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Abstract 
The purpose of this study lies in understanding the impacts of economization in the German 

healthcare sector on individuals as well as on the organisation as a whole. Special interest 

is on the change of roles and interaction between management and physicians, which are 

the groups of actors analysed. 

The researched field is characterised by multiple institutional logics - the managerial logic 

and the medical logic, which provide the foundation for this study. These logics are explored 

and linked to concepts of power and identity within the complex setting of a university 

hospital. 

The chosen case organisations, a German university hospital, is facing difficult times with 

decreasing financial performance. Therefore, the organisation has to implement 

organisational changes. However, this causes difficulties which this thesis investigates. 

In order to investigate the changes introduced by the hospital’s management and the effect 

it has on the different actors, this thesis draws on a multi-method case study 

approach.  Accordingly, data is gathered from conducting qualitative interviews which serve 

as the foundation for the analysis and enriched by data from secondary sources. By doing 

so, the thesis explores the case of a German university hospital in times of change more in-

depth. We adopt an abductive research approach, in order to rotate between the collected 

data and theories of power, identity and institutional logics. 

The findings of our study show that the actualisation of managerial intentions in the chosen 

case study is hampered because of power dynamics in the interaction between physicians 

and managers. Our approach enabled us to find out that the physicians in the case 

organisation are able to reduce uncertainty and set the agenda in the setting under 

investigation. Further, by nuancing existing literature on sources and mobilisation of power 

with the concepts of identity, we conclude that the physicians are enabled to stabilize the 

norms in their favour and thus, become dominant by making their institutional logic 

hegemonic in the interaction platform under investigation and the hospital as whole. This 

thesis concludes that the mobilisation of power can evolve and accrue over time so that 

systemic power evolves, manifested in more enduring institutional structures and thereby 

considered substantial. 
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Conclusively, this thesis reveals how change in an organisation characterised by competing 

logics and embedded in institutional pluralism is influenced and how power dynamics can 

lead to hampering the successful implementation of managerial actions. 

 

Keywords: Healthcare, Change, Sources of Power, Power Mobilisation, Physicians, 

Manipulation, Domination, Professional Identity Work 
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1 Introduction 
We need to become more profitable. A normal statement within companies and commonly accepted 

as this is usually among the main objectives of any corporation as it enables to not only run a 

business but also gain something from it. 

However, within the healthcare sector, and in regards to hospitals as one of their main players, this 

radical economic thinking has not been present. The organisation ‘hospital’ was rather seen as a 

means to enable patient care and not having patient care as a means to gain profits.  

 

Currently and especially after the introduction of new remuneration systems, the sector is changing 

and with it, the definition of what a hospital is and should be. Due to new healthcare reforms and 

other industry changes the orientation towards earning profit has become more prominent and 

seems to disrupt the industry which will be illustrated in chapter 4 of this thesis. The phenomenon 

that is driving this change implies a shift towards efficiency as well as effectiveness in medical 

processes.  

 

Literature within the field of healthcare is addressing the issue to a great extend and it became 

evident that the general development is highly negative connotated among one main actor group 

working at hospitals: the physicians. Articles published in doctor forums range from “Economy 

invading healthcare” to “Doctors become Profit Maximizer” and opened up heavy debates of the 

potential negative effects that might result from the increasing focus on economic aspect within an 

industry where the patients are seens as products (Bär, 2011; Busch, 2011). Here, the 

economisation of the healthcare industry not only affects the operating of hospitals but also the roles 

of the actors working in this field. A major development resulting from this has been the change in 

the rationales that guide actors in the healthcare industry. In this regard, it seems as if management, 

the actor group associated with the aspects of economisation faces the challenge to legitimizing its 

position and being accepted among the physicians. This might affect the acceptance of their position 

and managerial actions that are implemented.  

 

This constitutes the starting point for the present thesis. Being personally interested in the healthcare 

sector as a field due to its importance for society and since both our parents are active members of 

it, we were eager to find out which affects the economisation has on individual but also organisational 

level.  
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In this regard, we were curious whether the resulting changes towards more economically motivated 

considerations have an affect on the roles of physicians as they are confronted with new duties that 

are very different to their usual work which they are assigned to which has already shown by 

research. 

This in mind we started to find a case organisation currently affected by the above mentioned 

changes. By talking to the commercial director of our case organisation it became evident that the 

hospital he is working at is facing major issues that stem from economisation. He then explained that 

he initiated changes in order to make the physicians more aware for economic calculi and at the 

same time align the main actor groups: managers and physicians.  

As our studies are rooted in social studies we not only want to focus on the system organisation itself 

but put special emphasis on the human systems of actors operating and existing in it.  

In this we wanted to investigate whether the managerial intentions can address the change and 

which dynamics evolve during change. Especially when employing two different actor groups 

changes in direction might be interpreted differently which seems to apply to the case at hand as 

well. But which dynamics evolve and what needs to be considered in order for the managers to be 

able to execute their job without being affected by the physicians. 

 

Thus, not only are we interested in how hospitals are managed but also which challenges they face 

considering the heterogeneous workforce they are employing. So we got familiar with the different 

actor groups and their motivations to work in this sector and found that the doctors have already 

been affected by the economisation (Chapter 4). By combining the individual aspects of the people 

observed within interaction we believe that we will find out how the actions are perceived as well as 

executed. This led us to our research question: 

 

Which dynamics influence the actualisation of management intentions? 

How is power play affecting managerial intentions and what dynamics result from this? 

 

Increased interaction is mainly encouraged through the management tool of monitoring meetings - 

the investigated platform for our analysis. The dynamics connected to these meetings serve as an 

example to answer our research question. We examine the power dynamics in those meetings and 

from there draw conclusions to the organisation as a whole. 
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The research approach to find answers to the research question is as follows: As we look at the 

issue described from an social constructionist view, we deem it necessary to take into account the 

present logics of both actor groups, resulting in applying theory from the field of institutional logics. 

Therefore, the first part of the analysis covers the institutional factors affecting UniK in order to set 

the scene and get hold of the frame in which the case organisation is embedded in. Here we 

familiarise with the field of university hospitals in Germany by illustrating the complex system they 

are embedded in. 

The second part is devoted to the motivation and strategy behind the managerial intentions and 

how they have been framed by the commercial director. Here, the case will be introduced and how 

the manager plans to address the pressing change. We will then shed light on the sources of 

power and their mobilisation in order to answer the research question. 

The third part will then analyse the power sources different parties have at their disposal and how 

they become salient.  

 

Investigating the power dynamics taking place between the groups and how the actors are mobilising 

their power will help to answer the research question.  

 

How actors become powerful by mobilising their power sources will be analysed investigating 

interaction within the case organisation within the monitoring meetings that have been introduced in 

order to address the change. The analysis will conclude with a summary in order to guide the reader 

to the discussion where the findings from the case will be interpreted and discussed from a different 

view, combining power with identity theory. 

Section 6.3 will take the discussion to an organisational level and discuss which institutional factors 

are enhancing the development of power mobilisation within interaction. Chapter 8 will conclude and 

give suggestions for further research 

 

 

2 Theory  

“Without a theory, there is nothing to pull the study together, nothing to justify why the 

variables should be studied”  - (Cummings and Frost, 1995, p. 167) 
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In this chapter we will present, discuss and connect the theoretical concepts we use in this 

thesis in order to answer the research question. As mentioned above this research aims to 

understand the power dynamics in an organisation surrounded by multiple institutional 

logics. This chapter therefore consists of four parts. Firstly, we provide an overview of the 

power theories which will be the focus of the theoretical framework and used to investigate 

the role of power dynamics in our empirical setting. Afterwards, the theoretical concept of 

institutional logics and how they can be competing in the organisational context will be 

introduced. Additionally, in order to explain phenomena observed during field work, we 

supplement our theoretical overview with identity theories. The fourth part of this chapter 

consists of our own creation of the theoretical framework. Here, we explain how we connect 

the theories explained before in order to make sense of our data and the phenomena in our 

case. 

2.1 Power 

The concept of power gains its legitimacy in organisational studies from power being a 

“fundamental part of organisational life” (Fleming & Spicer, 2014, p. 285), that is unavoidable 

in organisations and “literally everywhere” (ibid.) as Fleming and Spicer (2014) conclude in 

their extensive review on the concept of Organizational Power in Management and 

Organizational Science. Organisations are composed of multiple actors with inconsistent 

objectives (March, 1994), making every decision inherently political which makes it important 

to take a closer look at the notion of power. Pfeffer (1993) defining organisational politics as 

"the exercise or use of power" (Pfeffer, 1993, p. 16), therefore, we important to take a closer 

look at notion of power. In this thesis, power is defined as “the capacity to influence other 

actors with [...] political interests in mind” (Fleming & Spicer, 2014, p.239). 

Furthermore, the social context plays a crucial role when executing power. Thus, powerful 

actors cannot easily be identified by only looking at roles or characteristics but the social 

realities existing within the field of power need to be considered. As this thesis is 

investigating interaction between two actor groups within the hospital this aspect will be of 

special importance. 
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2.1.1 Mobilisation of Power 

In order to locate and interpret power relations the social context needs to be included and 

put into perspective. This is why the underlying framework of power used in this thesis 

follows the classification of Fleming and Spicer (2014) into episodic and systemic 

expressions of power. Through this, they embrace its complexity and put special emphasis 

on the social processes in organisations which is demonstrated in their distinction of episodic 

and systemic forms of power (ibid.). Whereas episodic can be regarded as direct exercises 

of power, systemic power is manifested in more enduring institutional structures and thereby 

considered as invisible (ibid., Hathaway, 2016). Thus, power can operate in different ways 

and especially episodic power relations require to infer “its presence and effects [...] from 

the social processes and forms” present in organisations (Fleming & Spicer, 2014, p. 286). 

This consideration, including the social context is of extreme importance for the case at hand 

and will be elaborated in further detail in 2.4.  

Building on Lukes’ (1974; 2005) famous “radical view” of power, Fleming and Spicer (2014) 

combine all three dimensions in their framework with special emphasis on the mobilising 

aspect through systemic power which is of great importance for this thesis. In the following 

the faces coercion, manipulation and domination will be briefly introduced and considered 

in relation to each other. Subjectification as the fourth power dimension in Fleming and 

Spicer’s (2014) work, will not be addressed in this thesis. 

Coercion - Direct Mobilisation of Power  

The goal of coercive power is to reduce uncertainty and obtain stability by exercising direct 

power through instruments such as money or the possession of resources that are 

considered valuable (Dahl, 1957). Coercion works through clear rules or orders and sources 

of power are easily to identify (Fleming & Spicer, 2014). It is one of the most basic form and 

refers to influencing others getting them to do something that they otherwise would not have 

done (Dahl, 1957). It is the most observable and obvious form, which makes it the easiest 

form of power to recognise in organisations. 

Hereby it depicts Lukes’ (1974) first dimension of visible power. The execution of power can 

be recognised by others due to the explicit nature of power acts (Fleming & Spicer, 2014). 
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Moreover, the authors emphasise the importance of not only looking at the visible acts but 

also taking into account how power can be rooted in and mobilised through “systems, 

processes, ideas and even identities that organisations constitute” (Fleming & Spicer, 2014, 

p. 275). We deem it necessary to follow this indirect view on power which will serve as the 

focal point of investigation.  

Manipulation - Hidden Mobilisation of Power 

Manipulation is an implicit form of power where actors shape issues considered as important 

by others and thereby indirectly influence people’s behavior (Fleming & Spicer, 2014; Pfeffer 

& Salancik, 1974). This form of power thus, entails agenda setting, for example, through the 

mobilisation of bias where “assumptions or ideas are systematically inserted into decision-

making protocols” (Fleming & Spicer, 2014, p. 243). Thereby the rules of the game are 

biased. Another way to manipulate within organisations is the ability to make use of personal 

connections and networks and thereby influence decision-making processes subtly (ibid.). 

Further, manipulation can appear in form of the ability to bridge two social groups by using 

certain positions in order to shape information or resources within organisations (ibid.). Thus, 

manipulation comes from someone with the aim of constructing a new reality to make people 

act accordingly (Fleming & Spicer, 2014; Burt, 1995). Coercion and manipulation constitute 

episodic modes of influence as behavior is shaped through acts that are identifiable (Fleming 

& Spicer, 2014) and thereby relate to the first two dimensions of power in Luke’s (1974) 

view. 

This face can therefore be seen as a hidden form of power as it rather concerns actions that 

occur behind the scenes (Hathaway, 2016). As actors achieve at the exclusion of weaker 

actors from decision making and limit their choices, manipulative actors become powerful in 

a hidden way (ibid.). 

In this regard, we will put special emphasis on the soft sources of power as well as the 

process of domination which will become more clear in our power framework we introduce 

in 2.4. 
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Domination - Invisible Mobilisation of Power  

Domination is defined as the process where actors “establish influence through the 

construction of ideological values that become hegemonic” (Fleming & Spicer, 2014, p. 19; 

Nyberg & De Cock, 2019). Thus, this form of power can be seen as an indirect process 

where actors aim to establish a certain social order by mobilising ideological resources 

(Fleming & Spicer, 2014). Shaping of preferences or organisational systems and processes 

is regarded as domination power as it influences what the organisation is based on and 

achieves to make hierarchical relations appear to be “inevitable and thus unquestioned” 

(ibid., p. 243). Here, discourses are legitimised and current orders are made natural, which 

makes this form of power mobilisation appear in an invisible form (Hathaway, 2016). This 

form of power can be regarded as invisible as it is not only referring to concrete actions but 

concerns power of thoughts and ideas (Hathaway, 2016). The author describes it as“ being 

more structural, it is less concrete, less controllable and can sustain itself far beyond the 

actions that created it” (ibid., p. 121). 

Dominance results from yielding influence on “institutional, ideological and discursive 

resources [and thereby] influence[s] organisational activity” (Fleming & Spicer, 2014, p. 240) 

and can therefore be considered a systemic mode (Hathaway, 2016). Thereby actors are 

able to create a certain reality - which is accepted by the dominated party (Fleming & Spicer, 

2014). By dominating, actors are able to create a certain reality. Producing a reality is crucial 

in order to be able to influence and “shape the normative climate” (ibid., p.260) so that a 

socially constructed reality is unquestioned (ibid). If actors are able to maintain this reality 

they constructed with their influence on and shaping of the institutional logics, they are seen 

to be dominant actors (ibid.). 

The fact that this is related to how organisations become institutional domains (Fleming & 

Spicer, 2014) shows the more complex and substantial nature of this form of power. If 

organisational members try to mobilise power and how they try to do so in order to create a 

unquestioned reality by making their logic dominant will be of interest in this thesis. 

So far, we have clarified the different forms of mobilisation of power, combined with Lukes’ 

(2005) dimensional view on power. It became clear that some forms of power are not directly 
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visible and therefore not easy to identify. However, the next section will show where power 

can come from and will serve as a starting point in our analysis to identify power mobilisation 

(see 2.4). 

2.1.2 Sources of Power 

In our thesis we will analyse how different actors use certain sources of power in order to 

become powerful. Much has been written about the various sources of power and influence 

which provides a lot of categories to choose from. The underlying categorization for this 

thesis follows Pfeffer’s (1993) idea who sees organisations comparable to governments 

constituting fundamental political entities that can only be understood by understanding the 

organisational politics and are shaped by human behavior and interaction. 

 

Referring to Pfeffer (1993), there are five fundamental categories of power that actors use 

in order to become powerful: Formal Authority, Resources, Position, Expertise and 

Personal Attributes or characteristics. As they serve as guiding principles for our power 

framework they will be briefly introduced in the following. 

 

Formal Authority 

One source of power is the hierarchical authority. Hereby superiority is embodied by those 

in a higher position (Pfeffer, 1993). The formal authority stemming from this source of 

power is what Pfeffer (1993) names a ‘structural source’ because it stems from the formal 

position one obtains in the organisation’s hierarchy. However, authority is only powerful if it 

is accepted and perceived as legitimate.  

 

Resources 

The second source of power is another structural source, t stems from resources (Pfeffer, 

1993). However, it should be noted that the power does not necessarily come from the mere 

possession of the resource, but from the control over it (ibid.). One way to control resources 

is the control over its accessibility - even if one does not own the resource, it is possible to 

regulate the access to it (ibid.). Another way to have control over a resource is to regulate 
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the actual use of it - meaning the allocation of resources (ibid.). Pfeffer (1993) explains that 

control comes with the amount of alternative resources available and “how much others 

need what we control” (ibid., p.92). So, these resources could be physical space or real 

estates but also jobs in an organisation (ibid.). 

Positioning 

Positioning Power means possessing power by simply “being in the right place” (ibid., p. 

59) and having authority over decision-making (ibid.). This source concerns the 

importance of a person in an organisation. Here, the power is vested in form of the 

centrality of position in important networks (ibid.). By holding an important position, 

organisational members gain access to decision makers, which implies political power 

(ibid.). The source of power stemming from positioning is further concerned with visibility in 

the organisation and thereby connected to the relevance for the organisational context. 

Positioning power is thus accompanied by the autonomy to make decisions (ibid.). 

Expertise 

Additionally to the aforementioned sources of power, expert knowledge is another important 

factor for gaining power in an organisation (Pfeffer, 1993). This does not mean, that it 

necessarily needs to be a person, but also units in the organisation can have expertise 

power. One major focus here is the obtainment of information. If a unit or person is able to 

gain control over the access to knowledge, they might increase their power (ibid.). Further, 

professional credibility is enhanced by having expert knowledge (ibid.). 

Personal Attributes 

The fifth source of power Pfeffer (1993) explains is referring to personal attributes of an 

individual. Herein, the author views, among others, charisma, communication skills, physical 

stamina, the ability to confront and personal reputation as important characteristics for an 

organisational member to acquire and hold power (ibid.). 

However, in his book, Peffer (1993) criticises the importance of personal attributes and 

states that often people tend to “overattribute power to personal characteristics” (ibid., p. 

57). In the same vein, he argues that those sources stemming from the structure of an 
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organisation are more critical and important for an individual, rather than personal attributes 

(ibid.). For the objective of our thesis, we deem it necessary to take a different view on the 

personal attributes. We see them as a central element for becoming powerful and therefore 

extend Pfeffer’s existing sources with aspects from the concepts of individual identity theory 

which is explained in more detail in 2.4. 

Summing up, the fact that for example a higher position also comes with expertise in a 

certain area shows that the sources of power are connected and informed by others. Thus 

they cannot be separated which will also become evident in our theoretical framework in 

chapter 2.4. An overview over the different theoretical consideration underlying our power 

framework is illustrated in Figure 1. 

 

Conflict / Execution visible  hidden  invisible 

Political End control decision 

making  

control agenda setting control desires 

Powerful in make decisions, 

represent interests 

control the situation & 

issues to be discussed  

succeed in shaping 

desires of others 

Actualization  get B to do  make B to want make B to think 

Form of Mobilisation  coercion manipulation domination 

Process of 
Mobilisation 

direct exercise of 

coercion 

implicit shaping of 

issues 

invisible shaping of 

desires 

Mode of Influence episodic episodic/systemic systemic 

Powerful through conviction attraction (surface, rooted)  

Consequences episodic systemic; mobilising institutional, ideological and 

discursive resources to influence organisational 

activity 

 
Figure 1: Our Own Overview on Theoretical Considerations Inspired by Political and Social Science, such as Fleming & 

Spicer (2014), Hathaway (2016), Lukes (2005), and Nye (1990) 
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2.2 Institutional Logics 

For understanding the dynamics of different actors in an organisation, taking a closer look 

at the underlying logics is crucial. We therefore use the conceptual lens of institutional logics, 

which will be explained in what follows. 

Research has grown rapidly in this field of organisation theory (Lounsbury & Boxenbaum, 

2013). Friedland and Alford (1991) were among the first to elaborate on the concept of 

institutional logics and thereby delineating it from other streams in social sciences. The 

authors criticise the rational choice approaches and the prevailing organisation theories that 

were prevailing back then. Their main critique lies on the fact, that then-dominant theories 

isolated organisations from the context of society and reduce society to an abstract 

environment or organisational field (Lounsbury & Boxenbaum, 2013). Thus, they included 

organisational theories back into the broader social context and suppose a “non-functionalist 

conception of society as a potentially contradictory interinstitutional system” (Friedland & 

Alford, 1991, p. 240). They reconstruct the notion of institutions and understand them as 

“supraorganisational patterns of human activity by which individuals [...] organise time and 

space” (ibid. p. 243). According to Friedland and Alford (1991) the central institutions such 

as capitalism, family, Christianity, democracy and bureaucratic state form Western society 

and are to be seen as simultaneously materialistic and symbolic. They are symbolic, thus, 

non-observable system as each of these institutional orders provide different logics (ibid.). 

According to Max Weber (2006), especially the influence of Protestantism formed 

institutional logics of Western Society. 

 

In this thesis, we define institutional logics according to Thornton and Ocasio’s (1999) as 

“the socially constructed historical patterns of cultural symbols and material practices, 

including assumptions, values, and beliefs, by which individuals and organisations provide 

meaning to their daily activity, organise time and space, and reproduce their lives and 

experiences” (Thornton & Ocasio, 1999, p.804). 

