doctor. 
Extra questions can be posed during the encounter but might also mean that 
doctors are approached more by e-mail or telephone. The examples from practice 
show the following about this: […](Douglas, Minderhoud, & Pluut, 2010, p. 22, 
translated by author). 

In their letters to the Dutch parliament, the Ministers did not pick up on these 
references to the debate. Perhaps this had something to do with us not making 
it explicit why we were responding to the debate in our report. Our use of terms 
such as “effects”, “impact”, and “findings” in the research report signals how we 
“emphasized inquiry” (see table 7, section 4.5), discoursing ourselves as researchers 
who were exploring the experiences with online patient access in Dutch healthcare 
organisations. This more traditional way of framing things may have reinforced the 
dominant discourse of there being “one truth”, i.e. online patient access being either 
good or bad. Our statement about not all doctors welcoming self–care and patient 
control was probably not enough to communicate the assumption that the issue of 
online patient access is a normative choice, which is linked to particular discourses of 
patient-centeredness (also see chapter five). In other words, I think that the research 
report did not make it explicit enough that relational processes (and HIE choices) 
could be approached as inevitably political and, consequently, the research report 
may not have fulfilled its potential role of “stimulating reflexivity” (an orienting theme 
that was introduced in chapter three).

Our recommendations about the design and implementation of the portal were not 
re-made by the Ministers either. In their letters they focussed on the knowledge that 
had been gained about the potential benefits, rather than on the implications of the 
inquiry for how to go on. This could be seen as attempts of the Ministers to “manage 
expectations” and to convince stakeholders that they need not worry too much about 
the potentially negative effects of online patient access. 
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In the last part of this chapter I will further reflect on the re-makings of the research 
report, zooming in on the dynamics of producing research texts within the context of 
national Politics. 

6.5	 Participation	3:	the	WRR	inquiry	on	the	nEHR	debate	

This section discusses the making and re-making of a report that I wrote for the 
Scientific Council for Government Policy (WRR), titled “The national EHR as a black 
box: decisions and opinions mapped” (Pluut, 2010)51. I will approach the inquiry 
as an “unraveling of diversity” (strategy 3) that was presented in a research report 
(an “artefact” – strategy 4). Below, I will first zoom in on the stage preparation of 
the inquiry, again as a way of studying the problematization of the report. After this 
I will present the re-makings of the report, ending with a critical analysis of these 
re-makings. Among other things, I make sense of the re-makings by zooming in on 
the discourse of policy-making that seemed to be mobilized by the politicians. I end 
with reflections on the ‘usefulness’ of the report in relation to the orienting themes of 
“appreciating diversity” and “stimulating reflexivity”.

Problematization	and	identity	constructions	during	“stage	preparation”
In section 4.4 I explained how the opportunity to perform the WRR inquiry unfolded 
out of my (online) engagement with discursive struggles over the nEHR. The WRR 
inquiry was part of a broader WRR project, titled “Policy, Information and Technology”. 
With this project, the WRR attempted to “gain more insights into the dynamics of the 
development, implementation and use of IT in the relationship government-civilians” 
(translated description of the project by a member of the WRR project team in the 
preface of Pluut, 2010, p. 2). The project team of the WRR referred to these case 
studies as “black boxes” that needed to be opened up in order to map stakeholders, 
interactions, interwovenness and dependencies” (Pluut, 2010, p. 2). 

As explained earlier, the definition of the “problem” that an inquiry needs to address 
can be seen as a political process during which actors position themselves in relation 
to the problem and try to negotiate a problem definition that reflects their interests. 
This means the members of the WRR-team and I had to balance the interests 
and suggestions of the WRR (fuelled by their project, among other things) with my 
interests and suggestions (among other things, fuelled by my PhD and observations 
of the debate on the nEHR). At the moment of the WRR-request, my engagement 
with discursive struggles over the nEHR had mainly focussed on the role of patients 

51  On July 8th 2009 I was contacted by a member of the scientific staff of the WRR, who wanted to hear my 
views on the nEHR (personal communication, July 8th 2009), and who also invited me to discuss the option of 
doing a case study into governmental involvement with the nEHR two days later (personal communication, July 
10th 2009). The WRR inquiry started in September 2009 (before the earlier presented VWS inquiry and the expert 
meeting in the Eerste Kamer) and resulted in the publication of a report in October 2010 (after the expert meeting 
and the publication of the VWS report). 
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in HIE. Not surprisingly, I believed that the case study also needed to address this 
topic52, together with five other “matters of concern”53. 

The main reason for why I welcomed a broad analysis of the public debate was 
rooted in my approach to Critical Discourse Analysis and relatedly, to how I believed 
the inquiry could make a useful contribution to the discursive struggles over the nEHR 
bill. I felt that the nEHR was an ambiguous and uncertain risk situation (section 6.3) 
and that the debate was developing into a “dysfunctional conflict” (Abma, 2000). 
Consequently, I believed that I needed to look for ways in which the inquiry could help 
the different stakeholders to work with the conflicting “rationalities” in more productive 
ways. In other words, I hoped the inquiry would stimulate appreciation for otherness 
and a reflexive exploration of how to work with diversity (orienting themes b and c). In 
the last chapter of the WRR report I said the following about this:

Those who have read earlier publications from me know that I have primarily 
approached the EHR-matter as an organizational scientist. There I have 
particularly explored the meaning of a higher availability of information for relations 
in healthcare, in particular the doctor-patient relationship. These themes have of 
course also been given a place in this inquiry. However, I have particularly tried to 
give voice to the different actors and to not give myself as a researcher a central 
place. The reason for this research approach follows on from the above analysis 
of the matter. As argued several times, the decision-making and implementation 
would benefit from a good dialogue on the what, why and how of a nEHR. This 
needs to be based on an acknowledgment of, and attention for, the different 
interests of the various stakeholders. The present inquiry hopefully contributes 
to this and gives a sense of direction to the often abstract and incoherent 
discussions on the national EHR (Pluut, 2010, p. 62, translated by author).

To use the framing of chapters two and three, the WRR inquiry enabled me to 
emphasize both inquiry and transformative change. I was able to unravel the debate 
on the nEHR (strategy 3), to present the unraveling of diversity in a research report, 
and to feed this report (or artefact) into discussions on the nEHR (strategy 4). 

Broadly speaking, the inquiry consisted of an unraveling of a) views of the nEHR and 
b) the constructions of the identities of actors and the relations between them54. The 
first unraveling, that of different arguments pro and con the nEHR, was based on 
an analysis of policy documents and sixteen interviews I had had with a selection 
of stakeholders of whom I believed they had been most visible in the debate (Pluut, 

52  In the report, the role of patients in relation to the nEHR would indeed be a recurring theme. I, for instance, 
made the initial choice of policy makers to not provide patients with online access to medical data explicit (see Pluut, 
2010, p. 8-9 and p. 25-26) and selected “online patient access” as a key theme, which meant I gave a summary 
of the arguments pro and con online patient access in the chapter that unraveled the debate (see Pluut, 2010, p. 
44-46).
53  The six themes were: a) expected effects on quality of care, b) privacy, c) the expected impact on account-
ability, d) the issue of making the nEHR obligatory, e) the nEHR as a free market instrument, f) expected effects on 
efficiency, and g) the changing position of patients. 
54  A more detailed analysis of the process of stage preparation is left out of this chapter due to practical reasons 
(scope, readability) and because of the present focus on traces of the inquiry/report in the public debate.
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2010, p. 5 and 64 – see appendix 1, table 5 for an overview of the interviewees55). 
The report was structured around the six earlier mentioned matters of concern and 
was presented as a discussion between the different stakeholders – listing their 
arguments pro and con the nEHR. 

The second unraveling, the analysis of actor groups and relations between 
actor groups, was largely based on the interviews, during which I had asked the 
interviewees to reflect upon the ways in which they had participated in the debate, 
also asking them to explain how they felt about how other actors had spoken about 
them in e.g. essays, interviews and during debates in the Tweede Kamer. In addition, I 
had asked the interviewees56 how they saw the role of other stakeholders. This led to 
a chapter titled “positioning and opinions of ‘the other’”, in which I unraveled identity 
constructions, each section centring one actor or actor group (Pluut, 2010, p. 47-59). 

Analysis	of	the	re-makings	by	three	politicians	
The WRR inquiry was re-made by three politicians during two meetings. The first was 
a so-called “general meeting” on the nEHR in the Tweede Kamer, which took place 
on February 9th 2011 (about three and a half months after the publication of the WRR 
report). The second was a deliberation on the EHR bill in the Eerste Kamer on March 
15th 2011 (about five months after the publication). In each of the three cases, the 
WRR report was re-made during a speech (or “monologue”) with which the politicians 
tried to convince others of their view on the nEHR. Appendix 10 lists the fragments 
of the politicians’ speeches in which the WRR inquiry was re-made and links these to 
the original texts from the report. Below I sum up what are to me the most interesting 
aspects of the politicians’ speeches – interesting in the sense that the re-makings 
provide insights into the usefulness and challenges of the strategies in relation to the 
orienting themes that were distinguished in chapter three. 

A first thing that struck me when studying the speeches is how politicians set the tone 
for their speech. They clearly chose to immediately express their strong doubts and/
or objections with respect to the nEHR. It seems the politicians felt the WRR report 
strengthened their doubts/supported their objections. 

The second thing I find interesting when looking at the tables in the tenth appendix 
is that all politicians explicitly mention the WRR when describing the report, and that 
in addition, one senator constructs the report as being written by the WRR – hereby 
(perhaps unintentionally) neglecting the WRR’s statement that the responsibility 
for the content of the report rested with the author (me). We could see these 
apparently neutral introductions of the report as illustrations of the strategy of identity 
construction (strategy 2). One possible political implication of performing this strategy 
is that when the WRR is named as the author of the report, the content is likely to 

55  Examples include the program director at the Ministry, two representatives of implementation organization Nictiz, 
members of the Tweede Kamer, and the representatives of umbrella organizations of patients, doctors and pharma-
cists. 
56  I think “interviewees” is the best word to use here, since the interview had a rather traditional set-up – with me 
as a researcher asking ‘the’ questions. This does not withstand that I also tried to stimulate reflexivity during the in-
terviews by framing questions in such a way that I hoped they would help the actors to gain more understanding for 
how other actors participated in the debate and how others discoursed the nEHR. In addition, I framed questions in 
such a way that the interviewees were invited to reflect upon their constructions of ‘the real and good’ with respect 
to the nEHR. 
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be taken more seriously compared to when it was a relatively unknown individual 
researcher who wrote it.

The third interesting aspect in the speeches is that one senator labels the shifted 
objectives as striking. I myself had found it very understandable and non-surprising 
that some objectives had moved to the background. After all, the nEHR project 
had been negotiated over a relatively long time period and as I have explained in 
chapter one, HIE innovations are often complex, political enterprises. Likewise, a 
senator presented the changes in target user groups due to discussions in the Dutch 
parliament as negative. Again, to me these changes simply showed how the EHR 
bill had been negotiated in Dutch politics – something that seems to be the case for 
most bills. I will give possible explanations for the senator’s evaluations of the policy 
changes in the next section by “unraveling” the policy discourse they seemed to 
mobilize. 

A fourth thing that struck me when analysing the re-makings of the WRR report, was 
how all three politicians chose to highlight the fragments from the report that were 
about the abstract (or lack of concrete) objectives. One politician labelled the shifting 
objectives as striking and another suggested that I (as the author of the report) 
had argued that objectives had not been thought through. In a similar vein, one 
politician concluded on the basis of the report that objectives had not been carefully 
formulated. To me there is an important difference between abstract objectives and 
ill thought-out objectives, because actors can have various reasons for keeping 
objectives abstract. In the report I had argued that the lack of concrete objectives 
was problematic because it could hinder productive discussions on the nEHR – but 
this process orientation to the debates was not picked up. Again, I will make sense of 
these re-makings in the next section.

The fifth and last element of the speeches I found interesting is that, besides the 
perhaps inevitable re-framing of words, one politician also misquoted the report 
several times. Among other things, she presented negative expectations about 
the effects of the nEHR as if they were the researcher’s observation/opinion (i.e. 
my observations), whilst these were actually those of the stakeholders that I had 
interviewed during the inquiry. Besides, this politician argued that I wrote things that to 
the best of my knowledge cannot be found in the report. 

Reflections	on	the	re-makings	of	the	“artefact”
I think the re-makings of the report on the nEHR are above all an illustration of how 
we re-construct texts on the basis of our own discourses. Below I will make sense of 
the re-makings of the politicians by arguing that we can find traces of a discourse of 
rationalist policy making in the politician’s speeches. 

In their handbook for policy science, Abma and In ‘t Veld (2001) distinguish different 
perspectives, or discourses, of policy-making. One of those is a rationalist discourse, 
which constructs policy making as a linear process during which a small group of 
actors decides on a rational plan that, once implemented, must lead to premeditated 
objectives. In the rationalist policy discourse, the focus is on planning and control. 
Policies are more likely to be implemented successfully if, among other things, 
“objectives are clearly formulated” and “the number of executive actors is minimized” 
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(Abma & In ‘t Veld, 2001, p. 29). In this discourse, humans are expected to be able 
to rationally balance the pros and cons of a policy matter like the nEHR and are thus 
assumed to be able to make a more or less objective decision. From this it follows 
that the rationality discourse is based on a (post) positivist science perspective: 
scientific knowledge is assumed to be “impartial or neutral, value free and in this 
sense superior to personal, subjective knowledge” (Abma & In ‘t Veld, 2001, p. 35). 
We could thus say that a rationalist policy discourse is closely linked to, or embraces, 
a discourse of knowledge as an asset and of scientific knowledge as being about the 
(probable) truth (see chapter two and the analysis of the expert meeting earlier in this 
chapter).

I would argue that we can find various traces of a rationalist policy discourse in the 
politician’s speeches. All three politicians set the tone for their speech by expressing 
their strong doubts and objections. They focussed attention on the ‘why-question’ 
of the nEHR by arguing there is no “demonstrated necessity” (re-making 1), by 
mentioning the “changed objectives” (re-making 2) and by raising the question of 
whether and why the infrastructure was needed (re-makings 2 and 3). This signals 
how the politicians believed that the Minister needed to follow a clear policy plan, 
a plan that needed to lead to the realization of what one senator explicitly called 
“evidence-based objectives”. 

I think that the rational policy discourse can also explain why the politicians seemed 
to find it so important that the necessity of the nEHR was “proven”, particularly the 
assumption that the infrastructure would prevent medication errors (re-making 1). It 
can also explain why it was considered ‘striking’ that the nEHR had gotten another 
objective and form and that deadlines were postponed (re-making 2). After all, this 
meant the Minister did not stick to the plan. A dominance of the rational policy 
discourse can also account for why one would focus on “the facts” and why one 
would believe an “unequivocal description” of the current situation can and should be 
given (re-making 3). 

Last, a rationalist policy discourse can also explain why one senator focuses attention 
on the lack of agreement amongst stakeholders57 and that she finds this lack of 
agreement problematic (re-making 2). After all, this means the most important 
stakeholders have not been able to arrive at a consensus and, accordingly, there can 
be no value-based plan with clear objectives. 

So how do these re-makings link to the original publication? I think that if we bring a 
dissensus/pluralist discourse of stakeholder conflict to the WRR report, this provides 
for a very different reading of it. Those who promote a pluralist discourse tend to 
argue that consensus is both impossible and dangerous, because it might serve to 
suppress or silence interests, ideas and identities (Friberg-Fernros & Schaffer, 2010). 
Furthermore, it violates the potential “positive power” of conflicts (Abma, 2000, p. 
200, quoting Lincoln), i.e. the possibility of stakeholders re-examining who they are 
and what they think and generating new ideas for future actions. Not surprisingly 
then, Abma and in ‘t Veld present an alternative to a rationalist discourse and call this 

57  As appendix 5 shows, this also seemed to be a dominant theme in the re-makings of the WRR report in online 
news items. 
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discourse “social constructivist”. Within this constructivist discourse, policy-making 
is approached as a discursive process and the challenge of managing diversity is 
centred (Abma & In ‘t Veld, 2001, p. 32-33). Within this discourse, actors “accept the 
inevitability of dissensus in a complex world” and “strive to make the world safe for 
disagreement, […] to realize processes and procedures that make dissensus tolerable 
if not productive” (Abma, 2000, p. 199). 

When we bring a constructionist discourse58 of policy-making to our reading of the 
WRR report, my observations of disagreement signal that the stakeholders are faced 
with discursive struggles, which means the texts could be seen as ‘food for (reflexive) 
thought’. In addition, abstract objectives are not problematic because it stands in the 
way of a rational, linear decision-making process, but because they mask diversity. 
As we have seen in chapter five, abstract terms such as “patient-centeredness” and 
“quality of care” can create a false sense of consensus that can hinder a dialogue on 
important discursive differences – and the implications for HIE hereof. Consequently, 
it makes sense to recognize discursive diversity and to promote the possibility of 
starting a dialogue on the “what, why and how of the nEHR” as I did in the report 
(Pluut, 2010, p. 5). In a constructionist discourse, this could potentially generate 
what Abma has called “a new synthesis” (Abma, 2000). Like other authors, Abma 
and Cunliffe & Scaratti (2017) have nicely shown how complex conflicts can be 
transformed if actors commit to a dialogic exploration of possible future actions.

So what do the re-makings of the politicians tell us about the contribution of the WRR 
report to the discursive struggles over the nEHR? In chapter three I have introduced 
“the unraveling of discursive diversity” and “the creation of artefacts” as strategies 
that a Critical Discourse Analyst can perform if s/he decides to engage with discursive 
struggles and wishes to make a potentially ‘helpful59’ contribution to the discursive 
struggles s/he is studying. Yet ‘helpful’ is of course a normative criterion, and as I 
believe holds for all criteria, different communities construct ‘that what is helpful’ 
differently in relation to their own discourses. The simple notion of the politicians 
mentioning the WRR report during their speeches signals how they found this artefact 
and its unravelings ‘helpful’. Surely the politicians could have confined to personal 
statements, but they apparently felt it was more convincing if they showed that their 
views were ‘confirmed’ by research. And so we could say that by the very act of 
referring to the report as a scientific60 artefact that supported their monologues, the 
politicians constructed the “scientific authority” of the report. They used this authority 
to convince others of what they believed or feared were the ‘flaws’ of the bill and/
or nEHR infrastructure, flaws that made sense in the context of a rational policy 
discourses. 

58  In chapter two I discussed differences between social constructivism and social constructionism. Abma and In 
’t Veld (2001) do not make this distinction. Given the purpose of this chapter I choose to not zoom in on distinctions 
in Abma and In ’t Veld’s discussion of the constructivist discourse of policy-making and a relational constructionist 
discourse of policy-making. What is important for the present discussion is that they both assume and center the 
challenge of discursive diversity. 
59  This theme of quality criteria is touched upon in this chapter and is more thoroughly explored in chapter seven.
60  The politicians constructed the scientific nature of the report by mentioning the WRR and describing the author 
of the report as a researcher. To be more precise, the politicians stated that they drew from a report by respectively 
“the Scientific Council for Government Policy” (re-making 1), by a person that had done a study for the Scientific 
Council for Government Policy (re-making 2), and by a researcher from the WRR (re-making 3). Two politicians 
referred to the council by its full name, hereby making explicit that it was a scientific council that published the report. 
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Yet if we start from the assumption that a fierce stakeholder conflict with a high 
degree of discursive diversity can be a valuable resource – provided that stakeholders 
acknowledge and shift attention to the relational challenge of dealing with diversity – 
the role of the report in the analysed debates could not be considered ‘helpful’. After 
all, it did not seem to stimulate reflexive conversations on the what, why and how of 
a nEHR (orienting theme c). This brings me to reflections on the overall usefulness of 
the strategies that were introduced in chapter three. 

6.6	 Reflections:	usefulness	and	challenges	of	the	strategies	

Below I would like to share the insights I gained with respect to both the analytical 
usefulness and the practical challenges of the four strategies, i.e. the acts of 
problematization, (re) constructing identities, unraveling diversity, and creating 
artefacts. In addition, suggestions for future research into the challenges of 
engagement with discursive struggles are made. 

Scientific authority and the dominance of speech genres
I experienced that distinguishing strategies or ‘bundles of actions’ is useful for critically 
analysing the role of “researchers” and “experts” in “deliberative democracies”, i.e. in 
democracies where decision-making processes and democratic legitimacy are based 
on a process of deliberation (Cohen, 1989). The strategies of “problematization” and 
the “(re) construction of identities” (strategies 1 and 2) direct our attention to the ways 
in which actors construct the need for scientific involvement. Why is there a problem? 
How could scientists help? We are invited to study the ways in which politicians 
construct the identity of researchers in relation to their own position and in relation to 
“the problem”, and how these constructions have political implications. To illustrate, 
the expert meeting showed how politicians positioned themselves as non-experts 
in relation to the complex nEHR case and therefore gave authority to the input of 
researchers and other experts. 

If we, in addition, bring in Bakhtin’s (1986) notion of “speech genres” and relational 
constructionist’ writings on discourses of knowledge (e.g. Gergen, 1999; McNamee 
& Hosking, 2012), this helps us see how scientific authority is constructed and how 
this authority is used to hold particular relational constructions and relational patterns 
in place. To illustrate, in the case of the expert meeting, the speech genre of a hearing 
made sense because a (post-) positivist discourse of knowledge was put to work. In 
that context it is likely that the “utterances” of researchers and experts that participate 
in the meeting are valued as truth statements (or are legitimate candidates for ‘truth’). 
Such a construction of the researcher as someone who speaks “the truth” can in turn 
be used to (re) produce subject-object relations (i.e. “power over” Other). 

Relational constructionism assumes that not ‘anything goes’: some relational 
practices have become “socially certified” and others have not (Hosking, 2002). 
Therefore we could feel overpowered by a particular speech genre. Indeed, I felt 
inclined to go along with the speech genre of a hearing during the expert meeting. 
Yet, because I believe the nEHR was an uncertain and ambiguous “risk situation”, I 
felt that another kind of conversation was needed (Bijker et al., 2009; Noordegraaf 
& Abma, 2003). A conversation during which the different stakeholders would 
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acknowledge that the effects of the nEHR were highly uncertain and that it was naïve 
to think that an objective, value-free decision on the ‘EHR bill’ was possible. So what 
was I to do?

If we accept Bakhtin’s notion of “heteroglossia” and assume that we always have 
a variety of speech genres available to us, this means that we always have the 
choice to accommodate to our addressees through either “divergence” (being more 
distinctive in our speech than our addressee), or through “congruence” (choosing to 
speak like our addressee) (Sampson, 2008, p. 118):

When we interact with another person, although one genre may be primary, other 
genres lie at the ready to help us reformulate, reframe, and newly understand our 
experiences […], and render them, us and others meaningful (Sampson, 2008, p. 
125).

During the expert meeting, the discursive move of divergence could have stimulated 
reflections on how to go on together and could have opened our dialogic partners 
up to another, perhaps softer, self-other relationship (Hosking, 2007a – orienting 
theme c). By pointing at the ambiguous nature of the situation at hand, and by shifting 
attention to the process of relating, actors could have, for instance, recognized the 
ways in which they were co-constructing subject-object relations, and how this was 
just one possible way of interacting. On the other hand, by diverging I would have 
also run the risk of being positioned in ways that would have led others to ignore me, 
as it would be considered “unconventional”, “weird”, and so on. This would have 
been problematic in terms of strategy 2 (constructing identity and scientific authority). 
Consequently, I would argue that “opening to political sensibilities” always involves 
a balancing of congruence and divergence. This balancing deserves the careful 
attention of every CDA scholar that joins with discursive struggles.

I think that the analysis of my engagement wit the politics of the nEHR is an 
illustration of how it is truly a challenge to “stimulate proper dialogues, in which each 
side benefits from its encounter with its other” (Sampson, 2008, p. 187). Although 
Sampson has argued this requires a democratic context, he at the same time 
concludes that “we are much more familiar with dialogues gone sour than with those 
who work, especially in cultures that pride themselves on being democratic” (2008, p. 
187). I therefore join with Gergen and think that we must not be too optimistic about 
realizing the potentials of dialogue, because it is very difficult to “bring it off”. But this 
only means that we need to “experiment and practice together in order to become 
skilled in conversations” (Gergen, 1999, p. 164). 

I would therefore suggest that future research could further explore ways in which 
Critical Discourse Analysts can help actors to mobilize the potentially “positive power” 
of discursive diversity when participating in deliberations on complex cases within 
national Politics (orienting theme b – appreciating diversity). Or, to the very least, it 
can explore how researchers can create an awareness amongst the participants in 
the debate about the particular discourse of knowledge and policy making they are 
putting to work, so that actors are opened up to the possibility of using inquiries in 
other, less monologic ways (stimulating reflexivity – orienting theme c). 
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A reflexive stance towards the politics of inquiries 
I think the critical analysis of the VWS- and WRR inquiry shows how the four 
strategies can inform studies of the politics of inquiries in the context of discursive 
struggles. If inquiries are requested by one of the stakeholders in these struggles, 
an analysis of the phase of “stage preparation” in terms of the strategies of 
problematization and identity construction (strategies 1 and 2) helps us pay attention 
to the power aspects of inquiry practices. 

We can study how the process of determining the focus and design of an inquiry is a 
political process with political implications, where the actors involved – including the 
researcher(s) – position themselves in relation to ‘the problem’ and hereby attempt to 
make themselves indispensible and ensure that the role they will have in the inquiry 
will best serve their interests. As I will discuss in more detail in chapter seven, a 
reflexive stance is often taken at the end of inquiry, with the researcher looking back 
at the inquiry process – often focussing on the end products. Yet a reflexive stance 
towards/during the early phases of an inquiry helps us to make more deliberate 
decisions with respect to the ethics and usefulness of an inquiry process (orienting 
theme c – stimulating reflexivity). Future research could thus explore how the four 
strategies can be used throughout an inquiry and can thus contribute to a reflexive 
stance towards stage preparation, interviewing, doing desk research and so on. 

The powers of artefacts
The analyses in this chapter show why it can indeed be useful to approach the act 
of creating artefacts, such as research reports, as a strategy (strategy 4). As you 
might recall from chapter three, ANT scholars (Actor Network Theory) inspired me to 
propose this strategy, because they pointed us at the constructive powers of artefacts 
during discursive struggles. 

The critical analysis of the re-makings of the VWS- and WRR reports show us that 
creating artefacts can be risky in the sense that our words not only become ‘tangible’ 
but are also “frozen in space – made seemingly timeless by being stripped from the 
progression of sound in time” (Hosking, 2007b, p. 8). This “freezing” of words makes 
it more difficult to perform “repair work” (Bijker et al., 2009, p. 107) when we feel that 
our addressees have “re-made” our words in ways different than we were hoping 
for. Another way to say this is that the lack of a direct dialogue with our addressees 
means we have less opportunities to explore how others (re)construct our words, 
which means we are less likely to engage in “self-reflexivity” (questioning our position) 
and/or that our addressees provide us with insights into the implications of different 
framings. Also, when reading written texts our addressees miss the sound of our 
words, and sound can in itself stimulate a sense of being “in the middle of action”, 
and a sense of “embodied” listening, which can in turn stimulate “a reciprocating/
responsive, multi-voiced inter-action” (Hosking, 2007b, p. 12). Last, the re-makings 
of the WRR report show how actors can perform strategic moves such as selective 
quoting and misquoting when re-making an artefact.

Consequently, when we consider the option of producing a research report, we 
always need to weigh the risks and limits of the written word against the “positive 
powers” these same words gain when we make them tangible. If we give our words 
the context of a research report (strategy 4), actors are more likely to grant them 
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authority. We need to recognize these political aspects of writing and assume that 
the act of writing is an act that intervenes in people’s lives (like any other relational 
process):

We need to take full responsibility for our role in producing […] research texts […] 
and acknowledge that, as users of language, we use it to construct what passes 
for knowledge (Phillips and Hardy, 2002, p. 84).