Therefore, logics appear as a dynamic construct, flowing in between individual and macro-

levels of analysis while they are a product of values and beliefs shared in a group of 

individuals (Bevort & Suddaby, 2016). Institutional logics on an individual level are 

experienced through different channels. One of the most present is the education and 
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professional work, which are powerful means for incorporating a set of norms and beliefs 

which then provide a sense of self (Friedland & Alford, 1991) and inform behavior (Pache & 

Santos, 2013). 

Individuals get exposed to logics in their day-to-day work life and the social context they are 

embedded in. The main institutions as listed above (family, religion, etc.) determine the 

‘symbols and practices that govern commonly recognized arena of life‘ (Pache & Santos, 

p.8). These different points of contact with various institutional logics show that individuals 

are exposed to multiple logics at the same time (ibid.). Related to this, research within the 

healthcare industry has touched upon the development of the doctors’ profession from a 

solely medical to a more economically directed focus (Bode & Maerker, 2014, Dunn & Jones, 

2010; Reay & Hinings, 2009; Scott, Ruef, Mendel & Caronna, 2000) which has been widely 

criticised (Kirste, 1996; Vera, 2007). Regarding the case at hand it can be assumed that the 

development of the doctors profession towards more economically focused task exposed 

the doctors to an additional logic (the manager’s logic) that needs to be implemented in their 

work. It will be interesting to find out whether the clinic directors incorporate multiple logics 

into their identity and how they impact the mobilisation of power. The case organisation being 

characterised by institutional pluralism can be assumed as being comprised of multiple logics 

that are present due to the heterogeneity within a hospital (Kraatz & Block, 2008; Witman, 

Smid, Meurs & Willems, 2010). 

 

Competing Institutional Logics 
One line of scholars has committed to investigate the phenomenon of multiple logics, most 

of them in the context of institutional change (Glenn & Lounsbury, 2005; Kitchener, 2002; 

Lounsbury, 2007; Pache & Santos, 2013; Reay & Hinings, 2009; Scott, 2008; Thornton, 

2004; Thornton & Ocasio, 1999; Townley, 2002). 

If co-existing multiple logics are in contradiction to each other and thereby pose different 

demands on the organisation and its members, we speak of competing logics (ibid.). 

Pouthier, Steele and Ocasio (2013) examine how the nascent identity of physicians in 

hospitals is exposed to threats by the managed-care system in the United States, whereas 

Reay and Hinings (2009) investigated the changes in logics in the healthcare industry in 

Canada from 1994 to 2008. With their study, the two authors aimed at understanding how 
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competing logics can co-exist and, even more interesting for this thesis, how actors manage 

this rivalry of logics. In their case, a business-like health care logic was introduced by the 

government. The physicians did not agree with the new rules from the government. As so, 

the prevailing logic was challenged and the two logics were from then on competing (ibid.). 

In the case at hand, we use the concept of institutional logics to point to the differences in 

understanding between the groups of doctors and managers in the university hospital. In 

this regard we will examine which role the logics play as to mobilisation of power in 

interaction. 

These findings provide an important foundation for our research as they allow insight into 

the micro-level perspective on how individuals cope with competing logics. When 

investigating power structures and mobilisation it will be interesting to find out whether logics 

have an impact on power execution and collaboration between different occupational 

groups. 

2.3 Identity  

In the following section the notion of identity and, more specifically, professional identity will 

be introduced. As we investigate interaction within an organisation, special emphasis is laid 

on the creation of identity by individuals in the workplace by elaborating on the process of 

identity work. Both, the individual and collective level of identity construction will be covered 

by looking at the identity work of individual professionals from different occupational groups. 

In this regard, it will be shown what professionals incorporate in their identity work and which 

role the social environment plays in this process. The section ends with how multiple identity 

sources can exist which will be further elaborated in our theoretical framework, in which we 

propose how the individuals in our case are continually forming their individual professional 

identity. 

2.3.1 The Concept of Identity 

The notion of identity has been discussed since the Classical period and finds its roots with 

Plato in Ancient Greece as Brown (2015) states in his extensive review paper on Identities 

and Identity Work in Organisations where he systematically analysed a large amount of 

articles on the concepts of identity and identity work. Identity can be defined as “people`s 
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subjectively construed understanding of who they were, are and desire to become“ (Brown 

2015, p. 20). Herein the core of the self can be seen as one of the fundamental aspects of 

system of thought that influenced philosophical thinking to a great extent (ibid.).  

Most scholars point out the temporal and dynamic aspect of the concept and see it as a 

project instead of an achievement (Knights & Vurdubakis, 1994). Thus, identities are not 

fixed but in a continuous process of creating, presenting or sustaining personal identities 

that are in accordance with the self-concept (Walsh & Gordon, 2008). Identities evolve over 

time as the circumstances change which let new available sources emerge in order to form 

a new, adjusted identity (Snow & Anderson, 1987; Knights & Vurdubakis, 1994; 

Sveningsson & Alvesson, 2002). Accordingly, individual identities can be stable over a 

period of time but are constantly exposed to changes in the environment which activates the 

process of identity work that will be elaborated later on (ibid.).  

2.3.2 Professional Identity 

There are many different forms of identities, shaped in certain social environments. 

Especially professional and organisational identities have been studied comprehensively 

within organisational studies (Pratt, Rockmann & Kaufmann, 2006; Watson, 2008; Beech, 

2008, Kreiner & Murphy, 2015). This thesis will focus on the professional identity as one 

particular form of individual work identity (Pratt et al., 2006) since we investigate two groups 

of professionals. Professionals are individuals that are crucial for the organisation due to 

their expertise and unique skill sets (ibid.). In the case at hand the two professional groups 

“Clinical Directors” and “Management” will be investigated as they can be regarded as 

occupational groups crucial for the hospital’s (economic) performance. 

2.3.3 The Process of Identity Work 

Individuals construct their identity in social contexts and thereby actively ‘work’ on their 

identity (Svenningson & Alvesson, 2003; Pratt et al., 2006). The process in which individuals 

continuously engage in activities “to create, present and sustain personal identities that are 

congruent with and supportive of the self concept” (Snow & Anderson, 1987, p. 1348) is thus 

termed identity work. In this process there are several different sources individuals can rely 
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on. This will become evident throughout our own framework of professional identity 

construction that we propose in 2.4. 

As this thesis is looking at identity work in the organisational context, we follow the idea of 

Watson (2008) emphasising the importance of relating the process of identity work to the 

social discourses. This refers to Alvesson’s & Willmott’s (2002) work about publicly available 

social identities that serve as additional external sources for identity work. Thereafter, 

individuals include certain socially available social identities into their individual identity by 

bridging between the self identity and the social discourse (Watson, 2008). Thereby a group 

or person “can be identified indirectly by reference to the characteristics of specific others” 

(Alvesson & Willmott, 2002, p. 629). In his paper from 2008, Watson uses managerial 

identity as one form of social identity. In our case we will focus on the occupational group of 

physicians, or more specifically on clinic directors, in comparison to managers. Taking this 

inclusion of external aspects into account makes us apply the definition of Watson (2008) in 

this thesis. Identity work is hereby “the mutually constitutive processes whereby people 

strive to shape a relatively coherent and distinctive notion of personal self-identity” (Watson, 

2008, p. 129) including “the various social-identities which pertain to them in the various 

milieux in which they live” (ibid.). Here, “various milieux” can be transferred to the pluralistic 

character of hospitals where different groups of people construct their identity from different 

social identities in the process of identity work.  

Professional identities can be constructed from certain established social roles or characters 

which makes the socially available associations with roles (e.g. the entrepreneur, the doctor, 

the lawyer) one of the defining aspects of identity process (Walsh & Gordon, 2008). As there 

is no defined limit of social sources for identity construction we will refer to the formal-role 

social identity drawn from categories such as occupation or rank (Watson, 2008). In this 

regard, Walsh & Gordon (2008) emphasise the importance of the occupational identity for 

individual identity work within organisations. Hereby the positive, defining values of an 

occupation create the occupational identity and from this, individuals construct their 

professional identities. The occupational identity constitutes the defining values of an 

occupation including a “set of central distinctive and enduring characteristics that typify the 

line of work” (Ashforth & Kreiner, 1999, p.417). Occupational aspects will therefore serve as 
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one of the main sources as it connects group and individual level of identity construction 

(Ashforth & Mael, 1989; Watson, 2008). In doing so, the process not only includes individual 

sources for identity work, but also incorporates aspects of the occupational group. This 

allows the individual to distinguish out-group from in-group members and reach a self-

defining and self-referential collective identification with a sense of belonging (Stevens, 

2013). Through the distinction from other occupational groups, it provides a sense of 

belonging with the respective group of professionals (Ashforth & Mael, 1989; Stevens, 

2013). Thus, the question of “Who are we as a group?” can be answered (ibid.). Individuals 

can be part of multiple collectives. This especially applies to the case at hand as we 

investigate actors from different collectives (management and physicians). 

2.3.4 Multiple Identities and Identity Clash 

 

With regards to this group identification, it should also be mentioned that multiple collective 

identities can co-exist in organisations simultaneously (Kraatz & Block, 2008). Stevens 

(2013) already investigated on the role of collective identification of employed physicians. 

This is of great interest for the case at hand, as the clinic directors seem to face the challenge 

of balancing multiple collective (occupational) identities. Due to their double function of being 

a manager and a doctor implies that they embody two potentially clashing identity traits. 

Regarding patient care, the economically oriented manager might chose the treatment with 

the best economical result whereas the doctor rather choses the one most suitable for the 

medical needs of the patient. In such situations the dominant identity will influence the 

resulting actions or result in inertia due to an unsolved identity struggle. From this overview 

of possible sources we can conclude that individuals create their individual professional 

identity from different sources. 

How we combine the theoretical considerations in order to provide a framework for the 

professional identity work of individuals in our case and how occupational identity, the self-

concept and the wider social discourses are connected will be shown in the following section. 
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2.4 Theoretical Interplays 

The previously introduced theoretical concepts provide the foundation for the analysis in 

this thesis. In the following section, we will explain which aspects of concepts are 

particularly relevant for our case and how these concepts are connected. We will combine 

the theories and develop our own framework to address the challenge of analysing 

interaction within the analysed case organisation. Lastly, we will show how we compose 

and supplement the last source of power with implicit and explicit attributes as well as the 

framework on professional identity construction developed in this thesis. 

2.4.1 Importance of social reality 

From the insights on the concepts of power, logics and identities it became evident that the 

social discourse in which interaction takes place plays a crucial role. Even though it might 

be obvious for most of researchers in social science, it should be emphasised that 

organisational life is characterised by many different realities and social worlds which need 

to be taken into account when analysing interaction. Especially in the case organisation, 

social aspects have to be taken into account when analysing interaction. Hospitals are 

organisations and thereby represent fields of power where heterogeneous actors exist 

(March, 1994). Thus, in order to analyse the interaction between two actor groups, the way 

how they ‘see the world’ needs to be taken into account in order to determine their being 

and acting from a holistic perspective. 

 

The theoretical construct of institutional logics will serve as the starting point in our analysis 

(5.1) for investigating the organisational environment. From this, we decided that looking at 

interaction necessitates investigating how these logics ‘play out’ within the power dynamics 

of organisational life.  

2.4.2 The Theoretical Framework 

In this section, we will introduce our theoretical framework we use in order to analyse our 

case. 
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2.4.2.1 Disposition of Sources of Power 

The main focus and area of interest of our analysis will lie on the source of power used by 

different actors and how these sources of power are mobilised during their interaction. Here, 

it will be of interest to find out how the different groups of actors are using hard and soft 

sources of power in order to reach political ends. In this regard we want to find our whether 

logics and professional identities are applied or integrated in the apparent power play. 

Therefore, we extend Pfeffer’s (1993) categorisation of sources of power and include 

individual professional identity as an (implicit) element supplementary to the particular 

source of power “Personal Attributes”. Figure 2 is illustrating the modified overview of 

sources of power used for the analysis of the case organisation at hand. 

 

Source 1 Source 2 Source 3 Source 4 

Formal Authority & 

Positioning 

Resources Expertise/ 

Knowledge 

Personal Attributes 

Explicit 

Implicit (inc. 

Identity) 

Figure 2: Own Framework with Reference to Pfeffer (1993), Nye (1990) and Hathaway (2016) 

 

Referring to Pfeffer (1993), the structural sources of power Formal Authority and Positioning 

Power are merged into the first category implying the ‘hard facts’ that derive from an actors’ 

formal and local position within the organisation. The combination of those two sources of 

power is suited for our analysis because of their causal relationship which will become 

evident throughout the analysis in chapter 5. The second category is directly adopted from 

Pfeffer’s (1993) idea of resource dependency and includes the resources a person or group 

has at their disposal. These two sources of power ((1) and (2)) are thereby illustrating hard 

and structural sources of power (Nye, 1990; Pfeffer, 1993).  

These are supplemented by soft, or more personal sources of power, also referred to as 

agential sources of power. Within the group of soft sources, we distinguish between 

Expertise/Knowledge (3) and Personal Attributes (4). The former includes what a person is 

possessing in terms of professional knowledge and the latter focuses on different attributes 
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that can be directly connected to a person's visual appearance as well as individual 

characteristics (Pfeffer, 1993).  

 

For the objective of our research approach with our special focus on the dynamics between 

organisational members, we deem it necessary to highlight the composition of the fourth 

source “Personal Attributes”. As we consider the impact of a person’s being as highly 

relevant for our case, this source of power (Source 4) will be explained more in depth 

towards the end of this section. It illustrates how we connect the theories from the fields of 

power and identity and enables to gain a holistic understanding of the case.  

 

Composition of Sources 
So far, we have briefly introduced the different sources of power. Now, we continue with a 

brief description of the nature of those sources of power and elaborate the relationships 

between the sources of power, as it is illustrated in Figure 3. 

 

 
Figure 3: Extended Composition of Sources of Power and Their Characteristics, own creation inspired by Pfeffer (1993) 

 

At first, it should be mentioned that the four sources of power are not mutually exclusive but 

affect each other. For example, it can be assumed that a physician can enforce his or her 

formal authority by wearing a white coat and thereby combine sources 1) and 4). In the same 

vein, extensive knowledge could influence the political skills of an individual or occupational 

group as it gives him more confidence when the interaction is connected to his field of 

expertise. Adding to that, the personal attributes are also comprised by the authority of a 

person or the expertise he or she has which implies that 1), 2) and 3) are shaping 4) in a 

way. This demonstrates the reciprocal influence among the sources of power. The following 
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section on mobilisation of power will highlight this aspect and show that we deal with highly 

complex and intertwined concepts that cannot be seen as boxed into categories or 

dimensions. Therefore, in order to take out some complexity, we chose the illustrated 

categorisation of sources of power to distinguish between structural (sources 1 and 2) and 

personal (sources 3 and 4) sources, including identity as one of the agential sources. 

In interactions, actors can select and combine the sources of power they have at their 

disposal which will be the focal point of our analysis. When looking at individual centred 

actions that occur within interaction comprised of power, people's underlying desires and 

values seem to play a major role. We have shown that this can influence the shape and 

disposal of their sources of power, but how do actors mobilise these sources? Which 

possibilities of power execution prevail? 

2.4.2.2 Mobilisation of Power 

Power can be mobilised in different ways referring to the sources outlined above. As pointed 

out this can be done in a direct, hidden and invisible manner (Fleming & Spicer, 2014; 

Hathaway, 2016). 

 

Here, to nuance the existing theories, we combine the previously described sources of 

power with the mobilisation process, which constitutes the main framework that is used in 

the following analysis (see Figure 4). The framework aims to illustrate this highly complex 

process and the dynamics that are acted out within the mobilisation of power. 
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Figure 4: Mobilisation of Sources of Power, own creation inspired by Pfeffer (1993) and Fleming & Spicer 

(2014). 

 

Grouping the sources of power into categories is delineating them from each other, but does 

not mean that they cannot be combined as stated above. This can occur in the mobilisation 

process where they influence and reinforce each other depending on which form of 

mobilisation (direct, hidden, invisible) the respective actors choose. Here we want to clarify 

that we are aware that coercive or manipulative mechanisms can be actively mobilised 

whereas domination is a complex developing process including many elements that cannot 

directly be controlled. From this, we view coercive execution of power as mainly occurring 

through resource-related or direct influence whereas domination is reached by mobilising 

predominantly invisible sources of power. 

This is illustrated by coercive and manipulative mechanisms associated with hard sources 

of power, whereas dominant forms of power are illustrated around the soft and agential 

sources of power (see Figure 4). In turn, domination is the most difficult form to observe. 

Therefore we aim to define certain processes or aspects that help us analyse the process 

that leads to domination more holistically. 
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In the case organisation, characterised by institutional pluralism where competing logics, 

multiple identities and different demands meet under the roof of comparably strong logics. 

Here, we argue that the investigation of systemic power seems necessary in order to get a 

holistic picture of the elements that shape interaction. 

Even though this clustering acts as a guidance, we try to distance ourselves from boxing 

power mobilisation into these three forms because in social interaction, actors can mobilise 

the same sources in coercive, manipulative or dominative ways. 

 

We assume that the direct mobilisation of power can be analysed rather easily (e.g. high 

rank in the hierarchy, control of decision making), whereas manipulative execution requires 

more extensive insights about the actors involved as it includes agenda setting. This 

requires to make other people want what you want by indirectly controlling the situation and 

what is to be discussed. Domination requires the consideration of underlying logics which 

asks for extensive knowledge about the actors and how they construct the reality. 

 

Conclusively, in order to investigate interaction among the actors, we have decided to focus 

on power dynamics between the groups.  

As mentioned before, the fourth source of power is extended by identity theory in order to 

examine the more invisible power actions. This will be needed in order to investigate the 

influence of identity in Section 6.3. The following will introduce the modification and 

composition of source 4. 

 

2.4.3 Composition of Source 4 - Personal Attributes 

We compose the last source of power as illustrated in Figure 5, including explicit and implicit 

attributes. 

 

 



 
29 

 
Figure 5: Composition of Source 4, own drawing 

 

Explicit and implicit  

Outward appearance or charisma are explicit personal attributes. In contrast, the 

professional identity can be regarded as one of the focal aspects of the personal attributes 

an individual is constituted by and is thereby an implicit personal attribute. 

Explicit aspects of a person such as outward appearance (see upper part of Figure 5), e.g. 

the way a person dresses or other observable attributes such as eloquence and charisma 

do not need further explanation (Pfeffer, 1993). But as outlined in the power theory, there 

are more invisible aspects that are included in or inform certain personal attributes. 

 

Thus, in terms of interaction the fourth source of power becomes essential as its elements 

constitute the preconditions that lead to the behaviour enabling a person to interact, argue 

and connect in a certain way with other actor groups or departments within an organisation 
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(Pfeffer, 1993). It thereby includes major aspects of a person’s being, leading to being 

perceived as a certain character. 

 

Implicit Attributes 
But how do people become who they are, comprised of certain personal attributes? Here, 

the individual identity comes into play. We see the identity as one of the fundamental aspects 

of any individual and therefore find it inevitable to include it as one part of the personal 

attributes. Since we investigate interaction between two professional groups in an 

organisational setting, we choose the professional identity as it applies to both, the clinic 

directors as well as to the managers. The reason for focussing more on the doctors’ identity 

is grounded in our abductive approach: during our data analysis we recognised that the clinic 

director’s professional identity as compared to that of the manager’s plays a crucial role in 

the mobilisation of sources of power. Further, the impact of the phenomenon of 

economisation in the healthcare industry seemed more influential on the doctors’ than on 

the managers’ professional identity. 

 

At this point, we further want to elaborate on the process of identity work which leads to the 

professional identity that the respective actors in the case organisation are embodying. As 

the underlying characteristics and rationales of physicians have already been investigated 

by several scholars (Bode & Maerker, 2014; Reay & Hinings, 2009; Witman et al., 2010), it 

will not be in the centre of our analysis. However, it cannot be fully assumed that specific 

(managerial or medical) identities also prevail on an individual level. Therefore, the 

underlying logics within UniK will be defined (5.1) and both actor groups will be analysed in 

this regard - with a stronger focus on the clinical directors. It will be explained how the source 

of personal attributes is fueled by the professional identity and eventually mobilised in 

interaction. Influence on the power relations between the groups of actors will be explained.  

 

In the following, we introduce our approach to identity work for the case at hand in order to 

use identity as a source of power. This enables us to show how the actors make use of their 

personal attributes in their power execution. 
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From familiarising with the extensive research investigating the role of doctors in the 

healthcare sector it became evident that doctors are characterised as strong personalities 

and holding ideological values stemming from their socialisation process (Bode & Maerker, 

2014; Bär, 2011; Busch, 2011; Stevens, 2013). Therefore, we are convinced that the self 

concept, explained in section 2.3, has a strong impact on the identity work of professionals, 

as it includes ideological values that have been present during the socialisation process. 

  

Digression: Professional Identity Work 
Identity work is a process incorporating various steps and aspects. Being aware that 

the resulting identity is a complex construct, comprised of many different sources, 

we combine several approaches and from these derive two main sources that we 

believe are formative in the identity work process.  

We are aware that identity work is a dynamic process and not something that can 

ever be ‘accomplished’ but happens continuously as circumstances change (Snow 

& Anderson, 1987; Svenningson & Alvesson, 2003; Pratt et al., 2006). For the 

objective of the analysis however, we view them as already constructed and defined 

in a certain way when the actors enter the monitoring meetings or other interaction 

in the hospital.  

To make it applicable to the case at hand, we chose Walsh & Gordon’s (2005) 

approach to identity work of professionals and Watson’s (2008) idea of formal social 

identities in order to derive the professional identities for the actors. Additional 

aspects from Pratt et al. (2006) regarding professional identity work are incorporated 

as well. As shown in Figure 6, the two major sources for the professional identity are 

the self-concept and the collective occupational identity, both informed by the 

socialisation process. 
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Figure 6: The Individual Professional Identity Work, own creation inspired by Brown (2015), Pratt et. al (2006), 

Walsh & Gordon (2008), Watson (2008) and Witman et al. (2011). 

 

The self-concept is the first of the two major sources informing the professional 

identity (Figure 6) and will be analysed in the subsequent step. The inner-self of a 

person is challenging to analyse because of its implicit nature. By focusing on the 

socialisation in terms of their profession, we were able to draw conclusions regarding 

the self-concept from our data. Here, research has already shown that doctors go 

through an extensive socialisation process leading them to the “medical habitus”, 

that is, the internal model of social reality implying the “way a doctor exists in and 

experiences his specific world” (Witman, Smid, Meurs & Willems, 2011, p. 482). 

As shown in Figure 6, this self concept is formed by socialisation: an imprinting 

process of personal development through constant interaction between the 

individual and the social structures surrounding him or her (Hurrelmann, 2002). 

Thereby, sociocultural elements are internalized and as a consequence, lead to an 

adaption of the person to his or her environment (Sala-Roca, Biarnés, García & 

Sabates, 2012). The factors determining this process of the clinic directors in our 

case organisation will be analysed in chapter 5.  

  

We include the occupational identity as the second major source to construct an 

individual’s professional identity. We assume that both groups (physicians and 
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managers) create their professional identity - next to the self-concept - by 

incorporating the identity offered by membership in their respective occupational 

group. As explained above, this enables us to analyse in how far an individual 

identifies with his occupational group. Thus, the analysis of an individual's 

occupational identity as part of the professional identity will focus on professional 

identity as one particular form of identity in regards to medical doctors and high level 

managerial staff.  

The framework includes an individual (self-concept) as well as a collective dimension 

(occupational identity). We deem it necessary to treat the concept of identity not only 

on an individual but also on a collective level implying a certain strength which would 

not be present if only looking at individual identity components. Thus, even though 

mobilisation happens on individual level, the underlying collective identity is 

enforcing each individual implicitly.  

From this, we argue that the process of identity work of the professional under 

investigation mainly incorporates elements from the occupational group identity and 

the underlying self-concept. The process eventually leads to the individual 

professional identity. 

 

So far, we have illustrated what explicit attributes are as well as how we view the process of 

professional identity work with all its components. 

In line with Pfeffer (1993), we now conclude that the combination of both - explicit and implicit 

attributes - may enhance the effectiveness of political skills of a person in an organisation. 

If a person is equipped with political skills and can enact them effectively - impacted by 

implicit and explicit attributes - they have the potential to get influence in the organisation 

and thereby frame the social reality. One important part is the skill to create a network within 

the organisation. How this is done by clinical directors and managers will be of special 

importance in the discussion.  
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After defining the present logics at UniK (5.1) and how they contribute to shaping their self- 

concept (6), these findings will be used to show how logics can impact the mobilisation of 

sources of power (6). 

To nuance the power theories we combine them with frameworks on identity and logic in 

order to then analyse how actors are following different power strategies to mobilise different 

sources. 

Hence, the introduced theoretical framework serves as the foundation for our analysis. In 

order to investigate the wide field of power and its impacts, constraining the scope of 

analysis seems unavoidable. In order to make observation and investigation of the execution 

of power and the different dynamics possible for us, a certain setting where the two groups 

interact is required. Interaction between the actors can best be observed in the monitoring 

meetings. This construct can be seen as a platform where different dynamics come into 

play. 
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3 Methodology 

In this section, the methodological considerations on which this thesis is based will be 

presented. This chapter is structured in accordance with the work of Saunders, Lewis and 

Thornhill (2006). The authors developed the ‘research onion’ as a framework for describing 

the considerations underlying research (see Figure 1). 

 
Figure 7: The Research Onion from Saunders, Lewis and Thornhill, 2006, p.108 

 

We will explain the underlying layers of this work such as philosophy of science, the scientific 

inquiry of abduction and the research design in form of a multi-method case study approach. 

Further, we reflect on the forms of data collection and data analysis. How we made sense 

of all the data gathered and connected it to the theory in order to answer our research 

question is also delineated. Afterwards, we discuss the quality and validity as well as 

methodological limitations of this thesis. This chapter ends with the description of the 

process from the very beginning until the final product of our research. The outline of this 

chapter is illustrated in Figure 8. 
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Figure 8: Structure of Methodology Chapter, own drawing 

 

3.1 Research Philosophy 

When conducting research, especially in qualitative terms, it is important to consider the 

philosophical positions in order to frame the research design and strategy (Eriksson & 

Kovalainen, 2008). A possible approach provides the concept of the “research onion”. The 

outer layer of the research onion is the philosophy of science which is the way how we, as 

researchers, view the world and how we develop knowledge (Saunders et al., 2006). 

Additionally it is crucial, to take the epistemological and ontological perspectives into 

account when it comes to research philosophy. 

Epistemology is concerned with the question “What is knowledge and what are the sources 

and limits of knowledge?“ (Eriksson & Kovalainen, 2008, p.6) and thus, addresses the 

question of what is referred to as acceptable knowledge in a studied research field 

(Saunders et al, 2006). Ontology on the other hand deals with the nature of knowledge and 

answers the question of “What is there in the world?“ (Eriksson & Kovalainen, 2008, p.5) 

and deals with the nature of social entities, namely the existence and relationship between 

people (ibid.). 

This thesis follows the philosophical epistemological position of interpretivism. Interpretivism 

stands in contrast to the positivist approach, which is mainly used in natural science (Bryman 

& Bell, 2011). The doctrine of positivism works with an observable social reality and 

research, which is undertaken in a value-free way and produces generalisations as end 

products (Saunders et al., 2006). The interpretivist approach, on the other hand, challenges 
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the positivist tradition in natural science and argues, that the social sciences with its 

complexity and human actors call for a epistemological consideration allowing for more than 

generalised laws (ibid.). The philosophical thread of interpretivism studies the social world 

and therefore is “interested in how people, as individuals or as a group, interpret and 

understand social events and settings“ (Eriksson & Kovalainen, 2008, p.6). The assumption 

underlying this philosophical position, is that different interpretations of the same data are 

possible (ibid.). 

Concerning the nature of reality in the view of the ontological considerations underlying this 

thesis, we would like to highlight the aspect of subjectivism. Subjectivism focuses on the 

dependency between social entities and social actors arguing that reality cannot exist 

external to social actors. Rather “social phenomena are created from the perceptions and 

consequent actions of social actors“ (Saunders et al., 2006, p.108). Thereby, the social 

experiences can only be understood from the point of the individuals directly engaging in the 

situation and activities (Bryman & Bell, 2011).  In line with the interpretivism approach, this 

conception of reality views social phenomena as “continually being accomplished by social 

actors” (ibid., p.22). It is thereby associated with social constructionism. Thus, multiple 

realities with multiple truths can exist. This consideration will be of particular importance 

when analysing identities as people are constructing them incorporating different logics 

which are shaped by how they see the world. Also, as this thesis analyses the interaction of 

two social groups, it is important to keep in mind that - considering the social constructionism 

- meaning of an action is constructed in and through interaction (Bryman & Bell, 2011). We 

argue, that in our case, the university hospital is an organisation with many different realities 

for each actors and with different “subjective meanings motivating the actions of social 

actors“ (Saunders et al., 2006, p.111) which we aim to understand through our study. 

Moreover, we would like to comment on the axiology in this research. Axiology deals with 

the question which role our own values and ethics in the research choices and process play 

(ibid.). As elaborated above, we engage as social constructionists and interpretivists in our 

research. Hence, we understand the produced outcome or knowledge as socially 

constructed. In the same vein, we want to mention that we are aware that our research 

process is, in contrast to a positivist paradigm, value-laden and biased. Through the 

subjectivism, our values are likely to be inherent in the context of the study and thereby 
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affect it (ibid.). This becomes obvious when considering the qualitative research strategy, 

where we, as researchers (Louisa Wettwer and Henrika Gassel), are actively engaging in 

what is researched (Saunders et al., 2006). 

 

3.2 Research Approach 

In this section, we elaborate on the nature of relationship between theory and research and 

the scientific inquiry in our thesis. 

Generally, there are two different prevalent types of research approaches: induction and 

deduction. The deductive research approach has its origin in natural science research and 

starts with posing a theory or hypotheses which is then empirically tested through the 

research (Saunders et al., 2006). In induction, on the other hand, theory follows data, which 

means that from the data collected and the data analysis, theory is developed (ibid.). While 

using one of the two approaches is the dominant method in research, we turn towards a 

combination of the two and follow Timmermans and Tavory’s (2012) idea of an abductive 

research approach. According to the two authors, abduction is “the process of moving from 

the everyday descriptions and meaning given by people, to categories and concepts that 

create the basis of an understanding or an explanation to the phenomenon described“ 

(Eriksson & Kovalainen, 2008, p.14). This means that abduction is a rather creative process 

in which it is possible for the researchers to “move back and forth between data and theory 

iteratively“ (Timmermans & Tavory, 2012, p. 168). The approach seeks a fit between the 

observed facts and rules established in theory and thereby enables us to understand 

complex phenomena and effects of actions (ibid.). Conclusions are drawn in an ongoing 

process, thereby closely related to the hermeneutic circle which is in line with our 

interpretivist view of the world. 

Following the notion of Hernes, Hendrup and Schäffner (2015) abduction “is based on the 

idea that social science does not provide validated truths but rather offers connections and 

relationships that may change as the research proceeds“ (p.130). This highlights the 

recursive nature of relationship between theory and data and shows that the abductive 

nature of methodology can be associated with this thesis. 
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How this abductive approach was realized in and how it influenced our research is 

demonstrated in the methodology discussion 7.2 where we describe our reflections on the 

whole research process. 

3.3 Research Design 

Case Study Approach 
As we entered a field of study where we had little prior knowledge, we decided to follow an 

exploratory and qualitative case study design (Yin, 1994). Case studies are a widely used 

research design within management research as it combines business practice with science 

and allows to investigate a “contemporary phenomenon within its real-life context” in order 

to understand complex social phenomena (Yin, 1994, p. 13). We investigated the interaction 

between management and medical staff in a hospital, implying the phenomena of power 

mobilisation and identity construction which are embedded in a real-life context. In this 

regard we aim to answer the questions how interaction is performed and which role 

phenomena such as power, identity and logics play. We thereby aim to find reasons behind 

the behavior of head physicians and management staff in order to answer our research 

question and later being able to generalize the results to a theoretical disposition (Blumberg, 

Cooper & Schindler, 2011). Therefore, we follow the replication logic assuming that the 

same phenomenon can occur in another hospital when the same circumstances are 

prevailing. As monitoring meetings are a general management tool, interaction between 

controlling and head physicians can be investigated based on the same theory in other 

hospitals as well (ibid.) However, it should be emphasized that every hospital differs in their 

internal setup and cultural aspects that influence interactive behavior. This supports the 

common belief that case studies are subjective and should not be generalized. 

Nevertheless, referring to Flyvbjerg (2006) it becomes evident that case-based 

investigations are suitable in order to investigate underlying dynamics of individual 

situations. He further points out their practicability when facing complex situations which 

supports the application to the case at hand (ibid.). We hereby aim to “reveal certain effects 

or mechanisms that are likely to occur in other similar settings” (Blumberg et al., 2011). 

The choice of a case study has been taken not only due to its suitability for the respective 

case but also due to personal preferences of the researchers. Going into the field, talking to 
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people and getting the impression of the dynamics and different roles of the actors has been 

an exciting process which we already experienced in other academic projects. Thus, we 

were able to apply the previously obtained knowledge to this research. Being confronted 

with a variety of variables that needed to be considered due to the pluralistic character of 

the environment and other influencing factors, a case study seems appropriate (ibid.). 

As we investigated one particular hospital, a single case study approach applies. The 

chosen case organisation can be seen as an acceptable real-life example as it is a large 

public organisation that is facing a specific issue and is eager to support the research 

through cooperation. Single case studies are most suitable for investigating extreme cases 

and can further be justified for pragmatic reasons. Both aspects apply to our research as we 

are facing a special case, time constraints and the challenge to interview a group of very 

busy people. Conducting such extensive interviews in multiple hospitals would have 

exceeded the time frame. Even though multiple case studies are considered as more robust, 

investigating one case in depth seems more appropriate for the purpose of this research 

and allows to reveal comprehensive insights. 

3.4 Data Collection  

So far, we have introduced the underlying considerations and paradigms for the choice of 

data collection method. In the following section we focus on the core of the “research onion” 

and explain our approach of data collection and how we came to get access to this data. 

As mentioned above, we made use of a multi-method approach for our case study, using 

primary and secondary data. 

3.4.1 Data Access 

At this point, we briefly want to highlight how we gained access to the data. Due to personal 

contact with the healthcare industry, we were personally interested in the identity of 

physicians and the struggles due to economisation in that field. Therefore, one of us (Henrika 

Gassel) attended a symposium in Berlin where physicians and managers of German 

hospitals gathered to share their knowledge on how to overcome management challenges. 

Our goal was to get insight into the healthcare sector and establish contacts with potential 

case companies. Here the first interview with a leadership coach was conducted and we 
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contacted one speaker who was open-minded towards our research and willing to let us 

dive into his organisation to conduct our thesis - the commercial director of our chosen case 

company, the “UniK”. After two telephone calls and email conversations, he offered to 

provide us access to the university hospital and helped us organise interviews with several 

interview partners. Thereby, he enabled us to collect data at our case organisation. 

This contact turned out to be very valuable for this study. He gave us the opportunity to 

research a sensitive topic with very busy and highly-ranked persons such as the head 

physicians interviewed. How this contact might have biased the research will be explained 

in 3.7. 

3.4.2. Interviews 

As mentioned earlier, we approached our research problem using multiple methods. Having 

in mind the research approach and the general purpose of our study we decided that we 

wanted to understand a phenomenon, not measure it. Contextualising and understanding 

how the actors at UniK make sense of the given situation required a qualitative research 

approach. 

All interviews have been conducted in German, as this is the mother tongue of the 

interviewees which ensures authentic expression of thoughts and does not limit the answer 

quality due to language barriers. 

Further, the interviews have been held in the offices of the respective persons which 

provided a comfortable setting for the interviewee and allowed us to observe the localisation 

of the offices within the hospital, the furniture, their certificates hanging on the wall. These 

observations gave insights into the daily workplaces of interviewees and thereby enriched, 

strengthened and reinforced our perception of their status and power - an important insight 

for our analysis. 

The primary sources of data for this research were qualitative interviews following the 

objective to get rich descriptions and in-depth knowledge about the micro-dynamics present 

at our case organisation (Bryman & Bell, 2011). We started to explore the field of healthcare 

in November 2018, where we conducted the first interviews. In February, we went on site to 

our case organisation in South Germany and stayed for one week to conduct ten pre-

scheduled interviews and make observations. In addition to those, due to our abductive 



 
42 

approach, we experienced that an additional interview with the employee of the Corporate 

Development and Innovation department could provide us with further useful insights. This 

interview we conducted spontaneously on site. Later on in the research process, we had our 

final interview with the Head of Controlling to clarify last questions resulting from the data 

analysis. Here, our questions mainly addressed the monitoring meetings. As he is the one 

present in all of these meetings and in charge of writing the protocols we expected to get 

(personal) insights and background information to inform our findings. 

These twelve interviews serve as the main data for our analysis. The interviews lasted 

between 31 and 96 minutes and most of them were held in person with both researchers 

present in order to take notes and support each other in asking questions; three out of the 

in total 15 interviews have been held via phone. Conducting qualitative interviews is 

resource-intensive and since we had a restricted time frame, no further interviews have been 

scheduled on site. However, additional data gathering was possible via phone which we 

made use of in order to answer the research question comprehensively. 

 

We decided to conduct semi-structured interviews to 1) find out how interviewees construct 

their identity as well as their perception of the management intentions and 2) to see if insights 

from data and information proposed by theory do correspond. From theory dealing with the 

development in the healthcare sector an identity clash within the doctor’s identity could be 

assumed (Bode & Maerker, 2014) and we wanted to examine whether these findings hold 

true in our case. Semi-structured interviews are suitable to find out how respondents 

interpret certain situations, in our case the monitoring meetings, and when it is necessary to 

gain insights into relevant aspects, here their role in interaction. As our research problem 

refers to a wide ranging problem area with multiple variables, we had to detect and identify 

relevant issues to understand the situation (Blumberg et al., 2011). In order to narrow down 

the response options and to ensure a particular structure, we developed an interview guide 

including the main themes with corresponding sub-questions we wanted to address. Since 

our research comprises different units of data collection, we developed different sets of 

interview guides for the respective groups such as the clinic directors, senior physicians, 

management and the medical director (see Appendix 3). Such interview guides are helpful 

to not lose focus and enable comparability between the interviews (ibid.). Especially when 
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interviewing very talkative persons like head physicians, who bring up many different and 

interesting topics, it was helpful to be able to stick to the guide and bring them back to the 

focus area. Starting with rather specific questions and then allowing the interviewees to 

follow their thoughts brought up new interesting subtopics that a structured interview would 

not have allowed. The initial interview themes around the topic of identity construction and 

identity clash of the head physicians did not prove to be as relevant as we thought. 

Therefore, it was helpful to be able to adapt to the findings and steer the conversation into 

another direction. Here we allowed for broader discussions to explore the field further as the 

initial frame had to be expanded. In line with our abductive research inquiry, we also revised 

and adapted our interview guide after every interview to allow for changes of focus in the 

interviews. In this regard, a semi-structure proved crucial in providing valuable insights into 

other issues (Blumberg et al., 2011). Getting a holistic picture of the case hospital was further 

reached through additional documents and identity claims that indirectly informed the overall 

research question. Insights into how the different clinics operate and the critical reflections 

of the head physicians in this regard enriched the data collection as it was possible to 

connect these findings to power execution during the monitoring meetings enabling a more 

in-depth study. 

 

When people are asked to reflect on fundamental aspects of their personality they allow the 

interviewer to explore their minds which requires socially competent interviewers (Blumberg 

et al., 2011). In order to avoid our interviewees from being biased, we did not state the 

intention of this research explicitly at the beginning of each interview. As the underlying 

theory of our research is aiming to reveal fundamental aspects of the individual's personality 

and behavior this was considered necessary. Our main data sources are illustrated in Figure 

9 to provide the reader an overview of the conducted interviews. 
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# Position & Division Name 

(Synonyms) 

Setting Date Duration 

1 Leadership Coach Coach Personal Interview with Henrika Gassel 

(at symposium in Berlin) 

23.11.2018 85:58 min 

2 & 3 Commercial Director Commercial 

Director 

Phone Call with Henrika Gassel 08.01.2019 & 

29.01.2019 

Not recorded 

4 Deputy Commercial Director & 

Head of Legal Department 

Deputy 

Commercial 

Director 

Personal Interview with Louisa Wettwer 

and Henrika Gassel 

19.02.2019 62:54 min 

5 Deputy Medical Director and 

Professor and Clinical Director of 

Anaesthesiology 

Prof A Personal Interview with Louisa Wettwer 

and Henrika Gassel 

19.02.2019 79:50 min 

6 Professor and Clinical Director of 

Nuclear Medicine 

Prof B Personal Interview with Louisa Wettwer 

and Henrika Gassel 

19.02.2019 59:51 min 

7 Professor and Clinical Director of 

Cardiology 

Prof C Personal Interview with Louisa Wettwer 

and Henrika Gassel 

19.02.2019 64:50 min 

 

8 Professor and Clinical Director of 

Dermatology 

Prof D Personal Interview with Louisa Wettwer 

and Henrika Gassel 

20.02.2019 45:35 min 

9 Head of Finance and Controlling Head Finance 

and Controlling 

Personal Interview with Louisa Wettwer 

and Henrika Gassel 

20.02.2019 

 

65:57 min 

 

10 Professor and Clinical Director of 

Ophthalmology (Eye Care) 

Prof E Personal Interview with Louisa Wettwer 

and Henrika Gassel 

20.02.2019 50:02 min 

 

11 Commercial Director Commercial 

Director 

Personal Interview with Louisa Wettwer 

and Henrika Gassel 

20.02.2019 84:10 min 

12 Medical Director and Professor and 

Clinical Director 

Medical 

Director / Prof 

F 

Personal Interview with Louisa Wettwer 

and Henrika Gassel 

22.02.2019 66:20 min 

 

 

13 Head of Corporate Development 

and Innovation 

Head of 

Corporate 

Development 

and Innovation 

Personal Interview with Louisa Wettwer 

and Henrika Gassel 

22.02.2019 Interviewee did 

not agree to 

recording, 

therefore we 

took notes 

14 Senior Physician in Otolaryngology Dr G Phone Call with Henrika Gassel 25.02.2019 31:26 min 

15 Head of Controlling Head of 

Controlling 

Phone Call with Louisa Wettwer and 

Henrika Gassel 

 

02.05.2019 96:49 min 

Figure 9: Overview of conducted interviews 
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3.4.3 Choosing Respondents 

In 3.4.1 we have elaborated on how we gained access into the case organisation. This 

contact - the commercial director of the case organisation - was also crucial for choosing 

our interview partners, as he was our only channel to potential candidates. 