Knowing what I know now, I would probably have framed our account of online 
patient access more explicitly as one possible story that we wanted to tell in order 
for it to serve as a source of inspiration, and as input for a further debate. I would 
be more careful in how I would use the conventional scientific speech genre, i.e. 
using a passive form, adopting an abstract and theoretical style and using “the 
royal ‘we’” (Latour, 2005, p. 127). Inquiry practices with a constructionist orientation 
inspire a search for creative and innovative ways of presenting our work, so that 
our addressees are invited to see our words as potential social realities in process, 
and are stimulated to think about how they could participate in these realities. Yet 
writing a research report in an unconventional speech genre might not be acceptable 
to our client and/or might have our report loose authority. Again, we can see how 
the challenge of balancing congruence and divergence is an important aspect of 
“opening to political sensibilities” (orienting theme d). 

The same holds for the WRR inquiry. As I explained earlier, I join with Bijker, Bal 
and Hendriks (2009) and Scholten (2008) to argue that scientists “speaking truth to 
power” (i.e. participating in conversations within the context of national Politics) are 
likely to reinforce controversies around problems, such as the challenge of Health 
Information Exchange on a national scale. Besides, speaking truth to power implies 
that scientists do not approach knowledge as a relational construction and do not 
assume that research is a political process in itself. 

It was my hope that the WRR inquiry would make the various stakeholders more 
aware of the complex nature of the questions they were dealing with, and that 
it would stimulate reflections on what this meant for how we could handle this 
complexity together (orienting themes b and c –reflexively recognizing diversity). Yet 
this was not how the artefact was “re-made” by both Dutch media and senators (see 
appendix 10). Again, the re-makings of the WRR report show that one does not fully 
own one’s story. When writing the research report, I had tried to “open to political 
sensibilities” by imagining how the different “addressees” might (re)construct my 
texts on the basis of the dominant discourses within the HIE network. However, in 
retrospect, I could have been more sensitive towards how my addressees might bring 
a rational policy discourse to the reading of the WRR report and could, for instance, 
have avoided words that make more sense in such a discourse. At the same time, 
I think we must accept that despite all our efforts in telling a particular story and 
putting a particular discourse to work, any text will always to some extent be “at the 
mercy of its readers” (Latour quoted in Hardy et al., 2001, p. 547). We do not control 
the re-making of our words. We have, for instance, seen how politicians can quote 
selectively, can add evaluative labels to seemingly ‘objective’ observations and even 
mis-quote parts of a report in order for it to support their monologue. Future research 
could focus on the ways in which the results of a CDA can be communicated in 
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an artefact in ways that this artefact can indeed gain “positive power”: that it can 
stimulate “reflexivity” and is a step in the direction of “a new synthesis” (strategy 4 – 
orienting theme c). But perhaps an artefact alone often cannot bring this about. This 
brings me to the last insight I gained from the critical analysis of struggles over the 
nEHR. 

From an unraveling of diversity to dialogue
An “unraveling of debates” (strategy 3) can respond to the needs of politicians 
and other stakeholders to gain more insights into the complexity of a political case 
that is characterized by ambiguity and uncertainty. This is illustrated by the ways in 
which politicians re-made the WRR report about the nEHR. However, we have seen 
that when politicians bring a rational policy discourse to their reading of such an 
unraveling, a sketch of discursive diversity need not lead to reflexivity and creativity, 
and can instead be used to reinforce controversy about an ICT innovation such as 
the nEHR. I would therefore suggest that future research can explore the ways in 
which Critical Discourse Analysis could build on previous work on transformative 
dialogue. Rather than trying to ‘pull off’ the act of convergence and change a speech 
genre that is characterized by a hard self-other differentiation into the speech genre 
of a dialogue, organizing a dialogic workshop would perhaps be a more promising 
route towards reaping the positive powers of an unraveling of discursive diversity. The 
Public Conversations Project and scholars like Abma and Cunliffe & Scaratti have 
shown how it is possible to initiate dialogues in situations that are characterized by 
a high degree of stakeholder conflict (Abma, 2000; Herzig & Chasin, 2006; Cunliffe 
& Scaratti, 2017). This would require the Critical Discourse Analyst to invite61 and 
enthuse stakeholders to join a “coming together” that is explicitly discoursed as a 
dialogue, directed at exploring new ways of going on together. At the start of this 
session, the facilitator(s) could explain the basic orienting themes of dialogue to the 
participants and could set out a few simple “rules of engagement”, such as talking 
from one’s own experience, listening, and no interrupting (Herzig & Chasin, 2006). 
Future research would need to explore the ways in which the unraveling of discursive 
diversity could inform such dialogic sessions or a series of sessions. Perhaps session 
introductions could combine the introduction of rules for engagement with a sketch 
of the unraveled diversity, and perhaps sessions could be structured around the 
“key themes” that were distinguished during the unraveling of diversity. This way the 
results of an unraveling of discursive diversity can offer a focus for dialogues, that 
helps participants to communally reflect on tensions and conflicting ideas (Cunliffe & 
Scaratti, 2017). I hope future research will help us explore such possibilities in more 
detail and can thus lead to relevant insights into the ways in which CDA and dialogue 
can mutually benefit from one another.

61  The guide from the Public Conversations Project provides an example of an invitation for dialogue that can be 
sent to the stakeholders. This invitation sets out the basic ideas behind the meetings and six simple “communication 
agreements” (Herzig & Chasin, 2006, p. 144-145). 
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Reflexive concerns for Generative CDA
Reflexivity challenges us to address fundamental questions about the nature of reality, 
knowledge and our own ways of being – to take a leap into a constantly shifting ocean 
rather than studying organizational life from the security of the shore. Specifically, 
reflexivity raises a need to be critical of any self-sealing processes in our research, and 
the possibility of transforming our contexts as social actors and researchers (Cunliffe, 
2003, p. 999).

In this chapter, a discourse of reflexivity is proposed that can and perhaps needs to 
be a vital element of engagement with discursive struggles. I argue that the proposed 
reflexive stance can help those who study discourses deal with the ethical, political, 
and generative aspects of their participation in discursive struggles. Given that this 
thesis explores a generative version of Critical Discourse Analysis (CDA) that is made 
possible by relational constructionism, it should come as no surprise that the here 
proposed reflexivity discourse embraces relational constructionist assumptions and is 
inspired by the work of scholars that have explicitly linked reflexivity to constructionist 
assumptions and/or who have discussed the generative, political and ethical aspects 
of research (particularly Alvesson, Hardy, & Harley, 2008; Cunliffe, 2004; Falzon, 1998; 
Gergen, 2009; Hardy et al., 2001; Johnson & Duberley, 2003; Latour, 1988; Madison, 
2012; McNamee & Hosking, 2012; Cunliffe & Scaratti, 2017). 

Due to the increasing attention for the social construction of knowledge, it has 
become more common for researchers in the social sciences to take a reflexive 
stance, which usually involves a process during which researchers critically examine 
the process of knowledge production – and its product(s) (Cunliffe, 2003; Finlay, 
2008; Hardy et al., 2001). This has led to different discourses of reflexivity based 
on different, often tacit, meta-theoretical assumptions and different epistemological 
concerns (Cunliffe, 2003). For this reason, Gough argues we need to “use the plural 
term ‘reflexivities’ in order to move away from the notion that reflexivity is something 
that can be captured once and for all, something that we can all agree upon”(Gough, 
2003, p. 22). Likewise, Alvesson, Hardy and Harley argue that reflexivity is not a 
fixed thing and invite us to see reflexivity as being constructed differently by different 
communities of researchers, each mobilizing particular (meta) theoretical ideas 
(Alvesson et al., 2008, p. 498). Perhaps not surprisingly then, scholars have come 
up with different names for different versions of reflexivity, such as “radical reflexivity” 
(Cunliffe, 2003), “meta-reflexivity” (Latour, 1988), “hyper reflexivity” (Woolgar as 
mentioned by Johnson & Duberley, 2003), “epistemic reflexivity” (2003), “reflexive 
interpretation” (Alvesson & Sköldberg, 2000), “infra-reflexivity” (Latour, 1988), “self-
reflexivity” (Gergen, 2009; Steier, 1991), and “shared reflexivity” (Cunliffe & Scaratti, 
2017)62. 

One of the most important differences between reflexivities, is whether or not they 
have a traditional science concern with the quality of truth claims. Many “reflexivists” 
(Latour, 1988) retain a dualist distinction between objective and subjective knowledge 
and focus on the ways by which a reflexive stance can help to remove bias or how it 

62  It is beyond the scope of this thesis to analyze (or “unravel”) different discourses of reflexivity in detail – for this 
I advise the reader to look elsewhere (Alvesson et al., 2008; Calas & Smircich, 1999; Cunliffe, 2003; Hosking & 
Pluut, 2010; Johnson & Duberley, 2003).

7
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can make bias visible (Hosking & Pluut, 2010). Key to the present conceptualization 
of reflexivity is the relational constructionist assumption of multiple relational realities, 
where relational processes are believed to create local-cultural and local-historical 
discourses of the real and good. This is NOT a relativist notion that implies an 
‘anything goes approach’ (Taylor & White, 2000), but rather stimulates practitioners to 
engage in “reflexive doubt” (Gergen, 1994, p. 48), i.e. to always take a critical look at 
the relational realities they are making and breaking in terms of their ethical qualities 
and political and practical implications. 

In this chapter, I invite relational constructionist and CDA scholars to see reflexivity as 
a process that… 

… stimulates practitioners to think carefully about the “unfolding” of inquiries
… takes into account different stakeholders and the multiple audiences of an inquiry 

(not ‘just’ science communities) 
… is relevant to all research activities (or all phases of an inquiry)
… is concerned with the coherence, ethics and local usefulness of an inquiry (and 

NOT with the quality of truth claims)

This chapter will centre three reflexive concerns in turn: first that of coherence, 
second that of ethics, and third and last, the concern of local usefulness. Although 
these concerns partly overlap, I find it important to discuss each separately, as each 
sensitizes the reflexive CDA scholar to other relational challenges and possibilities. 

7.1 Reflexive	concern	1:	coherence	

Let me start this discussion by stating that I do not approach reflexivity as something 
the inquirer ‘does’ in order to defend Critical Discourse Analysis as a method, or 
as an act that should give more (scientific) authority to the texts that CDA scholars 
produce. As Lynch argues (2000), scientists often treat reflexivity as a methodological 
virtue that helps them to promote privileged knowledge. When academics take such 
a methodological approach to reflexivity, they tend to discourse it as a tool that is 
available to the individual researcher in his/her attempt to gather scientific knowledge 
(see e.g. Alvesson & Sköldberg, 2000). Reflexivity then becomes something the 
researcher does to either check the reliability and validity of his/her knowledge claims 
or to make visible the possible sources of the his/her subjectivity such as ethnic 
and gender biases, the theories s/he puts to work and underlying meta-theoretical 
perspectives (Hosking & Pluut, 2010). Another way to say this is that researchers 
that adopt a methodological approach to reflexivity use it in order to convince their 
colleagues that their work is ‘scientific’ (Alvesson et al., 2008, p. 498). 

If, however, we give ontology to relational processes that are assumed to create 
local-cultural and local-historical truths, then truth in terms of a correspondence to 
an independent reality can no longer be the main goal of our inquiry efforts, nor the 
moral basis for actions and for scientific authority (framing borrowed from Johnson 
& Duberley, 2003, p. 1286). Embracing relational constructionism means we do not 
think of reflexivity as a scientific activity that stands in the service of ‘true’ knowledge, 
but as an act that can help all those who are involved in an inquiry to think carefully 
about the local realities they are constructing and the relations they are building – 



129

reflecting upon their ethical and practical implications (McNamee & Hosking, 2012; 
Cunliffe & Scaratti, 2017). 

Relational constructionism invites us to reframe reflexivity as a relational activity that 
can be performed by different inquiry participants from and for different communities 
(also see the following section), including the researcher and science communities. All 
are invited to carefully think about the relational realities they are making (or breaking). 
Among other things, they could reflect on the coherence of inquiry practices. In this 
context, Cunliffe writes the following: 

I suggest that […] reflexive researchers engage in at least one self-referential 
loop by acknowledging and interrogating the impact of their own ontological and 
epistemological assumptions on their research strategy. They do not do so to 
privilege their position, but to ensure that their research has an internal logic and to 
emphasize its situated nature (Cunliffe, 2003, p. 992).

Within this thesis I have tried to put relational constructionist assumptions to work in 
a rigorous way, so that we can consider the potentials of this meta-theory for a critical 
theory of discourse and for the enterprise of Critical Discourse Analysis. Ensuring that 
this exploration had what Cunliffe calls an “internal logic” was a reflexive challenge 
in itself. Hence, I would like to highlight two challenges with respect to the reflexive 
concern of “coherence”: the challenge of “reflexive authoring” and that of “holding on 
to practice preferences”. 

Reflexive authoring
One of the main challenges of authoring in a way that does justice to the relational 
constructionist assumption of local-historical and local-cultural realities, is the 
challenge of dealing with scientific authority. In this context, various writers have 
emphasized “the challenge of representation” (see e.g. Calas & Smircich, 1999; 
Latour, 1988; Phillips & Hardy, 2002), which is beautifully summarized by Linda 
Putnam: 

Organizational researchers need ways to open up text for multiple readings; to 
decenter authors as authority figures; and to involve participants, readers, and 
audiences in the production of research. One venue for achieving these goals 
is to seek alternative ways of presenting research reports- ones that challenge 
conventional modalities, ground research in historical processes, promote 
reflexivity, and open up our text to an infinitude of meanings (Putnam, quoted by 
Calas & Smircich, 1999, p. 665).

I think that taking a reflexive stance in a way that honors relational constructionist 
premises, means that we explore how our texts can give “power to” different 
discourses and different participants (Hosking, 2007a). As Latour put it, we need to 
“render our texts unfit for the deadly proof race over who is right,” (Latour, 1988, p. 
174) which means we need to invent “speech genres” (Bakhtin, 1986) that remove 
authority from our texts so that other voices are invited into the conversation (Gergen, 
1994). Rather than invoking the discourse of science and reflexivity to “fortify” our 
story and “close out alternate representations” (Phillips & Hardy, 2002, p. 84) we can 
consider our texts “small stories” that hopefully resonate with others:
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Knowledge can only be produced in “small stories” or “modest narratives,” mindful 
of their locality in space and time and capable of adapting or disappearing as 
needed. If recognized as the creation of small stories, theorizing thus becomes 
a temporary language game that assumes responsibility as power (Calas & 
Smircich, 1999, 651).

During the process of writing this thesis I have once and again experienced how often 
our conventional ways of writing and framing reflect post-positivist assumptions and 
consequently, how difficult it is not to make any strong claims about “the real and 
good”. As Hosking has argued, all relational theorists face to challenge of developing 
an appropriate and helpful language when discoursing relational processes (Hosking, 
1995, p. 66). If we assume that language is performative, this means the reflexive 
CDA scholar needs to be sensitive to how certain (conventional) words can be 
associated with certain meta-theoretical ideas and can thus have (unintended) 
political and practical consequences. The re-makings of the research reports in 
chapter six can serve as an illustration hereof. Consequently, a reflexive stance during 
the process of authoring means that we need to constantly evaluate our reporting 
strategy and language use in the “action context” of our engagement with discursive 
struggles and our multiple audiences (Alvesson & Deetz, 2000, p. 117). 

It would be inconsistent with relational constructionist assumptions to come up with 
a list of criteria for “reflexive authoring”. CDA scholars need to find ways of reporting 
that make sense in light of the particular context of an inquiry, with its particular 
audiences and their particular interests, concerns and quality criteria (also see Phillips 
& Hardy, 2002). The latter is particularly relevant in the context of generative CDA: 
if we choose to engage with multiple audiences through our texts, and also try to 
serve multiple “communities of practice” (not only scientific communities), then we 
must take these multiple “addressees” into account when considering our reporting 
strategy, our speech genre, our word choice, and so on. In some cases, this could 
mean that we decide to write different versions of a report, so that we can highlight 
different themes and choose different styles/genres for different audiences. This 
explains why I chose to write different accounts of my engagement with discursive 
struggles over HIE. The research reports that were studied in chapter six, contained 
less (meta-) theoretical text fragments than the present text. The reason for this is 
that this is a doctoral thesis that serves as a “demonstration of the capacity for the 
pursuit of research” (doctoral degree regulations University of Utrecht, 2013) and that 
is, among others, addressed to relational constructionist and CDA scholars – scholars 
that are assumed to have an interest in the (meta-) theory of discourse. The research 
reports that were addressed to ‘other’ communities, such as the WRR report and 
the VWS report, contained more “content stuff”, with which I mean that the topics 
that were being debated had a more central place in those texts. This was based on 
the assumption that those who participated in these struggles were less interested 
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in (meta-) theoretical discussions and would rather prefer an overview of different 
discourses, different self-other relations and different stories about HIE63.

Whatever style we choose, I follow Latour (1988) in that I think we need to search for 
the middle ground between being believed too much and being believed too little. We 
do not want to claim authority in ways that are contradictory to our meta-theoretical 
assumptions (e.g. claiming authority on the basis of ‘doing science’) and yet, if we 
want to be heard, we sometimes have to abide to rules that seem at odds with our 
meta-theory. In order to find the legitimacy of our readers, we might for instance feel 
we have to abide by scientific writing conventions that could well give our readers the 
impression that we are communicating “true knowledge” (Latour, 2005). Again, we 
could see this as a challenge of making use of what Bakhtin called “heteroglossia”, 
i.e. the availability of different speech genres and the act of balancing “convergence” 
(going along with a speech genre) and “divergence” (being distinctive in our speech – 
also see section 6.6). 

On the basis of my personal struggles with the authoring of texts that present the 
results of an analysis of discursive struggles over HIE, I would like to outline four 
discursive moves that could help CDA scholars in finding the right balance between 
being believed too much and being believed too little. 

First, we can choose words that have the potential of unsettling conventional ways 
of thinking about inquiries. Words such as “interviewee”, “findings” or “data” can 
easily be understood as signaling a (post) positivist discourse and can thus implicate 
that readers will read a research report as a text that (tries to) communicate(s) truth 
statements. If we, on the other hand, speak of interviewees as “co-inquirers”, talk 
about our findings as “(small) stories”, and discourse our data as “texts”, this might 
make our readers aware of taken-for-granted notions of research and open them 
up to other ways of looking at the why and how of an inquiry. This explains why I 
have chosen to describe the second part of this thesis as a collection of “stories of 
engagement”.

A second way of dealing with the challenge of reflexive authoring would be to 
constantly remind our readers of how our utterances can be understood in light of a 
relational constructionist discourse rather than a (post) positivist discourse. This could 
mean that we are explicit about (elements of) our meta-theory and that we explain 
the implications of this for how a research report could be read. However, some 
audiences might not be interested in (meta-) theory and/or would find this hard to 
follow, which implies that relational constructionist scholars need to search for ways 
in which to communicate their meta-theory and its implications in an accessible way. 
Future research could explore this. 

63  This does not withstand that one of the lessons I take from the analysis of the re-makings of the WRR- and 
VWS report in chapter six, is that it is risky to not be explicit about our meta-theoretical assumptions. If we are not 
explicit about why we believe our text is “just a small story”, we can end up feeling we have stimulated hard self-oth-
er differentiations by being constructed as “speaking truth to power” (Scholten, 2008). In order to stimulate reflexivity 
amongst our readers, we might need to make the (meta) theoretical assumptions that underlie the statements from 
stakeholders and the autor explicit, something that I think I did not do enough in the WRR report.
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The third suggestion for “reflexive authoring” is the possibility of inviting the actors 
that are involved in discursive struggles to join the writing process, co-constructing 
“polyvocal texts” (see e.g. Abma, 1996). Collaborative writing can de-centre the 
voice of the researcher and can stimulate reflexive dialogues on ‘the why, what, how, 
and for whom’ of an inquiry, including the research report, hereby making the writing 
process more participative and opening up generative possibilities (Hosking & Pluut, 
2010 – more on this in section 7.2). 

The fourth and last way of dealing with the challenge of authoring is to look at our 
overall reporting style, which has been a dominant concern of many “reflexivists” 
(Alvesson & Sköldberg, 2000; Gergen, 1994). Latour (1988), for instance, advises his 
fellow scholars to accept that they are writing ‘just’ a story about how they experience 
things to be. Based on the belief that methodology cannot make a story ‘more true’ 
and will not bring a story closer to the reader, he believes scientific scholars are better 
to “replace methodology by style” and to resort to literary resources to render their 
account lively and interesting – after which they need to accept that their texts lie in 
the hands of their readers and will “live and die” through what these readers do with 
it (Latour, 1988, p. 170). Likewise, Rhodes and Brown have invited us to see writing 
as a creative act and argue that “literary genres can help us to write more interesting 
and readable accounts” (quoted in McNamee & Hosking, 2012, p. 111). Others have 
suggested the use of personal narratives, music, drama, or photography as creative 
ways of engaging (see e.g. Gergen, 1994; McNamee & Hosking, 2012). Either way, 
I think that relational constructionism stimulates us to think about how our reporting 
strategy can capture our ‘ontology of becoming’ rather than the more usual ‘ontology 
of being’ (chapter two). As McNamee and Hosking have stated, from a relational 
constructionist orientation it makes sense to think about how we can… 

… invite our audiences to imagine, to step into a world of possibilities” [and to]
[…] employ stylistic practices that depart from the dogmatic mode of expert talk 
[…], and, instead, embrace the notion of possibility or provocation. Our style of 
presentation should be inviting and open-ended. Rather than claims to truth, 
we strive to offer invitations into generative potentials. The distinction we are 
addressing might be best captured in the move from ‘this is how it is’ to ‘this is 
how it might be’ (McNamee & Hosking, 2012, p. 112 and p. 110-111).

In sum, I think that a relational constructionist meta-theory directs our attention 
to how we can write about our CDA in ways that open up possibilities rather than 
closing them down. Or to use the language of the strategies and orienting themes, 
how we could produce artefacts that stimulate reflexivity and have positive, generative 
power. I have suggested four ways of doing this: using non-conventional wordings, 
being explicit about our (meta) theory, co-authoring, and choosing creative reporting 
styles. I would now like to briefly address a second challenge of coherence for 
“generative CDA”: the challenge of holding on to preferences – without imposing 
them. 

Holding on to our preferences (but not too much)
Reflexivity can increase the rigor of a CDA during all phases of an inquiry, because 
it helps those who study discourses to critically think about their (meta) theoretical 
assumptions and the ways in which they can put these to work in a coherent way. 
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Moreover, reflexivity can help researchers (including CDA scholars) to relate with 
others in useful and ethical ways (also see section 7.2 and 7.3). But how do we 
determine what is useful and ethical? As Hosking and McNamee (2012) have stated, 
working from a relational constructionist meta-theory means that we prefer some 
forms of practice over others. It means that we are appreciative of diversity and that 
we value dialogic practices that can help actors to work with diversity in potentially 
generative ways. At the same time, however, embracing relational constructionism 
means we are very hesitant about making any claim to know what is good in any 
absolutist and universal sense (Hosking, 2007a). Consequently, generative CDA 
would loose its “internal logic” if we were prescribing others to appreciate diversity 
and/or if we would be arguing that dialogue is the right thing to do in every context. 
Hence, reflexive practitioners face the challenge of finding ways of “holding on to 
preferences” without imposing these preferences on others (McNamee & Hosking, 
2012, p. 98). Besides the challenge of finding a balance between being believed too 
much and being believed too little, the reflexive researcher also needs to balance 
between being responsive to the conversational preferences of those who participate 
in discursive struggles, and being committed to the relational constructionist 
appreciation for “openness to otherness”. This brings me to the second reflexive 
concern: a relational ethic. 

7.2	 Reflexive	concern	2:	a	relational	ethic	

In a (post) positivist discourse, ethics is often a quality concern that is peripheral 
to and separate from the scientific interest in generalizable knowledge (Hosking & 
Pluut, 2010). A relational constructionist meta-theory gives ethical concerns a much 
more central place. After all, fact and value are no longer separated. We are always 
participating in a particular set of values and beliefs and are assumed to continuously 
(re) construct “local rationalities” (McNamee & Hosking, 2012). Consequently, a 
relational constructionist meta-theory assumes that those who study discursive 
struggles inevitably intervene in these struggles. Moreover, they are enabled and 
allowed to focus on creating change from within these local struggles. Consequently, 
it makes sense to reflect on the possibilities that any particular inquiry activity may 
open up or close down for all those involved.

Following Deetz, I believe that if we assume multiple local-historical and local-cultural 
rationalities, our view of ethics can not rest in agreement to the assumption of 
universal principles, but needs rather be thought of in terms of “an avoidance of the 
suppression of alternative conceptions and possibilities” (adapted quote from Deetz 
by Cunliffe, 2004, p. 417). In a similar vein, Falzon has argued that we need to let go 
of a transcedental set of dogmatic principles. Yet, any ethic involves at the very least 
a reference to normative principles, and I concur with Falzon that for a relational ethic, 
we can consider “openness to otherness” the “principle of principles”: 

A dialogical ethics does not prescribe any rules for right action. This is not 
to say, however, that it cannot engender normative principles and forms of 
organisation. It is in fact a foundationalist ethics that stands in the way of the 
production of normative principles […] in the sense that, by absolutising particular, 
historically emergent rules, it cuts them off from the creative activity and historical 
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dialogue that gives rise to them, and instead promotes the sterile rigidity of a 
closed, dogmatic ethics. In contrast, an ethics based on openness to the other 
encourages the continuing production of normative principles and forms of life, 
because it promotes the transgressive, creative activity, the dialogue, through 
which normative principles and forms of life are produced as well as continually 
transformed. Openness to the other is the ethical principle that encourages this 
multiplication of principles and forms (Falzon, 1998, p. 60).

Like Falzon, Conquergood suggests that a dialogical stance “counters the normative 
with the performative“ (in Madison, 2012). By giving primacy to processes of relating, 
and by keeping dialogues open and ongoing, researchers can resist being judgmental 
and monologic (Abma, 1996). 

If we translate a dialogic principle of openness to the other to the practice of 
generative CDA, we could say that a relational ethic invites those who study 
discourses to be open to local criteria of usefulness and ethics. It means the CDA 
scholar engages in ongoing dialogues with others, creating the space for new realities 
and relations to be fashioned. To use the words of Cunliffe:

[We need to recognize] our place in creating ethical discourse, respecting the 
rights of those around us to speak, and understanding how our use of words 
orients responses and ways of relating […]. A critically reflexive practitioner […] is 
more aware of how she constitutes and maintains realities and identities through 
responsive interaction (Cunliffe, 2004, p. 418).

Below, the implications of a relational ethic are first discussed in relation to the 
construction of research identities and relations. After this I discuss the challenges 
of working with a relational ethic in the particular context of discursive struggles, i.e. 
contexts that are dominated by conflict and hard self-other differentiations. 

A reflexive stance towards the ethics of research identities and relations
Embracing the principle of “openness to otherness” means that the person 
traditionally referred to as “the researcher” takes a reflexive stance towards the 
construction of research relations and considers these relations themselves a 
potentially interesting topic for reflexive conversations (Hosking & Pluut, 2010). 
Another way to say this is that a relational constructionist meta-theory urges the 
CDA scholar to recognize that his/her role in any inquiry is inevitably political and that 
this requires a reflexive gaze towards the relational construction of Self, Other and 
relations during all inquiry practices. This can make the identities of researcher and 
researched more fluid and open than in a traditional subject-object understanding of 
research relations (Hosking & Pluut, 2010). If “the researcher” stimulates reflections 
upon the possible “subject positions” of all those involved in an inquiry, a subject-
object understanding of research relations might be de-constructed or “unforgotten” 
(Chia, 1996), and participants might open up to other possible constructions of 
research identities and relations. In a similar vein, Cunliffe (2003) has suggested that a 
radical approach to reflexivity involves a communal exploration of research identities, 
so that the traditional notion of “creating theory about practice” is unsettled and the 
different actors involved are opened up to the possibility of creating locally useful 
rationalities together. 
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Finlay (2008) has used the term “collaborative reflexivity” to refer to a process 
during which the researcher and “co-investigators” share the job of doing research. 
This can include a shared formulation of research questions, a negotiation of the 
research design or the co-authoring of a research report (Abma, 1996). In light 
of a relational constructionist discourse, it makes sense to focus on the ethical 
and generative aspects of more equal research relations: those who participate in 
discursive struggles are enabled to enjoy the ‘positive power’ of collaboration. The 
“researcher” can, for instance, be co-constructed as someone who contributes one 
expertise amongst many, and this expertise could be thought of in terms of “process 
facilitation”: s/he organizes dialogues that articulate and develop discourses – hereby 
“empowering” actors to address their concerns and questions (Johnson & Duberley, 
2003; Cunliffe & Scaratti, 2017). 