Before contacting our interview partners, we considered which positions in the university 

hospital we would like to interview. The initial idea we went into the field with, was to search 

for identity traits of managers within head physicians. Thus, we considered that the clinic 

directors within the organisation would be the appropriate respondents in order to contribute 

to our area of interest. Further, we aimed at interviewing persons working in the 

management or administration of the case organisation, because they work together with 

the head physicians on a daily basis and represent the commercial site of the hospital. 

Further, we thought it might be of interest to also interview a senior physician, to examine 

the differences in identity and career steps. Differences in age of the interviewees was also 

of interest because literature shows that there has been a shift with regards to education 

and attitude towards the management part of the doctors' profession (Bode & Maerker, 

2014). 

After having determined on whom we would like to speak to, we approached our primary 

contact person, the commercial director, who then provided us with contact partners willing 

to contribute to our research and scheduled the interviews. By reflecting on our first 

experiences in the field and the turns our research took (see 3.8) we found out that an 

additional interview with the “Corporate Development and Innovation” department would be 

advantageous to gain further insights into the interaction between 

management/administration and clinic directors. Therefore, we set up another interview with 

the head of that department. In total, we conducted three interviews prior to the main 

interviews serving for the analysis (Interviews 1-3), and ten interviews when we were present 

at the case organisation (Interviews 4-13). Two more of the main interviews were conducted 

via phone (Interview 14&15).  

Due to the extensive knowledge of our interviewees, they were able to provide us with 

valuable insights on the current situation within the university hospital and also on the 

healthcare industry as they have a lot of experience from previous positions. 
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3.4.4 Non-Participant Observations 

In addition to the interviews, we also collected data from observations. By visiting the case 

organisation for one week, we had many possibilities to observe the occupational groups of 

interest - managers and doctors within the university hospital - in their natural work 

environment. 

According to Eriksson and Kovalainen (2008) making observations in research studies 

refers to “a method of collecting empirical data by human, mechanical, electrical, or 

electronic means” (ibid., p.10). For this thesis, we did non-participant observations, which 

means that the researchers do not try to be part of the social setting and are not embedded 

in the actions observed (ibid.). While being at the chosen case organisation, we tried to be 

as unobtrusive as possible in order to not influence any actions observed. We observed 

before, during and after the interviews as well as the several times we have been to the 

organisation within one week on site. 

In order to make our observations available for the reader, we listed them in a table which 

can be found in Appendix 2. 

3.4.5 Secondary Data 

Additionally to the primary data collected, we also supplemented our data collection with 

secondary data. In the analysis, we made use of secondary data such as newspaper articles 

about the case organisation, webpages and their content. Thereby, we validated data 

collected from the interviews and supported our arguments. The different types and forms 

of documents used for this thesis can be found in Figure 10. By combining primary and 

secondary data, we have been able to conduct more comprehensive evidence as 

statements from management could be verified by documents (Blumberg et al., 2011).  

 
Figure 10: Overview of Secondary Data 
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3.5 Data Analysis 

In this subchapter, we will explain how we analysed the data collected to answer our 

research question and how we achieved to ascribe meaning to that data.  

Step 1 - Transcribing & Generating Codes 

As a first step of the data analysis, all interviews were transcribed in the original language 

into a table (Appendix 1). This process of listening, and writing down the responses of our 

interviewees, was an important first step of the data analysis to get an overview of the 

details. Paying attention to the formulation and explanations of certain situations gave us 

deeper insights about how the interviewees think about critical situations or the other actor 

in the interaction. As we have not been able to join the monitoring meetings, this detail 

orientation turned out to be very helpful in understanding the interpersonal dynamics present 

between the groups. Answers and ramblings which we considered as entirely out of scope 

of this research were left out. However, almost the full amount of answers were transcribed, 

which lead to more than 700 distinct quotes. In order to ensure that both of us have the 

same knowledge and starting point for the analysis, we both listened to and together 

transcribed all interviews. As mentioned above, one interview that we both conducted on 

site was not recorded due to missing consent of the interviewee. To ensure rich data analysis 

also from this interview, both of us took extensive notes during the conversation, which we 

reviewed, complemented and added to the excel table shortly after conducting the interview. 

 

In order to raise raw data on a conceptual level, we analysed the collected data using the 

coding method. Coding often serves as the starting point for a qualitative data analysis and 

refers to the process “whereby data are broken down into component parts which are given 

names” (Bryman & Bell, 2011, p. 577). By assigning labels to the information gathered in 

the interviews it enabled us to reduce the complexity and chaos which resulted from the 

large amount of data. By using the coding method we were able to manage the large amount 

of data. 

Codes can be designed in an inductive or a deductive way (Miles, Huberman & Saldaña, 

2014). The researchers might define a list of codes at the beginning of their study, which 

describes the deductive approach of coding. Those predefined codes might stem from 

specific problem areas, literature and research questions brought up by the researchers 
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(ibid.). In contrast, the inductive approach to coding concerns codes emerging from the 

process of data collection and analysis (ibid.). In line with our general abductive research 

approach, we combined the two strategies in the first coding cycle. By doing so, we 

highlighted our flexibility in mind and allowed for deviation in the research process. This 

turned out to be vital in our case study as the case provided us with a variety of problems 

and potential research areas as we went into the field. Here, it was a major advantage to 

follow the abductive approach of coding with having predetermined categories such as 

“Identity” and “Interaction”, while at the same time allowing for new themes and patterns to 

emerge from which new codes such as “Informal Connections” and “Personal Motivation” 

emerged. 

Within the deductive part of letting codes emerge from the data, we followed Corbin and 

Strauss’ (2008) idea of open coding, which “open[s] up the data to all potentials and 

possibilities contained within them” (ibid., p. 2). This brainstorming approach to analysis 

allowed us to consider all eventualities of meaning before putting it into a category (Corbin 

& Strauss, 2008). In this step, the first data classification was done and served as the 

foundation for the next step in the data analysis. 

 

Stage 2 - Axial Coding & Categories 
When the first phase of line-by-line analysis was accomplished we ended up having more 

than 100 different codes assigned to the quotes. 

The second stage of data analysis was then conducted with the use of axial coding. This 

method of coding helped us “move to a higher hierarchical level in abstraction in the data 

analysis” (Eriksson & Kovalainen, 2008, p. 8). Here, the goal was to move away from simple 

description of data and turn towards linking different codes together (ibid.). This step in the 

analysis enabled us to constantly compare data and their meanings and then group them 

together into categories such as “Power” or “Sources of Power”. In practice, this means that 

we extended one row on the left side of the table, in which we then typed the categories 

(see Figure 11). 
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Figure 11: Example of Coding Technique 

 

This process was not as linear as it seems to be. Rather, it was an ongoing and iterative 

process with a lot of back and forth, creating and deleting of categories in order to make 

sense of the large amount of data gathered. 

We continued working with those higher-level categories in order to examine the 

interrelations and patterns resulting from the codes. The whole process enabled us to get a 

deeper understanding of the case, its application to existing theory and also the links in our 

adapted theoretical framework which, again, is in line with our abductive research approach. 

In addition to these coding techniques on a digital medium, we also found out that it can 

make sense to take handwritten notes and post-its to cluster quotes and examine meanings. 

In Figure 12 you can see an example for how we merged different quotes - written on the 

pink post its - to the different theories. As an iterative process, this helped us to provide 

meaning to the different data chunks and finally, integrating categories into theory which 

ensured that we arrived at a conceptual framework for this thesis. 
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Conclusively, the coding process as a method for data analysis helped us to reduce the 

amount of data while at the same time providing us with a common language for discussing 

our data (Corbin & Strauss, 2008). 

 

     Figure 12: Example of Handwritten Notes 

 

3.6 Quality of Research 

For quantitative research, the criteria for measuring the quality of research are clearly 

defined, mainly by validity and reliability (Bryman and Bell, 2011). However, in qualitative 

research, measuring the quality is rather difficult (ibid.). Nevertheless, it is important to reflect 

upon the quality of our research at this point. 

3.6.1 Validity 

In quantitative research, the threats to validity, which is referred to as “you are observing, 

identifying or ‘measuring‘, what you say you are” (Mason, 1996 in Bryman & Bell, 2011) are 

contained through control groups and suchlike. Since the research philosophy of social 

constructionism underlying this thesis draws conclusions mainly from qualitative data, it is 

far more difficult to formally compare particular variables (Maxwell, 2008). 
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Despite this fact, we address issues of validity following Maxwell’s (2008) idea of two specific 

threats: bias and reactivity. 

Bias in research can occur when the researcher distorts data collection and analysis through 

his or her beliefs, values, past experiences or assumptions (ibid.). The concept of reactivity, 

on the other hand, refers to “the effect of the researcher on the setting or individuals studied” 

(ibid., p.243). It is important to mention that the researcher will always have a certain 

influence on the interviewees, which makes it impossible to eliminate reactivity completely. 

In order to deal with those validity threats we make use of two of Maxwell’s (2008) mitigation 

strategies, rich data and triangulation. 

 

Rich Data 
Rich data refers to a detailed and varied data collection that enables us to get revealing and 

full insights into what is going on in the studied case organisation (Maxwell, 2008). The 

chosen multi-method design enabled us to rely on multiple sources of data, ranging from 

interviews with different units of analysis to secondary data such as annual reports as 

described in 3.5. 

By recording the interviews, we extracted rich data from the primary data collection.In order 

to get rich data from the primary data collection, we recorded the interviews. As mentioned 

above, all interviews were listened to and coded by both researchers and most of it was 

transcribed in the coding method (see data analysis) which makes them more valuable in 

the process of data analysis. For the unrecorded interview both of us took extensive notes 

during and after the interview and double checked and complemented the notes, so that 

integrity of data was ensured. 

 

Triangulation 
The second mitigation strategy by Maxwell (2008) is triangulation which means that 

researchers should collect “information from a diverse range of individuals and settings, 

using a variety of methods“ (ibid., p.245). By double-checking findings the accuracy of data 

and methods is examined. We used triangulation in three different ways: between sources 

of data, between interviews and between us, as researchers. 



 
52 

As mentioned earlier, we used a multi-method approach for this case study. By triangulating 

between primary data of the interviews and observation and secondary data of archival 

documents, the organisation’s website and other documents, we provide stronger 

substantiation of the constructs and thereby increase trustworthiness of the thesis’ findings 

(Eisenhardt, 1989). 

The second, and what we view as the most important form of triangulation in this research, 

was the triangulation between the different interviews. Our data was gathered from different 

interviewees, mainly within the two groups of investigation - management or administration 

and physicians - within the same organisation. In line with our interpretivist view on the 

research, the fact that both parties construct their realities was main part of our analysis. 

Therefore, by comparing and analysing the different viewpoints on interaction, power and 

identity in the organisation we wanted to find out the different perceptions of how the 

situations are experienced and constructed. 

The third and last form of triangulation concerns us, as researchers. Since we both worked 

on this thesis collaboratively, we ensured that ideas, data collection, analysis of data and 

the writing process were always double-checked. We engaged in discussions and 

reflections on a daily basis and thereby ensured that not single but common interpretations 

from both of us were taken into account. 

3.6.2 Reliability 

Reliability is defined as follows: “The extent to which results are consistent over time and an 

accurate representation of the total population under study is referred to as reliability and if 

the results of a study can be reproduced under a similar methodology, then the research 

instrument is considered to be reliable” (Joppe, 2000, p. 1 in Golafshani, 2003). To put it 

simple, the idea of reliability is that other researchers should come to the same findings 

when using the same methods. By recording and transcribing most of our interviews, we 

made objective data accessible for the reader as well as how we arrived at our findings. 

Thereby, we strive to maximize the reliability of this thesis and minimize biases and errors. 
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3.7 Methodological Limitations 

At this point we want to acknowledge several limitations our thesis is exposed to concerning 

methodological choices. 

First and foremost, a major limitation in this study is the fact that we were not able to 

participate in the monitoring meetings which are used for the analysis to depict interaction 

between clinic directors and managers at the case organisation. However, from our 

extensive data collection, mainly the interviews, we were able to interrogate both 

participating groups of actors about their perception of the meetings. From comparing and 

analysing their descriptions, we see our data insights into the interaction taking place in 

these meetings as a profound foundation for drawing findings. Further, we had a last 

interview with the person in charge of writing the protocols of those meetings (Interview 15), 

to make sure we have a compelling understanding of the situation. 

One aspect we touched upon earlier already, is the way we got access to our data. As 

mentioned above, the commercial director was our initial and main contact person for 

providing us with interview partners. We consider, that there can be reasonable doubts 

about leaving the choice of interview partners to someone not participating as a researcher 

in this project, especially, because of his position of our “gatekeeper” and his direct 

involvement and relevance for this research project. Thus, it might be reasonable to doubt 

whether the interviewees were able to speak freely during the interviews since he spoke to 

them broadly about our thesis before we approached them. Therefore, the answers of our 

interviewees might have been influenced by our relation to the commercial director. 

However, we felt that during the interviews the clinic directors, nevertheless, spoke freely 

about their frustrations with management or administration and their perceptions on their 

interaction. 

Another aspect we want to mention at this point, is the fact that we introduced ourselves as 

business students to the interviewees. Considering, that we investigated the field of tensions 

between managers and physicians, we felt that sometimes this might have biased the 

answers of the physicians. It seemed to us that due to our background, and the contact via 

the management, the physicians perceived us not as neutral researchers, but as biased with 

management concerns. This became evident from some mocking comments and reading 

between the lines. To address this issue, before every interview, we stated clearly that we 
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are not consulting or investigating for anyone, but rather want to explore social phenomena 

within the university hospital from a neutral researchers’ perspective. In this regard, we 

realised that introducing ourselves as students with a sociological focus in business studies 

lowered the distance between interviewee and researchers and thereby, increased 

acceptance towards our study. This led to honest and engaged dialogues between both 

parties which provided us with fruitful insights and comprehensive data. 

In some interviews the researchers’ interpersonal skills were beneficial. In this regard it was 

advantageous that one of the researchers is familiar with medical topics. Her professional 

comments and questions enabled informal conversations on a comparatively high 

professional level which increased their acceptance for research as it seemed. The fact that 

all head physicians are interested to receive the final thesis can be regarded as a sign of 

acceptance and curiosity. 

Moreover, all interviews were conducted in German, the mother tongue of researchers as 

well as interviewees. Therefore, we also transcribed them in German in order to keep the 

rightful meaning. However, the quotes used for our argumentation in the analysis were 

translated into English, by our best ability (see Appendix 1). In doing so, we did not attempt 

to search for word equivalents but rather to convey the contextual content of the original 

quote. 

Further, we want to point out that we do not claim that 15 interviews are extensive for 

researching highly discussed fields investigated in this thesis such as identity and power. 

However, we view the number of interviews as sufficient for our research purposes, 

especially due to their rich data we gained from them. 

3.8 The Research Process 

We started this research with an interest in change and transformation management on one, 

and personal motivation and interest to the healthcare sector on the other hand. Initially, we 

wanted to examine the advent of management logics within the physicians’ workplace and 

how economisation leads to identification struggles within physicians’ identities. To rephrase 

it, we originally planned to investigate how hospitals and identities of hospitalists changed 

over time due to the economisation in the healthcare sector. To explore this field, we started 

off by reaching out to different doctors within our personal networks and found out that the 
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importance of managers in hospitals has drastically increased over the last decade(s) and 

further, put pressure on doctors in order to cope with the economisation. The fact that those 

groups with paradoxical demands - the doctor as the “altruistic healer” on one side, and the 

manager as “profit maximizer” on the other side - are closely working together on a daily 

basis within one organisation intrigued us. The symposium “Surgeons as department 

leaders” in Berlin, which one of us attended in November 2018 provided us the chance to 

get professional contacts to the branch and as elaborated in 3.4.1 enabled us to get access 

into the case organisation. Here, the contact and interview with a leadership coach who is 

mainly working with top management and chief physicians in private hospital chains was 

conducted and provided us with more insights into the sector and hospitalists’ identity traits. 

Through this, we found out about the many disputes and discrepancies between the two 

groups of management and physicians in hospitals. This coach also proved the relevance 

and great importance of this topic and made us especially aware of the danger in healthcare 

of being driven by economic calculus and performance goals (Interview 1). 

Moreover, the readings from current healthcare literature revealed that this trend can also 

be seen by the increase in privatization of hospitals in Germany (Bode & Maerker, 2014). 

Especially the role of head physicians and how they are struggling with incorporating 

altruistic and managerial rationales in their decision-making caught our attention. Hereafter, 

by looking closely into the phenomena of identity clash of individuals (implying multiple 

identities) we encountered the theoretical concept of institutional logics (Friedland & Alford, 

1991; Lounsbury & Boxenbaum, 2013; Thornton & Ocasio, 1999). In this vein we realised 

that the field of competing logics within the healthcare sector has already been investigated 

(Reay & Hinings, 2009, Pache & Santos, 2013). After familiarising with this literature field, 

we wanted to examine in which way an identity clash within physicians in the case 

organisation is prevalent and how this identity is constructed. Therefore, we planned a very 

actor-centred approach incorporating the development of the industry they are operating in 

and resulting managerial actions that might affect the physician’s identity. After having 

conducted the first interview and read respective literature, our idea was to frame this thesis 

around a combination of the concepts of identity and institutional logics with focus on how 

the hospitalists’ identity is affected by management actions. From this first data collection 

and familiarisation process with respective literature, we then wanted to investigate how the 
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doctors’ identity is affected by managerial actions over time through affecting their way of 

working. Thus, we wanted to observe the development after the introduction of management 

actions and how they have been perceived and incorporated into the physician’s identities. 

Hereby, we assumed that the managerial identity invading the doctor’s identity is accepted 

but not absorbed due to strong ideological values and accompanying uncertainty regarding 

new ways of working. Here we found it interesting to examine how the physicians would 

adapt to a liberal market ideology. 

These initial considerations on how to approach the field are visualised in Figure 13. 

 
Figure 13: Initial Framework, own creation 

 

With this framework we then wanted to investigate the field and therefore, needed access 

to data. Here, the network gained at the symposium proved relevant again, as it was where 

we got into contact with a representative of our research site - the commercial director. After 

a brief conversation it became clear that the issue of competing identities could be present 

and investigated in the hospital he is working at. In January 2019, we then talked more 

specifically about the case organisation, how it is affected by economisation, and how he, in 

the role of the commercial director, is struggling with the changes due to economisation on 

a daily basis. He briefly mentioned change initiatives he was planning at that time. 
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In a subsequent, more detailed talk (Interview 3), we were curious about the management's 

actions and transformational processes where the commercial director’s goal is to intensify 

interaction. Furthermore, we wanted to know more about which role the physicians play in 

that regard. During the interview, we found out that the commercial director believes that 

increased interaction among the employee groups within the hospital can lead to a better 

role understanding. He expects that intensified contact will solve the differences in 

expectations, antipathies and problems in interaction. What we found most intriguing was 

the idea he developed on how to cope with this change: he informed us about the monitoring 

meetings which he introduced as specific management tools. We, thus, incorporated them 

into our approach as a potential field of investigation. 

Preparing for the data collection, we extensively reviewed the literature in the fields of 

identity theory and logics and prepared the interview guide with questions addressing these 

topics. Further, we familiarised with the literature on the German healthcare sector and how 

it developed due to economisation, affecting the respective actor roles. 

In February we then went on site in Southern Germany to collect our primary data. After 

having conducted the first three interviews on site (Interview 4 - 6) we realised that next to 

the anticipated research scope of identity another, maybe even more important, area of 

investigation opened up: Power between the different players became an emerging theme 

in the interviews. 

This caught our interest and therefore, we wanted to understand the potential issues more 

comprehensively. Herewith, we found it suitable to integrate theories from the field of 

organisational power. This rotation between theoretical concepts and data on a continuous 

basis, enabled us to explore the dynamics present in the case organisation more holistically. 

By doing so, we decided to adjust our research approach and concentrate on the role of 

power, the sources power can come from and mobilisation of power in organisational life 

(Fleming & Spicer, 2014; Lukes, 2005; Pfeffer, 1993). 

Thus, due to our abductive course of action, our scope of analysis has shifted away from 

only focusing on identities on individual level to power play between actors including the 

many elements of organisational practice. This adaption of research scope proved to be of 

relevance because identity theories also need to be embedded in the organisational context. 

How we connect both theories has been explained within our theoretical concept in 2.4. 
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Furthermore, we concluded, that managerial intentions as well as strategy implementation 

in the case company play a major role, especially in the context of the institutional factors 

impacting the university hospital. Therefore, the research asked for emphasising the social 

construct and setting the case organisation is embedded in, which extends the scope of this 

research project to higher levels of analysis. We inferred that elements of social life would 

need to be included in the research in order to address the concept of power holistically. 

Since our analysis focuses on the power sources of actors and how these are mobilised in 

interaction, it is crucial to understand the organisational and social constructs that are 

underlying where actors derive their power from and at the same time execute power with. 

Here, our aforementioned epistemological considerations of social constructionism come to 

play. 