The strategies that were distinguished and studied in this thesis can be helpful for 
reflexively discussing the ethical aspects of inquiry processes. It suggests that those 
who study discourses can facilitate discussions on the why and what of an inquiry 
(strategy 1, problematization), on the construction of research identities and relations 
(strategy 2, constructing identities), on the different discourses that could be, or are, 
unraveled (strategy 3, unraveling diversity), and on how research reports could co-
construct power relations (strategy 4, constructing artefacts).

Collaborative reflexivity or what has also been termed participative research (Finlay, 
2008) is not always feasible. Those who are affected by an inquiry might lack the 
time, energy or resources to actively participate. Co-authoring a research report, for 
example, requires writing skills, a serious time investment, and can also lengthen the 
writing process and make it more time-consuming (Finlay & Gough, 2008; Gough, 
2003; Johnson & Duberley, 2003). Embracing openness also means that we are open 
to the option of honoring the local request for a traditional role of the researcher. But 
caution must be taken here. When we believe that there are no necessary grounds 
for elevating the researcher’s expertise and scientific knowledge over other forms of 
expertise and other local knowledges, I would argue that the reflexive CDA scholar 
needs to be very sensitive to processes during which hierarchical differentiations are 
made between e.g. the knowing researcher and other, “non-scientific” actors. 

The foregoing brings me to the earlier mentioned challenge of dealing with scientific 
authority. In light of one’s desire to tell a particular story it can be ‘convenient’ if the 
researcher’s statements are given extra authority, but I think that if we truly believe in 
the positive power of soft self-other differentiation, we need to be very hesitant with 
acting in ways that create ‘power over’ Other – especially if this is on the ground of 
others constructing us as seekers-after-truth, whilst we ourselves are embracing 
a set of meta-theoretical assumptions that lets go of the idea of a universal truth. 
Hence I would suggest that CDA scholars need to be careful not to take a traditional 
research role for granted and try to at least invite those who are affected by an inquiry 
to reflexively discuss the option of collaboration/participation. Besides, the researcher 
can always explore how an inquiry can be made at least partially collaborative. After 
all, we can see an inquiry as a collection of different kinds of activities that include 
multiple conversations with actors from multiple “communities of practice”, each of 
which provide the Critical Discourse Analyst with yet another opportunity to facilitate 
reflexive conversations on the what and how of relating. To illustrate, I think that the 
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WRR inquiry that was analysed in chapter six was largely based on a construction 
of me as the researcher that was “in charge” of the inquiry, but still there were 
conversations during which the participants had a part in negotiating the ‘what and 
how’ of the inquiry and also were stimulated to reflexively discuss their discourses 
and their position in the discursive struggles64. 

This illustration from the WRR inquiry immediately reminds us of yet another ethical 
challenge: the challenge of dealing with the inevitable choice of giving some actors a 
voice, whilst others stay absent, and also that these voices are often represented on 
unequal terms (Hardy et al., 2001; Phillips & Hardy, 2002). Again, reflexive dialogues 
with ‘local’ participants could help us deal with this ethical dilemma (Hosking & Pluut, 
2010). Still, we need to accept that there are no simple solutions to these challenges. 
The value of a relational ethic is that it sensitizes us to the political aspects of inquiry 
processes and offers us a dialogic stance, which can help us to encounter them 
(Johnson & Duberley, 2003). 

To conclude, I have argued that putting a relational ethic to work when doing inquiry 
in general, and generative Critical Discourse Analysis in particular, means that the 
researcher takes and stimulates a reflexive stance towards research relations, 
i.e. towards the ways in which they construct Self (the “researcher” or “reflexive 
practitioner”), Other (those who in some way are connected to the inquiry activities 
– now potentially co-researchers) and their relationship (perhaps subject-object, 
perhaps softer differentiations between all those involved in the process of studying 
discourses). Researchers are invited to commit themselves to the crafting of inquiry 
processes on the basis of an orientation of “openness to otherness”. This way the 
researcher can be discoursed as a facilitator of a reflexive, communal exploration of 
the ‘what, why, how, and for whom’ of an inquiry. 

A reflexive stance towards the ethics of conflict
A relational ethic invites those who study situations that are dominated by conflict 
to take a process orientation and to explore how actors can be stimulated to reflect 
upon the ways in which discursive struggles are unfolding. During my engagement 
with discursive struggles, I have experienced that it is a serious challenge to “lean 
towards process” and balance attention for the content (e.g. actor’s discourses of 
patient-centered HIE) and attention for the process (i.e. the power relations that are 
being made and re-made). Balancing process and content is particularly difficult in 
contexts that are dominated by speech genres that are content- and truth driven 
(see chapter 6). Still, I think that generative CDA can make an important contribution 
to discursive struggles by creating awareness about the importance of the how of 
relating. 

In addition, the reflexive CDA scholar could contribute to the unfolding of discursive 
struggles by pointing at the potentials of “softer self-other differentiations” 

64  Examples include the “stage preparations” with the party that had requested the inquiry and e-mail conversa-
tions during which the actors “negotiated” how they would be quoted in the report. In addition, I stimulated reflexivity 
during the interviews by asking actors to reflect upon their role in debates, and that of others. Among other things, I 
invited them to reflect on how others had talked about their participation. This way, I hoped to create an understand-
ing for ‘Other” and a rethinking of the ways in which actors participated in discursive struggles over the nEHR (see 
chapter 6).
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(see chapter two). In this context, Gergen (1999, p. 162) has emphasized the 
transformative powers of “self-reflexivity” as he believes it can encourage those who 
are struggling with their differences to stop defending and blaming, and to start 
listening. Listening in this context means that actors try to understand the Other in 
its social-cultural and social-historical context (Gergen, McNamee, & Barret, 2001). 
During reflexive conversations actors try to build an understanding for the Other 
as a relational Self and then engage in respectful, joint reflections upon the various 
local reality constructions: do we consider them useful, relevant, and so on? In 
addition, it means that we acknowledge that we ourselves play an important role in 
the relational acts of others (Gergen, 1999). After all, our conversational partner is 
likely to fashion his/her relational acts according to the relationship into which s/he is 
speaking (Bakhtin, 1986). If we ourselves blame and attack, this is likely to result in a 
counter-attack or a defense instead of an open and appreciative attitude. A relational 
ethic thus invites us to explore how we could act in ways that invite openness and 
reflexivity. 

In this thesis, I have suggested that the act of unraveling diversity could be one way 
of stimulating reflexivity in the midst of conflict. By articulating opposing discourses, 
the researcher could invite those who participate in discursive struggles to see these 
discourses as local constructions that make sense in relation to varying local norms, 
values and interests, and that could be otherwise. In addition, by articulating the 
discourses that seem to fuel particular ways of relating, or “speech genres” (chapter 
6), researchers can open actors up to more dialogic ways of relating. 

The above resonates with how Johnson and Duberley talk about the emancipatory 
potentials of “epistemic reflexivity”, i.e. reflexivity that is based on an unraveling of 
discursive diversity (in their terms denaturalization):

Here epistemic reflexivity is construed as emancipatory since it sanctions the 
investigation and problematization of the taken-for-granted social constructions 
of reality which are located in the varying practices, interests and motives 
which constitute different communities’ sense making. […] Researchers should 
be concerned to develop new modes of engagement [...]. Through dialogue 
participants should democratically co-determine and co-develop the substantive 
basis of […] knowledge […] Facilitated by […] reflexivity, the […] researcher’s 
contribution must therefore focus upon the processes of the denaturalization 
rather than upon any substantive content: their role must be one of facilitating 
members’ ability to comprehend themselves and their problems in new ways; to 
read and express their own organizational realities through their creation of their 
own texts; those texts would become the basis for reflexive action by enabling 
the development of knowledge and transformative strategies that are practically 
adequate for coping with and resolving members’ own problems (Johnson & 
Duberley, 2003, p. 1290 and 1292). 

To conclude this section, I argue that embracing a relational constructionist meta-
theory means that those who study discourses reflexively centre the ethical aspects 
of inquiry processes in the sense that they carefully think about the realities they are 
making and breaking when participating in discursive struggles. In this context, it 
can be helpful to stimulate reflexive conversations that co-construct some sense of 
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responsibility for the unfolding of an inquiry process, i.e. communal reflections on the 
why, what, how, and for whom of inquiry practices. In contexts that are dominated 
by conflict, those who study discourses can stimulate actors to reflect upon the 
how of relating and to carefully think about the implications of particular self-other 
differentiations. I would suggest that such a reflexive stance is an “ethic of practice” 
(McNamee & Hosking, 2012) that can help the different actors involved to harvest the 
generative potentials of CDA. This brings me to the third and last reflexive concern, 
the concern of making CDA useful. 

7.3	 Reflexive	concern	3:	making	CDA	useful	

As will be clear by now, the assumption that inquiry is a relational process that 
constructs local realities or “local truths” is key to the discourse of reflexivity that I am 
proposing in this chapter. By reflecting upon the local realities we are making and 
breaking, reflexivity can come to stand in the service of processes of transformation, 
besides the more usual serving of scientific communities. This also implies that it 
makes sense to think about the reflexive CDA practitioner as a facilitator of reflexive 
conversations that have transformative potential (Cunliffe & Scaratti, 2017). 

In this thesis I have centred discursive struggles over Health Information Exchange 
(HIE) and have explored the ways in which Critical Discourse Analysis can make a 
‘useful’ contribution to these local struggles. I have also explained that relational 
constructionism means that we think about quality criteria as local-historical and 
local-cultural quality concerns that are endlessly unfolding (McNamee & Hosking, 
2012). Consequently, a reflexive concern with usefulness means that the CDA 
practitioner tries to be responsive to the different interests of the ‘locals’ that have a 
stake in an analysis of discourses or discursive struggles. Below, I would first like to 
focus on the traditional concern of scientific usefulness, Next, I say a bit more about 
the ways in which we could strive for practical usefulness. 

Scientific usefulness
Traditionally, research has been mainly concerned with generalization, which 
depends on adequate validity, reliability and objectivity. Constructionist scholars have 
suggested that such traditional research practices increase the distance between 
scientists and other sorts of practitioner (see especially Gergen, 1994, p. 30-64) 
such that the latter feel they cannot meaningfully “apply” scientific knowledge to their 
own local practices (Cunliffe & Shotter, 2006). A relational constructionist discourse 
illuminates the possibility of focussing on particularization instead of generalization 
(Abma & Stake, 2001), i.e. searching for ways in which inquiry processes can 
create change and “practical knowledges” from within the discursive struggles that 
are studied (McNamee & Hosking, 2012; Cunliffe & Scaratti, 2017). This does not 
withstand that science is still one of the “communities of practice” that are likely to 
have an interest in our inquiries. So how could we make generative CDA useful for 
scientific communities whilst at the same time staying away from the practice of 
making generalizable truth claims? Madison nicely captures this challenge in the 
following quote:
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As human beings, we capture experiences by generalising them, as well as by 
specifying them. As researchers, we must be aware when generalizations take 
the form of ‘truths’ that are really specific to a limited experience or are the result of 
a particular worldview. Just as generalizations are problematic in the truth claims 
they purport, specificity can be problematic in its oblivion to broader implications 
(Madison, 2012, p. 41). 

Madison states that critical researchers thus need to search for the right level 
of generalisation. This could mean that we try to present our work as “small 
stories”. One perhaps obvious way of increasing the likelihood that these small 
stories are interesting for scientific scholars is by responding to their calls for 
future research. With this thesis I have, for instance, tried to respond to the call of 
relational constructionist scholars to explore the “practical potential” of the relational 
constructionist discourse as it is put to work in different contexts or cases (McNamee 
& Hosking, 2012, p. 99) and to share the “adventures” of developing practices that 
make relational constructionist theory “actionable” (Gergen, 1999, p. 167-168). By 
connecting two “actor networks” – that of Critical Discourse Analysis and that of 
relational constructionism – I hope to have contributed to the dialogue on generative 
inquiry and to inspire the scholars from these networks to further explore the 
potentials of a dance between relational construction and CDA.

Another way of creating research texts that are potentially useful for the work and 
lives of scientific scholars is by approaching these texts as invitations into reflexivity. 
We can present the results of an “unraveling of diversity” to scientific scholars in ways 
that promote a reflexive stance towards the discourses that are sketched. I have, 
for instance, published the study of discourses of patient-centeredness (chapter 
five of this thesis) in an article in the journal “Medicine, Health Care and Philosophy” 
(Pluut, 2016). In this publication I invite scientific scholars to accept the diversity in 
discourses of patient-centeredness and to think about the ways in which they can 
make the challenge of handling diversity in local contexts the subject of their inquiries. 

Johnson and Duberley (2003) argue that the power relations that are central to the 
research process are perhaps one of the most fundamental difficulties researchers 
need to deal with if they engage in inquiries that aim to develop “transformative 
redefinitions”. One of these difficulties lies in the earlier discussed challenge of 
reflexive authoring by those who are given the power to write up the discourse 
analysis. It is more likely that the “researcher” is the writer of a text that is addressed 
to scientific communities, because it is often the researcher that is expected to master 
the scientific speech genre in such a way that s/he can get a research text accepted 
for publication. In these cases researchers are pulled into an unequal relation with 
the other participants in discursive struggles, even though they wish to foster 
democratic and reflexive research relationships. In addition, they might feel inclined 
to compromise the story they want to tell because of the dominant discourses of the 
scientific communities that have the power to not publish their work.

[…] Adopting a critical perspective whereby researchers and researched work 
together to develop transformative redefinitions and interventions is not without 
problems. Perhaps the fundamental difficulty lies in the power relations central 
to the research process. […]. Here we must not under-estimate the role that 
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the researcher’s own community plays in sanctioning particular representative 
practices, whose norms may exclude the dissemination of the outcomes of 
collaborative inquiry […]. This creates a key challenge for […] researchers whose 
own survival may depend upon writing for and presenting to a community 
whose quality and validity criteria are at odds with those who derive from their 
epistemological and ontological commitments (Johnson & Duberley, 2003, p. 
1295).

When we reflexively concern ourselves with the usefulness of generative CDA we are 
thus likely to be confronted with the task of balancing the interests of the scientific 
communities, the researcher’s interest in publishing his/her work, and the interests 
of other “communities of practice” involved in an inquiry. One way of doing this 
is by publishing different texts that each focus on serving the interests of another 
distinct group of actors – something I have also suggested in the section on reflexive 
authoring. This way, the researcher can present his/her “small story” in ways that 
respond to the local speech genres, quality criteria and topics of interest65. Let me say 
more about the ways in which CDA could serve the interests of different communities 
of practice in the next section. 

Practical usefulness
The version of CDA that I proposed in this thesis was fuelled by an interest in the 
transformative potentials of inquiry practices. For that reason, I suggested “stimulating 
reflexivity” as one of the “orienting themes” of generative CDA – as I believe it has the 
power to transform realities and relations. CDA scholars are invited to act as “process 
facilitators” (Johnson & Duberley, 2003, p. 1293) who can foster reflexivity as a 
generative resource for discursive struggles. 

A social constructionist view invites the investigator outward – into the fuller realm 
of shared languages. The reflexive attempt is thus relational, emphasizing the 
expansion of the languages of understanding. […] The aim is to realize more fully 
the linguistic implications of preferred positions, and to invite the expression of 
alternative voices or perspectives into one’s activities” (Gergen & Gergen, 1991, 
p. 79)

Ann Cunliffe’s work on reflexivity offers interesting insights into the potential impact 
and “social usefulness” of engagement with discursive struggles (Cunliffe, 2003; 
Cunliffe & Scaratti, 2017). Key to Cunliffe’s approach to what she calls “participant 
reflexivity” or “shared reflexivity” is the belief that if the “researcher” stimulates inquiry 
participants to study the ways in which they “construct and maintain the world”, this 
could help them to participate in more reflexive ways (Cunliffe, 2003, p. 997). Besides, 
the researcher can help the different actors involved to highlight or articulate what 
John Shotter has called “practical theories”: 

These [practical] ‘theories’ may be seen as a complex weave of explicit 
knowledge, embodied responses, and tacit knowing […] Such ‘theories’ include 
intuition, rules of thumb, or gut feelings about what to do and when […]. By using 

65  As is in accordance with our earlier discussion of collaborative inquiry/collaborative reflexivity, the researcher 
ideally discusses this option with the different interested communities during reflexive conversations.
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the logic of the Glance, we may surface these taken-for-granted, provisional, 
contextualized, in-the-moment, ways of making sense, acting, and being and 
their impact in opening up opportunities to create new ways of talking and acting 
(Cunliffe, 2003, p. 998-999). 

Whereas traditional research is often about creating theory about practice (an 
“outside-in approach”), participant reflexivity is about creating theory in practice 
(an “inside-out approach”)(Cunliffe, 2004; Cunliffe & Scaratti, 2017). So rather then 
hoping that our research will be useful or have “social relevance” if it succeeds in 
developing theories that people from practice can “apply” to their local work contexts, 
reflexivity aims to foster and articulate the ever emerging local rationalities of the 
communities we engage in. During this process, “new readings” could emerge, 
resulting in “context-transforming action” for all participants (Cunliffe, 2003, p. 1000). 
In the particular context of discursive struggles over Health Information Exchange 
(HIE), communal processes of reflexivity (or participant reflexivity, or epistemic 
reflexivity) can be seen as conversations during which actors are invited to think about 
the discourses they are promoting, and their implications. They can critically reflect 
upon “the content” (e.g. different views on Health Information Exchange as illuminated 
by different discourses of patient-centeredness), or they could turn their reflexive 
gaze on “the process” (e.g. how they are relating in terms of the speech genre and 
the discourses of knowledge, conflict and policy-making they are putting to work). 
This way they can generate useful insights as to how to deal with diversity and how 
to solve the challenges they are facing when participating in discursive struggles over 
HIE. 

In this thesis, I have suggested that the act of unraveling diversity (either with respect 
to the content or the process) could stimulate communal processes of reflexivity 
and could thus help those who participate in discursive struggles to create “practical 
theories” and/or “transformative redefinitions”. However, as discussed in chapter six, 
more might be needed than ‘feeding’ a report with such an unraveling of diversity into 
the discursive struggles. The role of dialogue facilitation or Johnson and Duberley’s 
“process facilitation” might indeed be needed to pull off reflexive conversations with 
positive, transformative power (Cunliffe & Scaratti, 2017). I think this is an interesting 
avenue for future research into the generative potentials of CDA (also see section 8.3). 

To conclude, the reflexive concern with local usefulness is likely to involve a balancing 
of the interests of scientific communities, the researcher’s interest in publishing his/
her work, and the interests of other “communities of practice” involved in an inquiry. 
Self-reflexivity can be a valuable conversational resource through which those who 
participate in discursive struggles can develop practical theories on how to deal with 
the matters of their concern and the ways in which they go on together. 

I think that every CDA researcher needs to develop “practical theories” about the 
ways in which s/he can foster reflexivity as a generative resource in the local contexts 
of his/her CDA inquiries. Hence, I would invite all CDA researchers to reflexively 
share their experiences with the study of, and strategic engagement with, discursive 
struggles – not with the purpose of generalizing these experiences, but because I 
believe that these “small stories” will help us to continue a productive dialogue on the 
becoming of generative CDA.
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Wrapping up
The following question that captured my main research curiosity was framed in the 
opening chapter of this thesis:

How can a generative version of Critical Discourse Analysis,  
as made possible by the meta-theory of relational constructionism, 

 contribute to the unfolding of discursive struggles over  
Health Information Exchange?

This chapter formulates an answer to this question. First, “Generative CDA” as made 
possible by relational constructionism is summarized. Next, the question on how to 
evaluate contributions to discursive struggles over Health Information Exchange (HIE) 
is discussed. The chapter ends with suggestions for future research into HIE and 
CDA. 

8.1	 Generative	CDA	in	a	nutshell

Traditionally, Critical Discourse Analysis (CDA) aims to address power abuse and 
conflict through the study of discourses and the publication of texts that describe 
struggles amongst actors or classes. The meta-theory of Relational Constructionism 
opens up the possibility to transform CDA. Those who study discourses are 
enabled to shift the focus from saying something about conflicts, to exploring how 
engagement with these struggles could potentially transform them. In other words, 
“generative CDA” as made possible by relational constructionism explores how new 
realities and (working) relations can be generated through engagement with the 
politics of relational processes. Such engagement can enable actors to work with 
their differences in ways they find helpful. 

Relational processes are assumed to be intrinsically political. Not least, because they 
involve the coming together of multiple and potentially conflicting discourses. In some 
contexts, such as in projects that aim to improve Health Information Exchange (HIE), 
the challenge of working with multiple discourses can seem relatively high. In this 
thesis I refer to these contexts as discursive struggles, i.e. relational processes during 
which actors struggle with conflicting discourses. 

Relational constructionism invites us to think of those who study discourses as 
“reflexive practitioners”. This means they are invited to embrace “reflexive doubt”, i.e. 
to take a critical look at the discourses and power relations that are being constructed 
during discursive struggles. Moreover, reflexive practitioners make their own practice 
one of the subjects of inquiry (McNamee & Hosking, 2012). For that reason, I reflected 
upon my engagement with discursive struggles over Health Information Exchange 
(HIE) in this thesis. 

The proposed version of Critical Discourse Analysis – “generative CDA” – was made 
up of four orienting themes and four strategies. By combining the orienting themes 
and strategies, practitioners can reflect on whether and how particular bundles of 
actions (the “strategies”) contribute(d) to the unfolding of discursive struggles in ways 
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that open up possibilities for action, rather than closing them down. In this context, 
I have found it helpful to make a distinction between ‘the what’ and ‘the how’ of 
engagement with discursive struggles. The strategies suggest WHAT those who study 
discourses can do when they participate with discursive struggles. The “orienting 
themes” suggest HOW they could do that in ways that honour a relational ethic of 
openness to otherness. By studying our contribution to the unfolding of discursive 
struggles with the help of the orienting themes and strategies, we gain critical insights 
into the everyday pragmatics of engagement with conflicts over e.g. HIE. 

Four orienting themes 
The first orienting theme, allowing engaged unfolding, refers to an overall orientation 
towards the becoming of an inquiry. Relational constructionism makes it possible 
to focus on creating change from within the discursive struggles that are being 
studied. In other words, reflexive practitioners can explore how they can facilitate 
transformative change on the basis of multi-voiced engagement. If they choose to 
do so, they try to be open to the interests of the multiple communities involved and 
to have them influence the why, what, how, and for whom of an inquiry. Allowing 
engaged unfolding means that the person formerly known as the researcher leans 
away from the practice of design and planning and considers giving space to the 
things that come up during his/her engagement with discursive struggles. This 
way s/he can aim to create “practical theories” that help local practitioners to deal 
with diversity and the related local challenges. Allowing our inquiries to unfold out 
of engagement with discursive struggles, invites us to rethink traditional inquiry 
practices. We can see interviews, desk research, and activities that “mainstream” 
science puts outside its scope (e.g. blogging) as political acts that help the reflexive 
practitioner to enter and become a member of an “actor-network”, to co-define 
issues that are worth studying, and to jointly start inquiries into discursive struggles.

The second orienting theme, appreciating diversity, refers to the assumption 
that different discourses and situations of conflict could be strengths of relational 
processes, rather than weaknesses. A relational constructionist meta-theory provides 
us with a particular context within which the word “critical” needs to be understood. 
The researcher need not critique certain discourses or social orders. Rather, it invites 
him or her to be suspicious or sceptical about any taken-for-granted notion of the real 
and good (Hosking, 2007a). Encounters with Other (other discourses, other persons) 
can help us see the particularities of different discourses. 

Reaping the fruits of diversity can be difficult, though. It requires a process during 
which actors are willing to suspend their discourses and to “engage otherness”. 
Among other things, this thesis has explored how we could appreciate different 
discourses of patient-centeredness. It has illustrated how different discourses help 
us see differences that matter and how HIE projects could be organized in ways that 
invite stakeholders to communally reflect on normative ‘design choices’. 

Stimulating reflexivity, the third orienting theme, can be seen as the process in which 
actors critically examine the discourses they are (re)constructing, and the ethical 
and practical implications hereof. In generative CDA, reflexivity can be nurtured as 
a resource that helps those who participate in discursive struggles to (re)think their 
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discourses and the realities they make and break. Examples of discourses that were 
made candidates for reflexive consideration in this thesis are:
 · discourses of patient-centeredness in relation to HIE (i.e. the ways in which 

information should and could facilitate “caring for patients”, “empowering patients”, 
and ”being responsive”) 

 · discourses of research (“mainstream” discourses and a relational constructionist 
discourse)

 · discourses of knowledge (e.g. knowledge as an asset and ‘the truth’ and 
knowledge as a process and a local product) 

 · discourses of relating (monologue/dialogue, a hard and softer self-other 
differentiation) 

 · discourses of policy making (rationalist/constructionist) 

Based on my participations in discursive struggles over HIE, I have in this thesis 
shown how some “speech genres” (e.g. a hearing by politicians) can hinder 
reflexivity and stimulate monologic ways of relating. Using Bakhtin’s notion of 
“heteroglossia” (1986), I have argued that the generative CDA scholar needs always 
to reflexively consider the option of opening a speech genre up for other ways of 
relating (“divergence” towards e.g. dialogue as a kind of conversations that nurtures 
reflexivity). 

The fourth and last orienting theme is opening to political sensibilities. Generative 
CDA, as made possible by relational constructionism, recognizes that power and 
claims to know are linked, and that consequently, inquiry is a political enterprise. One 
of the implications is that it stimulates those who study discourses to think carefully 
about how they engage with discursive struggles. For this reason, four strategies 
were suggested to help us study the acts of those who participate in discursive 
struggles, and how these acts influence how these struggles ‘go on’. 

Studying strategies
The four strategies that were proposed can be seen as bundles of relational acts that 
we co-construct as coherent sets of actions, and that co-arise out of an openness to 
the political consequences of these actions. The first one, problematization, is based 
on the assumption that problem definitions are political, as they are likely to involve a 
positioning of actors in relation to the problem. It involves the processes during which 
actors define a problem in such ways that reflect their interests, concerns and beliefs. 

The second strategy is named the (re)construction of identities and refers to 
processes during which actors (re)produce the identities of Self, Other, and their 
relationships. Among other things, it points our attention to the political implications 
of constructions of ‘the researcher’ in relation to the other actors that participate in 
discursive struggles. 

The third strategy, unraveling discursive diversity, is a way in which the researcher can 
contribute to the unfolding of discursive struggles, namely by articulating the different 
contested discourses and their implications. 

The fourth and last strategy, producing artefacts, is based on the view that things, 
like research reports, can play an important role in discursive struggles. It refers to the 
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process during which discourses are stabilized by translating them into something 
tangible. Among other things, this strategy invites us to study how actors make and 
re-make artefacts, such as research reports, in ways that support their interests. 

In this thesis, I hope to have shown how the four strategies sensitise us to the political 
aspects of a researcher’s participation in discursive struggles. Among other things, 
they can help us to study and reflect upon:
 · the engaged unfolding of a research project (including reflexive conversations, desk 

research, and blogging); 
 · debates/hearings in national Politics (including the researcher’s participation herein);
 · the politics of inquiries (particularly problematization, the construction of research 

identities, and the (re)makings of research reports). 

Evaluating the contributions of generative CDA 
So how to describe and evaluate the contributions that generative CDA can make? 
In line with the relational constructionist discourse of reflexivity (proposed in chapter 
seven), evaluation in the sense of reflection on the realities and (working) relations 
that are made is not something that is restricted to the end phase of our engagement 
with discursive struggles. In generative CDA, we are invited to communally and 
continuously reflect on the local realties we are making (and not making). The 
combination of strategies and orienting themes provides us with reflexive questions 
that can be posed during our engagement with discursive struggles. The table that 
was introduced in chapter three illustrates this:

STRATEGY EXAMPLES OF QUESTIONS FUELLED BY THE “ORIENTING THEMES”

Problemati-
zation

 · Engaged unfolding: How do we allow for definitions of a problem to unfold out of our 
engagement with different local communities?

 · Appreciating diversity: How does our definition of a problem invite a productive exploration 
of different discourses?

 · Stimulating reflexivity: What discourses are we (re)constructing when we frame the problems 
this way – and with what implications?

 · Opening to political sensibilities: How do we construct power relations (e.g. between 
‘researcher’ and other participants) in the process of framing the problem? 

The (re)
construction 
of identity

 · Engaged unfolding: How can we let self-other relationships unfold during our engagement 
with discursive struggles?

 · Appreciating diversity: How can we work with different identity constructions in productive 
ways? 

 · Stimulating reflexivity: What discourses of Self (perhaps researcher, perhaps reflexive 
practitioner) and Other (perhaps stakeholders, perhaps co-researchers) are we (re)
constructing? How do we deal with the issue of ‘scientific authority’?

 · Opening to political sensibilities: what are the political implications of particular identity 
constructions of e.g. the ‘researcher’ and other participants in an inquiry?
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STRATEGY EXAMPLES OF QUESTIONS FUELLED BY THE “ORIENTING THEMES”

Unraveling 
discursive 
diversity

 · Engaged unfolding: How can inquiries into discursive diversity unfold out of our engagement 
with a certain matter of concern?

 · Appreciating diversity: How can an unraveling of diversity stimulate an appreciation for 
otherness?

 · Stimulating reflexivity: How can an unraveling of discursive diversity stimulate actors to 
critically examine their discourses?

 · Opening to political sensibilities: How are we constructing research relations whilst 
unraveling discursive diversity?

Creating 
artefacts

 · Engaged unfolding: How can we let the when, what, how, and for whom of a research 
report (an “artefact”) unfold out of our engagement with discursive struggles?

 · Appreciating diversity: In what ways does or doesn’t this artefact allow for different 
discourses to co-exist?

 · Stimulating reflexivity: Can we create an artefact that stimulates actors to rethink the 
discourses they are constructing?

 · Opening to political sensibilities: What power relations are or were we (re)producing or 
stimulating when producing an artefact?

Below I reflect on the contributions we can make to the unfolding of discursive 
struggles on a more global level: the ethics and practical usefulness of generative 
CDA are discussed. 

The ethics of our contributions
As explained in chapter seven, a relational constructionist meta-theory illuminates a 
version of generative CDA that makes ethics a central quality concern. A relational 
ethic is based on the principle of openness to otherness and invites us to evaluate 
the contributions of CDA by looking at how it stimulates reflexive ways of going on 
(McNamee & Hosking, 2012). The term generative CDA captures the idea that a 
relational constructionist meta-theory challenges the researcher to continuously strive 
to shape a CDA process that generates possibilities for the future, rather than closing 
them down. It means that s/he who studies discourses refrains from imposing his/her 
views and ‘knowledge’ on others. Rather, s/he tries to empower the actors involved 
by giving them the opportunity to (re)think perhaps taken-for-granted discourses and 
the implications thereof in terms of power relations and local realities. Embracing a 
relational ethic also means that the “researcher” considers to give space to whatever 
comes up and reflects thereupon, so that multiple stakeholders have the power to 
influence the what, why and how of an inquiry. Hence “allowing engaged unfolding” is 
such a crucial orienting theme for generative CDA. 

The study of the unfolding of discursive struggles over HIE in national Politics showed 
how the results of an “unraveling” of a debate can also be used to achieve “power 
over” others and to impose “change from the outside”. Once an unraveling of diversity 
is presented in a research report, actors can choose to give scientific authority to 
that report and use it to support their monologue. In that sense, chapter six was 
illustrative of the power of artefacts. The research reports that were fed into the 
studied struggles seemed to respond to the local actors’ knowledge needs. Yet, a 
relational ethic suggests that this might not be the ideal role for the researcher to play. 
Reflexive authoring as discussed in the former chapter thus needs to be a central 
concern during engagement with discursive struggles. This means that those who 
study discourses search for ways in which their texts invite openness to otherness 
and can soften the differentiations between Self and Other – with the possibility that 
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Self and Other are transformed. At the same time, researchers need to accept that 
they only own half their story, and need to remember to be careful not to impose their 
preferences for dialogue on others. Below I will reflect upon the possibilities for future 
action I hope to have opened up by writing this thesis.

Contributions to local realities
The centring of the quality concern of local usefulness stimulates us to evaluate 
the contributions of CDA in terms of the construction of local realities or “practical 
theories” (Cunliffe & Scaratti, 2017). Key to generative CDA is the idea that by 
recognizing and appreciating discursive diversity, and by stimulating reflexivity, we can 
create “transformative redefinitions”: the actors involved develop relevant discourses 
that can help them deal with both the process of discursive struggles (how to manage 
diversity) and the content of discursive struggles (in the context of this thesis: how to 
organize Health Information Exchange). In a similar vein, we can see our texts about 
(the content or process of) discursive struggles as “small stories”, and we try to write 
them in such a way that they invite our audiences to step into a world of possibilities 
(McNamee & Hosking, 2012). So let me end this section by briefly summarizing the 
worlds I hope to have invited my readers into.

First, I hope this thesis responds to the calls of relational constructionist scholars and 
their search for ways of putting this meta-theory to work. I hope that my stories of 
strategic engagement show the opportunities and challenges of engagement with 
discursive struggles, and that the proposed version of CDA can generate interesting 
discussions on the ways in which we can study and engage with discursive struggles. 
In particular, I hope that this thesis sensitizes the members of scientific communities 
to the political aspects of processes of inquiry. In addition, I hope it stimulates them 
to (re)think the ways in which they can and want to make contributions to whatever 
it is they are studying. Like Cunliffe & Scaratti (2017), I think we need to further 
explore the ways in which we can embed impact in our inquiries so that we generate 
socially useful “knowledges”. I hope the generative framework, with its combination 
of strategies and orienting themes, helps those who study the unfolding of discursive 
struggles to carefully consider the ways in which they can engage themselves with 
the politics of producing problem definitions, research relations, doing analyses, and 
creating artefacts. 

Second, I hope that this thesis shows how discursive struggles over Health 
Information Exchange (HIE) are an interplay of a wide variety of discourses that are 
being promoted, contested, defended, enacted, changed, and so on. In my “small 
stories” about these struggles, I have highlighted discourses of patient-centeredness 
and their implications for HIE solutions. Besides, I have argued that it is relevant 
to pay attention to how we organize HIE projects and to how we discuss HIE 
complexities, because this increases the likelihood that we make dissensus tolerable 
or even productive. In this context, I have directed attention to the option of engaging 
multiple stakeholders during discussions on the design of HIE, to the relevance of 
reflecting on our discourses of policy-making (rationalist or constructionist), and to 
think carefully about the speech genres we practice (monologue or dialogue). 
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8.2 Suggestions for future research into Health Information 
Exchange
I hope this thesis offers a compelling story about how Health Information Exchange 
is so much more than a technical challenge: it is a highly political enterprise. Given 
the main research curiosity and its centering of CDA as made possible by a relational 
constructionist meta-theory, many discussions in this thesis were philosophical. 
Hence, I can imagine that most practitioners that concern themselves with patient-
centered care and HIE have at the very best read or scanned only parts of this 
doctoral thesis. Still, I hope to have stimulated productive reflections on how to deal 
with the political challenges of HIE.

I think that every practitioner that wants to improve HIE is likely to be faced with 
discursive diversity and, consequently, with conflicts. Therefore, they need to find 
ways to avoid these conflicts becoming dysfunctional, i.e. that they become an 
impregnable obstacle in the process of making healthcare a better place for patients. 
I truly believe that conflicts on HIE can be productive, and that reflections on 
different discourses can spark creativity, energy and productive ways of organizing 
healthcare. Consequently, I hope that this thesis will inspire those who work in 
the area of Health Information Exchange to pay careful attention to the different 
discourses that are being put to work (or overlooked), and that they will make the 
productive management of these different discourses one of their key concerns 
(also see Pluut, 2016). I hope that they will take from this thesis a sensitivity towards 
different discourses of patient-centeredness and I invite them to stimulate communal 
reflections on how to work with diversity in the particular context of their HIE project. 
Future research could share the stories of such explorations, so that we together 
develop “practical theories” about patient-centered Health Information Exchange.

8.3 Suggestions for future research into discursive struggles

I would suggest two directions for future research on the unfolding of discursive 
struggles, based on what I feel are the main limitations of this thesis. First, I think that 
the present project lacks a thorough exploration of the option of dialogue facilitation. 
As I have concluded earlier in this thesis, presenting an unraveling of discursive 
diversity in a research report and feeding this back into discursive struggles might 
not be enough to stimulate reflexivity. For that reason, I suggest that future research 
explores the ways in which the process of studying discourses can indeed persuade 
those who participate in discursive struggles to suspend their assumptions and to 
jointly explore the possibilities for “positive action”. 

Initiating dialogue is a delicate enterprise. The CDA scholar faces the challenge of 
making the various actors enthusiastic about the potentials of dialogue, without 
imposing this conversational opportunity upon them. It thus asks for the facilitation of 
a “skilful process” (Hosking & Morley, 1991). I hope that future research can develop 
our insights on how to spark and facilitate such skilful processes – processes that 
make positive use of discursive diversity in the midst of conflict. 
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A second limitation of the present study of my engagement with discursive struggles 
over HIE is that it has not fully explored the potentials of participative inquiry. I was 
‘in charge’ of most parts of the inquiries. Perhaps it is easier to realize the potentials 
of reflexivity as a conversational resource when stakeholders are more involved in 
determining the what, why and how of an inquiry. Surely the inquiries presented 
in this thesis were triggered by questions of local practitioners, and their set-up 
was negotiated with the clients requesting the inquiries but, in the end, I initiated 
negotiations on the research questions, I wrote the inquiry proposals, I did the 
“interviews”, and I wrote the reports. Again, future research could explore how the 
process of studying discourses could be shared more equally amongst a variety of 
stakeholders and how this opens them up to productive ways of dealing with conflict. 

Let me end this thesis by expressing the hope that readers will reply to this text and 
share suggestions about the study of discursive struggles. Given my appreciation for 
diversity and reflexivity it should come as no surprise that I am fully willing to suspend 
and (re)think the proposed discourse of generative CDA. What matters most, is that 
we continue the dialogue on the generative potentials of processes of inquiry and the 
ways in which we can contribute to the unfolding of discursive struggles.
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Summary
Projects that aim to improve Health Information Exchange (HIE) are often hampered 
by long, drawn-out discussions. Among other things, there is considerable debate 
on the role patients should have in the process of exchanging health information. The 
argument of this doctoral thesis is that it is helpful to approach discussions on HIE 
as discursive struggles: processes during which actors struggle with an interplay of 
multiple discourses. By articulating discourses and stimulating communal reflections, 
actors can be empowered to work with their differences in ways they find helpful.

In pursuit of the above, a generative version of Critical Discourse Analysis (CDA) is 
developed on the basis of a relational constructionist meta-theory. Those who study 
discourses are allowed and invited to explore how they can transform conflicts into 
productive dialogues. This is a radical departure from traditional approaches to CDA, 
which are mainly focused on understanding power relations and conflicts.

The above is undertaken through a reflexive practitioner orientation. Part of what this 
means is that reflections on my own engagement with discursive struggles are used 
to answer the following question:

How can a generative version of Critical Discourse Analysis, as made possible 
by the meta-theory of relational constructionism, contribute to the unfolding of 

discursive struggles over Health Information Exchange?

The core concepts of this question are briefly discussed below. 

The potentials of relational constructionism
A relational constructionist meta-theory offers exciting new possibilities for viewing 
and doing research. Relational constructionism can be seen as a particular version of 
social constructionism. It centers relational processes as they produce multiple local 
realities. Among other things, the meta-theory of relational constructionisms allows 
the researcher a) to let go of a detached stance, b) to set aside the usual separation 
of fact and value, c) to do something other than search for potentially universal truths, 
and d) to de-centre the interests and quality criteria of Science. In other words, by 
embracing relational constructionism, I was able to: engage with discursive struggles 
over HIE as a reflexive practitioner; to have multiple communities (not just science 
communities) influence the what, why and how of my research efforts, and to centre 
ethics and local usefulness as quality criteria. 

Discourse as a tool
In this thesis, “discourse” is presented as an analytical tool with which we can 
study multiple local realities. Discourse is defined as an interrelated set of texts and 
practices that bring an object into being. 

Relational processes often involve a coming together of different and potentially 
conflicting discourses, which is part of why these processes are viewed as intrinsically 
political. In some contexts, such as in many HIE projects, the challenge of dealing 
with different discourses seems relatively high. In this thesis I refer to such contexts as 
discursive struggles. 
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Nelson Phillips and Cynthia Hardy make interesting revisions to traditional CDA. 
For that reason, their approach to CDA served as a useful starting point for my 
exploration of the potentials of relational constructionism for the process of studying 
discursive struggles. At the same time, however, they do not explore the generative 
potentials that are opened up by recognizing the researcher’s participation in 
discursive struggles. In this thesis, I explore this largely neglected theme and 
approach the process of studying discourses as a process that potentially transforms 
discursive struggles. Further, I point out that those who study discourses may make 
“transformation” their main concern – which is a radical departure from traditional 
CDA. 

Generative CDA
The version of CDA here proposed suggests that the process of studying discourses 
can empower those that participate in discursive struggles to generate new realities 
and relations. In this context, I have found it helpful to make a distinction between the 
WHAT and the HOW of engagement with discursive struggles and suggest that those 
who study discourses work with a combination of four, maybe implicit, strategies and 
four orienting themes.

The strategies direct our attention to WHAT actors, including the researcher, (can) 
do during their participation in discursive struggles and how these acts (re)construct 
power relations. The first strategy, problematization, involves processes during 
which actors define a problem in such ways that reflect their interests, concerns and 
beliefs. From an analytical point of view, it is based on the assumption that problem 
definitions are political, including problem definitions of Health Information Exchange 
and those that gave way to the research projects in which I participated and that are 
reflexively studied in the thesis. 

The second strategy I have named the (re)construction of identities to refer to 
processes during which actors (re)produce the identities of Self, Other, and their 
relationships. Among other things, it directs our attention to the political implications 
of constructions of ‘the researcher’ in relation to the other actors that participate in 
discursive struggles. 

The third strategy, unraveling discursive diversity, can be seen as a way in which 
the researcher can contribute to the unfolding of discursive struggles, namely by 
articulating the different contested discourses and their implications. 

The fourth and last strategy, producing artefacts, is based on the view that things, like 
research reports, can start to play an important role in discursive struggles. It refers 
to the process of stabilizing discourses by translating them into something tangible. 
Among other things, I used this strategy to study how actors re-made the research 
reports I produced and how that made sense in relation to the discourses that 
seemed to dominate debates over HIE. 

Throughout the thesis, I use these four strategies to study the discursive struggles 
in which I participated as a researcher/consultant. Further, by bringing in additional 
“orienting themes”, I am able to reflect upon HOW engagements contribute(d) to the 
unfolding of discursive struggles. The orienting themes are labeled as: a) allowing 
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engaged unfolding; b) appreciating diversity; c) opening to political sensibilities; and d) 
stimulating reflexivity. These themes are shortly outlined below. 

Allowing engaged unfolding
Engaged unfolding can be seen as standing in contrasting relation with the 
“mainstream” science practice in which The Researcher plans and designs 
inquiries on the basis of a detached stance towards that what is studied. It refers to 
engagement with discursive struggles in ways that leave space for multiple voices 
to influence the what, how, why, and for whom of processes of inquiry (McNamee 
& Hosking, 2012). With the help of the four strategies, I study how my PhD journey 
unfolded out of my engagement with the politics of HIE (chapter four). In addition, 
I explain how it makes sense to include activities in the analysis of engagement 
that traditional discourse analysis puts outside the boundaries of inquiries. I for 
instance study my online engagement with discursive struggles through the writing 
of blog articles and will argue that this helped me to develop and promote particular 
problematizations of HIE. I also reflect on how interesting inquiries unfolded out of my 
engagement with actors in the Dutch HIE network. 

Appreciating diversity
Although it can be a challenge to deal with different discourses, I argue that there are 
important reasons to appreciate diversity and to search for ways of making conflict 
tolerable or even productive. Among other things, I have explored how discourses 
of patient-centeredness provide opportunities for HIE projects. On the basis of an 
analysis of scientific texts that discuss the meaning of patient-centeredness, chapter 
five sketches three discourses of patient-centeredness: 1) “caring for patients”, 2) 
“empowering patients”, and c) “being responsive”. Each of these discourses has 
different things to say about the why of patient-centeredness, the patient’s identity, 
the role of the healthcare professional, responsibilities for medical decision-making, 
and the role of health information. In the thesis, I explain how an articulation of these 
different discourses helped me to center and deal with the political challenges of HIE 
as a reflexive practitioner. 

Opening to political sensibilities
The theme of “opening to political sensibilities” orients the CDA scholar to study how 
the acts of those who participate in discursive struggles co-produce power relations. 
Because I assume that processes of inquiry are – like all relational processes – 
political – this includes the researcher’s performances. In this view, researchers are 
not seen as neutral bystanders that acquire more or less objective knowledge. Rather, 
they are viewed as co-producers of both power relations and discourses as they 
engage with discursive struggles. In chapter six, I study my participation in conflicts 
over a national infrastructure for Health Information Exchange in the Netherlands. 
Among other things, I study how I fed two research reports into debates in National 
Politics and how these were re-made by politicians. I make sense of these re-makings 
by unraveling the discourses of policy-making that seemed to dominate the debate 
and reflect on the transformative potentials and challenges of research reports 
(“artefacts”) that present a study of discursive struggles within the context of National 
Politics. 
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Stimulating reflexivity
Unlike most approaches to reflexivity, relational constructionism suggests that 
reflexivity need not be aimed at heightening the quality of truth claims. In chapter 
seven I rather suggest that CDA scholars reflect on the quality of their inquiries in 
terms of coherence, ethics and usefulness for multiple communities. I invite them 
to nurture reflexivity as a conversational resource because it can help those who 
participate in discursive struggles to (re)think their discourses and the realities they 
make and break. In this thesis, I open various discourses up for reflection, such as 
discourses of research and knowledge, policy-making, and patient-centeredness. By 
stimulating communal reflections upon such discourses, reflexivity can come to stand 
in the service of processes of transformation, besides the more usual serving of the 
publication of scientific texts for scientific communities. 

To conclude
In line with the proposed discourse of reflexivity, I do not approach this thesis as an 
attempt to discover and tell the truth about Health Information Exchange. Rather, I 
see this thesis as a collection of stories that invite my readers to step into a world of 
possibilities. Among other things, I hope this thesis responds to the calls of relational 
constructionist scholars who search for ways of putting this meta-theory to work. The 
reflections on my engagement hopefully show the opportunities and challenges of 
generative inquiry and sensitize the members of scientific communities, including CDA 
scholars, to the political and transformative aspects of processes of inquiry. 

In addition, I hope that this thesis shows how discursive struggles over Health 
Information Exchange (HIE) can be viewed as the interplay of multiple discourses that 
are being promoted, contested, defended, changed, and so on. In my reflections on 
these struggles, I hope to have offered a compelling story of why it is so important to 
pay attention to how we organize HIE projects, and why it can be helpful to articulate 
and communally reflect on relevant discourses. A reflexive orientation towards the 
why and how of conflicts over HIE increases the likelihood that we make these 
conflicts tolerable or even productive. All my readers are therefore invited to join the 
dialogue on how we can make HIE work in ways that make healthcare a healing and 
healthy environment for patients – and how inquiries can make useful contributions to 
this.
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Samenvatting in het Nederlands 
Langslepende discussies zorgen er vaak voor dat informatie-uitwisseling in de zorg 
niet of nauwelijks van de grond komt. Er is onder andere veel discussie over de 
rol van patiënten. In dit proefschrift pleit ik ervoor om discussies over informatie-
uitwisseling te benaderen als discursieve strijd: processen waarbij de betrokken 
actoren worstelen met een diversiteit aan discoursen. Door die discoursen te 
articuleren en door reflectie te stimuleren, worden de betrokken actoren beter in staat 
gesteld tot het op een constructieve manier omgaan met verschillen. 

Met dit proefschrift ontwikkel ik een generatieve versie van kritische discours-analyse 
vanuit een relationeel constructionistische metatheorie. Ik nodig onderzoekers uit om 
te verkennen hoe ze conflicten kunnen omvormen naar constructieve dialogen. Dit is 
een radicale koerswijziging ten opzichte van traditionele benaderingen van kritische 
discours-analyse, die vooral gericht zijn op het begrijpen van machtsrelaties en 
conflicten. 

Dit promotieonderzoek kan geplaatst worden in de traditie van reflecterende 
professionals (‘reflexive practitioners’): ik reflecteer op mijn eigen deelname aan 
discussies over informatie-uitwisseling teneinde de volgende vraag te beantwoorden: 

Hoe kan een generatieve versie van kritische discours-analyse, zoals mogelijk 
gemaakt door relationeel constructionisme, een bijdrage leveren aan het verloop 

van discursieve strijd rondom de uitwisseling van gezondheidsinformatie?

De kernbegrippen uit deze vraagstelling worden in deze samenvatting stuk voor stuk 
toegelicht. 

De kansen van het relationeel constructionisme 
Een relationeel constructionistische metatheorie maakt spannende nieuwe manieren 
van onderzoek mogelijk. Relationeel constructionisme kan gezien worden als een 
specifieke vorm van sociaal constructionisme. Een relationeel constructionistische 
metatheorie richt onze aandacht op de co-creatie van lokale werkelijkheden tijdens 
communicatie. Relationeel constructionisme biedt de onderzoeker onder andere 
de mogelijkheid om: a) een gedistantieerde onderzoekshouding los te laten; b) 
de gebruikelijke scheiding tussen feit en waarde te laten varen; c) iets anders te 
doen dan zoeken naar universele, waarschijnlijke waarheden; d) de interesses en 
kwaliteitscriteria van De Wetenschap een minder centrale plek te geven. 

Met andere woorden, door de metatheorie van het relationeel constructionisme te 
omarmen, was het voor mij mogelijk om me als een ‘reflecterende professional’ 
te mengen in conflicten over informatie-uitwisseling in de zorg (Health 
Information Exchange – HIE); om uiteenlopende groepen van actoren (niet alleen 
wetenschappers) invloed te laten uitoefenen op het wat, waarom en hoe van mijn 
onderzoeksinspanningen en om aanvullende kwaliteitscriteria een centrale plek te 
geven, zoals ethiek en nut voor de lokale praktijk. 
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Discoursen als gereedschap
In dit proefschrift benader ik ‘discoursen’ als analytisch gereedschap waarmee we 
verschillende lokale werkelijkheden kunnen bestuderen. Discours is gedefinieerd als 
een samenhangende set teksten en praktijken die een object tot leven brengen. 

Tijdens gesprekken komen vaak meerdere en mogelijk conflicterende discoursen 
samen. Mede daarom benader ik communicatie als intrinsiek politiek. In sommige 
contexten, zoals in veel HIE-projecten, lijkt de uitdaging om met verschillende 
discoursen om te gaan relatief groot. In deze dissertatie verwijs ik naar zulke 
contexten als ‘discursieve strijdtonelen’ (‘discursive struggles’). 

Nelson Phillips en Cynthia Hardy hebben de traditionele Kritische Discours-Analyse 
(KDA) op interessante manieren herzien. Om die reden was hun werk een nuttig 
vertrekpunt voor mijn verkenning van de kansen van relationeel constructionisme 
voor de studie van discursieve strijdtonelen. Tegelijkertijd hebben zij niet verkend 
welke generatieve kansen ontstaan als we erkennen dat de onderzoeker participeert 
in discursieve strijd. In dit proefschrift verken ik dit grotendeels onderbestudeerde 
thema en benader ik de studie van discoursen als een proces dat discursieve strijd 
kan ombuigen naar constructieve gesprekken. Bovendien stel ik dat de mensen die 
discoursen bestuderen zich ook op een dergelijke transformatie mogen focussen. Dit 
is een radicaal andere insteek dan die van de traditionele KDA. 

Generatieve KDA
De versie van KDA die ik in dit proefschrift presenteer, stelt dat de studie van 
discoursen een proces van ‘empowerment’ kan zijn: het kan actoren op het 
discursieve strijdtoneel beter in staat stellen tot het genereren van nieuwe 
werkelijkheden en nieuwe relaties. Daarbij vind ik het waardevol om een onderscheid 
tussen het WAT en HOE van betrokkenheid bij discursieve strijd te maken en nodig ik 
discours-onderzoekers uit om te werken met een combinatie van vier strategieën en 
vier oriënterende thema’s.

De strategieën vestigen de aandacht op WAT actoren, inclusief de onderzoeker, 
(kunnen) doen tijdens hun deelname aan discursieve strijd en hoe dat machtsrelaties 
beïnvloedt. 

De eerste strategie, problematisering, betreft het proces waarbij actoren een 
probleem op een dusdanige manier formuleren dat het hun belangen, zorgen 
en overtuigingen weerspiegelt. Deze strategie is gebaseerd op de aanname dat 
probleemdefinities altijd politiek zijn, dus ook probleemdefinities ten aanzien van de 
uitwisseling van gezondheidsinformatie en probleemdefinities die ten grondslag liggen 
aan de onderzoeksprojecten die in dit proefschrift onder de loep worden genomen. 

De tweede strategie noem ik het (her)construeren van identiteiten. Dit verwijst naar 
het proces waarbij actoren de identiteiten van het Zelf, de Ander en de relaties tussen 
zichzelf en de ander (her)produceren. Deze strategie vraagt onder andere aandacht 
voor de politieke gevolgen van constructies van de Onderzoeker in relatie tot de 
andere deelnemers aan discursieve strijd. 
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De derde strategie, het ontrafelen van diversiteit, kunnen we zien als een manier 
waarop de onderzoeker een bijdrage kan leveren aan de manier waarop discursieve 
strijd zicht ontwikkelt, namelijk door het articuleren van de verschillende, mogelijk in 
conflict zijnde discoursen en hun implicaties.

De vierde en laatste strategie, het produceren van artefacten, is gebaseerd op de 
idee dat dingen, zoals bijvoorbeeld onderzoeksrapporten, op zichzelf een belangrijke 
rol kunnen gaan spelen in discursieve strijd. Deze strategie verwijst naar het 
proces waarbij discoursen worden gestabiliseerd tot iets tastbaars. Ik gebruik deze 
strategie onder andere om te bestuderen hoe actoren de onderzoeksrapporten die 
ik produceerde reproduceerden en ik duid die reproducties door te kijken naar de 
discoursen die het debat over HIE domineerden. 

In het proefschrift komen de vier strategieën steeds weer terug. Ik gebruik ze om de 
discursieve strijd waarin ik me als onderzoeker/consultant mengde te onderzoeken. 
Door hieraan vier ‘oriënterende thema’s’ toe te voegen, was ik in staat om te 
reflecteren op de wijze waarop mijn deelname aan discursieve strijdtonelen bijdroeg 
aan het verloop van diezelfde discursieve strijd. De oriënterende thema’s luiden als 
volgt; a) interactief ontwikkelen; b) diversiteit waarderen; c) openstaan voor politieke 
gevoeligheden en d) reflexiviteit stimuleren. Deze thema’s licht ik hieronder kort toe. 

Interactief ontwikkelen 
Interactief ontwikkelen kunnen we afzetten tegen de ‘normaal-wetenschappelijke’ 
praktijk waarbij De Onderzoeker een onderzoek bedenkt en ontwerpt op basis van 
een afstandelijke houding tegenover dat wat hij/zij bestudeert. Het verwijst naar het 
gaandeweg ontwikkelen van het wat, hoe, waarom en voor wie van onderzoek naar 
discursieve strijd. Dit op basis van interacties met de betrokkenen. 