Through this shift from an individual to an organisational view, interviews with broad and 

extensive knowledge with a less definite focus were needed and justified. With the 

comprehensive data gathered from those interviews, we got a holistic view on the 

organisation with its inherent tensions and conflicts. Hence, in line with our abductive 

approach where we rotate between data and theoretical concepts, we decided to extend 

and slightly shift the scope of this thesis towards a more comprehensive picture of the case 

study. 

We ended up, extending the initial identity theories with power theories, since this proved 

relevant from our data. Furthermore, we assume that professional work identities can be 

regarded as a source of power and become apparent through power execution, which we 

derived from the literature review in combination with the extensive reflection and analysis 

of data from the field. Thus, we included the construction of a professional identity in the 

fourth power source in our framework and used the initial idea as a means to extend the 

personal attributes with a substantial foundation - the innermost of a person. Hereby, our 

very first considerations regarding identity work in the hospital sector (see Figure 13) served 

as a foundation for the eventual, more sophisticated conception of the process of identity 

work incorporating the socialization process, occupational identity and the self-concept (see 

2.4.3). So, the respective identity work of the actors is serving as a means to analyse soft 

power sources in a more in-depth manner. The combination of both concepts is included in 

our theoretical power framework in 2.4 (Figure 4). 
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To enrich our thesis, we scheduled and conducted relatively late in the research process a 

last interview with the Head of Controlling. In this final interview, we aimed to prove some of 

our findings from the data and addressed specific questions in this regard (Interview 15). 

Him being well informed about the monitoring meetings and thereby aware of the interaction 

between both actor groups gave us valuable insights regarding power play and proved the 

fact that there are severe tensions/conflicts within the UniK. In this regard, he provided us 

with his view on the underlying reasons for this. This proved to be very helpful for the 

objective of a rich and extensive data collection as we have been supported in our extensive 

approach including both, identity and power theories. The interviewee, working at UniK for 

20 years, validated that we have accomplished to depict the case organisation and its 

internal dynamics - despite our restricted time and resource frame on site - in a comprising 

form. 

In conclusion, we think that the whole research process with its twists and turns shows our 

flexibility in mind and openness towards new ways of understanding the topic, when the 

research field opens up with unexpected data. 
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4 Empirical Setting 

In this chapter we will introduce the industry the chosen case organisation operates and 

provide an overview of our case organisation. 

4.1 A Complex System - The Healthcare Sector in Germany 

The healthcare sector includes the creation and marketing of goods and services that serve 

to maintain and re-establish health (BMWI, 2019) and is an important part of Germany’s 

economy accounting for 11.9% of the gross domestic product (ibid.). As the case 

organisation is a university hospital providing stationary service, a short outline of this part 

of the industry will be presented. 

The stationary or inpatient care in hospitals is part of the medical care where hospitals 

amount for the main part of stationary institutions. The number of hospitals in Germany 

decreases and as of today a total of around 1900 hospitals exist (Statista, 2019). These are 

classified into three different categories, depending on the sponsor: private, charitable and 

public hospitals. A private hospital is sponsored by a private holding and strives for 

reasonable return on equity (Ärzteblatt, 2009). With a share of 37%, privately owned 

hospitals constitute the biggest share of all hospitals in Germany (Reimbursement, n.d.). A 

charitable hospital is an ecclesiastical or welfare organisation, often sponsored by a 

foundation or associations (GBE, 2019). The third classification comprises the public 

hospitals, in Germany sponsored by the state, district or municipality constituting for 29% 

and thereby the smallest amount of hospitals in Germany. The analysed case organisation 

being a university hospital falls into the category of public hospitals. The consequences and 

characteristics of this will be further explained in 4.2 

 

The following section describes the development of the healthcare sector due to new 

reforms that put economic aspects to the fore. Widely referred to as the economisation of 

the health care sector it shows how economic calculus, management models and other profit 

oriented measures due to cost pressure found their way into the operation of hospitals.  
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Especially the introduction of a new remuneration system, the Diagnosis Related Group 

(DRG) system is shaping the development to a large extend and illustrates how hospitals 

are forced to change and adapt. 

 

Endangered Values - Development of the Healthcare Sector 
Economy and hospitals, two notions that do not seem to belong together one could argue. 

Hospitals function to provide the maintenance and assurance of patients’ health and find it 

difficult to view themselves as commercial enterprises (Hollman & Sobanski, 2015). This is 

rooted in the tradition of Christian and Western values and the initial understanding of a 

hospital being a space to help people in need (ibid). But as outlined before, the healthcare 

sector contributes with nearly 12% to the GDP and thus constitutes a large part of the 

German economy with hospitals being among the largest organisations in Germany (BMWI, 

2019). The proportion and its economic importance have been growing over the past 

decades, resulting in increasing economic aspects entering the hospital sector (Siess, 

1999). Rationalization pressure and the dominance of political expectations for economic 

considerations made hospitals subject to major changes.  

 

New health care reforms, such as the budgeting of services, put the pursuits of economic 

considerations to the fore (Bode & Maerker, 2014). Since the 1970s, various price control 

systems have been introduced which promoted the element of competition stemming from 

cost-benefit-considerations (Reichel, 1977; Bode & Maerker, 2014). Moreover, an increase 

in the morbidity rate and an aging population accelerated the shift towards increased focus 

on profitability (Bode & Maerker, 2014). This development gave rise to privately run hospital 

chains such as Asklepios-Kliniken or Helios which became the biggest actors in the sector 

(Praktischarzt, 2019). Due to their stakeholder-driven economic interests, those private for-

profit companies have economic calculus and business approaches incorporated in their 

agenda (Bode & Maerker, 2014).  

 

Politics and insurances are exerting increasing economic pressure through new health care 

reforms. Drastic changes in the system have been made in 2004 by introducing a new 

remuneration system based on Diagnosis Related Groups (DRGs) (Bode & Maerker, 2014). 
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The DRG-System is a funding model that clusters diagnosis into groups, following a flat-rate 

logic for services. For a more detailed explanation of the German DRG system, see 

appendix 4. The aim is to motivate hospitals for economic behavior implying to improve 

patient care relative to efficiency aspects (ibid.). All these changes result in high cost 

pressure as well as a continuous coercion to enhance efficiency and effectiveness (Busch, 

2011; Bode & Maerker, 2014). 

The new system implies novelties of the financing of hospitals as all hospitals are obliged to 

follow new deduction procedures which ask for structural adjustments and new IT 

landscapes (ibid.) which also applies to the present case. In order to cope with the increased 

workload, the administrative side in hospitals has been strengthened and complemented 

with technical staff (Bär, 2011). This general development also affects the case at hand. 

How the case organisation tries to adapt to the new circumstances constitutes the starting 

point for this thesis, further elaborated on in section 5.1.  

Economisation also affects the roles within organisations. The requirement for more 

economic qualification strengthened the role of management and gives the commercial 

director a more centered position (Bär, 2011). A general shift away from administration as a 

reactive support function towards active management can be observed (Bär, 2011). For the 

case at hand the increased importance of the supporting functions will be of importance. 

How the changes affect processes and roles of the case company are of importance for this 

thesis. 

 

The aspect of economisation has been heavily criticized and opened up a debate around 

the right dose of economic aspects in the health care sector. The increased economic focus 

and the rise in awareness regarding effectiveness and efficiency in patient care had an 

impact on the perception of the industry as well as the actors’ attitude.  

Regarding the work of physicians, the system inflamed a debate about the negative impact 

resulting in decision making conflicts between more suitable and more profitable treatment 

for the patients (Manzeschke, 2011). Head physicians are put in an ambivalent role having 

to decide between a good treatment or a good treatment for a good price (Bode & Maerker, 

2014). 
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How this shift affects the physician’s role on an individual basis has been our initial research 

approach. However, after our data collection we found it compelling to shift focus from an 

individual level focusing on the identities to rather investigate interaction among different 

actors and how they relate to each other as outlined in 3.8. 

 

4.2 One of a Kind - The Case Organisation “UniK”  

For reasons of confidentiality, the name of the organisation is censored and abbreviated 

with “UniK”. The first part describes the characteristics of the chosen case organisation and 

in the second part, the change taking place is described in order to provide insights and 

information crucial for the analysis. 

 

Special Features - Characteristics of UniK  
The research site in this thesis is the university hospital UniK located in Bavaria, Germany. 

With a catchment area of more than two million inhabitants it is the only maximum care 

hospital in that region, which means that it provides a highly differentiated range of services 

and treatment of especially rare and complex diseases. The university hospital primarily 

serves research and functions as a teaching hospital for about 2000 students. In this vein, 

patient care is mainly functioning to enable research and education and not solely to earn 

money. This is differentiating it from private hospitals that solely focus on patient care to 

earn profits (Ärzteblatt, 2009). 

The hospital was built and put into operation in 1992 and is therefore a comparatively young 

organisation. Back then, the UniK was perceived as a very modern and technologically 

advanced hospital, which also created the perception of being one of the most innovative 

hospitals in Germany, multiple times confirmed by the commercial director. Due to the young 

history of the hospital, a large amount of employees and doctors has been employed at UniK 

since its foundation - among them the current commercial director who was founding 

member.  

The UniK employs more than 4900 people, of which 700 are doctors and 500 employees 

are working in the administration. In order to differentiate from other medical care providers, 

UniK has developed three different focus topics over the last decades. These are 
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immunotherapy, tumor research and transplant medicine. Until today, the UniK has 

established nationwide and even international reputation for excellent research and medical 

treatment. 

As all German university hospitals, the UniK is also are embedded in a normative order 

providing legal guidelines (Bayern.Recht, 2019). For the case organisation, the 

‘Universitätsklinikagesetz‘ of the State of Bavaria from 2006 applies (ibid.). Here, university 

hospitals are defined as ‘serving university research, education and the academic progress 

and according to these perform its duties of medical care’ (Bayern.Recht, 2019, Art.2).  

While research, education and academic progress are the main functions of a university 

hospital in order to provide innovative therapies, the actual work on the patient rather 

functions as a means to that end. However, the main focus in the daily operation is on patient 

care and “accounts for 80-90% of the daily business” as the Commercial Director explains 

(Interview 11, 12:03 min).  

This distinguishes our case organisation from private hospitals, where the main function is 

medical care of patients. 

 

The different roles of actors are also anchored in the ‘Universitätsklinikagesetz’. The 

management board at university hospitals consists of four parties: The medical director, the 

commercial director, the director of nursing and the dean of the Faculty of Medicine. For this 

thesis, the role of the commercial director is of special importance.  

The commercial director’s role is determined as ‘being responsible for the commercial 

management of the hospital. He manages the administration of the hospital including the 

economic and technical area on his own responsibility […] and is hierarchically superior to 

the non-scientific staff’ (Bayern.Recht, 2019, Art.10). Several other regulations regarding the 

staff, collaboration with the Faculty of Medicine or clinic conferences are outlined in the law 

(ibid.). Conclusively, the scope of action is regulated by these strict guidelines and the 

normative frame of the university hospital in which it has to operate. 

 
Embedded in Complexity - Institutional Pluralism of UniK 
As all university hospitals, the UniK is situated in an environment influenced by many 

different stakeholders with varying demands. This became evident in one of the interviews 
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with the commercial director (Interview 11). According to Kraatz and Block (2008), 

organisations which are facing more than one cultural logic are subject to multiple 

discourses and operate within several institutional spheres, thereby exposed to institutional 

pluralism. 

The Bavarian Ministry of State as the sponsor for research and education has an interest in 

establishing excellent universities with an international reputation. As the ministry provides 

funds to the university, they demand appropriate investment of those and expect relevant 

results in medical research (Interview 9). For UniK, this means that funding has to be 

allocated appropriately in order for innovative treatments, new therapies and prestigious 

research to be achieved. Hence, to receive further funding from the ministry, the university 

hospital’s challenge is to fulfill those demands by constantly achieving high class research. 

The supervisory board of UniK demands, next to excellent research, the profitability of the 

organisation. In order to be able to invest and reinvest, the use of resources in an profitable 

manner is among the main demands posed on the management board (Interview 9). The 

role and demands of the supervisory board will be of importance in the analysis chapter. 

The university professors, who simultaneously hold the role of clinic directors, have various 

demands on the UniK. They have one contract with the university for their research activities 

and at the same time a different contract with the respective hospital for their clinical work. 

Besides their occupation as a doctor, they also demand research laboratories, staff for 

research projects and appropriate funding which requires high investments. 

The role of the clinic directors and how their expectations impact interaction with other actor 

groups in regard to power execution will be analysed in the analysis in chapter 5. 

 

This multiplicity in demands reflects the heterogeneous environment UniK is operating in 

which can be regarded as institutional pluralism (Kraatz & Block, 2008). Managing all these 

different parties and the interaction between them is a challenging task. Individual demands 

play a big role in the mobilisation of power sources as the main aspect in our thesis.  

A major difference to privately run hospitals is reflected in the many restrictions and 

stakeholder demands university hospitals are exposed to as mentioned above. UniK, being 

a university hospital cannot adapt to the changes of economisation like a privately led 

hospital as it is embedded in many institutional constraints as elaborated on above. The 
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characteristic of being a maximum care provider makes it even harder to compete on cost-

efficiency or DRG points. Radical shifts in terms of profit orientation are not possible in 

universities as decisions need to be in line with all actor’s demands and the balance between 

the triad of education, research and patient care has to be preserved. 

 
Organisational Factors - Structure of UniK  
The hospital consists of 28 different (poli-)clinics adding up to 800 beds in total. Each clinic 

is lead by one clinic director, a head physician who is at the same time also professor and 

researcher. The 28 clinics can be seen as subsidiaries, operating under one board but 

functioning independently with the clinic director as the head. The sizes of clinics vary in 

terms of operating capacity and regarding financial performance which can be measured in 

Case Mix Points (CMP), a measurement for rendered services (see Appendix 1). Each clinic 

director is responsible for his own clinic. However, they all operate under the heading of 

UniK with the final authority of the board for non-medical decisions. Differences of the clinics 

in size and revenue lead to the respective (financial) importance of each clinic for the whole 

university hospital. It can be assumed that this impacts argumentation in terms of resource 

demands of certain clinic directors which will be investigated in the analysis. Due to the 

multiple tasks and responsibilities in a hospital, also a variety of administrative processes 

have to be managed. To overcome the high degree of bureaucratization, the administration 

is a crucial organisational department. The organisational chart in Figure 1 portrays the 

different subunits and the resulting complexity of UniK. The multiple layers and hierarchy 

levels illustrate the hierarchical structure with clear command structures and steep hierarchy 

levels.  
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Figure 14: Organisational Chart of UniK, retrieved from website of case organisation (source disclosed) 

 

The finance and controlling department plays a major role in the analysis. It is situated as 

part of the administration under the commercial director and is responsible for providing data 

and numbers so that steering of the clinics is possible. The administration at UniK is the 

extended arm of the management. The units of analysis investigated in the analysis and 

their relations are illustrated in Figure 15. 
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Figure 15: Units of Analysis and their relations, own creation 
 
In Need for Change - UniK’s Economic situation  
In the last decade, the UniK faced monetary difficulties due to the tight corset of budgets 

stemming from the DRG system. 

 
Figure 16: Development of Year-end Results from 2012 to 2018, own creation based on internal documents of UniK 

 

The organisation showed an overall increase in the annual result. Although the annual report 

for 2018 is not published yet, according to internal information from the interviews and a 

clarifying mail from the commercial director, the expected year result for 2018 is negative as 

illustrated in Figure 2 (Interview 2; Interview 9). Moreover, there is no increase in economic 

performance expected for Q1 2019. The main reason for this is the investment backlog 

which was induced over the last couple of years (ibid.). So, despite the fact of positive year-

end results in the current income statement, the UniK is facing severe difficulties in 

maintaining a positive annual net profit for the last year and also for upcoming years. 

This instance has been concerning the commercial director. He is eager to address this 

issue with certain management actions which caught our attention and created the basis for 

our research. The following section will illustrate which structural changes in terms of 

organising have been implemented due to new systems and increased economic pressure 

and how economisation effects the role of the management and the head physicians. This 

serves as the foundation for our analysis in chapter 5, leading to answering our research 

question. 
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The shift towards economic considerations not only has organisational implications but also 

affects the role of management and doctors which will be of importance in the analysis in 

the next chapter. 
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5. Results of Data Analysis 

By making use of the proposed methodological and theoretical frameworks, the results and 

findings of our data analysis will now be presented in order to answer our research question 

concerning the actualisation of management intentions at UniK:  

Which dynamics influence the actualisation of management intentions? 
How is power play affecting managerial intentions and what dynamics result from 

this? 
 
The analysis consists of four major parts and is mainly based on the structure of our 

developed theoretical concept illustrated in 2.5. The first part covers the institutional factors 

affecting UniK. The second part is devoted to the motivation and strategy behind the 

management’s intentions and how they have been framed by the commercial director. The 

third part will then analyse the power sources different parties have at their disposal and 

how they become salient. Finally, different power dynamics influencing the management’s 

tools and how actors become powerful by mobilising their power sources will be analysed. 

The analysis will conclude with a summary in order to guide the reader to the discussion. 

5.1 Complex UniK 

As the case organisation is a hospital, it can be assumed, that it is a field, where multiple 

institutional logics are present. In line with existing research, we view institutional logics as 

values and beliefs that grant order to organisational life and thereby provide common 

purpose and coherence (Bevort & Suddaby, 2015; Friedland & Alford, 1991; Lounsbury & 

Boxenbaum, 2013; Thornton, Ocasio & Lounsbury, 2012; Thornton & Ocasio, 2008). 

The multiplicity of logics is implied by the different occupations, goals and areas of interest 

of the two main actor groups - management and physicians. Existing literature proposes that 

the presence of multiple logics within an organisation can lead to tensions among the actor 

groups due to contradicting identities (Reay & Hinings, 2009). The commercial director of 

the chosen case organisation is aware of this. This became evident in the initial interview 

where he explained, that UniK is having difficulties regarding the collaboration between the 

two groups (Interview 2). The employment of different occupational groups makes it hard to 
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adapt to changing environments as their underlying logics might contradict each other and 

thereby lead them to react differently to intended changes (Real & Hinings, 2009).  

The commercial director of UniK wants to address this challenge. The managerial intentions 

he plans to implement in order to address the issue provided the foundation for this thesis 

and will be investigated in the following. 

 

The economisation of the healthcare industry not only affects the operating of hospitals but 

also the roles of the actors working in this field. A major development resulting from this has 

been the change in the rationales that guide actors in the healthcare industry (Reay & 

Hinings, 2009). Contradicting logics and the accompanied distinction from each are present 

at UniK and most of the clinic directors mentioned the difficulties emerging from their 

changing role due to the additional managerial tasks and responsibilities (Interview 5; 

Interview 12; Interview 7). They thereby confirm the general trend of the managerial logic 

invading the healthcare sector to which the physicians have to adapt to. Thus, the 

physician's’ role in the hospital setting is in the process of readjustment which especially 

applies to the group of head physicians. 

 

With the increasing importance of economic aspects, intensified collaboration with the 

administrative and management side of the hospital is needed which often leads to tensions 

(Busch, 2011). This also applies to the case at hand. The commercial director complains 

that managers and doctors do not collaborate to the degree he desires (Interview 11) which 

reflects one of the challenges that derive from employing two very different occupational 

groups as theory states (Reay & Hinings, 2009). 

In our initial conversation with the commercial director he told us about the planned actions 

he wants to implement in order to address the issue of hampered collaboration and bring 

UniK back on track (Interview 2).  

In order to enable a holistic analysis of the underlying motivations that guide the behavior in 

interaction, we want to briefly introduce the different logics present at UniK. They will be of 

importance when analysing the power dynamics between both actors. We argue for the 

presence of two different logics at UniK: the medical logic and the managerial logic. 
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Definition of Logics present at UniK 
As this is an addition to our main analysis, the definition of both logics and how we derive 

them in our case is explained in the following box. 

The managerial logic is commonly defined as the construct of beliefs following a 

economic rationale striving for cost efficiency. This business-like logic follows the “do 

more with less” rationale and is associated with principles like cost-effective 

treatment mainly related to and enacted by the management side of the hospital 

(Reay & Hinings, 2009). Within a pure business setting, this manager’s logic is 

associated with profit maximization. At this point however we want to acknowledge 

that this is not applicable to the case at hand. As a university hospital, UniK is not 

pursuing a goal of profit maximization and thus, we do not depict it as the radical 

logic which is likely to apply to private led hospitals. Therefore, this managerial logic 

is to be seen as incorporating economic rationales, but only to a limited degree. It 

can be assumed that this logic - pushed forward by the general change of 

economisation in the environment - challenges the medical logic in that economic 

processes become more important within the hospital. 

 

For the objective of this thesis the medical logic is, in contrast, characterised by 

shared beliefs such as altruism, charity and the focus on the patient’s well-being 

rather than economic rationales. These values play an important role in the hospital, 

since most of the people working there, namely physicians and all personnel in direct 

contact with the patient, connect with this logic which eventually guides their 

behavior. We argue that the philanthropy already resulting from the antecedents of 

medicine and the hippocratic oath characterise this logic.  

 

The logics provide an understanding about the way the two groups are making sense of 

their world. This will guide our analysis and play a major role in the discussion (6.2). 

How the commercial director deals with the competing logics at UniK and how he tries to 

align the organisational members will be analysed in the following section. 
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5.2 The Intended Frame 

The management’s actions and strategies initiated at UniK can be seen as a response to 

the changes due to economisation and are outlined in the following.  