Met behulp van de vier strategieën bestudeer hoe het in dit proefschrift beschreven 
promotieonderzoek zich gaandeweg ontwikkelde vanuit mijn betrokkenheid bij HIE 
(hoofdstuk vier). Ik leg bovendien uit waarom het logisch is om in de analyse van 
mijn betrokkenheid activiteiten mee te nemen die door de traditionele KDA buiten 
de grenzen van ‘het onderzoek’ worden geplaatst. Ik bestudeer bijvoorbeeld mijn 
online betrokkenheid bij de discursieve strijd omtrent HIE en stel dat het schrijven 
van blogartikelen mij hielp om een bepaalde problematisering van HIE te ontwikkelen 
en te bepleiten. Ik reflecteer ook op hoe interessante onderzoeken voortvloeiden uit 
gesprekken met actoren in het Nederlandse HIE-netwerk. 

Diversiteit waarderen
Alhoewel het een behoorlijke uitdaging kan zijn om met verschillende discoursen 
te werken, stel ik dat er belangrijke redenen zijn om diversiteit te accepteren en 
om te zoeken naar manieren waarop we conflicten acceptabel of zelfs productief 
kunnen maken. Ik heb onder andere verkend hoe verschillende discoursen van 
patiëntgerichtheid kansen bieden voor HIE-projecten. Op basis van een analyse van 
wetenschappelijke teksten die de betekenis van patiëntgerichtheid bediscussiëren, 
schets ik in hoofdstuk vijf drie discoursen van patiëntgerichtheid: 1) zorgen voor 
patiënten; 2) patiënten empoweren en 3) responsief zijn. Elk van deze discoursen zegt 
andere dingen over het waarom van patiëntgerichtheid, de identiteit van de patiënt, 
de rol van de zorgprofessional, verantwoordelijkheden voor medische besluitvorming 
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en de rol van gezondheidsinformatie. In het proefschrift leg ik uit hoe het articuleren 
van deze discoursen mij heeft geholpen bij het centraal stellen en omgaan met de 
politieke uitdaging van HIE. 

Openstaan voor politieke gevoeligheden
Het thema ‘openstaan voor politieke gevoeligheden’ nodigt de KDA-onderzoeker uit 
tot het bestuderen van de manieren waarop machtsrelaties worden geconstrueerd 
door hen die deelnemen aan discursieve strijd. Omdat ik ervan uitga dat 
onderzoeksprocessen net als alle andere relationele processen politiek zijn, betreft 
dit thema ook de optredens van de onderzoeker op het discursieve strijdtoneel. Ik 
benader onderzoekers niet als neutrale toeschouwers die min of meer objectieve 
kennis vergaren. Vanwege hun deelname aan discursieve strijd worden onderzoekers 
daarentegen gezien als coproducenten van discoursen en machtsrelaties. 

In hoofdstuk zes bestudeer ik mijn deelname aan conflicten omtrent een landelijke 
infrastructuur voor de uitwisseling van gezondheidsinformatie in Nederland (het 
landelijk EPD). Ik bestudeer onder andere hoe ik twee onderzoeksrapporten inbracht 
in debatten in de landelijke politiek en hoe deze rapporten werden gereproduceerd 
door politici. Ik duid deze reproducties door het ontrafelen van de discoursen van 
beleidsvorming die het debat leken te domineren en reflecteer op de uitdagingen en 
kansen tot transformatie bij het schrijven van rapporten die verslag doen van een 
onderzoek naar discursieve strijdtonelen in de context van de landelijke politiek. 

Reflexiviteit stimuleren 
In tegenstelling tot de meeste benaderingen van reflexiviteit, suggereert relationeel 
constructionisme dat reflexiviteit niet gericht hoeft te zijn op het vergroten van de 
kwaliteit van waarheidsclaims. In hoofdstuk zeven stel ik daarom voor dat KDA-
onderzoekers reflecteren op de kwaliteit van hun onderzoeken in termen van 
coherentie, ethiek en nut voor meerdere groepen van stakeholders. Ik nodig hen 
uit om reflexiviteit tijdens gesprekken te koesteren, omdat het de deelnemers aan 
discursieve strijd kan helpen bij het (opnieuw) doordenken van hun discoursen en 
de werkelijkheden die daarmee worden gemaakt en gebroken. In dit proefschrift stel 
ik verschillende discoursen open voor reflectie, zoals discoursen van onderzoek en 
kennis, discoursen van beleidsontwikkeling en discoursen van patiëntgerichtheid. 
Door het stimuleren van gezamenlijke reflecties op zulke discoursen, kan onderzoek 
in dienst van veranderprocessen komen te staan.

Tot slot
Dit promotieonderzoek was voor mij geen poging tot het ontdekken en presenteren 
van De Waarheid over de uitwisseling van gezondheidsinformatie (HIE). Ik zie dit 
proefschrift liever als een verzameling verhalen waarmee ik mijn lezers uitnodig om 
nieuwe inzichten te ontwikkelen over patiëntgerichte zorg, informatie-uitwisseling 
en impactvol onderzoek naar conflicten. Ik hoop dat dit proefschrift onder andere 
gehoor geeft aan de oproep van wetenschappers die op zoek zijn naar manieren 
waarop relationeel constructionisme in de praktijk kan worden gebracht en naar hoe 
onderzoek meer impact kan hebben. De reflecties op mijn betrokkenheid bij conflicten 
tonen enkele kansen en uitdagingen van generatief onderzoek. Hiermee hoop ik 
wetenschappers, inclusief kritische discours-analisten, meer bewust te maken van 
de politieke en mogelijk transformerende aspecten van onderzoek. Hopelijk laat 
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dit proefschrift overtuigend zien dat conflicten over informatie-uitwisseling vaak 
neerkomen op een strijd tussen discoursen. Met de verhalen over mijn betrokkenheid 
bij die conflicten hoop ik duidelijk te hebben gemaakt waarom het zo belangrijk is om 
zorgvuldig stil te staan bij hoe we HIE-projecten organiseren en waarom het zinvol is 
om gezamenlijk op in conflict zijnde discoursen te reflecteren. Dit vergroot namelijk de 
kans dat we conflicten ombuigen naar productieve gesprekken. 

Ik nodig al mijn lezers uit om samen de dialoog te voeren over hoe we informatie 
zo kunnen uitwisselen dat de zorg een betere plek voor patiënten wordt – en hoe 
onderzoek hier een zinvolle bijdrage aan kan leveren.
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Words of thanks
What a journey this has been. It was long, enriching, and full of moments of serious 
doubt, joyful insights, and sparkling inspiration. It was also full of engagements with 
great people, who contributed to this thesis in very different and significant ways. 

First of all, I like to express my gratitude to my supervisor, Dian Marie Hosking. 
The returning themes in your feedback were coherency, in terms of putting meta-
theoretical assumptions to work, and anticipation of how texts could be misread if 
actors were to bring in other meta-theoretical assumptions. Sometimes your spot-
on comments created moments of despair (“I’m never gonna get this done!”), but 
in the end, such reflexive doubts always helped me to see new possibilities, and so 
they created useful transformations of texts. You have taught me a great deal about 
writing as a form of inquiry, and about the potentials and challenges of relational 
constructionism as a meta-theory. You always took the time for what you like to call 
“slow learning” and to have productive dialogues on the dance between relational 
constructionism, Critical Discourse Analysis, and my reflexive practice. You have 
stimulated me to read a great many inspiring texts, you pushed me to write, rewrite, 
and to continue polishing, to develop discourses, to articulate arguments, and so on. 
Working with you was just a beautiful example of the positive powers of teamwork, 
reflexivity, and dialogue. A sincere thank you for being my supervisor, and for being so 
much more. 

Then my paranymphs. First Helen, my dear sister. Not many sisters study the same 
subjects at the same university, and then both continue their academic journey by 
writing a doctoral thesis. I have learned a lot from your impressive academic writing 
skills and highly appreciate the time you took to read this thesis. Apart from that, I am 
grateful for our loving relationship, the moments with Jaap en Merijn, and for the ways 
in which we share our love for Joshua, Wende en Mirko. It is a comforting thought to 
have you by my side as one of my paranymphs. 

Paulien, we have known each other for so long, I cannot imagine how it is to not 
have you as my dear friend. It started with a series of ridiculously lengthy phone calls. 
Nowadays we prefer face-to-face conversations – but we still know how to have long 
conversations in which we easily switch between silly stuff and the big things in life. 
You are gifted with a great talent for compassion and listening, so I can always come 
to you to blow off steam. This way you have often helped me to regain the motivation 
and confidence I needed to finish this thesis. On top of that, there is no person on this 
planet that can make me laugh the way you do. For that reason, I am positive that 
you will also help me to fully enjoy the day of my defence. Thanks for being you, Pau.

Rudi, thank you for your creativity, and for designing the cover and layout of this 
thesis with catching enthusiasm. It was a pleasure working with you.

I would also like to take this opportunity to thank all those practitioners who have 
engaged with me in conversations about Health Information Exchange (HIE) and how 
this can help to make healthcare a better place for patients. Thanks for stimulating 
reflections, for co-creating insights into the arguments pro and con various forms of 
HIE, for helping me to articulate the discourses that seem to be put to work. I am 
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looking forward to future conversations on the ways in which we can productively 
work with discursive diversity in healthcare. 

All my Zenc-buddies, thank you! I could not have wished for a more inspirational, fun 
and impactful working context. Arre, Ko, Marcel, Arno, thanks for giving me the space 
to combine this PhD project with my work as a consultant. Without Zenc, this thesis 
would have looked completely different. What a diverse bunch of characters we were 
– we are…! I cannot wait for our next reunion. 

Fellow PhD candidates, especially Pim, Lizet, Loes, Gerolf, and Theo: thanks for the 
interesting conversations on our research projects. It was great to share experiences 
and to jointly reflect on the why and how of doing a PhD. 

Geerta, dear mother, where would I have been without your support? You must have 
taken care of the children for hundreds of days, and I always knew they were in loving 
hands, so that I could spend time on my PhD without having to feel guilty. In between 
my writing labour, we would drink coffee and have lunch together. Then you would 
always ask me whether I was getting along well, and if not, you would search for 
ways to motivate me and feel confident. You never doubted that I would finish this 
PhD. And above all that, you have suggested many important textual changes to this 
PhD on the basis of your impressive language skills. Our bond has grown deeper over 
the years, for which I am utterly grateful. Thank you for being a great mother in so 
many ways. 

My dear father, Arne. Words cannot express how much I regret that we have not 
been able to discuss the texts that make up this thesis and that I will not be able to 
see that twinkle in your eyes when I am finishing my PhD journey. Your sincere interest 
in my practice and the writings and people that inspired me, were always extremely 
encouraging. How I loved our reflections on our personal journeys through life – on 
the challenges and moments of joy. How I miss our walks with our beloved Bongo. 
Thank you so much for all the love and wisdom you shared with me throughout the 
years and that have greatly contributed to this thesis. 

My dear grandmother, oma de Jong. Like my father you are not able to witness the 
end of this PhD journey. I sometimes stayed with you for a few days to work on my 
thesis in your quiet, internet-free house. Days of good progress and of lots of fun 
together as well. Thanks for our close bond. I miss our almost daily talks a lot. 

My close relatives and dear friends, who all contributed direct or indirect to this thesis 
in their own special ways, especially: my dear brother Frederik, Linda, Jaap (thanks 
for feeding me with inspirational texts on health and healthcare), Arnout (thanks 
for our highly reflexive talks and your help with my presentations on the material 
presented in this thesis), Mirjam, Ria and Sven (love our holidays), Joost, Kim, Edwin 
(great to have you as the facilitator of the mini-symposium), Iwona, Jacolien, Martin, 
Eveline, Bart (thanks for finding Zenc!), Marlies, Peter, Ellen, Jo and Annamarie (thank 
you for enabling writing marathons by having the kids), Stephan, Hanna (thanks for 
all the writing time you created by being such a talented “oppas”). Thanks all, for your 
love, friendship and support. I feel surrounded by a loving network of beautiful people, 
and that makes me a grateful person. 
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Wende, Joshua, and Mirko, it is so wonderful to be your mother, to be able to see you 
grow up and to help you where I can in this big adventure called life. We share many 
moments of love and joy. Wende, despite your age, you have shown a sincere interest 
in “mama’s boek”. I will never forget you saying that after writing this book mama will 
“not be a doctor who cures people, but who fixes arguments”. You are so bright and 
I am looking forward to increasingly sharing our curiosity, eagerness to learn, and our 
reflections on life as you grow older. Joshua, I cherish our warm and uncomplicated 
relationship. Your open-heartedness and kindness for other people touch me time 
and again. Mirko, when you were born, I temporarily stopped my consultancy work 
to combine caring for you and your brother and sister with the writing of this thesis. It 
was one of the best decisions in my life. Thanks for your cheerfulness and affection, 
and for grounding me in-between my writing activities. 

Last, but not least, Merijn. Where to start my words of gratitude to you? You are my 
buddy in life – we are in this together. You are always helping me not to get carried 
away too much, to take a step back when needed, to stop running and to – for 
once – relax! When I am lost, you help me find my way again by putting things in 
perspective, or by simply taking a critical look at my diary. I tend to ask your advice 
on all aspects in life and you never disappoint me – you’re always willing to hear me 
out and you know how to help me find the answers I am looking for. Even when I got 
stuck during the process of writing this thesis, you took the time to understand my 
struggles and made suggestions. A hands-on engineer listening patiently to a reflexive 
practitioner that struggles with philosophy of science matters... that is not something 
to take for granted. I guess that is what is called true companionship, true love.
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Appendix 1: Participations in the HIE network
This appendix provides an overview of the various ways in which I participated in 
the “HIE network”, with which I refer to the loosely connected groups of actors that 
participated in discursive struggles over Health Information Exchange (HIE) in the 
Netherlands. 

The overview below includes a) reflexive conversations during the first one and a half 
years of my participation in the HIE network; b) interviews for Dutch media, c) my 
presentations on HIE and patient-centeredness, and d) participations in inquiries and 
expert groups. 

See chapter four for an analysis of these engagements in relation to the orienting 
theme of “allowing engaged unfolding”.

1.	 Reflexive	conversations

DATE NAME CURIOSITIES THAT TRIGGERED THE CONVERSATION

August 
15th, 2007 

René van Dijk René van Dijk is a cardiologist at the Martini Hospital in 
Groningen, the Netherlands. I had read an article in which he 
expressed strong opinions on the ways in which ICT could/should 
change healthcare. During the conversation I had with him he 
explained how he used IT in his daily work as a cardiologist and 
we reflected on the role of patients in relation to HIE. 

August 8th,  
2007

Karel Gerritse I met Karel Gerritse, a homeopath in Vught, several times as 
a patient and I was interested in reflecting with him on the 
concept of patient-centeredness, particularly in the context 
of complementary medicine. I was also curious to see how 
he approached the practice of registering medical data about 
patients. During the conversation we also reflected on patient-
centeredness in relation to HIE. 

June 6th,  
2007

Sheila McNamee My supervisor, Prof. Dian Marie Hosking, suggested that I 
had a conversation with Prof. Sheila McNamee, Professor of 
Communication at the University of New Hampshire. She had 
done research in the area of doctor-patient relationships in 
ways that mobilized relational constructionist assumptions. We 
explored the notion of “Relational Responsibility” (McNamee & 
Gergen, 1999) in relation to medical encounters and HIE. 

September 
1st, 2008 

Board of the 
Lymklier kanker 
Vereniging 
Nederland (LVN) 

The LVN (currently “Hematon”) is the Dutch patient association 
for persons who suffer from lymphoma. The board invited me 
to facilitate one of their strategy sessions as a consultant and 
we decided that we would combine this session with a reflexive 
conversation in the context of my PhD. During this conversation, 
we reflected on developments in the area of HIE and articulated 
challenges and dilemmas with respect to the role of patients in 
HIE.
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DATE NAME CURIOSITIES THAT TRIGGERED THE CONVERSATION

September 
9th, 2007

Chris Flim Chris Flim was one of the instigators of the Dutch website 
“patientenepd.nl” (patientandehr.nl), which was described as 
“a platform for information and discussion on patient access to 
the EHR”. People were invited to discuss the pros and cons of 
“online patient access” on the online platform. As an independent 
consultant, Chris Flim also worked with several organizations that 
concerned themselves with HIE. I was curious to hear what had 
inspired him to start the website, to hear his experiences with 
HIE, and we reflected on controversies around the role of patients 
in HIE. 

September 
20th,  
2007 

Bert Mulder Bert Mulder was working as a lecturer of Innovation at “The 
Hague University of Applied Sciences” in the Netherlands, and 
co-authored the report “Samen zorgen voor jezelf” (“Taking caring 
of yourself together”). This report presented a vision on the future 
of healthcare, and discussed the role of patients herein, including 
the importance of (HIE) technologies – all interesting topics for 
reflections in the context of my engagement with the politics of 
HIE. 

October 
18th, 2007

J. van Dalen - At the time of the reflexive conversation, prof. dr. J. van Dalen 
was a board member of the NPCF (currently Patiëntenfederatie 
NL), an organization that represents over 160 Dutch patient 
organizations. He had participated in a panel discussion on the 
ethical dilemmas of new technologies in healthcare. After that 
panel discussion I had invited him for a conversation in which 
we could further reflect on the ethical aspects of HIE, and the 
patient’s role herein. 

October 
31st, 2007

Marcel Heldoorn - Prof. J. van Dalen advised me to also talk to a colleague of his, 
Marcel Heldoorn, a policy maker at the NPCF who concerned 
himself with the role of patients in HIE. We mainly discussed the 
debates on the national EHR (see chapter six), and addressed 
some “key themes” such as privacy, the position of patients, and 
the role of his organization, the NPCF. 

July 2nd,  
2008

Mary Fahrenfort Mary Fahrenfort has written a doctoral thesis on the doctor-
patient relationship. For that reason I decided to invite her for 
a conversation on this subject. We reflected on the nuances of 
patient-centeredness and explored what could be considered 
“patient-centered HIE”.

December 
1st, 2008

Hans Haveman Hans Haveman was a policy maker at the Ministry of Healthcare, 
Welfare and Sports in the Netherlands. We discussed the national 
EHR (see chapter six), and (debates on) the role of patients in HIE 
in general, and the national EHR in particular. 

2. Articles, radio and television programs in which I was 
interviewed

DESCRIPTION WHERE REFERENCE

Article titled “Patient looks for coach” in 
which I am asked for my view on patient 
participation and online patient access

Vraag in Beeld (magazine patient 
association NPCF)

(Terlouw, 2009)
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DESCRIPTION WHERE REFERENCE

Interview used in an article on the nEHR NRC (Dutch national news paper) (Reerink, 2011a)

Interview used in an article on the nEHR NRC Next (Dutch national news 
paper)

(Reerink, 2011b)

Interview on the nEHR ICTZorg (IT care) (Gibbels, 2011)

Interview on the nEHR Pharmaceutisch Weekblad 
(Pharmaceutical Weekly)

(Groeneveld, 2011)

Live debate about the nEHR and online 
patient access

BNR news radio (national Dutch 
radio station)

BNR radio, April 
4th 2011

Live debate about the nEHR AT5 (regional Dutch television 
station)

January 30th 2013

3. Selection of my presentations on HIE

PRESENTATION TITLE CONFERENCE DESCRIPTION REFERENCE(S)

EHRs as innovation instrument Seminar on ‘other’ ways of 
innovation

(Zuurmond & Pluut, 2008, 
Sept 17th)

Changing perspectives on 
Informatics? 

Intern. Conf. on Health 
Informatics

(Pluut & Zuurmond, 2009, 
Jan 16th)

Health 2.0 & the doctor-patient 
relationship

Seminar on Health 2.0, Nictiz (Pluut, 2009, Feb 12th)

eHealth and self management Self management 2.0 
conference, patient association 
NPCF

(Pluut & Minderhoud, 
2010, Dec 1st)

The value of care portals Meeting of research platform (Pluut, 2010, Dec 3rd)

Change management & EHR Guest lecture at Erasmus 
University

(Pluut, 2011, Jun 6th)

The success factors of patient portals Meeting on patient portals, 
Nictiz

(Pluut, 2011, Sept 27th)

The national EHR: trends, opinions, 
positions

Guest lecture at Hogeschool 
R’dam

(Pluut, 2011, Mar 28th)

The information position of patients: 
opportunities of a Personal Health 
Record

Mini Symposium Privacy and 
Identity

(Pluut, 2012, Nov 29th)

Digital records: trends in eHealth From DNA to record, on genetic 
data

(Pluut, 2013, Jun 17th)
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4.	 Selection	of	my	participations	in	inquiries	and	expert	groups
ORGANIZATIONS CONTEXT REFERENCE(S)

RVZ (Dutch Council for Public Health 
and Health Care)

Interview in context of a study 
into the role of patients in 
medical encounters and new 
patient policy

(Gerards, 2010)

FWG (Functiewaardering 
Gezondheidszorg; job valuation 
healthcare)

Participation in expert panels 
and/or being interviewed as 
part of studies into the most 
important trends in healthcare

(Westerbeek & Andriessen, 
2009; 2010; 2011; Van 
de Ven, Westerbeek, & 
Andriessen, 2013)

Institute of Health Policy & 
Management, Erasmus University 
Rotterdam

Interview for study into regional 
care portals

(De Mul, Adams, Aspria, 
Otte-Trojel, & Bal, 2013)

IQ Health Care, RVZ, Radbouw UMC Interview and participation in 
focus groups on personal health 
records

(Kool, Verhoef, & Kremer, 
2014)

5.	 Interviews	with	stakeholders	in	the	debate	on	the	national	EHR,	 
held	in	the	context	of	the	“WRR	inquiry”	(see	sections	4.4	and	6.5)

DATE NAME DESCRIBED IN THE APPENDIX OF THE REPORT (PLUUT 2010, P. 
64) AS:

Oct 13th 
2009

Arda Gerkens Member Tweede Kamer, SP  
(SP stands for Socialistische Partij – Socialistic Party)

Sept 18th 
2009

Lodewijk Bos Chair of the ICMCC (International Council on Medical & Care 
Compunetics) and editor patientenepd.nl (“patientandehr.nl”)

Oct 20th 
2009

Cees Dekker General Practitioner in Urk, and member of the Committee 
‘Wake-up”

Oct 6th 2009 Frank Buijnsters Student and initiator of epd-nee.nl (“EHR-no.nl”)

Dec 3rd 2009 Paul Habets Board member LHV (responsible for ICT and vice chair) and 
General Practitioner (LHV stands for Landelijke Huisartsen 
Vereniging – National GP Association)

Nov 6th 2009 Ellen Havenaar Manager Strategy and External Affairs, Nictiz 
(Nictiz stands for Nationaal ICT Instituut in de Zorg – National 
ICT Institute in Healthcare)

Oct 30th 
2009

Marcel Heldoorn Policy maker eHealth, NPCF  
(NPCF stands for Nederlandse Patiënten Consumenten 
Federatie – Dutch Patients Consumers Federation)

Oct 20th 
2009

Patrick Jansen Policy maker, NHG 
(NHG stands for Nederlands Huisartsen Genootschap – Dutch 
GP Association)
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DATE NAME DESCRIBED IN THE APPENDIX OF THE REPORT (PLUUT 2010, P. 
64) AS:

Oct 15th 
2009

Frank Kuitenbrouwer Journalist NRC and privacy expert

Oct 20th 
2009

Ellen Maat Program Director Innovation and ICT, Ministry of VWS
(VWS stands for Volkgezondheid, Welzijn en Sport – Health, 
Welfare, and Sport)

Nov 4th 2009 Pieter Omtzigt Member Tweede Kamer, CDA  
(CDA stands for ChristenDemocratisch Appèl -Christian 
Democratic Call)

Oct 20th 
2009

Sjaak Nouwt Policy maker health law, KNMG  
(KNMG stands for Koninklijke Nederlandsche Maatschappij 
tot bevordering der Geneeskunst – Royal Dutch Medical 
Association)

Jan 4th 2010 Bart Smals Main board member KNMP and pharmacist 
(KNMP stands for Koninklijke Nederlandse Maatschappij 
ter bevordering der Pharmacie – Royal Dutch Pharmacists 
Association)

Oct 29th 
2009

Koen Thomeer General Practitioner in Hulst and “physician-specialist 
(geneesheer-specialist) management of health data” in 
Belgium

Oct 30th 
2009

Atie Schipaanboord Managing director (“directeur”) policy & innovation NPCF  
(NPCF stands for Nederlandse Patiënten Consumenten 
Federatie – Dutch Patients Consumers Federation)

Nov 4th 2009 Rob Schonck Chair Association “De Vrije Huisarts”  
(“The Free General Practitioner”)

Nov 6th 2010 Albert Vlug Manager Design and Maintenance, Nictiz  
(Nictiz stands for Nationaal ICT Instituut in de Zorg – National 
ICT Institute in Healthcare)
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Appendix 2: Overview of blog articles
My online engagement with Health Information Exchange is studied in chapter four. 
Below is an overview of the 102 articles I published on my website between August 
2007 and April 2012. 

NO TRANSLATED TITLE ORIGINAL DUTCH TITLE PUBL. DATE

1 A blog at last Dan toch een blog 04-08-07

2 When Nietzsche Wept Nietzsches tranen 09-08-07

3 The Hippocratic Oath De eed van Hippocrates 10-08-07

4 Relational Responsiblity?! Relational Responsiblity?! 10-08-07

5 The patient about the EHR De patiënt over het EPD 13-08-07

6 What is this thing called an EHR Wat is nu eigenlijk een EPD? 16-08-07

7 An EHR from Groningen in practice Een Gronings EPD in de praktijk 18-08-07

8
The doctor-patient relationship: how it 
could be improved

De arts-patiëntrelatie: hoe het beter 
kan 25-08-07

9
An EHR by Google: this will be 
interesting

Een EPD van Google: dat wordt 
interessant 29-08-07

10
Technology from the patient's 
perspective Technologie vanuit patiëntperspectief 09-09-07

11 Personal Health Records Persoonlijke patiëntdossiers 15-09-07

12 Ethical dilemma's & new technology
Ethische dilemma's & nieuwe 
technologie 19-09-07

13 Flawed communication? Gebrekkige communicatie? 26-09-07

14 Dialogue please Gevraagd: dialoog 03-10-07

15
Electronic Child Record: Article in 
Trouw EKD & Privacy: artikel in Trouw 15-10-07

16 The Planetree Model (part 1) Het Planetree-zorgmodel (deel 1) 24-10-07

17
An EHR 2.0 for the health consumer 
2.0

Een EPD 2.0 voor de zorgconsument 
2.0 24-11-07

18
Planetree and Complementary 
Medicine Planetree & complementaire zorg 05-12-07

19 Vision on EHR incomplete Incomplete visie op het EPD 16-12-07

20
Reactions on Google and Microsoft are 
diverse

Uiteenlopende reacties op Google en 
Microsoft 17-01-08

21 Good news for users E-mental Health
Goed nieuws voor gebruikers E-mental 
Health 19-01-08
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NO TRANSLATED TITLE ORIGINAL DUTCH TITLE PUBL. DATE

22 Things must not get any crazier? Het moet niet veel gekker worden? 28-01-08

23 ICT as medical support tool ICT als medisch hulpmiddel 06-02-08

24
Healthcare has another innovation 
platform De zorg is een innovatieplatform rijker 08-02-08

25 E-consult not always popular
E-consult is niet altijd en bij iedereen 
populair 11-02-08

26
What is the patient capable of? 
Reactions to the RVZ-report

Wat kan de patiënt? Reacties op RVZ-
rapport 17-02-08

27 Find the differences: Microsoft and 
Google choose different strategies for 
their EHR

Zoek de verschillen: Microsoft en 
Google kiezen andere strategie voor 
hun EPD 02-03-08

28
Electronic Health Records in Canada: 
inspiringly different

Elektronische Patiënt Dossier in 
Canada: inspirerend anders 07-03-08

29 KNMG pleas for regional focus EHR KNMG pleit voor regionale focus EPD 13-03-08

30 Online support groups too successful? Online lotgenotencontact te succesvol? 13-03-08

31 Scream for labour saving technology
Schreeuw om arbeidsbesparende 
technologie 18-03-08

32 And the winner is… En de winnaar is… 20-03-08

33 There's no harm in trying? KNMG 
takes a position with respect to 
complementary medicine

Baat het niet, dan schaadt het 
niet? KNMG komt met standpunt 
complementaire geneeswijzen 02-04-08

34
Lots of news about Electronic Health 
Record

Veel nieuws over Elektronisch 
Patiënten Dossier 14-04-08

35
New websites on innovation add 
something

Nieuwe innovatiewebsites voegen iets 
toe 24-04-08

36
Research results show challenge 
doctor-patient relationship

Onderzoek toont uitdaging arts-
patiëntrelatie 28-04-08

37
Personal Health Records come – 
national EHR goes?

Persoonlijke patiëntdossiers komen – 
landelijk EPD gaat? 05-05-08

38
Doctor has a choice despite the 
system Arts heeft keuze ondanks systeem 16-05-08

39
Progress report Klink does not sound 
too good Voortgangsrapportage Klink(t) niet best 18-05-08

40 The wiki record Het wikidossier 20-05-08

41 It takes two to tango (in health care) It takes two to tango (in health care) 02-06-08

42 Right for EHR 2.0 will take a while… Recht op EPD 2.0 duurt nog even… 02-06-08

43 Refreshing sounds on 13th EHR day Verfrissende geluiden op 13e EPDdag 12-06-08
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NO TRANSLATED TITLE ORIGINAL DUTCH TITLE PUBL. DATE

44
Seminar on the how of healthcare 
innovation Seminar over het hoe van zorginnovatie 04-07-08

45
Connect the national EHR to personal 
health records

Koppel het landelijk EPD aan 
persoonlijke patiëntdossiers 18-07-08

46 Old news (?) Oud nieuws (?) 27-08-08

47 Reporting feelings of suspicion Het melden van een niet-pluis gevoel 03-09-08

48 Paradigm shift Paradigmashift 11-09-08

49
Online and offline dialogues on 
healthcare tomorrow

Morgen online en offline in dialoog over 
zorginnovatie 16-09-08

50
Seminar on innovation centers 
connections

Verbindingen centraal op 
Innovatieseminar 21-09-08

51 Personal patient education is effective Persoonlijke voorlichting effectief 24-09-08

52 DigiD is coming to healthcare DigiD komt naar de zorg 26-09-08

53 Sunny Madeira Zonnig Madeira 30-09-08

54
Paying attention to the patient's 
lifeworld Aandacht voor leefwereld patiënt 13-10-08

55 Mail from VWS Post van VWS 31-10-08

56
Respect in the doctor-patient 
relationship Respect in de arts-patiëntrelatie 16-11-08

57 Turbulent weeks for EHR Woelige weken op EPD-gebied 17-11-08

58 NeN-norm for holidays NEN-Norm voor de feestdagen 02-12-08

59 Objection Bezwaar 05-12-08

60 Inquiry self-care record diabetes Onderzoek zelfzorgdossier diabetes 17-12-08

61
Planetree part 3: information and 
patient records

Planetree deel 3: informatie en 
patiëntdossiers 19-12-08

62
Objections, objections and more 
objections

Bezwaar, bezwaar en nog meer 
bezwaar 22-12-08

63 Mice and failures Muizen en missers 02-01-09

64 Paper not always privacy-proof either Papier ook niet altijd privacy-proof 06-01-09

65 Healthinf 2009: day 1 Healthinf 2009: day 1 14-01-09

66 Healthinf 2009: day2 Healthinf 2009: day 2 15-01-09

67 Presentation on EHR's & doctor-
patient relationship at Healthinfo 2009

Presentatie over EPD's & arts-
patiëntrelatie op Healthinf 2009 15-01-09

68
Healthinf 2009 day 3: more health 2.0 
themes

Healthinf 2009 day 3: meer health 2.0 
thema's 16-01-09
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NO TRANSLATED TITLE ORIGINAL DUTCH TITLE PUBL. DATE

69
Healthinf day 4: about the sense and 
nonsense of conferences

Healthinf day 4: over de zin en onzin 
van conferenties 17-01-09

70 Lifeworld-led care Leefwereldgerichte Zorg 26-01-09

71 Interview with Amir Hannan (1) Interview met Amir Hannan (1) 31-01-09

72

Health 2.0 and the doctor-patient 
relationship: presentation seminar 
Nictiz

Health 2.0 en de arts-patiëntrelatie: 
presentatie seminar Nictiz 12-02-09

73 Life report from Nictiz-seminar Live verslag Nictiz-seminar 12-02-09

74
Health 2.0 doctor @work: Amir Hannan 
(2) Health 2.0 arts@work: Amir Hannan (2) 25-02-09

75 Working multidisciplinary in Rotterdam Multidisciplinair werken in Rotterdam 16-03-09

76
Dutch survey on experimental 
treatment information

Polderpeil over experimentele 
behandelinfo 21-03-09

77
Personal Health Records: many people 
talk, some act

Persoonlijke Patiënt Dossiers: Velen 
praten, sommigen doen 29-04-09

78 Patient seeks coach Patiënt zoekt coach 11-05-09

79
Citizens about the EHR: the 
importance of communication

Burgers over het EPD: het belang van 
communicatie 25-05-09

80
Seminar "the future of professional 
health care"

Symposium "de toekomst van 
professionele zorg" 12-06-09

81 Presentation on eHealth Presentatie over eHealth 04-09-09

82 Working in value chains '2.0' Werken in ketens '2.0' 11-09-09

83 Surprised Verbaasd 05-10-09

84
Publications and activities with respect 
to EHR and self management

Publicaties en -activiteiten rondom 
EPD en zelfmanagement 09-12-09

85
Report expert meeting Eerste Kamer 
(Dutch Senate) Verslag expertmeeting Eerste Kamer 14-02-10

86
New progress report EHR with results 
from Zenc's inquiry

Nieuwe voortgangsrapportage EPD 
met resultaten onderzoek Zenc 15-02-10

87 End to the silence Einde aan de stilte 02-08-10

88
A copy of the health record? “We don't 
do that around here”

Een kopie van het dossier? “Dat doen 
wij hier niet” 02-09-10

89 Mail about record-copy Post over de dossierkopie 08-09-10

90 The value of a record-copy De waarde van een dossierafschrift 03-10-10

91

The national EHR as black box: a 
presentation of decision-making and 
opinions

Het landelijk EPD als Blackbox: 
besluitvorming en opinies in kaart 22-10-10
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NO TRANSLATED TITLE ORIGINAL DUTCH TITLE PUBL. DATE

92 Kafka at the health insurance company Kafka bij de zorgverzekeraar 12-01-11

93
The new doctor-patient relationship: 
TIFKAP and TIFKAD

De nieuwe arts-patiëntrelatie: TIFKAP 
én TIFKAD 22-03-11

94
A no against the national EHR would 
be a shame

Een ‘nee’ tegen het landelijk EPD zou 
zonde zijn 14-03-11

95
The day after… how do we go on from 
here? The day after… hoe nu verder? 30-03-11

96 Summary new EHR-docs Samenvatting nieuwe EPD-docs 11-04-11

97
The EHR from the perspective of 
change management

De veranderkundige aspecten van 
EPD’s 07-06-11

98
Moving on as an independent 
consultant Verder als zelfstandig adviseur 02-12-11

99
Developments around the national 
EHR since November 2011

Ontwikkelingen rond het landelijk EPD 
sinds november 2011 18-01-12

100
The new slogan: "Familiar, Safe and 
Controllable"

Het nieuwe motto: “Vertrouwd, Veilig 
en Beheersbaar” 22-01-12

101
The national EHR: how does one 
handle complex governance?

Het landelijk EPD: hoe hanteer je 
bestuurlijke complexiteit? 07-02-12

102
Controversies around treatment 
standards: who decides?

Controversen over 
behandelstandaarden: wie beslist? 01-04-12
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Appendix 3: Overview of articles on patient-
centeredness
Below is a list of the 34 scientific journal articles that were included in the discourse 
analysis of texts that discuss the meaning of patient-centeredness (chapter five).

1. Abley, C. (2012). Responding to vulnerability in old age: Patient-centred care. 
Nursing Standard, 27(9), 42-46.

2. Agarwal, A. K., & Murinson, B. B. (2012). New dimensions in patient-physician 
interaction: Values, autonomy, and medical information in the patient-centered 
clinical encounter. Rambam Maimonides Medical Journal, 3(3), e0017.

3. Anderson, R. M., & Funnell, M. M. (2010). Patient empowerment: Myths and 
misconceptions. Patient Education and Counseling, 79(3), 277-282.

4. Aujoulat, I., d’Hoore, W., & Deccache, A. (2007). Patient empowerment in theory 
and practice: Polysemy or cacophony? Patient Education and Counseling, 66(1), 
13-20.

5. Badcott, D. (2005). The expert patient: Valid recognition or false hope? Medicine, 
Health Care and Philosophy, 8(2), 173-178.

6. Barry, M. J., & Edgman-Levitan, S. (2012). Shared decision making: The pinnacle 
of patient-centered care. New England Journal of Medicine, 366(9), 780-781.

7. Bensing, J. (2000). Bridging the gap: The separate worlds of evidence-based 
medicine and patient-centered medicine. Patient Education and Counseling, 
39(1), 17-25.

8. Bergman, A. A., & Connaughton, S. L. (2013). What is patient-centered care 
really? Voices of hispanic prenatal patients. Health Communication, 28(8), 789-
799.

9. Berwick, D. M. (2009). What ‘patient-centered’ should mean: Confessions of an 
extremist. Health Affairs (Project Hope), 28(4), w555-w565.

10. Davis, K., Schoenbaum, S. C., & Audet, A. M. (2005). A 2020 vision of patient-
centered primary care. Journal of General Internal Medicine, 20(10), 953-957.

11. De Haes, H. (2006). Dilemmas in patient centeredness and shared decision 
making: A case for vulnerability. Patient Education and Counseling, 62(3), 291-
298.

12. Epstein, R. M., Franks, P., Fiscella, K., Shields, C. G., Meldrum, S. C., Kravitz, 
R. L., & Duberstein, P. R. (2005). Measuring patient-centered communication in 
patient-physician consultations: Theoretical and practical issues. Social Science 
& Medicine, 61(7), 1516-1528.

13. Fineberg, H. V. (2012). From shared decision making to patient-centered decision 
making. Israel Journal of Health Policy Research, 1(1), 1-2.

14. Henwood, F., Wyatt, S., Hart, A., & Smith, J. (2003). ‘Ignorance is bliss 
sometimes’: Constraints on the emergence of the ‘informed patient’ in the 
changing landscapes of health information. Sociology of Health & Illness, 25(6), 
589-607.

15. Hobbs, J. L. (2009). A dimensional analysis of patient-centered care. Nursing 
Research, 58(1), 52-62. 

16. Holmström, I., & Röing, M. (2010). The relation between patient-centeredness 
and patient empowerment: A discussion on concepts. Patient Education and 
Counseling, 79(2), 167-172.
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17. Hudon, C., Fortin, M., Haggerty, J., Loignon, C., Lambert, M., & Poitras, M. 
E. (2012). Patient-centered care in chronic disease management: A thematic 
analysis of the literature in family medicine. Patient Education and Counseling, 
88(2), 170-6.

18. Illingworth, R. (2010). What does patient-centred mean in relation to the 
consultation? The Clinical Teacher, 7(2), 116-120.

19. Ishikawa, H., Hashimoto, H., & Kiuchi, T. (2013). The evolving concept of 
“patient-centeredness” in patient-physician communication research. Social 
Science & Medicine (1982), 96, 147-53.

20. Jayadevappa, R., & Chhatre, S. (2011). Patient centered care-a conceptual 
model and review of the state of the art. The Open Health Services and Policy 
Journal, 4(1), 15-25.

21. Lawrence, M., & Kinn, S. (2012). Defining and measuring patient-centred care: 
An example from a mixed-methods systematic review of the stroke literature. 
Health Expectations, 15(3), 295-326.

22. Légaré, F., & Witteman, H. O. (2013). Shared decision making: Examining key 
elements and barriers to adoption into routine clinical practice. Health Affairs, 
32(2), 276-284.

23. Lusk, J. M., & Fater, K. (2013). A concept analysis of patient-centered care. 
Nursing Forum, 48(2), 89-98.

24. Makoul, G., & Clayman, M. L. (2006). An integrative model of shared decision 
making in medical encounters. Patient Education and Counseling, 60(3), 301-
312.

25. Moreau, A., Carol, L., Dedianne, M. C., Dupraz, C., Perdrix, C., Lainé, X., & 
Souweine, G. (2012). What perceptions do patients have of decision making 
(DM)? Toward an integrative patient-centered care model. A qualitative study 
using focus-group interviews. Patient Education and Counseling, 87(2), 206-211.

26. Morgan, S., & Yoder, L. H. (2012). A concept analysis of person-centered care. 
Journal of Holistic Nursing: Official Journal of the American Holistic Nurses’ 
Association, 30(1), 6-15.

27. Moumjid, N., Gafni, A., Brémond, A., & Carrère, M. O. (2007). Shared decision 
making in the medical encounter: Are we all talking about the same thing? 
Medical Decision Making: An International Journal of the Society for Medical 
Decision Making, 27(5), 539-546.

28. Piper, S. (2010). Patient empowerment: Emancipatory or technological practice? 
Patient Education and Counseling, 79(2), 173-177.

29. Pulvirenti, M., McMillan, J., & Lawn, S. (2014). Empowerment, patient centred 
care and self-management. Health Expectations, 17(3), 303-310.

30. Robinson, J. H., Callister, L. C., Berry, J. A., & Dearing, K. A. (2008). Patient-
centered care and adherence: Definitions and applications to improve outcomes. 
Journal of the American Academy of Nurse Practitioners, 20(12), 600-607.

31. Sacristán, J. A. (2013). Patient-centered medicine and patient-oriented research: 
Improving health outcomes for individual patients. BMC Medical Informatics and 
Decision Making, 13, 1-8.

32. Sinding, C., Hudak, P., Wiernikowski, J., Aronson, J., Miller, P., Gould, J., & 
Fitzpatrick-Lewis, D. (2010). “I like to be an informed person but...” Negotiating 
responsibility for treatment decisions in cancer care. Social Science & Medicine 
(1982), 71(6), 1094-1101.
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33. Tanenbaum, S. J. (2013). What is patient-centered care? A typology of models 
and missions. Health Care Analysis, 23(3), 272-287.

34. Taylor, K. (2009). Paternalism, participation and partnership – the evolution of 
patient centeredness in the consultation. Patient Education and Counseling, 
74(2), 150-155.
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Appendix 4: Selection of articles on patient-
centeredness
To explore different constructions of patient-centeredness in scientific texts, a sample 
of 34 articles was analysed – see chapter five for the results of this analysis and 
appendix 3 for the list of articles. This appendix describes the process of searching 
and selecting these articles. 

To cover the last decade of scientific writings in medically oriented journals, the widely 
used Pubmed database was searched for articles that were published between 2004 
and 2014. Articles were searched for having ‘patient-centered*’, patient-centred*’, 
‘patient empowerment’ or ‘shared decision-making’ in the title. These terms seem to 
be most often used in texts that address the meaning of patient-centeredness, and 
they seem to be most used as search terms in literature reviews on the subject of 
patient-centered care as well. The exact search term was: 

(((patient-centered*[Title])	OR	shared	decision-making[Title])	OR	patient	
empowerment[Title])	OR	patient-centred*[Title], with a filter on publication dates 
from 2004/01/01 to 2013/12/31. 

The titles and abstracts of the resulting 2549 articles were scanned. Articles were 
included in the analysis if:
 · they were in English;
 · there was a digital version available;
 · the title or abstract suggested that the article contained explicit reflections on the 

meaning of patient-centeredness;
 · the articles discussed patient-centeredness in relation to encounters between 

healthcare professionals and patients (see chapter five for an explanation of the 
focus on patient-centeredness in the context of medical encounters).

Given that the first selection of texts consisted of reviews of articles that discussed 
patient-centeredness, backward snowballing was useful for finding additional articles 
that were in line with the inclusion criteria that are listed above. 

The aforementioned selection process resulted in a sample of 34 articles that were 
written between 2004 and 2014 (see appendix 3).
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Appendix 5: Selection of documents for analysis 
of engagement with nEHR
In chapter six, my engagement with discursive struggles over the nEHR is studied. 
The figure below presents a flow chart of the process of selecting ‘policy documents’ 
for the analysis hereof.

Searching “overheid.nl”: case numbers
27.529 and 31.466, nov 2000 – dec 2011

(279 documents)

Selecting documents with traces of my
participation

(10 documents)

Discourse Analysis of my participation

Background 
material for this

chapter

Main material for
this chapter

Figure 7: Selection of policy documents on the nEHR

The Dutch Parliament archives what I here choose to call policy documents (e.g. 
minutes of meetings and debates, motions, letters of Ministers to chairs of the 
‘Kamers’) on the basis of case numbers, which makes it possible to search the online 
archive “overheid.nl”(“government.nl”) for documents that are attached to this case 
number. Consequently, I have collected all documents that were published under 
case number 27.529 (which referred to IT in Healthcare as dealt with by the Tweede 
Kamer), beginning in November 2000, when this case number was created, up and 
until December 2011, the year when the Eerste Kamer rejected the ‘EHR bill’. In 
addition, I have collected the documents that are filed under case number 31.466 for 
the same period, which refers to the law proposal on electronic data exchange in care 
(the ‘EHR bill’) as dealt with by the Eerste Kamer. The resulting 279 documents were 
useful for the description of the nEHR (section 6.1) and provided me with relevant 
insights into the broader con-text of my participation in the discursive struggles 
studied.  

The analysis of my engagement with the nEHR is restricted to seven policy 
documents in which I was quoted and/or voiced, and three documents I produced 
myself and that would be “re-made” by politicians: a position paper, a research report 



198

published on request of the Ministry of Health, Welfare and Sport (VWS) and a report 
published on request of the Scientific Council for Government Policy (WRR).

The introductions of the VWS- and WRR inquiry (section 6.4 and 6.5) are also based 
on an analysis of personal communications between respectively the Ministry/the 
WRR and me.
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Appendix 6: Traces of engagement in policy 
documents (original Dutch texts)
In chapter six I study my engagement with the national EHR in the Netherlands. 
Below is an overview of all parts of the policy documents that were discussed 
in the Eerste Kamer (the Dutch Senate) or the Tweede Kamer (the Dutch House 
of Representatives) and that carry the traces of my engagement with discursive 
struggles over the national EHR. A number of these Dutch texts are translated and 
quoted in the main text of this thesis.

1. PRELIMINARY NOTE EXPERT MEETING, published december 9th 2009
1a. “Pluut stelt dat het terugdringen van medische fouten meer nodig is dan 
een technische infrastructuur. Daarvoor is een goede integratie in de dagelijkse 
zorgpraktijk een vereiste” (Eerste Kamer, 2009, p. 9, heading “medical errors”, theme 
1, quality of data).

1b. “Pluut wijst in dit verband op de trend naar ‘professionalisering’ van de patiënt. 
Zij acht het van wezenlijk belang dat die patiënten die hieraan behoefte hebben 
(bijvoorbeeld chronisch zieken) de kans krijgen meer inzicht in hun eigen gezondheid 
te verwerven. Door patiënten inzage te verschaffen in het EPD, wordt de ontwikkeling 
naar een betere informatiepositie voor de patiënt versneld”. (Preliminary Note Expert 
Meeting Electronic Health Record (EHR) 2009, p. 14, heading “patient as linchpin”, 
theme 3, position and rights patient)

1c. “Tegelijkertijd wijst Pluut er op dat veel burgers weinig kennis hebben van het 
EPD. Dat betekent dat ze niet in staat zijn om de baten en risico’s van een landelijk 
EPD te kunnen afwegen” (Preliminary Note Expert Meeting Electronic Health Record 
(EHR) 2009, p. 14, heading “information position patient”, theme 3, position and 
rights of patient).

1d. “Ook anderen (Van Bemmel, Hooghiemstra, Pluut) pleiten voor een geleidelijke, 
stapsgewijze invoering van het landelijk EPD, waarbij elke stap geëvalueerd moet 
worden – met eindgebruikers (van Bemmel) en/of begeleid door onafhankelijk 
onderzoek, dat nu ontbreekt (Huisman)” (Preliminary Note Expert Meeting Electronic 
Health Record (EHR) 2009, p. 19, under the heading “speed of introduction”, theme 
4, national versus regional).

1e. “Overview of writers position papers. […]

- B. Pluut (Zenc & Universiteit Utrecht)”  
(Preliminary Note Expert Meeting Electronic Health Record (EHR) 2009, p. 20). 

2. TRANSCRIPT OF THE EXPERTMEETING, held December 9th 2009, published 
february 9th 2010
2a. “Inleiders/forumleden: […] mevrouw drs. B. Pluut (Zenc)”  
(Eerste Kamer, 2010, p. 1)
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2b. “Anderen gaan nog een stap verder en opperen meer zeggenschap voor de 
patiënt. Zo zou de patiënt zijn eigen dossier permanent bij de hand moeten hebben, 
waarbij zorgverleners medische gegevens samengevat aan de patiënt aanleveren. 
Dit zou ook tegemoetkomen aan de trend naar professionalisering van de patiënt 
en het groeiende gebruik van persoonlijke gezondheidsdossiers, de zogenaamde 
personal health records. Tegelijkertijd wordt er door anderen op gewezen dat veel 
burgers weinig kennis hebben van het EPD en niet in staat lijken om de baten en de 
risico’s goed af te wegen. Dat roept de vraag op of communicatie richting de burger 
verbetering behoeft en wat het eigenlijk zegt dat er 400 000 bezwaarmakers zijn” 
(Eerste Kamer, 2010, p. 32).

2c. “De voorzitter: […] Ik heet de panelleden van harte welkom. Ik verzoek u allen 
zich even kort voor te stellen. Ik begin bij mevrouw Pluut. U bent van onderzoeks- en 
adviesbureau Zenc. Waar staat dat voor?

Mevrouw Pluut (Zenc): Zenc is een bureau dat zich onder andere richt op informatie-
uitwisseling in de zorg. Daarnaast ben ik verbonden aan de Universiteit Utrecht, 
departement Bestuurs- en Organisatiewetenschap, waar ik een promotieonderzoek 
doe naar elektronische patiëntendossiers en de arts-patiëntrelatie.

De voorzitter: U stelt dat burgers onvoldoende kennis hebben om een afweging te 
kunnen maken tussen de voor- en nadelen van het EPD. Kunt u dat kort illustreren?

Mevrouw Pluut (Zenc): Ik zie privacy vaak als een actierecht, het recht van burgers om 
afwegingen te maken ten aanzien van informatie die over hen wordt uitgewisseld. Het 
is belangrijk dat ze de baten en de risico’s daarvan kunnen inschatten. Burgerpanels, 
maar ook verscheidene onderzoeken laten zien dat patiënten onvoldoende weten 
wat een EPD is en dat er nog misverstanden over bestaan. De voordelen zijn meer 
benadrukt dan de nadelen. Het zou eerlijk zijn als ze in de nadelen ook meer inzicht 
krijgen. Ik denk dat daar een slag te maken is.

De voorzitter: Wat betekent dit voor het aantal bezwaren dat is gemaakt tegen het 
EPD?

Mevrouw Pluut (Zenc): Het betekent in ieder geval dat je je kunt afvragen of de 
mensen die bezwaar hebben gemaakt, wisten wat ze deden en of de mensen die 
geen bezwaar hebben gemaakt, ook wisten wat ze deden (Eerste Kamer, 2010, p. 
32).

2d. Dan heb ik een vraag voor de heer Huisman. U bent ervoor dat de patiënt 
beheerder is van zijn dossier. Op grond waarvan eigenlijk? In de vorige ronde kwam 
namelijk naar voren dat de patiënt niet aangemerkt kan worden als de eigenaar van 
de gegevens. Ik kan het zelf wel een beetje invullen door te zeggen dat de patiënt 
er in een zorgrelatie belang bij heeft dat hij goed kan schakelen met zijn arts of 
zorgverlener. Ik zou mevrouw Pluut hierover ook willen horen, aangezien zij verstand 
heeft van de EPD-systemen” (Eerste Kamer, 2010, p. 32).

2e. Mevrouw Pluut (Zenc): Volgens mij zijn er veel verschillende redenen om patiënten 
inzage te geven, ook redenen om het niet te doen. Die lopen hier voor een deel door 
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elkaar. Ik heb vanmiddag een aantal keren gehoord dat de wens van een patiënt om 
inzage te hebben, een teken van wantrouwen zou zijn. Er is misschien een groep 
patiënten die het allemaal wel best vindt en alleen inzage wil als hij echt het gevoel 
heeft dat er iets niet in de haak is. Deze groep moet dan het recht op inzage hebben. 
Maar voor een grote groep ligt de reden voor inzage zeker niet in wantrouwen. Een 
ander doel is het stimuleren van zelfzorg. Dat gedachtegoed van zelfzorg maakte 
geen onderdeel van de plannen uit, toen de plannen voor het EPD ontstonden en 
de huidige infrastructuur werd bedacht. Later is het punt van zelfzorg meer onder 
de aandacht gekomen. Het is nu een van de redenen die worden aangedragen om 
patiënten inzage te geven. Wil je het EPD werkelijk kunnen inzetten om de zelfzorg 
te stimuleren, dan zal daarnaar ook nog onderzoek moeten worden gedaan. Er moet 
bovendien goed gekeken worden hoe dat patiëntenportaal er dan uit zou moeten zien 
en ook wat dit vraagt van artsen die moeten accepteren dat de patiënt inzage heeft. 
Ik verwacht dat veel artsen hier niet op zitten te wachten. Dit vraagstuk behoeft in de 
verdere uitwerking van het klantenportaal en in de implementatie goede aandacht” 
(Eerste Kamer, 2010, p. 38-39).

De heer Leunissen (CDA): Dit sluit een beetje aan bij wat mevrouw Pluut zegt. Ik 
denk dat een arts-/patiëntrelatie berust op vertrouwen. Vertrouwen betekent dat 
je gegevens met elkaar uitwisselt, ook gegevens die in het dossier staan. Idealiter 
mogen daarin geen geheimen staan. Ik heb wel moeite met het feit dat patiënten 
bijvoorbeeld relevante gegevens in hun dossier zouden kunnen afschermen. Dat 
zou een probleem opleveren voor de arts-/patiëntrelatie omdat de arts niet meer de 
adequate therapie kan geven die de patiënt nodig heeft als er stukken aan het dossier 
ontbreken. Dat moet je met een patiënt bespreekbaar kunnen maken. Het EPD is 
geen stimulans voor zelfzorg, maar een gevolg daarvan. Het is een digitale neerslag 
van de gegevens die voortvloeien uit de zelfzorg. Zouden we niet vooral moeten 
inzetten op een goede arts-/patiëntrelatie en de patiënt wel inzagerecht moeten 
geven maar geen recht op afscherming van de gegevens?” (Eerste Kamer, 2010, p. 
39).

2f. “Mevrouw Pluut (Zenc): Ik pleit voor veel aandacht voor de inbedding van de 
patiënteninzagemogelijkheid, op de website, in het portaal en organisatorisch. Ik denk 
dat dit heel veel kansen biedt zowel uit oogpunt van privacy als zorginhoudelijk. Aan 
de andere kant is er het risico dat artsen overbelast worden met vragen, dat patiënten 
minder vertrouwen krijgen, enzovoort. Er is nog onvoldoende over nagedacht” (Eerste 
Kamer, 2010, p. 43).

3. Letter of Minister of Health, Welfare and Sport to the chair of the Tweede 
Kamer, February 8th 2010
3a. “In verband met het op verantwoorde wijze tonen van medische gegevens aan 
burgers, heeft het onderzoeksbureau Zenc in opdracht van mij […] een verkenning 
gedaan naar de wijze waarop elektronische patiëntinzage van invloed is op het 
zorgproces. Het onderzoeksrapport is bijgevoegd. Zenc heeft reeds bestaande 
lokale initiatieven op het gebied van elektronische patiëntinzage onderzocht. De 
onderzoekers hebben zich met name gericht op drie aspecten:
 · Effecten op kwaliteit van informatie en dat wat wordt vastgelegd
 · Effecten op de arts-patiëntrelatie
 · Effecten op efficiëntie van het zorgproces
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De bestudeerde Nederlandse ervaringen bevestigen eerder (buitenlands) onderzoek. 
Het ontsluiten van medische gegevens aan patiënten kan positief uitpakken voor 
zowel artsen, patiënten als de arts-patiëntrelatie. Voor artsen kan de werkvreugde 
toenemen doordat zij het portaal als extra service kunnen aanbieden. Daarnaast 
zijn er kansen voor een verhoogde efficiëntie, bijvoorbeeld doordat patiënten beter 
voorbereid naar het consult komen. Er zijn geen aanwijzingen voor een hogere 
werkbelasting van artsen of een verlaagde kwaliteit van informatie in het dossier. Door 
online inzage kan de patiënttevredenheid stijgen en worden voor patiënten de kansen 
voor meer zelfzorg en regie vergroot. De aanbevelingen uit het rapport worden 
meegenomen bij de verdere ontwikkeling van de toegang van de patiënt tot zijn EPD” 
(Klink, 2010, p. 6).