5.2.2 Managerial (Re)Actions 

The commercial director is committed to bring UniK back to a positive year-end result. This 

is mainly driven by the fact that the supervisory board is putting direct pressure on him as a 

reaction to the current negative financial performance of the UniK. The Head of Finance and 

Controlling elaborates on this stating that “the supervisory board expects the management 

to manage the operations in a way that we at least get to break-even at the end of the day” 

(Interview 9, 51:28 min). The voicing of direct (financial) demands from the board can be 

interpreted as coercive exercise of power with reference to Fleming & Spicer (2014). Defined 

as the “most basic form of political power” (ibid., p. 247) coercion is often mobilised by 

making the other actor to do certain things that they otherwise would not have done (Fleming 

& Spicer, 2014). 

As a consequence, the commercial director has to find solutions how to bring UniK back to 

a positive, at least neutral, year-end result (Interview 9;11;13). Their (power) connection is 

illustrated in Figure 17. 

Figure 17: Financial Demands of Supervisory Board, own creation 

 

In order to improve the economic situation, and thereby react to the direct pressure, the 

commercial director started to induce changes at UniK, starting in 2016 (Interview 2).  

In order to address the coercion from the supervisory board, the overarching intention by 

the management is to shift from a cost-orientation towards a more profit oriented steering of 
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the clinics. Until now, the UniK was following a cost orientation, since there was simply no 

need for the management to become more active because the economic situation of UniK 

was profitable (Interview 13). 

Now, by shifting to a profit center concept, the clinic directors should be held more 

accountable for the financial performance of their clinics (Interview 3). The intention of the 

management is to create awareness for a more economic way of working on the side of the 

clinic directors and to lead them towards more financial responsibility. In order to reach this 

goal, the commercial director believes that a stronger collaboration between the managers 

and physicians is needed. 

Thus, to follow a more profit oriented approach both groups should work together in order 

to discuss performance numbers. This collaboration is implemented in the form of. 

 

5.2.3 Framing of Monitoring Meetings 

To execute this change, different management actions were started in 2016 (Interview 2). 

These changes can be clustered into two categories: structural and soft aspects. The latter 

involves changes regarding collaboration within the UniK which will be the focus of attention 

in this thesis. 

 

 

The management board came to the conclusion that a major adjustment had to be made: 

the role of the controlling department needed to be strengthened (Interview 3). In order to 

do so, a new department, called ‘Medical Controlling’, was established. Its’ purpose is to 

support the clinical directors and assure correct invoicing of their revenues (Interview 9). 

Until now, the department had a different name, was located within the department of quality 

management and was less central to the organisation (ibid.). This is in line with observations 

of the general trend in the healthcare industry to extend the structures that support the 

medical departments (Bode & Maerker, 2014). This restructuring entailed the reinforcement 

of the second management level. Thus, in line with existing research (Bode & Maerker, 

2014; Franke, 2007; Salfeld et al., 2009), a transition from administration to management 

can be observed at UniK. 
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The commercial director is convinced, that this shift is necessary, not only in order to improve 

the invoicing but also to provide the clinic directors with adequate conversation partners 

(Interview 3).  

This statement indicates the commercial director’s awareness that the clinic directors expect 

a certain type of conversation partners when interacting. Only then, he explained, the 

meetings can serve as a tool to enhance interaction between both parties and consequently 

lead to improved economic performance (ibid.). 

 

The Monitoring Meetings 
Next to the restructuring of the controlling department, the commercial director wants to 

increase interaction between managers and physicians. This is mainly encouraged through 

the management tool of monitoring meetings - the investigated platform for our analysis. 

The dynamics connected to these meetings serve as an example to answer our research 

question. We examine the power dynamics in those meetings and from there draw 

conclusions to the organisation as a whole. 

These newly introduced meetings are quarterly held conferences between the controlling 

department and each clinic director. They were started in the beginning of 2016 in 

unstructured intervals. By the time we conducted the research, they have been held 

consequently for one year on a quarterly basis. It is here, where interaction between 

managers and clinic directors is taking place. The monitoring meetings seem to be framed 

by the commercial director in that he sees the controllers acting as the extended arm of 

management. This projected importance and them having direct access to the accounting 

system gives them a superior position in terms of (financial) expertise and (central) 

positioning power. 

His initial idea is to provide a platform where both parties come together to work on improving 

the economic situation of UniK by focusing on each clinic respectively. Regarding economic 

aspects, the meetings are intended to retrospectively assess the clinics performance in 

order to derive actions for improvement in the future (Interview 14). By discussing financial 

data, the clinic directors are supposed to become more aware and informed regarding the 

economic performance of their clinic. Creating awareness seems crucial in the eyes of the 

commercial director for the UniK to become profitable again (Interview 2). Within the 
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meetings, the clinic directors are expected to explain the reasons behind the clinic’s 

economic performance (Interview 14). Constructive discussions should then lead to 

solutions in order for the clinic to become more profitable (ibid.).  

The meetings can be seen as the reaction of the commercial director to the supervisory 

board’s coercion illustrated in Figure 18. 

 
Figure 18: Management Intentions of Commercial Director, Extension of Figure 17, own creation 

 

His goal is to align both groups by introducing these meetings. The alignment reached 

through increased interaction should then lead to more constructive solution so that 

eventually, UniK reaches a positive year-end result.  

The following analysis will show how the monitoring meetings are acted out. In that, we aim 

to reveal whether the intended frame of the management holds true by investigating power 

sources and their mobilisation.  

 

5.3 Possession of Power 

As we will investigate the meetings in terms of power mobilisation, the next section will give 

an overview about the power sources the respective actors have at their disposal which 

serve as the foundation in order to analyse the how they are mobilised in interaction (5.4). 

Hereby we aim to answer the Sub-RQ1:  
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Which power sources do the actors have at their disposal? 
 

Following our theoretical framework, we will analyse the composition of power of the 

respective actors in order to answer our second research question. As outlined in 2.4, we 

will firstly analyse the hard factors of power sources by combining Pfeffer’s (1993) structural 

sources of formal authority and positioning power. 

 

5.3.1 Taking the Lead  

The organisational chart of UniK, illustrated in 4.2, with its many hierarchy levels implies the 

strong hierarchical positioning power of clinic directors as they hold the highest position 

possible for a physician. Adding to this, clinic directors have special virtues compared to the 

managerial staff. Their working contracts, for instance, cannot be terminated as they have 

a lifelong contract and as Professor A points out: “Nobody can tell me anything anyway. At 

some point the medical director can take me on leave, but he has to get a specialist expert. 

He can not just send me away” (Interview 5, 41:49 min). From this we derive that the clinic 

directors proclaim a strong formal positioning power (Pfeffer, 1993). 

As the organisation is structured functionally, the clinic director has full power over what he 

does in his clinic and no instance above him. This underlines his power stemming from 

autonomy of decision making. However, this only applies to medical decisions as the 

decision making power regarding resource allocation and financial funds is on the side of 

the management. This power distribution is of special within the monitoring meetings.  

By extending Pfeffer’s (1993) focus on formal positioning with a geographical dimension, we 

find it interesting to also consider the office locations of the actor groups within UniK. The 

commercial manager resides in an office wing with carpeted floor above the entrance and 

thereby in the centre of the organisation (Observation 13). He explains: “The contact is very 

immediate [...]. Next door is directly the next clinic with patient ward, so that we are very 

close to each other and thus the paths are very short. Both sides are using this very well. 

The close contact is quite positive” (Interview 4, 14:05 min). The proximity of management 

and medical staff can thus be seen as an advantage for both sides to shorten 

communication. 
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The controlling department, however, is located on the highest level, far away from the 

organisation's main activities (Observation 9). We argue, that this rather isolated 

geographical location is lowering the positioning power of the controlling department and 

thereby their importance within the organisation. 

Conclusively and in accordance with Pfeffer’s (1993), we argue that the clinic directors at 

UniK are associated with a strong positioning power. Formal authority is assigned to the 

physicians because of their hierarchical position as they are heading the hospital’s 

hierarchy. Further, due to their importance to UniK’s success as their main value creator, 

their formal positioning power can be regarded as immense. 

Management and administration, also have power sources at their disposal but are not 

granted the same authority as clinic directors. Management is still mainly perceived as a 

service or support function and does not directly create measurable value for the 

organisation (Interview 4). Thus, their positioning power in regards to UniK’s operating can 

be understood as lower.  

Further, it became evident that certain clinic directors position themselves higher in 

comparison to their colleagues by referring to high revenues of their respective clinic and 

strong Case Mix Point Scores.  

5.3.2 Possessing or Being Possessed 

The monitoring meetings are intended to enable an efficient allocation of resources in order 

to ensure increased economic performance (Interview 4,). 

But which own resources do the different actors have at their disposal? The analysis is 

reduced to including economic capital in form of investment funding and hospital beds used 

for patient care. 

Beds are important within hospitals as they enable the doctors to execute patient care. As 

Professor C states: “Beds are key. If you have a bed, you can treat a patient” (Interview 7, 

15:40 min). Throughout the interviews it became evident that beds are the most important 

resource at UniK as the head physicians can gain power and determine their importance for 

the organisational setting from possessing them (Interview 7). The beds are distributed by 

the management putting the management in control of it. Thus, whenever a professor needs 

funding for certain investments, he is obliged to make an enquiry and wait for the 
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management to provide the requested resources (Interview 10 & 13). This implies a 

resource dependency of the doctors from the management as they do not have direct control 

or access to resources. This lets us assume that the controlling department is in the position 

to execute direct power by refusing to distribute certain resources. This has been confirmed 

by the medical director who even states additional power, the management could have on 

him: “The administration can also take revenge. If I want [...] something, then they could just 

leave it for three months. Theoretically.” (Interview 12, 36:12 min). 

Fleming and Spicer (2014) claim that “the possession of resources considered valuable 

within the organisation might determine an actor’s ability to coerce others to act in a 

particular way” (p. 242). It will be interesting to find out which power sources are mobilised 

by the actors. The analysis of the resulting power dynamics are covered in section 5.4. 

 

The sources analysed until now can be regarded as hard sources even though soft aspects 

are already incorporated which demonstrates their connectedness illustrated in our 

theoretical framework. The next section will focus on the soft sources from which clinic 

directors and management can gain their power. 

5.3.3 Who Is the Expert? 

As Pfeffer (1993) points out, “knowledge is power” (Pfeffer, 1993, p.111). Due to their 

profession, doctors in general are equipped with extensive expert knowledge which enables 

them to take decisions concerning life and death. The clinic directors obtained the medical 

know-how throughout a long education and work experience which also informs their 

professional identity. In regards to power execution it can be argued that a strong 

professional identity and the respective personality traits play a role in interaction. How this 

can lead to a dominant position will be discussed in Chapter 6.  

 

The clinic directors have reached the highest career step possible which implies that all of 

them are experts within their field. But how does expertise become a source of power that 

can be mobilised in interaction? Here, once more, it becomes evident, that the different 

sources cannot be seen as mutually exclusive but reinforce or affect each other. This 

becomes evident from the statement of one physician who explains that the medical 
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expertise resulting from their extensive knowledge is of special importance to the clinics in 

order to execute patient care and thereby create value for UniK. Especially in severe cases 

the head physicians’ competence is needed. Thus, they are often the final instance 

regarding medical decisions.  

As outlined before, being central to the organisations’ success can be regarded as a source 

of power for the physicians (Pfeffer, 1993). Additionally, the high degree of expertise and 

resulting reputation provides them with the freedom to work anywhere as Professor B 

elaborates: “It is a beautiful, free profession. [...] And the good thing about it is that you can 

work worldwide. So I have half a year notice and then I could say 'don't feel like it anymore' 

and then go somewhere else” (Interview 6, 10:30 min). This statement illustrates how the 

medical expertise can be regarded as positioning power as the doctors are not restricted to 

a certain location, let alone employer. This again confirms our presumption about the 

reciprocal relationship between the different power sources and shows that they should not 

be studied as mutually exclusive. 

 

Turning from the broad organisational hospital context to our analytical focus of the 

monitoring meetings, the knowledge power is expected to be on administration’s side as the 

meetings are led by the manager. Thus, we assume them to be the experts regarding the 

financial data as it is them who process and prepare the data which then serve as the basis 

for discussion in the monitoring meetings (Interview 9). Hence, within the meetings, 

expertise power is supposed to be on controlling side. However, as the interviews revealed, 

many of the physicians, mainly the younger generation, also obtained supplementary 

economic knowledge by completing an MBA education (Interview 10, Interview 5). Even 

though the power source of economic expertise can be attributed to the controllers, Section 

5.4 will reveal if they are able to mobilise their power despite the fact of economically 

informed physicians.  

5.3.4 Decisive Politics - Personal Skills 

With reference to our theoretical construct, we differentiate within the personal attributes 

(Source 4) between explicit and implicit attributes. The combination of implicit and explicit 

attributes can enhance the efficiency of political skills. 
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In regards to the appearance, we observed that clinic directors wear white doctor’s coats 

when in the clinic (Observation 2) which implies a strong identification with the medical part 

of their job (Observation 6).  

It can be argued that such physical artifacts reinforce the sense of belonging within the group 

of doctors. It also indicates authority as it can be seen as a symbol for knowledge. 

 

In interaction, individuals can make use of political skills which are mainly informed by 

implicit attributes such as confidence, attitude and other personality traits. We are aware, 

that implicit personal attributes are hard to observe as it requires deeper knowledge about 

the respective person. In this, our research is limited but our interviews revealed many 

personal aspects, we argue that we were able to get an impression of the individuals and 

thereby the personality traits they might hold. From our interview with the Head of Finance 

and Controlling, who is present in the monitoring meetings, we got the impression of him 

being a rather quiet and cautious character. We came to this interpretation due to his 

hunched body posture and the way he expressed himself within the conversation 

(Observation 15). The character of the controller as being a restrained  person was also 

confirmed by Professor F who says that “the administration is always on the defensive” 

(Interview 12, 35:03 min). In comparison, we experienced the clinic directors as proactive 

characters due to their body language and the engaged questions they asked. Overall, they 

seemed very self-confident whereas the managers can be regarded as defensive characters 

(Observation 18). Such characteristics can impact interaction in the organisational context 

and can be regarded as political skills with an impact on the influence on others. 

 

 

The ability to create a network within an organisation and thereby being connected to 

important decision makers, is a strong source of power according to Pfeffer (1993). 

The existence of this potential power source has been confirmed by Professor B stating: 

“There are a lot of informal connections here. It also plays a big role” (Interview 6, 23:20 

min). This emerged as a pattern in the interviews and was further confirmed by Professors 

C, D and F (Interview 7; Interview 8; Interview 12).  

Herein it becomes clear that the political skills of being able to build contacts and make use 



 
82 

of them when needed, might be of importance when it comes to interaction between 

management and clinic directors. 

 

For a better understanding of the analysis, a digression on identity work has been done. In 

order to holistically understand the following analysis Appendix 5 is suggested to be read. 

 

Until now, it became clear that both actor groups have several different power sources at 

their disposal. How these are mobilised in interaction and how the different power relations 

play out will be investigated in the following. 

The quarterly held monitoring meetings between managers and clinic directors serve as the 

investigation platform to exemplify interaction between the two groups. Section 5.1 depicted 

the managerial intentions behind. The following part will now reveal what is happening within 

these meetings. 

5.4  Mobilisation of Power at UniK  

As Fleming & Spicer (2014) point out, powerful actors are the ones “who can control 

uncertainty using a range of mechanisms, including scarce resource, networks, ideologies, 

and identities” (Fleming & Spicer, 2014, p. 277). 

Until now, we clarified which intentions the commercial director aims to reach with the 

changes he induced (5.1) and which power sources managers and physicians at UniK have 

at their disposal (5.2). 

These chapters already gave insights into their respective positioning and potential 

superiority in the organisation in general. It was revealed that physicians in comparison to 

managers could mobilise more power sources. 

With reference to our extended framework, the mobilisation of power among the actor 

groups within the monitoring meetings will be analysed. Investigating the power dynamics 

will enable us to answer the research question whether the actualisation of managerial 

intentions at UniK is achieving its objective. 

The intentions as illustrated in 5.1 will act as a reference in order to show whether the 

intentions of the commercial director hold true. His goal is to align both groups by introducing 

these meetings. This alignment by increased interaction through the meetings should then 
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lead to more constructive solution so that eventually, UniK reaches a positive year-end 

result. 

 

In this section we aim to answer our Sub-RQ2:  

How is power mobilised and which implications does it have for interaction between 
managers and physicians? 

 

5.4.1 Strong Position 

The first issue that is questioning the frame, is the perception by the clinic directors of the 

managers attending the meetings. Throughout the analysis it became evident that the clinic 

directors do not seem to accept the role of the controllers. The reasons for this are multi-

dimensional.  

First of all, the department of controlling is part of the administrative apparat at UniK. Over 

the years, the perception of the managers at UniK of being a supportive function that is 

serving the physicians has been manifested. As the Head of Controlling states: the 

“management board had, at the most, an coordinating function [...] and should ensure that 

money is there” (Interview 11, 56:40 min). Even though the doctors are aware that 

economisation changes the processes within hospitals, as the commercial director notes, it 

seems as if they do not really accept that this makes the management shift from a reactive 

support function towards an active organisational actor with. Especially among the older 

generation of clinical directors the perception of controlling as a supportive function serving 

the medical side in order for them to execute their work stills seems to be manifested in their 

minds (Interview 15). Professor A, who has been working at UniK for eleven years already, 

still seems to view the management as reactive and answering to his demands rather than 

seeing them as “an active business partner for the clinic directors” (Interview 9, 26:11 min) 

as Head of Finance and Controlling would like to be seen. Professor A confirms this in the 

derogatory way he is talking about the controlling department associating their role with 

bureaucratic tasks and other ‘trivial’ administrative work (Interview 5). So, as we have shown 

in 5.1, the effects of economisation also became present in the changing roles of physicians 
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and managers, yet, the acceptance of changing roles remains a challenge. This general 

perception is thus also present in the meetings. 

 

Secondly, the case organisation is highly dependent on external funding as outlined in 

Chapter 4. This dependency on the state and other institutional factors is further illustrating 

the reactive role of the managers. Currently UniK’s management is facing the issue of not 

being able to distribute as much financial support to the clinics as they would like to indicating 

the structural constrains the role of the managers is characterised by. This has been 

confirmed by the Deputy Commercial Director complaining about the limited budget due to 

investment backlogs (Interview 4). 

 

Thirdly, the role of controllers in the monitoring meetings seems to be further lowered 

because of their structural constraints within the organisation. Even though they have the 

power over resource distribution, the clinic directors are aware that the final decisions are 

made in the management board, with the medical director as the chairman of the board 

(Interview 7). The controllers’ inability to mobilise direct coercion through decision making 

regarding resources within the monitoring meetings is further lowering their positioning 

power. One of the clinic directors does not even remember the names of the controlling 

personnel he is having the meetings with. He further claims: “Well, I am saying ... there is 

no one from the management board present. There is the ... Head of Controlling and so on” 

(Interview 7, 49:00 min). Hereby, the professor complains that he would like to have a person 

granted a higher authority level in the meetings implying that the current interlocutor is not 

considered as being important in terms of decision making. 

 

The power distance between the two parties was demonstrated by the Head of Finance and 

Controlling: “So they're actually above one [showing a hand on top and one under the desk] 

because of the professorship. In between, there is the commercial director and then 

administration is situated somewhere down there [pointing to the hand under the desk] “ 

(Interview 5, 24:02 min). This illustrates the clinic directors’ low acceptance of the controllers. 

Lastly, it became evident from our data that the clinic directors are very aware of their 

centrality of position to the hospital’s success. Since the value of UniK through patient care 
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is mainly created by the physicians this implies that the clinic directors are assigned a high 

positioning power in regards to their centrality to the hospital overall operations. This also 

became evident when talking to them as they see themselves as “those who - eventually - 

end up doing the work at all. [We are the ones,] who take care of the patients and where the 

money comes in” (Interview 8, 22:50 min). Thereby, they stand in contrast to the controller, 

who do not create measurable value in terms of generating revenues. By having control over 

the attraction of patients as well as the respective treatments and its quality, the clinic 

directors can be regarded with being in control over the central elements of the hospital’s 

operating. Thereby they have control over contingencies of the organisation which puts them 

in a powerful position. Referring to Fleming & Spicer (2014) we argue that this enables the 

physicians to mobilise a very strong power source by controlling resources that the 

“organizational functionality is dependent on” (ibid., p.250). This also becomes salient during 

the monitoring meetings. The Head of Controlling describes the clinic directors’ behavior 

during the monitoring meetings stating that “they lean back and say: 'Nothing can happen to 

me anyway’” (Interview 9, 22:03 min). This and the unconcerned way they talk about the 

monitoring meetings indicates that they did not view them as important as intended. 

The generally low acceptance of the monitoring meetings among the clinic directors is 

further emphasised by some of the clinic directors claiming that “agreements [...] lead to 

nothing. Then I wonder sometimes: Am I right here? Do I have any future here? Is this going 

on? Can they develop my area?” (Interview 7, 36:05 min). The statement of Professor C 

implying dissatisfaction regarding the monitoring meetings will be of importance when 

discussing managerial implications in Chapter 6.  