4. TRANSCRIPT OF ROUND TABLE MEETING IN THE EERSTE KAMER, held 
March 22nd 2010, published March 24th 2010
4a. “Wij hadden in eerste instantie de bedoeling om mevrouw Pluut uit te nodigen, 
die ook aanwezig was bij de expertmeeting in december, maar helaas is zij in verband 
met ziekte verhinderd. Gelukkig heeft Diabetesvereniging Nederland samen met de 
NPCF aangegeven dat zij ook graag aanwezig willen zijn. Wij zullen graag van hun 
specifieke kennis op dit dossier gebruikmaken” (De Boer, 2010, p. 2).

4b. “De heer Van Boven: De waterscheiding tussen de gegevens van dokter 
en patiënt – ik raad u aan om het rapport van mevrouw Pluut daarover te lezen 
(Eindrapportage: De impact van patiëntinzage op het zorgproces; Resultaten van een 
verkennend veldonderzoek) – vind ik echt ouderwets. Ik vind het ouderwets om te 
zeggen dat de gegevens van de dokter zijn, dat de patiënt daar niets mee kan en dat 
die dus in het dossier moeten blijven. Zo moeten we niet over de zorg in Nederland 
denken. Ik denk ook niet dat veel mensen dat doen” (De Boer, 2010, p. 11).

5. LETTER OF MINISTER OF HEALTH, WELFARE AND SPORT TO THE CHAIR 
OF THE EERSTE KAMER, January 13th 2011
5a. “Recent onderzoek van Pluut naar de impact van patiëntinzage op het zorgproces 
heeft bovendien uitgewezen dat het ontsluiten van medische gegevens aan patiënten 
positief kan uitpakken voor zowel artsen, patiënten als de arts-patiëntrelatie: 
 · de werkvreugde van artsen kan toenemen doordat zij het portaal als extra service 

kunnen aanbieden; 
 · patiëntinzage kan leiden tot verhoogde efficiëntie, bijvoorbeeld doordat patiënten 

beter voorbereid naar het consult komen; 
 · door online inzage kan de patiënttevredenheid stijgen en worden voor patiënten de 

kansen voor meer zelfzorg en regie vergroot. 

Er zijn geen aanwijzingen gevonden voor een hogere werkbelasting van artsen of 
een verlaagde kwaliteit van informatie in het dossier” (Letter of the Minister of Health, 
Welfare and Sport with a Further Memorandum of Reply, 2011, p. 6-7).
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6. MINUTES OF A GENERAL MEETING BETWEEN THE STANDING 
COMMITTEEE OF HEALTH, WELFARE AND SPORT OF THE TWEEDE KAMER 
WITH THE MINISTER OF HEALTH, WELFARE AND SPORT, held January 20th 
2011, published February 9th 2011
6a. “Mevrouw Gerbrands (PVV): Voorzitter. Het is algemeen bekend dat de Partij 
voor de Vrijheid fel tegenstander was van het elektronisch patiëntendossier. Ik kan 
melden dat zij dat nog steeds is. […] Zelfs de Wetenschappelijke Raad voor het 
Regeringsbeleid schrijft: «er wordt gesproken over «betere kwaliteit van zorg» en «dé 
positie van dé patiënt en dé arts». Door dergelijke abstracties is al lang niet meer 
duidelijk voor wie dit grote project nu eigenlijk is bedoeld en wat dat nu concreet voor 
het leven en het werk van de betrokkenen betekent.»” (Tweede Kamer, 2011, p. 9, 
emphasis in original text).

7. DELIBERATION OF THE EERSTE KAMER ON EHR BILL, March 15th 2011
7a. “Mevrouw Slagter-Roukema (SP): […] Bettine Pluut heeft in haar studie voor 
de Wetenschappelijke Raad voor het Regeringsbeleid “Het landelijk EPD als 
blackbox” de besluitvorming en opinies in kaart gebracht. In haar publicatie schetst 
zij chronologisch het besluitvormingsproces rondom de invoering van het landelijk 
epd vanaf 1997, het jaar waarin de toenmalige minister van VWS Els Borst de nota 
“informatievoorziening in de zorg” opstelde, tot aan de eerste expertmeeting in deze 
Kamer begin 2010. Opvallend is dat in de loop van de tijd de doelen en vorm van 
het project verschuiven en ook dat deadlines keer op keer niet worden gehaald. Het 
epd-project blijkt, in haar woorden, van het begin af aan hinder te ondervinden van 
het gebrek aan concrete en onderbouwde doelstellingen en over bijna geen enkel 
aspect van het epd-vraagstuk blijkt overeenstemming te bestaan. Dat laatste was 
ook de uitkomst van de expertmeetings over dit wetsvoorstel. Het was duidelijk dat 
er onder de belangrijkste stakeholders sterk uiteenlopende opvattingen bestaan over 
thema’s als kwaliteit van de gegevens, positie en rechten van de patiënt, regionaal 
versus landelijk en toegang en beveiliging. Pluut betoogt ook dat het niet duidelijk is 
waarom gefocust werd op landelijk gegevensuitwisseling–pull communicatie–boven 
het verder professionaliseren van de bestaande uitwisseling–pushcommunicatie– in 
regionale netwerken. Zij constateert dat alles erop gericht lijkt om over een maximale 
hoeveelheid gegevens landelijk te beschikken, zonder dat goed is nagedacht wat 
daar de negatieve gevolgen van zouden kunnen zijn. En waren in het begin de 
beoogde eindgebruikers artsen en apothekers, vanaf 2005 wordt de focus verlegd 
naar de patiënt als regisseur. Tot slot stelt zij dat er geen concreet wetenschappelijk 
onderzoek ten grondslag ligt aan de conclusie dat landelijke beschikbaarheid van 
gegevens de zorg veiliger en van betere kwaliteit kan maken. Exemplarisch is wat dit 
betreft het tegen beter weten in blijven hameren door ministerie en Nictiz, daarin op 
de voet gevolgd door de NPCF, op de uitkomsten van het HARM-onderzoek –collega 
Tan wees daar ook al op –om te onderbouwen dat invoering van een landelijk dossier 
slachtoffers door medicatiefouten kan voorkomen, zonder oog te hebben voor het 
gegeven dat een landelijk epd ook juist tot meer medische fouten kan leiden, ten 
gevolge van het multipliereffect. Vincent Icke heeft daarop gewezen” (Eerste Kamer, 
2011, p. 20-2-6).

7b. “Ook de onderzoeker van de WRR, deze ochtend ook al genoemd, die de 
totstandkoming van dit wetsvoorstel en de procedure van besluitvorming die daarbij 
gehanteerd is, heeft geanalyseerd, komt volgens een artikel in de NRC tot de 
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conclusie dat er niet goed is nagedacht over wat nu precies de bedoeling zou moeten 
zijn” (Eerste Kamer, 2011, p. 20-2-18). 
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Appendix 7: Coding structure CDA of 
engagement with national EHR 
In order to study my engagement with the Dutch nEHR (chapter six), I have coded 
those policy documents that carry the traces of my engagement. Below is an 
overview of the main coding structure that emerged out of the analysis of these 
documents. It first introduces the main codes and then presents a screen shot from 
NVivo, the software program that was used to assist the discourse analysis. An 
overview of the policy documents can be found at the end of the reference list in this 
thesis.

Coding structure “re-makings of artefacts”
Given my relational constructionist meta-theory and the present focus on my 
engagement with discursive struggles, I was particularly interested in how my actions 
were supplemented. In other words, I have explored how politicians and other 
participants in the debates in Dutch parliament talked about (and thus re-made or 
supplemented) the texts I wrote (approached as artefacts). For that reason, the first 
main code is labelled as re-makings of artefacts.

During the coding process I experienced that it worked best if I started with the re-
makings of the texts, after which I searched for the original texts on which the re-
makings were most likely based.
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Coding structure “Constructions of identity” (or scientific authority)
The second main code was used to label texts that signal how others constructed my 
identity as a researcher and how I positioned myself. Another way to say this is that 
this second code is about the construction of scientific authority.

Coding structure “Speech genre expert meeting” (and discourses of 
knowledge)
The third main code was created to critically analyze the expert meeting. In order to 
be able to reflect on how the conversational context enabled or limited contributions, 



207

I felt I needed to study the “speech genre” and the discourse of knowledge that 
seemed to dominate the meeting.

Coding structure “stage preparations”
The fourth code was that of “stage preparations”. In order to provide the reader with 
a ‘critical’ introduction of the VWS- and WRR inquiry I have used the strategies of 
problematization and the construction of identities to study how the focus and set-
ups of these inquiries were negotiated between the parties requesting the inquiries, 
and me.

Coding structure “discourses of policy making”
The fifth and last code was that of “discourses of policy-making”. In order to 
understand the re-makings of the WRR inquiry, I “unraveled” the discourse of policy-
making that seemed to fuel the re-makings of the report. 
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Appendix 8: Participations in expert meeting on 
national EHR
This eighth appendix provides an analysis of the contributions I made to the expert 
meeting on the nEHR in the Eerste Kamer (section 6.3), which is based on the 
transcript of the meeting that was published by the Eerste Kamer. 

Like the other experts, I had sent in a so-called position paper (an “artefact”), in which 
I had been asked to present my view on the nEHR (Pluut, 2009)66. I was asked to 
participate in the session on (and thus constructed as an expert on the subject of) 
“the rights and position of patients”67. Below is an overview of the three parts of the 
meeting during which I was invited to speak. 

First contribution to the meeting
After the representative of the Rathenau Institute had introduced the session on the 
rights and position of patients by providing a theme-centred summary of the position 
papers68 69, the chairman started to ‘hear’ the experts. He first invited me to (briefly) 
introduce myself: 

I would like to give the members of our panel a warm welcome. I want to ask you 
all to first briefly introduce yourself. I start with Miss Pluut. You work at research- 
and consultancy firm Zenc. What does that stand for? (translated fragment of 
transcript of the expert meeting, Eerste Kamer, 2010, p. 32). 

As I explained in chapter one, and as is consistent with the critical approach that is 
adopted here, I assume that the way one frames one’s identity has important political 
implications.

My combination of the roles of researcher and consultant meant I had the choice to 
emphasize different aspects of my practice. During the expert meeting, the chairman 
clearly chose to emphasize my commercial activities for Zenc, but given that my main 
objective for participating in the expert meeting was not to promote my consultancy 
work but rather to make an effective contribution to the discussion on the nEHR, I 
decided to also include my work as a researcher in my answer. I wanted people to 
know that I was not only engaged with HIE in a consultancy context, but was also 

66  In the position papers the experts were asked to answer six questions: “What is in your opinion the main ad-
vantage of an nEHR? What concerns you the most? Who should control the record […]? In what term […] should 
the EHR be functioning properly? What is your most important recommendation?” (Preliminary Note Expert Meeting 
Electronic Health Record (EHR), 2009, p. 4, translated by author). 
67  I was probably assigned to the session on the rights and position of patients because of the key themes I had 
highlighted in the paper: I had dedicated several paragraphs to online patient access (i.e. the option of giving pa-
tients online access to medical data) and had also made an argument to better inform civilians on the nEHR (trans-
lated from Pluut, 2009, p. 2). Besides, I had discoursed myself as someone who was researching “the meaning of 
EHRs for the doctor-patient relationship in the context of a PhD” and that advises healthcare organizations on “health 
2.0” (translated from Pluut, 2009, p. 2).
68  The Dutch version of the position paper can be downloaded on my website: www.bettinepluut.nl/publicaties.
69  He did not mention the authors of the papers when presenting the different views from the position paper. Yet 
is was clear that in two parts of this introduction he picked up on something I had said in my position paper (Eerste 
Kamer, 2009, p. 32 and 33, translated by author). Given the present focus on my contribution to the face-to-face 
conversations during the expert meeting, I have chosen to not analyze these re-makings here. 
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doing a thorough inquiry into the matter, with a particular focus on the doctor-patient 
relationship. I felt that by invoking the discourse of research in this way, my future 
“utterances” (Bakhtin, 1986) would be granted more authority. I thus answered as 
follows: 

Zenc is an agency that, among other things, focuses on the information exchange 
in healthcare. Besides that I am connected to Utrecht University, where I am doing 
a PhD inquiry into EHRs and the doctor-patient relationship (translated fragment of 
transcript of the expert meeting, Eerste Kamer, 2010, p. 32).

The chairman then asked me to illustrate the fragment from the position paper that 
had also been re-made by the representative of the Rathenau Institute, namely the 
fragment in which I argued that civilians lacked information on the ‘what’, the pros, 
and the cons of the EHR infrastructure. This was not the part of the position paper 
I would have myself chosen to highlight during the meeting, but here I experienced 
how the “genre” of the hearing limited the things I could say. I felt I needed to stick 
to the question, mainly out of a sense of politeness and respect for the chairman’s 
role as a facilitator of the hearing and so I explained why I found it important that 
civilians were (better) informed on the potential benefits and risks of the nEHR. This 
led to a follow-up question by the senator, followed by a short answer from my side 
(see appendix 4), after which the chairman would continue to put this “passive-active 
binary” to work with another expert: again he would position himself as the “subject” 
that was leading the hearing, acting upon the experts as “knowable objects” by 
asking questions (Hosking, 2007a, p. 676). 

Second contribution to the meeting
Later on in the session a senator said he wanted to “hear Miss Pluut” about why we 
would want to give patients the right to control HIE, because he said be believed I 
“knew about EHR systems” (translated fragment of transcript of the expert meeting, 
Eerste Kamer, 2010, p. 37). This construction of my authority in the area of HIE 
gave me a second chance to contribute to the discussion and I decided to use it by 
replying to the following argument against online patient access made earlier by a 
doctor:

De heer Suichies (Wake-up70): The record is kept by the doctor in the service of 
the patient. A patient that has access to it needs supervision as a matter of fact: 
it is not a little book that is easy to read. The trusting relationship between general 
practitioner and patient implies that I keep his record and that he does not have 
the need to see the record. If someone does want to see that record, to me that 
is a sign that something is wrong. The right to access in fact creates distrust. 
One can assume that a record that is continuously accessible will change quality, 
because I will leave out certain things and might even keep a separate shade 
record (translated fragment of transcript of the expert meeting, Eerste Kamer, 
2010. p. 17). 

Until then I had seen little signs of what could be called a debate, i.e. actors 
responding to each other’s arguments. I thus felt the need to at least try to create 
more continuity in the discussion by referring to the earlier expressed argument 

70  This expert introduced himself by stating that the committee Wake-up is a group of family physicians that is 
worried about the EHR. 
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against online patient access by telling a more positive story of why patients would 
want to be engaged in care. At the same time, I affirmed concerns by stating that 
self-care poses relational challenges for the medical encounter. The following quote 
shows this “problematization” of online patient access:

This afternoon I have heard several times that a patient’s desire to have access 
would be a sign of distrust. Perhaps there is indeed a group of patients that […] 
only wants access if they really have the feeling something is wrong. […] But for 
a large group the reason for access surely is not distrust. Another objective is 
stimulating self care. […] It is now one of the arguments people give in favour of 
patient access. But in order to make sure that the EHR indeed stimulates self-
care […] we need to think carefully about what that patient portal should look like 
and also what this requires from doctors, who must accept that their patient has 
access. I expect many doctors are not fond of this idea. This question deserves 
our attention during the further development of the client portal and during the 
implementation (translated fragment of transcript of the expert meeting, Eerste 
Kamer, 2010, p. 38-39).

The quote is yet another illustration of how a problem definition reflects the personal 
interests of an actor: given my interest in the ways in which we could deal with 
differing views on topics such as online patient access, it makes sense that I 
highlighted the relational challenges of the patient portal during my problematization 
of online patient access. This way I implicitly explained why the research I was doing 
was relevant. 

A senator responded to my statement and picked up on the topic of trust by 
speaking about the pros of online patient access and his concerns in the context of 
the doctor-patient relationship: 

Mister Leunissen (CDA71): This links a bit to what Miss Pluut is saying. I think that 
the doctor-patient relationship relies on trust. Trust means that you exchange 
data with each other, also data that are in the record. Ideally there are no secrets 
in there. I do have trouble with the fact that patients, for instance, can shield 
relevant data from the record. This would create a problem for the doctor-patient 
relationship […] Shouldn’t we mainly go for a good doctor-patient relationship and 
provide the patient with a right to access but not a right to shield data? (translated 
fragment of transcript of the expert meeting, 2010, p. 39)

The senator was not explicit about his “addressees”, but another senator seemed 
to think that the trust issue and ‘how-questions’ raised by senator Leunissen and 
me deserved more discussion and thus she asked the representatives of patient 
organizations to present their views, adding a question about the legal aspects. 

Mrs. Slagter-Roukema (SP72): I would like to hear the patient groups about how 
they look at the access right. What is important to them? In which ways should 

71  CDA stands for ChristenDemocratisch Appèl (Christian Democratic Call), one of the fractions in the Eerste 
Kamer.
72  SP stands for Socialistische Partij (Socialistic Party), one of the fractions in the Eerste Kamer.
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we organize this? (translated fragment of transcript of the expert meeting, Eerste 
Kamer, 2010, p. 39)

After this I experienced that the genre of the session slightly shifted from that of a 
hearing to what could be called a political debate: what followed was a discussion 
on the why and how of online patient access, with ‘experts’ presenting their views on 
online patient access, and senators asking additional questions. 

Third and last contribution to the meeting
At the end of this discussion the chairman gave me a last chance to speak – I had 
asked for this by raising my hand, because I wanted to elaborate on my earlier 
mentioned plea for paying attention to the ‘how’ of online patient access:

I would plead to pay lots of attention to the embedding of the patient access 
possibility, on the website, in the portal, and in organizational terms. I think this 
offers lots of chances for privacy as well as for care itself. On the other hand, 
there is a risk of doctors being bombarded with questions, that patient loose 
trust, etcetera. We haven’t thought this through enough (translated fragment of 
transcript of the expert meeting, Eerste Kamer, 2010, p. 43). 

Although I was appreciative of the idea of online patient access in general, I felt that 
people’s concerns needed attention, which is in accordance with an appreciation of 
discursive diversity: recognizing different views is a first step towards working with 
them in potentially productive ways (see chapter 3). Besides, I agree with Gergen 
that the relational move of “affirming the Other” can help to engage in productive 
conversations, because by showing that we hear the other, we show that we take the 
relationship seriously (Gergen, 1999, p. 159). 

Soon after my statement on the patient portal the chairman ended our session on the 
rights and position of patients, and there would be no further opportunities for me to 
participate in the hearing. 



213

Appendix 9: Re-makings of the report on online 
patient access
Below is an analysis of two re-makings of the report on online patient access (“the 
VWS inquiry” – reflected upon in section 6.4). In the tables presented, the texts from 
the letters of two Ministers are linked to the original text fragments from the research 
report.

First re-making (Letter of Minister Klink to the chair of the Tweede Kamer, 
February 8th 2010)
Within a month after my colleagues and me delivered the research report to our client 
at VWS, the Minister of Health, Welfare, and Sport at that time (Ab Klink) distributed 
fragments of the report to the Tweede Kamer in a letter in which he updated the 
Tweede Kamer on the progress of the implementation of the nEHR73. 

FRAGMENTS FROM MINISTER’S 
LETTER

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 1: In relation to 
the responsible showing of 
medical data to civilians the 
research agency Zenc has, as 
commissioned by me […], done 
an exploration into the ways in 
which electronic patient access 
influences the care process. The 
research report is attached.

Title page: Zenc: final report: 
the impact of patient access 
on the care process, results 
of an explorative field inquiry. 
Commissioned by: Ministry of 
Health, Welfare, and Sport 
Executive summary: In front 
of you is the end report of a 
field inquiry into the impact of 
electronic patient access on the 
care process. At the moment, a 
client portal is being developed 
in the context of the introduction 
of the national Electronic Health 
Record (henceforth nEHR)

- The Minister describes Zenc 
as a research agency, rather 
then just referring to “Zenc”, or 
labelling us as a (research and) 
consultancy agency. This could 
signal the discourse of research 
being invoked in order to give 
(scientific) authority to the 
research findings he was about 
to present.

73 In section 4.1 this sentence was formulated slightly differently: “No inquiry or experience from practice points in 
the direction of a higher work load for doctors or a lower quality of registered information” (Douglas, Minderhoud, & 
Pluut, 2010, p. 25).
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FRAGMENTS FROM MINISTER’S 
LETTER

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 2: The Dutch 
experiences studied confirm 
earlier (foreign) research. 
Disclosing medical data to 
patients can have positive 
effects for doctors, patients and 
the doctor-patient relationship. 
For doctors, the pleasure of 
working can increase because 
they are able to offer the portal 
as an extra service. In addition, 
there are possibilities of a higher 
efficiency because patients 
enter the medical encounter 
better prepared. There is not 
something that points in the 
direction of a higher workload 
for doctors or a lower quality 
of registered information. 
With online access, patient 
satisfaction can increase and 
the chances for more self-care 
and patient control increase

Executive summary and overall 
conclusion (section 4.1): The 
Dutch experiences studied 
confirm earlier (foreign) research. 
Disclosing medical data to 
patients can have positive 
effects for doctors, patients and 
the doctor-patient relationship. 
For doctors, the pleasure of 
working can increase because 
they are able to offer the portal 
as an extra service. In addition, 
there are possibilities of a higher 
efficiency because patients 
enter the medical encounter 
better prepared. There is not 
something that points in the 
direction of a higher workload 
for doctors or a lower quality 
of registered information. 
With online access patient 
satisfaction can increase and 
the chances for more self-care 
and patient control increase. 
Not every doctor welcomes the 
latter, which means not every 
doctor will see this as a positive 
effect (translated fragment of 
Douglas, Minderhoud, & Pluut, 
2010, p. 1 and 25).

- The Minister literally quoted 
this text from the executive 
summary
- The Minister left out the last 
sentence, which we wrote as a 
subtle reminder to the debate 
on the role of patients in the 
healthcare process (i.e. the 
challenge of diversity).

Fragment 3: The 
recommendations in the report 
will be taken into account during 
the further development of 
access of the patient to his EHR 
(translated fragment of a letter 
of Klink, 2010, p. 6).

Executive summary: Whether 
the above-mentioned effects 
are indeed realized, strongly 
depends of the ways in which 
the client portal is designed. 
On the basis of these findings, 
we can draw six lessons for 
design and implementation: […]
(Douglas, Minderhoud, & Pluut, 
2010, p. 1)
Overall conclusions (section 
4.1): Whether the above-
mentioned effects are indeed 
realized strongly depends of the 
ways in which the client portal 
is designed and/or whether 
patients will be able to find the 
portal […]. On the basis of these 
overall conclusions we give 
recommendations on the design 
and implementation of the client 
portal (translated fragment of 
Douglas, Minderhoud, & Pluut, 
2010, p. 25).

- Our talk of “findings” signals 
how we “leaned towards 
inquiry” (McNamee & Hosking, 
2012).
- The Minister did not 
summarize or quote our 
recommendations
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Second re-making (Letter of Minister Schippers to the chair of the Eerste 
Kamer, January 13th 2011)
Ten months later, Edith Shippers, the new Minister of Health, Welfare and Sport, 
would also “re-make” our artefact in answer to a question of senators of the Eerste 
Kamer about “the extent to which […] an access right for the patient would […] place 
the record responsibilities of doctors under pressure” (translated fragment of a letter 
of Schippers, 2011, p. 6). The table below analyzes the Minister’s answer to this 
question and how she refers to the research report on online patient access.

FRAGMENTS FROM MINISTER’S 
LETTER

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 1: In addition, recent 
research by Pluut into the 
impact of patient access on 
the care process has shown 
that disclosing medical data 
to patients can have positive 
effects for both doctors, 
patients, and the doctor-patient 
relationship:
- The work joy of doctors can 
increase because they can offer 
the portal as an extra service
- Patient access can lead 
to increased efficiency, for 
example, because patients 
are better prepared for the 
encounter
- Through online access patient 
satisfaction can increase and 
the opportunities for self-
care and patient control are 
heightened (translated fragment 
of a letter of Schippers, 2011, 
p. 6),

Executive summary and overall 
conclusion (section 4.1): The 
Dutch experiences studied 
confirm earlier (foreign) research. 
Disclosing medical data to 
patients can have positive 
effects for doctors, patients and 
the doctor-patient relationship. 
For doctors, the pleasure of 
working can increase because 
they are able to offer the portal 
as an extra service. In addition, 
there are possibilities of a higher 
efficiency because patients 
enter the medical encounter 
better prepared. […] With online 
access patient satisfaction 
can increase and the chances 
for more self-care and patient 
control increase (Douglas, 
Minderhoud, & Pluut, 2010, p. 
1 and 25).

- The Minister does not name 
Zenc but refers to the research 
report as “research by Pluut”
- The Minister bullets the 
potential positive effects

Executive summary and overall 
conclusion (section 4.1): Not 
every doctor welcomes the 
latter, which means not every 
doctor will see this as a positive 
effect (Douglas, Minderhoud, & 
Pluut, 2010, p. 1 and 25).

- The Minister does not refer to 
our reservations (i.e. that not 
all doctors consider self-care 
and patient control a positive 
change)
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Appendix 10: Re-makings of the WRR report
In section 6.5 of this thesis, I reflect on the re-makings of the report I wrote for the 
Scientific Council for Government Policy (WRR), titled “The national EHR as a black 
box: decisions and opinions mapped” (Pluut, 2010). This appendix first presents 
an analysis of how politicians re-made that so-called WRR report. After this, news 
articles that reported on the WRR report are listed.

First re-making (general meeting in the Tweede Kamer, February 9th 2011)
On February 9th 2011, there was a so-called general meeting in the Tweede Kamer 
between eight members of the standing committee of Health, Welfare and Sport 
and the Minister of Health, Welfare and Sport, who was accompanied by several 
civil servants of the Ministry of VWS (Tweede Kamer, 2011). Every member of the 
Tweede Kamer was given five minutes to present his/her group’s views and to frame 
questions for the Minister. 

On the ninth page of the edited verbatim report that was published by the committee, 
we can find a speech from Gerbrands of the PVV fraction74, which starts with a 
statement that captures her group’s overall opinion of the nEHR and the EHR bill:

We all know that the Party for Freedom was fiercely against the electronic 
health record. I can say that this is still the case. If it is up to my group, the 
entire EHR can be chucked in the dustbin. However, the EHR train keeps on 
hurtling cheerfully […]. It is beyond all doubt that communicating electronically 
has benefits. It is useful for patient and doctor. Think of sending referral notes, 
prescriptions, and notifications of admissions and treatments […]. However, this 
has already been happening for years and this does not require extensive national 
legislation. Yet this here is about the adorning of an expensive national system, of 
which safety can never be guaranteed for 100% and for which the necessity has 
never been demonstrated (translated fragment of minutes of a general meeting: 
ICT in Care; Tweede Kamer, 2011, p. 9). 

In the table below, the fragments of the speech are linked to fragments from the 
original publication, and reflections are provided.