Summing up, it can be argued that the physicians are in a stronger position which they 

legitimise by not only being central to the organisations’ success but also in control of 

sources of uncertainty. This supports our framework in combining several sources when in 

mobilisation. In consequence, there seems to be a large power imbalance between 

controllers and clinic directors in the monitoring meetings where controlling is in a lower 

position. 
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5.4.2 Becoming Experts 

Another theme that arose from analysing our data was the problem with the data. The Head 

of Finance and Controlling explained that the IT infrastructure of UniK is not sufficient to fulfil 

the demands of a profit center approach (Interview 9). This is a problem as in order to 

consolidate the data and report to the clinical directors the controlling department needs 

reliable and up-to-date data and facts. In terms of the two actors, it becomes evident that 

the acceptance of the proposed data is different. While controlling is “convinced that [their] 

numbers are correct to the best of [their] ability” (Interview 9, 10:53 min), part of the clinic 

doctors do not feel represented by those figures and keep complaining (Interview 5; 

Interview 14). Therefore, it can be said that the low acceptance of managers by clinic 

directors does not only stem from the managers’ role in the organisation but also from the 

(un)satisfaction with the work they do. The analysis revealed that there is high displeasure 

at the numbers prepared by the controlling department. In this regard, both actor groups are 

voicing their frustrations. The clinic directors complain about the calculated performance 

data of the medical operations not being correct. 

Further, this results in frustrations about the meetings being inefficient due to the lack in 

quality of the data. By criticizing the provided data they also question the ability of controlling 

to do their job correctly, which is further lowering the acceptance. 

Additionally, it became evident that the clinic director mobilise another source of power 

during those meetings: their expertise. The reason for this is twofold. 

On one hand, most of the clinic directors gained knowledge through extended education in 

economic matters (MBAs) as explained in 5.3.  

On the other hand, some doctors are holding own monthly controlling meetings within their 

clinics (Interview 7, Interview 10). This again shows that they do not take the meetings very 

seriously. They criticise that the data in the meetings are not up to date. Professor D states: 

“[...] that is why I started my own meetings. That we get together once a month so that [we] 

can react quickly and do not notice in March that we had to change something in November” 

(Interview 8, 07:05 min). By doing so, he criticises the data not being accessible in an 

acceptable time. 

By going into the meetings with pre-calculated numbers for their clinics, the clinic directors 

question the quality of data provided. Professor B explains: “I can calculate the procedures 



 
87 

here. Unfortunately, administration is not able to do that “ (Interview 6, 13:13 min). This 

shows the degradation of controlling during the meetings. 

Another source of power the doctors mobilise in the monitoring meetings concerning the 

data quality, is their medical expertise. Due to their closeness to the origin of the numbers 

they (claim to) become the experts now: “I tell them where their numbers are wrong” 

(Interview 10, 34:12 min), Professor E told us. This can be seen as lowering the controllings 

authority and leads to a rather reactive function of the controlling department, again. 

Conclusively, It can be argued that the clinic directors are mobilising elements of their 

expertise power by questioning data in order to take away the controllers’ expertise and at 

the same time degrade their position further by not taking talks seriously. 

5.4.3 Steering the Focus of the Meetings 

So far, we have analysed the more obvious mobilisations of power. Another main finding 

from our data analysis is the ability of clinic directors to steer the conversations. 

As shown above, the disagreements of data leads to conflicts in the meetings. When 

confronted with the figures of merit, the clinic directors claim that it does not depict the reality 

and that services or treatments they provided to patients are missing (Interview 

5;7;8;9;11;15). In consequence, they claim that the clinic should have yielded more 

revenues than proposed by the numbers (ibid.). Form our interviews, we noticed an 

intriguing dynamic: The clinic directors make use of the insufficiencies of the IT System and 

blame the controlling department for preparing wrong numbers. Thereby, they manage to 

“generally question everything and reverse the burden of proof so that [the controller] has to 

prove his numbers” (interview 9, 15:05 min) as Head of Finance and Controlling states. This 

shows the clinic director’s ability to change the focus of the meetings. They are not talking 

about why the clinic directors’ performances are bad and how they can justify it, but rather 

reverse it and tell the Controller to justify for his actions (numbers). This is confirmed by the 

Head of Controlling who states that it is not about financial performance of the clinic as and 

how to improve their situation but  “the main discussion point in the monitoring meetings is 

the quality of data. That is a central problem” (Interview 15, 22:50 min). Thus, the interaction 

within the monitoring meetings is mainly about the calculations of numbers and not as 
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intended to find solutions (Interview 9). This shows the clinic directors’ ability of steering the 

content of the conversation in their favor - in which they succeed. 

Being able to control the aspects being discussed, thereby controlling uncertainty is a strong 

element of power (Fleming & Spicer, 2014). How this enables to attain power in an even 

more powerful dimensions will be shown in 6.2. 

 
Figure 19: Outcomes of Power Mobilisation of the Clinic Directors, own creation 
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6 Discussion 

In this chapter we will sum up and discuss the findings from the previous chapter.  

In the first section we will answer our research question by interpreting the findings. The 

second part is devoted to how the actors succeed in constructing. In the last part we discuss 

the case in a different theory and provide implications. 

6.1 Evolution of Superiority - Power Play at UniK  

The analysis of our data has shown which different power sources the actors have and how 

they are mobilised in interaction in the monitoring meetings. In the following we will 

summarize our main findings resulting from Chapter 5 and thereby answer our main 

research question: 

 

Which dynamics influence the actualisation of management intentions? 
How is power play affecting managerial intentions and what dynamics result from 

this? 
 
 

We will illustrate the observed power dynamics among the actors and from this show 

whether the actualisation of the monitoring meetings has been achieved as intended by the 

management.  

  

Strong Position - Lack of Acceptance 
First of all, the doctors make use of their strong positioning power that is commonly accepted 

among the groups of actors. At the same time the perception of the managers is relatively 

low due to several factors. The low acceptance of the managers seems to be one of the 

major issues for collaboration between both parties.  

This can be seen in the fact that the low acceptance of the managers is affecting how the 

clinic directors evaluate the importance of the monitoring meetings. Especially the 

controllers’ structural constraints and dependencies is reinforcing their low degree of 
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acceptance. As a result, the clinic directors claim that no decisions will be taken anyway. In 

consequence, the monitoring meetings are not perceived as a useful management tool. 

 

Becoming Experts - Reducing Uncertainty 
From the results of the analysis it became evident that the acceptance of the data is a major 

issue in the monitoring meetings because the numbers prepared are not reflecting the clinic 

directors’ standards. We have seen that by criticizing the provided data they question the 

ability of controlling to do their job correctly. 

The fact that the doctors themselves become “number experts” by obtaining MBAs and 

holding their own meetings illustrates another source of power they mobilise in the meetings. 

Consequently, even though the source of power regarding expertise is supposed to lie with 

the managers, the analysis revealed that the doctors manipulate in order to become superior 

in this regard as well (Source 3).  By preparing their own data they lower the uncertainty 

regarding the financial aspects they are confronted with and “carefully manag[e] what is on 

the table for debate” (Bachrach & Baratz, 1963 in Fleming & Spicer, 2014, p.254) which 

implies their manipulative behavior. 

 

Favourable Personality - Powerful Tool 
By building strong networks for instance, the clinic directors can make use of political skills. 

Their personality traits are regarded as helpful in interaction leading them to reach their 

goals and thereby taking the lead within the monitoring meetings in discussions with the 

managers. This building of cooperative ties can be seen as a manipulative mechanism 

(Gargiulo, 1993 in Fleming & Spicer, 2014) which the clinic directors use in order to get 

resources allocated.  Making use of their strong personal attributes acts as the third power 

element. 

 

Steering the Focus - Manipulating the Frame 
The possession of different power sources and their mobilisation in combination with the 

resulting dynamics within UniK enables the physicians to set the agenda of the monitoring 

meetings which constitutes the third and major finding of the analysis. 
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As mentioned before the number issue leads the physicians to questioning the data the 

managers present within the meetings. By claiming that certain medical processes have 

been wrongly calculated they manage to shift the agenda away from the performance data 

of their clinic towards the quality of the underlying data. As a result, the conversations within 

the monitoring meetings circle around the number quality instead of coming to solutions how 

to improve the clinics. In the light of mobilisation theory, the clinic directors’ ability to change 

the focus of the meetings can be seen as the mobilisation of bias. By systematically inserting 

ideas into decision-making protocols (Fleming & Spicer, 2014), which the meetings are as 

they are supposed to be, the physicians are further manipulating the monitoring meetings. 

We have shown that the clinic directors are able to not having to justify for their performance 

and develop solutions, but rather they ask the managers to justify their numbers. This shows 

their manipulative actions in that the clinic directors are reversing the burden of proof. Since 

the talks are then only about doubting the data, they “seek to limit the issues that are 

discussed” (Fleming & Spicer, 2014). The fact that the controllers are not able to steer the 

conversation back to its intentions, shows that the clinic directors are successful in 

manipulating by “implicit[ly] shaping of issues considered important or relevant“ (Fleming & 

Spicer, 2007, p. 17). To sum up, the interpretation of our findings so far has shown the 

manipulative mechanisms employed by the physicians in order to influence the monitoring 

meetings and its participants so that they can avert the justification for their performance 

data and thereby the legitimization for their clinic. 

 

Evolvement of Superiority    
Adding to that, we argue, that manipulation at the case of UniK is of evolving nature. By 

combining and mobilising different power sources and continuously making the other party 

less powerful, the doctors manage to end in a powerful position which enables them to reach 

certain political ends. 

We argue, that the power of the clinic directors accrues over time. It became evident that 

different dynamics develop and an evolution of superiority of the group of physicians can be 

observed. In doing so they were continuously increasing the power imbalance. 
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Figure 20: Elements of Manipulation, Extension of Figure 19, own creation 

 

The funnel in Figure 20 shows this development. Starting off with being equipped with high 

positioning power due to various aspects, the doctors mainly manipulate by mobilising 

different sources of power. This influenced the agenda of the monitoring meetings and 

thereby has a negative impact on their actualisation. The fact, that it is possible to set the 

agenda of the monitoring meetings constitutes the main issue in regards to the monitoring 

meetings. Its negative impact will be illustrated in the following.  

In regards to our framework applied in the analysis we see that it should modified and 

extended by a time aspect. The different sources of power are mobilised as expected. 

Episodic forms have been mobilised mainly through coercive mechanisms. Manipulation 

however, can mobilise a variety of sources combining them differently in order for the actor 

to pursue a certain political end. Hereby it is continuously enabling the respective actors to 

increase their power. It can be assumed that domination then results when actors are 

succeeding in setting their agenda.  

The effects that occur when actors mobilise the aspects of power source 4 to its full extend 

will be shown in section 6.2.  

    

Effects on Managerial Intentions 
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Initiated to reach role alignment and increased economic understanding among the doctors, 

it can be concluded, that the observed power plays and the resulting actions are in the way 

in order for the managerial intentions to be effective. 

Due to the fact that the monitoring meetings are generally perceived as not very important 

and additionally filled with lack of role acceptance (managers) and high uncertainty about 

performance data the initial framing of the commercial director does not hold true. The 

monitoring meetings do not function effectively; the intentions of their actualisation as 

planned by the commercial director is hampered and have not been reached. 

How this power play affects the organisation as a whole and how this affects the sector will 

be considered in 6.3. 

 
 

Figure 21: Powerplay and Distribution Within the Monitoring Meeting, own creation 

 

 

In conclusion, the interpretation of our findings has shown that the clinic directors mobilise 

power in a way that is hampering the actualisation of the managerial intentions. Power 

dynamics are therefore hindering the success of the monitoring meetings. 

This is answering our proposed research question from which we conclude that the doctors 

are not only having more possibilities to execute power, they are also able to mobilise it in 

a very effective way.  
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The power of the doctors stems mainly from their strong positioning power in combination 

with their ability to set the agenda of the monitoring meetings in their favor. Being equipped 

with strong political skills is further enhancing them to become powerful actors that are 

used to succeed. 

But what exactly made the doctors become so powerful and thereby a dominant actor within 

the monitoring meetings The following section will discuss the role if identity in regards to 

power mobilisation.  

6.2 Framing of Reality 

So far, we found out that the managerial intentions are surrounded by power play and that 

this is hampering the monitoring meetings to reach their intended goal of developing fruitful 

discussions leading to solutions for improving UniK’s performance and thereby aligning the 

roles of the respective managers and clinic directors. Now we turn towards answering our 

Sub-RQ3:  

Which role does the professional identity and institutional logics play regarding 
power mobilisation? 

 

As shown in 6.1, the reason for this failure is the manipulation that the doctors use to control 

uncertainty and set the agenda. They are able to make use of manipulative mechanisms in 

order for them to steer the meetings away from economic matters, towards mobilising their 

medical knowledge and explaining why the data is wrong. By doing so, the controller is not 

able to hold track on that as he simply does not have the medical expertise as our 

interviewee told us (Interview 13). 

 

But the question is: Is it really only about expertise and positioning power? Why was the 

intended frame reframed in favour of the clinic directors? 

In this chapter, we open up for discussing the findings in the light of a more sophisticated 

form of power (mobilisation): domination.  

As outlined in chapter 2, domination is one form of power mobilisation and among the most 

influential and substantial (Fleming & Spicer, 2014). As it “shapes what is considered worthy 

of political attention and effort” (ibid., p.244) it is close to what certain groups value or are 
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constituted of. Connected to social reality construction it is an indirect process that concerns 

making certain logics dominant (ibid.). Domination results when certain actors are able to 

stabilize certain norms (Fligstein, 1987). 

 

In chapter 5.1 we introduced the logics present in a university hospital, more specifically at 

our case organisation. We identified the managerial logic and the medical logic. As our data 

revealed the latter is mainly embodied by the physicians. 

Therefore, we will take a look into how the physicians are able to reframe the situation.  

From the professional identity analysis (see appendix) it became evident, that the 

physicians’ socialisation process is long and extensive, imprinting their identity with altruistic 

and philanthropic logics and a strong sense of moral and virtue. Consequently, the strong 

medical habitus and the accompanying medical logic functions as their guiding principle in 

everyday life at UniK. 

 

The God in White - Powerful through Identity 
Our analysis revealed the presence of a strong professional identity of physicians. The 

willingness to help the patients is of importance to all of the interviewed physicians which 

we challenged when asking them whether they have ever been in the situation to decide 

between economic and ethically right decisions. All the interviewed clinic directors answered 

always deciding in favour of the patient (Interviews 5;6;7;8;10;12). 

Further, we characterise them as very self confident and ambitious. Their strong self-

concept, provides them with another source of power empowering the medical logic. From 

our questions including elements of the self-concept, we conclude that the clinic directors 

are very ambitious, self-confident and strive for always being the best. These characteristics 

have been confirmed by the controllers being around them on a daily basis (Interviews 

9;11;15).  

As the analysis has shown these aspects enable them to mobilise their political skills in a 

very powerful way. The physicians make use of this in order to influence the managers and 

reach their own political goals. As outlined in 6.1 this is a major issue in the monitoring 

meetings. By manipulating the issues discussed the doctors are able to set their own 

agenda. 
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Besides their individual professional identity the physicians are also embodying a strong 

occupational identity. The physicians share the same values and beliefs from which 

collective power resides. This makes it easier for them to create a reality in which the logic 

of the occupational group, that is reigning the hospital is prevailing.  

The collective enables them to make any setting appear as if the medical logic is to be seen 

as the standard. 

Making use of their political skills enables the physician to create networks within UniK. 

Personal connections within UniK due to friendships and connections in social clubs 

(Interview 12) provides them with access to influential people.  

 

From this we conclude that the clinic directors make use of this collective power in order to 

strengthen their position as the best thereby taking down the managers power. Making use 

of this collective power has been a way for the clinic directors to increase their dominance 

by spreading negativity about the managers. Hereby they strengthen themselves further and 

spread this thinking within UniK and shows their strong social cohesion. Thus, the inability 

of controllers is reinforced by the physicians’ collective identity and the sense of belonging 

is used to downgrading the managerial logic and their representatives. 

 

So far, we have outlined in which way the identity is mobilised in order to become more 

powerful and how the clinic directors use it to make their logic dominant. But how can we 

actually see that they are making their logic dominant?  

Since economic calculus that are supposed to be the content of the meetings are embodied 

in the managers logic, the monitoring meetings can be seen as an attempt to bring the 

managerial logic to the fore. As we have seen from our findings, the clinic directors were 

able to manipulate the agenda of those by mobilising their power sources and are able to 

reduce uncertainty. Now, as the monitoring meetings are a managerial tool by conducting 

those, the clinic directors are moved away from their actual, value creating patient care, and 

towards an area in which they are not the experts per se, an thus confronted with uncertainty. 

We argue, in the light of mobilisation theories, that the doctors now also mobilise their 

identity to reduce this uncertainty. 
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By having to defend themselves and justify for (bad) economic performance, they are 

disrupted and put into a defensive position. From what we saw in the analysis, it can be said 

that the clinic directors generally want to be in control of the situation. When it comes to the 

monitoring meetings however, the setting they are put in is not compatible with what they 

are used to within their usual medical work (where they are in the lead). In their medical 

profession they usually are the ones with highest authority and expertise, which is now 

endangered by the controlling being the number experts. As a response to this uncertainty 

it therefore becomes obvious that they are steering the conversations always into a medical 

direction, in order to become able to be in control, thereby powerful again. Here, we argue 

they do not accept the facts but deny the quality of data and make their facts unquestioned.  

 

Hospital Setting as Reinforcer - Doing the Right Thing 
The main reason for a hospital to exist is to help the patients. We argue that not only their 

formal authority gives the clinic directors a confident appearance but also the fact that they 

are representing the medical side. This equipes them with the feeling of “doing the right 

thing” in terms of hospital operations where their role is defined as treating patients with the 

best possible treatment. As outlined before, when it comes to critical decisions, the doctors 

would always chose the medical side oder the managerial decisions. At UniK this thinking 

is also widely accepted and supported by the managers. Constituted in the law, UniK seems 

to be obliged to follow these rules and hereby the medical logic seem to be officially 

embedded. 

Lastly, we want to discuss how society plays a role in this domination of physicians. 

Here, we argue that another reason for why doctors can become dominant is because it is 

seen as desired in the society. We have touched upon the fact that logics are also rooted in 

family, religion etc. We argue that it is this, what further enables the doctors to become 

dominant. Because people of the Western Society see their profession as valuable and of 

moral worth. One interviewee states when about physicians: “Everyone can relate. With that 

card they can always play a trump” (Interview 15, 1:17:10 min). Referring to the importance 

of doing the right thing they can always use when in discussions about economic aspects. 

Due to the strong and accepted medical logic, this serves as a strong powers source when 

negotiating with the managers. 
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Thus, they are dominating by making their shared norms unquestioned and stabilize the 

norms in their favour (Fligstein, 1987). 

In regards to the monitoring meetings this prominent medical logic seemed to be hampering 

the actualisation of them. Initiated as focusing on improving economic performance of the 

clinics, the physicians managed to shift the focus. 

Our interviewees confirmed, and especially the commercial director, that there is a demand 

stemming from the supervisory board to be profitable.  

 

Economic Calculi - Do not reach the Physicians 
The first example where we saw that the physicians are able to make their logic hegemonic 

concerns the clinic directors themselves.  

Even though some of the clinic directors are interested in economic aspects of their 

operating, it became clear in the interviews that they do not feel any economic pressure.  

They are aware that the commercial director introduced some changes but they do not seem 

to relate to these or identify with it. 

For one, we argue at is due to them refusing the managerial logic to invade their white world.  

This shows that they construct a reality, in which the managerial logic with the economic 

rationales does not even interfere with their medical logic. Further, again reinforced by their 

professional identity, it shows that they the managerial logic does not play a big role in their 

socially constructed realities. 

Acceptance of Right Values - Degrading Controllers 
When talking about himself, the Head of Finance and Controlling was revealing an intriguing 

fact: “And [I am] the troublemaker from administration” (Interview 9, 10:06 min). This shows 

the domination by clinic directors, as he views himself as a negative factor in the hospital 

setting. This shows how the social reality in which the managerial logics are of less moral 

worth has been constructed by the physicians accepted by the managers who view the 

medical logic as the desirable and right.  

From this it becomes evident that the physicians are able to make the relations of power to 

appear inevitable and natural for the controller and are thereby dominating (Lukes, 1974). 

The fact that the controlling department is not able to bring the discussion to a level, where 

it is not about the facts and figures anymore shows how physicians reframe the situation 
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and create a reality in which their logics is seen as unquestioned which is according to 

Fleming & Spicer (2014) domination.  

All in all, the mobilisation of identity traits embodying the medical logic, not only enables the 

clinic directors to influence the agenda as shown in 6.1.  

Additionally, the physicians also use it to stabilize the norms in their favour and thereby 

reach a dominant position. 

 

Altruistic norms are at the core of UniK. Especially in university hospitals, where the 

managerial logic has not become as prominent as in normal hospitals yet, the doctors are 

able to “make [the] socially constructed reality [...] seem inevitable and natural” (Fleming & 

Spicer, 2014, p.260). The setting of a university hospital and existing structures further 

enhances the degree of the physician's ability to influence the social world around them. 

Moreover, we believe that a time component can be included which is also illustrated in the 

adapted framework (Figure 22). By assuming that power can accrue over time which we 

derive from extending Fleming & Spicer (2014), we presume that coercive and manipulative 

power can lead to domination. Not in a timely manner but rather that they build up on each 

other and as a consequence domination occurs. 