74  PVV stands for Partij voor de Vrijheid, which translates as Party for freedom. It can can be seen as a conserva-
tive party and was founded by Geert Wilders. 
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FRAGMENTS FROM SPEECH OF 
COMMITTEE MEMBER

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 1: Even the Scientific 
Council for Government Policy 
writes:

Title page: The national EHR 
as black box: decision-making 
and opinions mapped […] Drs. 
Bettine Pluut […] Explorative 
study for the WRR report 
iGovernment (p. 1)
Second page with background 
info: The WRR-web publications 
series comprises studies that 
were established in the context 
of the activities of the WRR. The 
responsibility for the content 
and positions taken rests with 
the authors” (Pluut, 2010, p. 2)

- Politician constructs the report 
as being written by the WRR, 
whilst the WRR explicitly stated 
in the report that the authors are 
responsible for the content
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FRAGMENTS FROM SPEECH OF 
COMMITTEE MEMBER

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 2: One speaks of 
“better quality of care” and 
“the position of the patient and 
the doctor”. Because of such 
abstractions it has not been 
clear for a long time for whom 
this large project was really 
meant and what this specifically 
means for the lives and work of 
the people involved (translated 
fragment of minutes of a 
General Meeting: ICT in Care, 
2011, p. 9)

Chapter 5, titled “reflections: 
how to move on?”: Besides, the 
discussions are very general: 
one speaks of “better quality 
of care” and “the position of 
the patient and the doctor”. 
Because of such abstractions 
it has not been clear for a long 
time for whom this large project 
was really meant and what 
this specifically means for the 
lives and work of the people 
involved. […] From a change 
management point of view, 
the entire EHR-project would 
be much helped by practice 
oriented research into the 
what, why and how of national 
data exchange. […] This way 
a concept such as “quality of 
care” gains content and colour. 
[…] Research such as the 
above will provide for a better 
basis to have a discussion 
on the ideal form of national 
information exchange in care 
and the steps that still need to 
be taken for this. A basis that, 
as said, is mostly lacking at the 
moment. As argued several 
times, the decision-making and 
implementation will benefit from 
a good dialogue on the what, 
why and how of a nEHR. This 
on the basis of a recognition 
of, and attention for, the 
different interest of the various 
stakeholders. This inquiry 
hopefully contributes to this 
and gives more direction and 
structure to the often abstract 
and incoherent discussions on 
the national EHR (p. 61)

- The statement about 
abstractions stems from a 
fragment in which I explicitly 
take a change management 
point of view, and where 
the need for a non-abstract 
discussion is emphasized. The 
senator has chosen to not name 
that part of the same paragraph 
of the report
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Second re-making (deliberation in the Eerste Kamer, March 15th 2011)
During a deliberation in the Eerste Kamer, two senators re-made the WRR report 
during their speech. The first was senator Slagter-Roukema, chair of the SP group75, 
who was also the chair of the standing committee of Health, Welfare and Sport /Youth 
and Familiy in the Eerste Kamer. She started her speech by explaining that she had 
serious doubts about the bill that was being proposed:

It is with little joy that I am standing here today for a debate with the Minister 
of VWS on […] the bill that arranges the prerequisites for arriving at a careful 
introduction of a national patient record […] In previous debates […] my fraction 
has argued that after a thorough preparation by this chamber [the Eerste Kamer, 
added by author][…] it has not become clear that this […] is what we all need. 
Gradually the train that should lead us to a national EHR has gotten another 
destination, another objective, and another form. […] [During earlier debates] 
I have asked whether we are not lost together, although we all agree on the 
starting point: the wish for […] a secured infrastructure for data exchange with the 
objective to facilitate and improve care. In my opinion, we are still lost and I will 
try to explain this in my contribution. Why did so many things go wrong and are 
things still not going well? During the preparation of this debate I have read a lot 
about the development of the national EHR […] (translated fragment of minutes of 
a meeting on Electronic Information Exchange in Healthcare; Eerste Kamer, 2011, 
p. 20-2-5).

Next, the senator began to explain why she felt “things were and are going wrong” by 
“re-making” the WRR report, which is listed and reflected upon in the table below.

FRAGMENTS FROM SENATOR’S 
SPEECH

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 1: Bettine Pluut has 
described decision-making 
and opinions in her study 
for the Scientific Council for 
Government Policy, “The 
national EHR as black box”.

Title page: The national EHR as 
black box: decision-making and 
opinions mapped
[…] Drs. Bettine Pluut […] 
Explorative study for the WRR 
report iGovernment (p. 1)

- Senator gives summary 
description of title page; subtitle 
not named, WRR fully named, 
WRR project not named, prefix 
of author not named

Fragment 2: In her publication 
she sketches the decision-
making process around the 
implementation of the national 
EHR chronologically since 1997, 
the year in which the former 
Minister Els Borst wrote the note 
“information provision in care”, 
until the first expert meeting in 
this Chamber in the beginning 
of 2010.

Introduction of chapter 2: 
This chapter starts with a 
chronological sketch of the 
decision-making processes 
around the introduction of a 
national EHR. For this we go 
back to the year 1997, when 
the then Minister of VWS wrote 
the note “information provision 
in care” and described her plans 
for national data exchange 
in care. From this moment 
till December 2009 the most 
important events are mapped 
(p. 11).

- Senator highlights the 
chronological sketch when 
describing the publication
- Senator names Minister by 
name
- Senator explicitly mentions 
the expert meeting in the Eerste 
Kamer, which was indeed 
included in the report, but 
not mentioned in the original 
description of the chronological 
sketch in the report

75  SP stands for Socialistische Partij (Socialistic Party), one of the fractions in the Eerste Kamer.
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FRAGMENTS FROM SENATOR’S 
SPEECH

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 3: What is striking 
is that in the course of time 
the objectives and form of the 
project have shifted …

Paragraph on why of EHR, part 
of chapter 2: Why a national 
EHR? […] During the first 
years the then Ministers and 
Nictiz repeatedly mention the 
same general objectives in 
policy plans: quality of care, 
expediency of care, access to 
care. In documents from the 
Kamer [Tweede Kamer] it is 
also stated from time to time 
that the nEHR will heighten the 
efficiency and effectiveness 
of care. This could partly be 
explained by the then plans to 
have e-declaration traffic be part 
of the nEHR […] The plans for 
e-declarations slowly move to 
the background and with this 
the objective of efficiency and 
effectiveness seldom returns in 
policy documents (p. 22).

- Senator labels the shifting 
objectives and form as ‘striking’ 
- In original text there is no 
explicit mentioning of shifting 
objectives, only a line on 
objectives, plans moving to 
the background, and seldom 
returning in policy documents

Fragment 4: ...and also that 
deadlines aren’t met.

Introduction of chapter 1:
The introduction of a […] nEHR 
[…] has caused quite some 
commotion. In the media, for 
instance, quite a few reports 
appeared that have a negative 
tone, among other things due 
to deadlines being postponed 
(p. 5)

Summary at the end of chapter 
2: Despite a strengthening 
of control by the Ministry of 
VWS an increasing number of 
researchers and professionals 
state in the media that a fast 
introduction is not realistic 
because of the lack of support 
amongst doctors. All these 
concerns about the feasibility 
of a fast introduction are 
confirmed because deadlines 
are postponed again and again 
(p. 26)

- Senator summarizes two 
text fragments from report on 
postponed deadlines, leaving 
out the link between deadlines 
and the negative tone of reports 
in the media
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FRAGMENTS FROM SENATOR’S 
SPEECH

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 5: In her words, 
the EHR-project seems to 
experience trouble from the lack 
of concrete objectives

Summary at the end of chapter 
2: The increasing commotion 
and critique probably explain 
why Minister Klink emphasizes 
the desirability and necessity 
of a nEHR more often and 
more strongly. Whereas the 
desirability of a nEHR was taken 
for granted in the early years, 
we see the minister increasingly 
refers to inquiries that to him 
show the nEHR will save lives 
and should thus be realized 
as soon as possible. However, 
he has only a little amount of 
publications to draw from, 
because in the early years little 
research has been done as to 
the exact ways in which national 
data exchange of medication 
data and GP stand-in data 
contribute to a higher quality of 
care. This way it seems that the 
EHR project is being hampered 
by a lack of concrete, well-
founded objectives during the 
early years (p. 27)

- Senator mentions the last 
sentence of the summary of 
chapter two of the WRR report, 
hereby highlighting the lack of 
concrete objectives and leaving 
out how this makes sense in the 
context of the desirability of the 
nEHR being taken-for-granted in 
the early years 
- Senator explicitly states these 
are the words from the report
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FRAGMENTS FROM SENATOR’S 
SPEECH

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 6: ... and it turns out 
there is a lack of agreement on 
almost all aspects of the EHR

Introduction of chapter 3:
In this chapter we show the 
complexity of the EHR issue. 
We look at the expected 
consequences for the quality of 
care, accountability, efficiency 
in the care process and the 
position of patients in relation 
to their care provider. In 
addition, we analyze the issue 
of making the EHR obligatory 
and the question of national 
vs. regional data exchange. 
As we will see, we can speak 
of very different views on all 
these topics. Therefore you 
can read this chapter as a 
discussion between the different 
stakeholders. They will tell you 
what they think are the most 
important aspects of the EHR 
issue and explain their view on 
the virtual record in the making 
(p. 29).

Summary at the end of chapter 
4: It is difficult to summarize the 
EHR matter. A short summary 
of the main arguments pro and 
con […] does not seem to do 
justice to the complexity and the 
many nuances in the debate. 
Yet we can […] conclude that 
there is a lack of agreement 
with respect to fundamental 
questions. […] Actors agree on 
hardly any aspect of the EHR. 
[…] In addition, the views on the 
route to national data exchange 
differ strongly (p. 58).

- Senator highlights conclusion 
of report on lack of agreement

Fragment 7: The latter was 
also the outcome of the expert 
meetings about this bill. It was 
clear that the most important 
stakeholders have different 
opinions about themes such 
as quality of data, position and 
rights of the patient, regional 
vs. national and access and 
security.

Chronological sketch of 
development of nEHR, chapter 
2: Both in the start note and 
during the expert meeting in 
the Eerste Kamer four themes 
are centred: ‘quality of data’, 
‘access and security’, ‘position 
and rights of patients’ and 
‘national versus regional’. From 
the start note it becomes clear 
that there are very different 
opinions on these themes 
amongst the most important 
stakeholders (p. 22).

- The report refers to the start 
note of the expert meeting as 
a way to support the claim that 
there are different opinions, 
senator shares her conclusion 
on the basis of the expert 
meeting itself
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FRAGMENTS FROM SENATOR’S 
SPEECH

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 8: Pluut argues that 
it is also not clear why people 
focussed on national data 
exchange […] instead of a 
further professionalization of 
the exchange […] in regional 
networks. She concludes 
that everything seems to be 
focussed on having a maximum 
amount of data available 
nationally, without thinking 
through the possible negative 
consequences of this.

Paragraph on regional vs. 
national exchange, chapter 3: 
The report entails an overview of 
the arguments pro and con data 
exchange on a national scale, 
including the following quotes 
from two interviews, each with 
another representative of two 
umbrella organizations for 
doctors:
“Only in a small number of 
cases national data exchange 
adds something to regional 
exchange. […] In such cases 
the ideal set of data is not the 
same as the maximum set of 
data”. 
[…] 
“On a regional level there is a 
different need for information 
[…] It would make sense to start 
in the regions, because most 
benefits can be achieved there. 
[…] though it would be desirable 
to control this professionalization 
of the exchange in the regions 
nationally” (p. 35).

- Senator links an argument to 
me, although it wasn’t made in 
the report (misquoting)
- In the report there is, to the 
best of my knowledge, no text 
fragment in which it is stated 
that everything is focussed on 
having a maximum amount 
of data available nationally 
and that the possible negative 
consequences hereof have not 
been thought through

Fragment 9: And whilst in the 
beginning the target end users 
were doctors and pharmacists, 
since 2005 the focus is on the 
patient as director

Paragraph on target user 
groups, chapter 2: In the 
first years of the millennium, 
electronic patient access is 
not in question. Doctors and 
pharmacists are the target end 
users of the nEHR. This slowly 
changes since 2005. After many 
discussions and amendments 
of the bill, Minister Klink notifies 
that it is […] very desirable that 
patients have access (p. 25-26).

Summary paragraph, chapter 
2: This chapter consisted of 
a chronological sketch of the 
introduction process of the 
national EHR. This sketch 
showed how the nEHR slowly 
got its current form. […] In 
addition, in 2009 it was decided 
that an electronic access 
option for patients was to be 
developed (p. 26).

- The senator summarizes 
the paragraphs on target user 
groups, leaving out that the 
change of target users was in 
the context of discussions and 
amendments of the bill (selective 
quoting)
- The senator speaks of the 
patient as director, whilst 
the original report speaks of 
patients gaining access
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FRAGMENTS FROM SENATOR’S 
SPEECH

FRAGMENTS FROM ORIGINAL 
PUBLICATION

ANALYSIS OF DIFFERENCES / 
REFLECTIONS

Fragment 10: Last, she argues 
that there is no concrete 
scientific research as the 
basis for the conclusion that a 
national availability of data will 
make care safer and of better 
quality. Exemplary in this case 
is the insistent, against better 
knowing, […] reiteration of the 
results of the HARM-inquiry 
[…] in order to underpin that 
the introduction of a national 
record will prevent victims due 
to medication errors, ignoring 
the fact that a national EHR can 
also lead to more medical errors 
due to the multiplier effect. 
Vincent Ickes asked attention 
for that. 

(translated fragment of minutes 
of a meeting on Electronic 
Information Exchange in 
Healthcare; Eerste Kamer, 2011, 
p. 20-2-6).

Paragraph with analysis of 
objectives nEHR, chapter 2: 
As the plans and 
implementation progressed, 
the official documents contain 
more references to research 
reports that show the necessity 
of an EHR. These are most 
often about medication safety 
[…]. For example, they’re [was] 
the […] HARM-inquiry. The 
Minister increasingly refers to 
these inquires to emphasize the 
importance of a nEHR (p. 23). 

Paragraph on expected effects 
on quality of care, chapter 3:
Others think that every scientific 
basis for a national EHR 
is missing. They think that 
inquiries show that a better 
[…] exchange of information 
between healthcare providers 
will decrease the number of 
medical errors, but that does 
not say the national EHR in its 
current form will indeed have 
this effect. A member of the 
Wake-up Committee says about 
this: “that an EHR will save 1200 
lives is a wrong position, based 
on a wrong interpretation of […] 
the HARM-inquiry“ (p. 30).

Paragraph on expected effects 
on quality of care, chapter 3:
Data exchange on a national 
scale creates a risk of a so-
called multiplier effect: errors 
in medical data are multiplied 
because the errors in the 
registration of one doctor are 
taken over in other registrations. 
The nEHR can thus lead to 
more medical errors (Pluut, 
2010, page 32).

- Arguments on the HARM-
inquiry made by an interviewee 
are summarized and presented 
as if they were the author’s 
(misquoting)
- There are no text fragments in 
the report that use the wording 
of an “insistent, against better 
knowing, reiteration of inquiry 
results” (misquoting)
- The senator leaves out the text 
from the original report, which 
states that even if actors think 
the scientific basis for a national 
EHR is missing, they still think 
an exchange of information will 
decrease the number of medical 
errors (selective quoting)
- In the report it was not 
stated that by referring to the 
HARM-inquiry, the risk of a 
multiplier effect was ignored. 
The mentioning of a risk of a 
multiplier effect in the report was 
part of a larger overview of the 
pros and cons of stakeholders’ 
expectations about the effects 
of national data exchange for 
quality of data (misquoting)
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Third re-making (same deliberation in the Eerste Kamer, March 15th 2011)
The second senator that re-made the report during the deliberation in the Eerste 
Kamer was senator Dupuis from the VVD group76. She opened her speech as follows:

It will be difficult to come up with original arguments and assertions as the 
seventh speaker, but I will give it my best and will try to adequately express 
the VVD-groups’ high doubt about this bill. First of all, we experience mayor 
problems with respect to the facts. Up and until yesterday we have been busy 
searching for answers to questions that are of great importance to us. We have 
received different, often contradictory answers on crucial points. […] This is 
such a complex matter that gaining insights into the facts is extraordinary difficult. 
Therefore we want to hear from the Minister how things are precisely […]. This 
is about questions like: how far are we really with the EHR? Why do we need a 
national linking point, against which so many express concerns, including we, 
as will become clear. Why do we need legislation in this phase, and then this 
legislation, in order to move on […]? We want an unequivocal answer to the 
question about the current situation […] We have received too many contradictory 
reports on this (translated fragment of minutes of a meeting on Electronic 
Information Exchange in Healthcare; Eerste Kamer, 2011, p. 20-2-17-18).

Shortly after this opening of her speech, the senator started to re-make the report. 
Unlike the earlier re-makings, the senator did not draw from the report directly, but 
instead mentioned an article that had been published six days earlier in a national 
newspaper (Reerink, 2011a). The main section of this article was a “Q&A” (question 
and answer) about the nEHR, and as we will see below, the journalist chose to refer 
to the WRR report in her answer to a question about the why of the nEHR77. The 
following table has an additional column that shows the text fragments from the 
newspaper article that seem to be re-made.

76  VVD stands for Volkspartij voor Vrijheid en Democratie (People’s Party for Freedom and Democracy, VVD). On 
their website the party is described as a political party that is founded on the liberal philosophy.
77  Unlike all other re-makings named in this chapter, the newspaper article was the result of a process of negotia-
tion between the journalist and me. After the interview, she sent me a draft version of the article. Because I felt she 
had chosen to present a rather negative reading of the report, I had kindly requested her to change this, after which 
she chose to add a sentence about my positive overall expectations of the nEHR (personal communications, March 
8thth 2011).
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FRAGMENTS FROM 
SENATOR’S SPEECH

FRAGMENTS FROM 
NEWS PAPER ARTICLE

FRAGMENTS FROM 
ORIGINAL REPORT

ANALYSIS OF 
DIFFERENCES / 
REFLECTIONS

Fragment 1: In a 
recently held hearing, 
the spokesman of the 
Rathenau Institute 
[…] introduced the 
matter of purpose and 
purpose limitation of a 
large-scale IT-project 
such as the EHR. He 
pointed out that one 
must think carefully 
about what it is 
precisely one wants to 
achieve, which data 
must be exchanged for 
this, and what design 
fits with this. This has 
not been the case with 
the EHR. Initially this 
has not received a long 
enough thought.

Not relevant Not relevant - Senator introduces 
the issue of purpose 
(limitation) by drawing 
from someone from the 
Rathenau Institute

Fragment 2: Likewise, 
the researcher from 
the WRR, mentioned 
earlier this morning...

Recently Bettine Pluut 
wrote [….] the report 
“The national EHR as 
black box”, which she 
drafted by order of the 
Scientific Council for 
Government

Title page: The national 
EHR as black box: 
decision-making and 
opinions mapped
[...] Drs. Bettine Pluut 
[…] Explorative study 
for the WRR report 
iGovernment (p. 1)

- Senator does not 
name researcher, and 
introduces her as 
another person who is 
making the point of the 
purpose issue
- Senator mentions 
Scientific Council for 
Government by using 
abbreviation
- Senator refers to 
earlier mentioning of 
researcher by senator 
Slagter-Roukema
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FRAGMENTS FROM 
SENATOR’S SPEECH

FRAGMENTS FROM 
NEWS PAPER ARTICLE

FRAGMENTS FROM 
ORIGINAL REPORT

ANALYSIS OF 
DIFFERENCES / 
REFLECTIONS

Fragment 3: ... 
concludes that it has 
not been thought 
through what precisely 
should be intended, 
as we could read in an 
article in the NRC.

Why does the 
government want to 
introduce the EHR? 
Actually, this has 
never been formulated 
clearly. Yet several 
reasons for the EHR 
have been put forward 
during the past few 
years: improvement of 
care, a more efficient 
care provision, cost 
reduction and the 
strengthening of 
the position of the 
patient. But all these 
objectives have been 
kept abstract, stated 
Bettine Pluut in the 
report […] The Ministry 
of Health and the 
parties involved have, 
according to Pluut, 
never listed the exact 
objectives of an EHR 
and how these can 
best be realized. She 
by the way thinks that 
the benefits of the EHR 
can be higher than the 
downsides

Paragraph on why of 
EHR, part of chapter 
2: Why a national 
EHR? […] During the 
first years the then 
Ministers and Nictiz 
repeatedly mention 
the same general 
objectives in policy 
plans: quality of care, 
expediency of care, 
access to care. In 
Kamer documents 
[Tweede Kamer] it 
is also stated from 
time to time that the 
nEHR will heighten 
the efficiency and 
effectiveness of care. 
[…] It does not get 
much more concrete 
than the above general 
objectives in the early 
policy documents

Summary at the end of 
chapter 2: […] it seems 
that the EHR project 
is […] hampered by a 
lack of concrete, well-
founded objectives 
during the early years 
(p. 27).

Chapter 5, titled 
“reflections: how to 
move on?”: Besides, 
the discussions are 
very general: one 
speaks of “better 
quality of care” and 
“the position of the 
patient and the 
doctor”. Because of 
such abstractions it 
has not been clear for 
a long time for whom 
this large project was 
really meant and what 
this specifically means 
for the lives and work 
of the people involved.

- The senator is “re-
making a re-making” 
of the report by the 
journalist
- The journalist 
summarizes text 
fragments from the 
report on objectives 
and discussions 
being general and not 
concrete 
- The Senator states 
that intentions have 
not been well thought 
through, which is 
not the same as 
general, non-concrete 
objectives (report), 
keeping objectives 
abstract (newspaper 
article), or not 
formulating the why 
of the EHR clearly 
(newspaper article) 
- Senator does not 
refer to my personal 
expectation as 
mentioned by the 
journalist
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FRAGMENTS FROM 
SENATOR’S SPEECH

FRAGMENTS FROM 
NEWS PAPER ARTICLE

FRAGMENTS FROM 
ORIGINAL REPORT

ANALYSIS OF 
DIFFERENCES / 
REFLECTIONS

The VVD group 
takes it that a careful 
formulation of an 
objective has not taken 
place in the case of 
the EHR
(translated fragment of 
a meeting on Electronic 
Information Exchange 
in Healthcare; Eerste 
Kamer, 2011, p. 20-
2-18)

Not relevant Not relevant - Senator seems to be 
stating that her group’s 
standpoint on objective 
formulation is in line 
with “the researcher of 
the WRR”
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News articles on the WRR report
Below is an overview of the titles and first paragraphs of articles that reported on 
the WRR report and that were published on Dutch websites. All texts were originally 
published in Dutch and are translated by the author of this thesis. 

Web	publication:	‘The	national	EHR	as	black	box’
Web publication no. 45 The national EHR as black box by MSc Bettine Pluut 
addresses the decision-making and differing opinions with respect to the national 
Electronic Patient record (nEHR). This way Pluut makes an important contribution to 
the WRR project “Policy, Information and Technology” (BIT), that will publish the report 
iGovernment early 2011. This advisory report will be about the role and responsibility 
of the government with respect to the use of ICT. 

From: Digitalezorg.nl, unknown author (October 25th, 2010). Webpublicatie: ‘Het Landelijk 
EPD Als Black Box’. Retrieved from Digitalezorg.nl: www.digitalezorg.nl/digitale/webpublicatie-
het-landelijk-epd-als-black-box

Lack	of	concrete	objectives	hinders	national	EHR
The introduction of national electronic patient record (EHR) is seriously hampered by a 
lack of concrete research. Therefore it is still not clear what national data exchange is 
meant to achieve. In addition there is a lack of a thorough cost-benefit analysis. This 
is observed by the Scientific Council for Government. 

From: Van de Poel, P., Skipr (October 25th, 2010). Gebrek aan concrete doelen nekt 
landelijke EPD (Lackof concrete objective hinders national EHR). Retrieved from Skipr: http://
http://www.skipr.nl/actueel/id5812gebrek-aan-concrete-doelen-nekt-landelijke-epd.html

National EHR Misses Concrete Objectives
The introduction of a national electronic health record (EHR) is seriously hampered 
by a lack of concrete research into the usefulness of the EHR. Therefore it is still not 
clear what national data exchange is meant to achieve. In addition there is a lack 
of a thorough cost-benefit analysis. This is observed by the Scientific Council for 
Government. 

From: MS Web, author and publication data unknown. Landelijk EPD Mist Concrete Doelen. 
Retrieved from MS Web: http://www.msweb.nl/ehealth/elektronisch-patientendossier-
epd/137

WRR report: VWS and Nictiz Have Image Problems with respect to the EHR
There is no agreement on fundamental questions in the debate on the national EHR. 
This is a conclusion from the report ‘The national EHR as black box’ by the Scientific 
Council for Government. (WRR). The objective of the report by Bettine Pluut is to 
explore the role and responsibility of government with respect to the use of ICT. 

From: MedischOndernemen.nl, author and publication data unknown. WRR rapport: VWS 
En Nictiz Hebben Imagoprobleem Inzake EPD. Retrieved from MedischOndernemen.nl: 
http://medischondernemen.nl/backup/cms/Nieuws/wrr-rapport-vws-en-nictiz-hebben-
imagoprobleen-inzake-epd.html
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WRR: ‘Discussion on Usefulness and Necessity Hampers Introduction EHR
There is no agreement on fundamental questions in the debate on the national EHR. 
This is the conclusion of the report “the national EHR as black box” by the Scientific 
Council for Government Policy (WRR). The objective of this report by Bettine Pluut is 
the exploration of the role and responsibilities of government with respect to the use 
of ICT. 

From: Zorgvisie ICT, author unknown (October 25th, 2010). WRR: ‘Discussie Over Nut En 
Noodzaak Bemoeilijkt Invoering EPD’. Retrieved from Zorgvisie ICT: http://www.zorgvisie.nl/
ICT/Nieuws/2010/10/WRR-Discussie-over-nut-en-noodzaak-bemoeilijkt-invoering-EPD-
ZVS009717W/

WRR:	Cost-benefit	Analysis	EHR	is	still	hard
Determining the benefits of the national Electronic Health Record (nEHR) is hardly 
possible. This is conldued by the WRR in a report. The different ‘stakeholders’ far 
from agree on the effects of the EHR on care.

From: Unknown author, Binnenlands Bestuur (October 25th, 2010). WRR: Kosten-
batenanalyse EPD Blijft Lastig. Retrieved from Binnenlands Bestuur: http://www.
binnenlandsbestuur.nl/wrr-kosten-batenanalyse-epd-blijft-lastig.374952.lynk

‘Lack	of	Concrete	Objectives	Hampers	EHR’
The introduction of national electronic patient record (EHR) is seriously hampered by a 
lack of concrete research. Therefore it is still not clear what national data exchange is 
meant to achieve. This is reported by Skipr.

From: Unknown author, Artsennet (October 26th, 2010). ‘Gebrek Aan Concrete 
Doelen Nekt EPD’. Retrieved from Artsennet.nl: http://www.artsennet.nl/nieuws/nieuws-
onderzoeken/nieuwsartikel/86324/gebrek-aan-concrete-doelen-nekt-epd.htm

Fundamental	questions	EHR	unanswered
There is not a single piece of agreement on the fundamental choices that are hidden 
behind the national electronic health record (EHR), as is shown by an analysis of 
organization scientist Bettine Pluut. This explains why decision-making is progressing 
so slowly. 

From: Croonen, H., Medisch Contact (November 4th, 2010). Fundamentele vragen over 
EPD onbeantwoord (Fundamental questions EHR unanswered). Retrieved from Medisch 
Contact: http://medischcontact.artsennet.nl/Nieuws-26/archief-6/Tijdschriftartikel/86369/
Fundamentele-vragen-over-EPD-onbeantwoord.htm
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Projects that aim to improve Health Information Exchange (HIE) 

are often hampered by long, drawn-out discussions. Among other 

things, there is considerable debate on the role patients should 

have in the process of exchanging health information. In this 

doctoral thesis, Bettine Pluut argues that it is helpful to approach 

discussions on HIE as discursive struggles: processes during 

which actors struggle with an interplay of multiple discourses. 

By articulating discourses and stimulating communal reflections, 
actors can be empowered to work with their differences in ways 
they find helpful.
In pursuit of the above, the author develops a generative 

version of Critical Discourse Analysis on the basis of a relational 

constructionist meta-theory. Those who study discourses 

are allowed to explore how they can transform conflicts into 
productive dialogues. This is a radical departure from traditional 

approaches to discourse analysis. 

With this thesis, Bettine Pluut hopes to stimulate reflections on 
the why and how of both Health Information Exchange and the 

study of discourses. She invites all readers to join the dialogue 

on the unfolding of discursive struggles over Health Information 

Exchange. This way we can benefit from the generative potentials 
of inquiries and make healthcare a better place for patients.
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