 

Conclusively, the doctors are able to dominate the situation as well as the discourses at 

UniK. Constructing realities in which the managers and their logics are not heard and the 

fact that both sides accept it, shows that the physicians are able to create a new reality by 

achieving a systemic form of power. By this, they can set their logic as the standard and 

shape the institutional structures and processes accordingly (Clegg, 1989 in Fleming & 

Spicer). 

In the case of UniK, it can be concluded that the physicians have reached a substantial and 

foundational level of power by institutionalising their values. Hereby institutional structures 

at UniK are congealed. 
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Figure 22: Extended Theory Framework, own creation 

 

By making their logic seen as the standard, they are shaping systems and ideological values 

in which the systems and processes are formed on an enduring basis.  

6.3 Implications of Our Research 
This section is turning away from the micro dynamics of power and towards the 

institutional factors that reinforce the imbalance in the monitoring meetings. Thereby, we 

will touch upon theories from organisational identity and view the dynamics in the broader 

scope of organisational change to provide implications of our research. 

6.3.1 Unity at UniK - Uncertainty Reduction 

But what else is enhancing the power imbalance at UniK? The following will discuss whether 

UniK as an organisation is enabling the doctors to become powerful and will thereby answer 

the following Sub-RQ 4: 

Which institutional factors influence the actualisation of managerial intentions? 
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Role definition  
The analysis revealed missing role understanding not only between the different actor 

groups but also in regards to the role of the clinic directors. The clinic directors are not aware 

of the fact that they are supposed to pay more attention on economic aspects which leads 

to the fact that they do not value the management actions as important. This leads some of 

them start to come up with their own visions and strategies for their clinic which might not 

be in line with the overall objective of UniK (Interview 7). This is increasing ingroup out group 

thinking between the clinic directors as they start to compete with each other which can lead 

to even greater power play within the organisation. Thus, in order to stay ahead and keep 

the high reputation UniK has to work on its structure and the alignment of the actors that 

enable its success. 

The goal should be here to re-establish trust between the groups so that interaction can be 

fruitful and not circle around wrong data resulting in inefficiency and negative year end 

results at UniK. Only then it will be possible to decrease the imbalance among the actors 

and make them trust again. 

 

Identification Object UniK 
This could be achieved by making UniK unique in that both groups actually manage to work 

together. This could be a major differentiating factor within the industry which is perceived 

as divided between managers and doctors. The foundations are there! The younger 

generation wants to take on responsibility for economic aspects but they need to be guided 

in a way. This is the challenge in the light of strong medical professional identities. Stemming 

from this, each clinic is creating their own vision as Professor Maier explained. Especially 

among the younger generation it seems as if this is an increasing trend. Without a shared 

organisational identity acting as a guidance for behavior in terms of operating, the UniK is 

facing the danger that certain clinics take off and aim to become dominant themselves which 

might not be in line with the overall objectives of UniK. This can already be seen in the 

radiology which came evident from the interviews. 
 

Giving Direction  
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From talking to the members of UniK we got the impression that besides the newly 

introduced changes also the general direction of UniK is not clear to many of the employees. 

When asking the commercial director about a long-term strategy or other planned changes 

he was not able to give us specific answers from which we conclude that the future of UniK 

is not clearly defined. Especially in times of change people need guidance, otherwise they 

fall back to own patterns and do not adapt. Also, the vision of UniK is rather general and 

only rooted in the normative constitution of a university hospital which applies to any other 

hospital in Bavaria as well. It will be a challenge to find a common ground due to the 

complexity of UniK and heterogeneity among the actor groups. But especially the new 

generation of doctors seems to be eager to identify with the workplace and not only see their 

own clinic primarily.  

 

Clear Guidance 
Here we see the medical and commercial director as decisive factors. In a white world with 

such strong characters a certain guidance is necessary that acts as a pillar for orientation. 

Letting the clinic directors do their thing is to some extent necessary as they are the ones 

that are doing the work and in terms of their medical operating there should not be too much 

interference as they are rightfully the experts in this regard. In terms of the monitoring 

meetings, the missing clarity about its objectives made the clinic directors reframe the 

meetings in their favour whereas the controllers were trying to follow the intended frame of 

the commercial director. This is due to the unclear communication in regards to intentions. 

Here, the management board is in the position to address the clinic directors. The analysis 

revealed that the clinic directors expect a certain level of authority when it comes to making 

decisions. Thus, when addressing them this should be considered. 

 

Change Communication  
How changes are introduced needs to be carefully considered as it needs to be accepted 

among the actors that should act upon it. Especially, all elements that are branded with 

economisation are perceived as very negative by the physicians as most of them have 

negative associations with everything connected to profit maximisation or “unnecessary” 

business stuff which became clear within the interviews. Therefore, the management need 
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to select their managerial tools wisely and always take into account which message they 

send with it. The example of the monitoring meetings illustrated that it takes more than 

bringing both parties on the table in order to discuss performance data to move towards 

more profit-oriented steering of the clinics. 

Such important changes need to be embedded in and the respective actors need to be able 

to make sense of them. Transparency 

 

Improved IT-System 
In order for UniK to stay on top, first of all the general issue of the unreliable IT system 

should be solved as it creates displeasure, lack of trust and increased ingroup-outgroup 

thinking among the actor groups. At the same time it enables the managers to legitimise 

their weak position by blaming the system. Thus, when seeing the IT as an actor it is a major 

bottleneck in order for fruitful collaboration to happen. Insufficient IT infrastructure is often 

an issue when it comes to change and should thereby be a top priority to solve for 

management. Despite the fact that the remuneration of the medical processes is a complex 

endeavour the managers should not be dependent on its functionality in terms of their 

position within UniK.  Organisational thinking would help as then the thinking among the 

actors might shift from “You are having the problem” to “It is our problem” and power play in 

this regard could be eliminated. At the moment the doctors are instrumentalising the system 

in their favour and thereby put the managers in an even weaker position. 

 

Our extensive analysis revealed that UniK is characterised by great uncertainty and unclarity 

in regards to its operating, the direction and the role understanding among the actor groups. 

The physicians are reacting to it by controlling the situation and the managers are hampered 

in their actualisation of work. This leads to the monitoring meetings not to function and 

thereby UniK will not be able to reach positive year end results again.  

Thus, the main implication that will be given are to reduce uncertainty and increase 

transparency in terms of role understanding of the respective actor groups and regarding 

the future direction of UniK. 
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6.3.2  Em(power)ing Change  

So far, it became evident that the doctors are in a very favourable (power) position due to 

their individual skills and their ability to set the agenda within the talks. The previous section 

has shown (6.2) that they were additionally able to reach a dominant position by mobilising 

elements that are connected to their identity, thereby constructing the reality of the 

monitoring meetings in their favour. In this section we will discuss how those power plays 

can be seen from two other perspectives: Organisational Change and Identity. 

 

Power play is hampering the actualisation of managerial intentions at UniK. Now, examining 

these findings from a change perspective, will show how these power plays can be 

embedded in broader circumstances. 

Economisation is resulting in major changes for the hospitals, shaking up the actors acting 

within hospitals and asking for new ways of operating in the healthcare sector. From what 

is shown in the analysis, this pressure affiliating the change, can have severe implications 

for organisations. In this section, we will discuss how change and the examined power 

dynamics are related. 

Organisational identity gives the organisational members an understanding of who they are 

as an organisation and is defined in terms of shared beliefs and understandings (Albert & 

Whetten, 1985; Hatch, Schultz & Skov, 2015). Viewing our data analysis from the lense of 

organisational identity, we can see that the UniK is characterised by strong in- and out-group 

thinking. Section 6.2 has shown that the strong and omnipresent professional identity of 

clinic directors is increasing the distance between the managers and physicians. This is one 

of the reasons why the monitoring meetings do not function to align the groups as intended. 

Instead, the doctors are able to steer the meetings in their way through manipulative actions 

and thereby become the ruling actor. From what we have seen in the identity analysis, the 

clinic directors have a strong sense of belonging with their occupational group. In this regard, 

we discovered that the physicians do not feel attached to the organisation, but rather to their 

profession. The Head of Controlling mentioned “the thinking in kingdoms” which he realized 

among the doctors which is further illustrated by them only referring to ‘Us as the clinic’ and 

‘You as the hospital’ (Interview 15, 01:04:48 min). The doctors do not perceive themselves 

as part of a collective but rather as the sovereign of the most important empire there is, 
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which shows that they primarily focus on their success without looking to the sides (Interview 

15). 

What seems to be missing is an identification object that all actors can relate to. This might 

bring both groups together as a common group. Here the challenge is to combine the needs 

and expectations of both worlds which needs careful consideration and will be a challenging 

task. However, we believe that it could reduce the prominent ingroup outgroup thinking 

among the actors. 

Connecting this to change management, we argue that this identification is a major issue for 

UniK to induce and take on the challenge of organisational change. As Ravasi and Philips 

(2011) explain in their work on aligning organisational identity with strategic change, 

organisational identity may hamper strategic change if it is not managed properly. Our 

investigation shows, that an organisational identity where both groups of actors (managers 

and clinic directors) can identify with, is missing at UniK and thus an obstacle for change. 

For the organisation this is a major concern as due to economisation and the increased 

focus on improving efficiency of the clinics, both groups need to collaborate. Especially in 

order to react to the demands of the supervisory board it seems crucial that both actor 

groups jointly aim to find solutions that bring UniK back on track. 

However, in regards to the monitoring meetings it became evident that the three actors - the 

commercial director, the controllers and the clinic directors - do not seem to be aligned but 

rather manipulate each other in order to reach different goals. So not only does in- and out-

group thinking hamper individual interaction (lack of acceptance of controlling from docs) 

but it also affects the organisation as a whole (not reaching better economic performance). 

 

We therefore conclude, that in line with literature (Ravasi & Philips, 2011) the development 

of an organisational identity is crucial in order for the organisational members to make sense 

of the challenging situation. Especially in a university hospital, where institutional pluralism 

brings forward multiple identities and institutional logics, the different demands lead to 

complexity and difficulties - even conflicts and tensions. We argue, that by creating an 

organisational identity that all members can identify with, the identification with the own 

profession can be lowered and in consequence, power plays limited.  
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Summing up, creating a shared goal in combination with an organisational identity can give 

actors meaning in times of change. Direction and clear guidance are crucial in order for an 

organisation challenged by changes in the environment to decrease the negative impacts 

power play. Further, due to the special composition of the university hospital with competing 

logics, thus identities, drastic changes where a change in logics is involved, cannot just be 

imposed on the organisation and members, but needs to be addressed according to the 

actor’s underlying norms. 
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7 Limitations 

Despite the careful considerations and execution of this study, this thesis is exposed to 

potential limitations. 

The major limitations this study is exposed to concerns the methodological considerations 

such as limited access to data and possible biases as outlined in section 3.7. Even though 

our chosen case provided us with compelling and sufficient knowledge, we want to 

acknowledge at this point how we delimited us by choosing a single case study.  

Our view is narrowed by the fact that we only chose one case organisation from which we 

draw conclusions. Future research could therefore engage with gathering data from several 

hospitals or comparing cases of public and private hospitals to gain further insights into how 

power dynamics are shaping change. 

Another major limitation of our study concerns the analysis of the professional identity that 

we conducted. In this regard, we chose to focus on the occupational identity as one part of 

the identity work process. Thereby, we delimit ourselves as the occupational identity is only 

one form a social identity can take. In consequence, we did not take into account other forms 

of social identities which could have enriched our research. 

Also, the findings of this study are limited in that it is not possible to analyse an individual’s 

identity to a full extent without substantial, longitudinal research. Due to the implicit nature 

of identity, we can only draw conclusions from what we have seen and heard and did not 

conduct any types of surveys or personality tests to test our findings regarding the 

professional identity of physicians. Here, further research should be conducted in order to 

underpin our findings. 

Moreover, our theoretical considerations are mainly based on power which is a challenging 

concept to investigate. The fact that power play in our case occurs on individual level and is 

to a high degree dependent on the specific circumstances limits the generalizability of our 

findings. Power play is very individual and depends on the specific circumstances and 

created realities of specific actors. Conclusively, even though generalizations about our 

findings can be made, it is important to keep in mind that this study is limited as power is 

always exerted by individuals. 
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8 Conclusion 
The purpose of this thesis was to investigate the effects of economisation within the health 

care sector, taking a university hospital as an example. We were motivated by the unique 

characteristics hospitals are constituted of. The high complexity of the field and especially, 

the strong value systems of the actors involved intrigued us to examine how change is 

imprinting organisations within the health care sector. We were thus, motivated to engage 

in a case that is different from a normal business case, but fascinated us by its uniqueness. 

The societal context of a university hospital where ethically motivated activity is daily 

business, provided the frame for our research. Thus, finding out how the actors within such 

a purpose-driven organisation cope with invading economic calculus caught our interest. We 

therefore aimed to finding out how change is done in such an organisation and how 

members react to the implementation which is opposing their logic. This brought us to our 

research question: 

Which dynamics influence the actualisation of management intentions? 

How is power play affecting managerial intentions and what dynamics result from 
this? 

The thesis reveals that institutional pluralism is present in university hospitals and that the 

actors are guided by competing logics. This makes it even harder for the management to 

gain acceptance for their managerial tools as we have shown. Investigating the 

phenomenon of changes in institutions with competing logics, revealed that actors make use 

of sources of power to sustain their legitimacy in their organisation. We revealed that 

different groups of actors have different sources of power at their disposal with which they 

eventually hamper the successful actualisation of management intentions. Further, we have 

examined how managers and physicians are making use of sources of power in order to 

reach political ends. Our findings suggest, that when the physicians are provided a platform 

for mobilising their sources of power, they do not hesitate to do so. 

In the same vein, the findings of our study propose that by mobilising sources of power, the 

physicians are able to set the agenda of the meetings and thereby make use of manipulative 

mechanisms. 

As we were fascinated by the more soft and less structural sources of power, we nuanced 

the existing literature and supplement it with theories of identity. By including more subtle 
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and invisible power dynamics we reached the core of power mobilisation by revealing how 

individuals can become powerful by instrumentalising their identity. In consequence, this 

hampers the implementation of intended changes since the type of power stemming from 

this has systemic influence. Thereby, the organisational setting is changed in favor of the 

dominant actors. The analysis revealed that the physicians are the group of actors that are 

able to stabilise their norms in their favor and thereby shape the organisation as a whole. 

Lastly, from discussing our findings we arrived at the observation that mobilisation of power 

in our case is an evolvement of superiority.  From this we conclude, that the power residing 

in the social interaction between managers or controllers and clinic director can accrue over 

time. Thereby, the power imbalance increases even further. 

Thus, the underlying value systems and identities have to be taken into account as they are 

guiding and shaping behavior in organisational life and might enable the actors to react 

differently than expected. Whether that is right or wrong is open for discussion as the 

introduction of radical economic developments within an industry where the focus are people 

in need, can be seen as a questionable matter. 

 

On organisational level, the case has shown that individual power play can also be 

influenced by certain institutional factors. Hereby the case organisation seems to be 

constituted of many elements that the doctors can indirectly deploy in order to hold and even 

reinforce their strong position. Thus, when introducing change, organisational leaders 

should be aware that they can steer the reactions to change not only by addressing the 

respective actors in a certain way but also ensure that organisational factors are not 

giving  certain actors the possibility to become too powerful. 

 

Extrapolating these findings to other organisations, we have shown that when there is 

uncertainty in the organisation regarding future direction, power play is likely to occur. We 

argue that this finding is also applicable to other university hospitals, especially to those 

operating in the German health care sector.  Further, it can also be said that our findings do 

not only apply to organisations in the health care sector, but also to other industries, 

whenever there is a high degree of institutional pluralism where multiple actors with multiple 

logics confront. However, in the case of a university hospital, as we have shown, the medical 
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logic is extremely prominent and thereby even reinforcing physicians to become dominant. 

In the case of a private hospital, this might differ, as there the managerial logic already 

seems to be widely accepted (Bode & Maerker, 2014). 

 

The changes due to economisation should not per se seen as negative as much potential 

can be revealed when considering certain economic aspects and might thereby help UniK 

to get back on track in terms of financial performance. In this regard the economisation does 

not seem to have too bad impacts after all. Having found that the UniK will try to focus on 

the quality of patient care instead of its profits, makes us confident that the organisation has 

the potential to be a desirable place to work as this is what the doctors will continue to value.  
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Drastic changes in the system have been made in 2004 by introducing a new remuneration 

system based on Diagnosis Related Groups (DRGs) (Bode & Maerker, 2014). The new 

case-based model was politically motivated to increase efficiency in the operating of 

hospitals. The DRG-System is a funding model that clusters diagnosis into groups. Each of 

these groups is rated with a fixed valuation ratio, which is also called Case Mix Points (CMP). 

The amount of money which is equal to one CMP is negotiated per state and per year and 

called “Landesbasisfallwert”. The multiplication of CMP and Landesbasisfallwert results in a 

certain Euro amount transferred to the hospital. It is a flat rate logic that the health insurance 

funds pay the hospitals based on the respective fee (Bode & Maerker 2014). The appointed 

prices have been negotiated nationwide with the aim for more transparency for certain 

treatments and to better establish hospital budgets. Further, the total sum of CMPs 

describes the dimension of performances rendered. The fact that hospitals and even clinics 

can now be compared based on their amount of CMPs increases competition for treating 

specific diseases that can be considered as more ‘attractive’ than others in terms of financial 

performance (Bode & Maerker, 2014). Each year the hospital budgets are established as a 

prospective amount of DRG treatments (Case Mix) individually negotiated with health 

insurance funds. However, further increase in growth of the hospitals is limited due to 

substantial financial disadvantages. If the negotiated amount is exceeded, health insurance 

funds will not pay for the additional cases. 

 

 

Appendix 5 - Digression: Identity Work 

Professional Identity Work 

In this section, the identity work of the individual professional identity will be 

analysed. We assume that professional identity is an important aspect when it 

comes to political skills and influence within an organization, enhancing Pfeffer’s 

(1993) conceptualisation of personal attributes serving as a power source. 

Based on theories from the research field of identity we formed the framework 

explained in 2.6. The idea of sources of occupational identity by Walsh and Gordon 
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(2008), the concept of social identities by Watson (2008) and the importance of 

professional identity by Pratt et al. (2006), are thereby used and modified to help us 

in answering how individuals form their professional identity at UniK. 

 

Hereby, the doctors go through a formative socialization process which is then 

shaping the occupational identity as well as the individual professional identity. Here, 

we want to highlight that we do not view this as a development completed at some 

point. Rather it is to been understood as an ongoing, dynamic process as in line with 

Walsh and Gordon (2008). 

Firstly, we will look into how the clinic directors at UniK shape their professional 

identity while paying attention to how it differs from the managers’ professional 

identity in the case organization. 

This will then be used to show how a strong professional identity may be used to 

shape the desires of others and enable the creation of a certain reality. 

Firstly, we start with the socialization process. During our research, we found out 

that the socialisation process in general is of particular importance. Socialisation is 

a process of development of personality through constant interaction between the 

individual and the social structures surrounding the respective person (Hurrelmann, 

2002). Thereby, sociocultural elements are learned and internalized by an individual 

and as a consequence, leading to an adaption of the person to his or her 

environment in which they live (Sala-Roca, Biarnés, García & Sabates, 2012). As 

Witman, Smid, Meurs and Willems (2011) found out in their study on medical 

professionals in leadership, the socialization process in professional terms is mainly 

stemming from their extensive medical education. The internalized values and 

norms by their long education process are further referred to as the hidden 

curriculum - “norms that point the way to professional and collegial manners and 

power relations” (ibid., p.479). Obviously, all clinic directors at UniK have studied a 

6-year-long degree to achieve the license to practice medicine. However, different 

from someone who then joins a medical practice, the clinic directors go through an 

extended education with trainings and advanced education to finally reach the last 
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career step - the professorship at a university hospital. Thereby, it can be argued, 

that the medical habitus for clinic directors is particularly strong because the process 

of internalizing values and norms seen as “normal” in the medical world are 

absorbed for a long time. 

Adding to the argument of extensive medical education, another important factor for 

socialization revealed: the family background. It became evident in the case that 

those norms and values are also determined through the socialization within the 

family - a son of a physician is rather interested in medical education than anything 

else: “I’m coming from a physician’s household: my mom was a pharmacist and my 

dad was a physician. [...] That was, what made it exciting” (Interview 5, min 08:50). 

This shows that the professional socialization not only starts with the medical 

education, but already during growing up and thereby the early imprinting of norms 

and values. Secondly, within this socialization process, persons provide meaning to 

their daily activity and thereby inherit a specific logic through which they organize 

their time and space (Friedland & Alford, 1991). We argue, that the logics that are 

inherited throughout the socialization form certain beliefs and values consequently 

guide behavior in interaction (ibid.). As we investigate power relations in interaction, 

we view the logics as an important part of the identity because they determine how 

actors are enabled to “stabilizing norms in their favor” and thereby exert influence 

(Fligstein, 1987). 

Therefore, we explicitly asked our interviewees about the reasons for studying 

medicine and wanting to become a physician. Here, the answers were very clear: 

The majority of responses revealed that the motivation stems from “the desire to 

help people” (Interview 7, 30:33 min). This shows that in this occupational group the 

underlying beliefs, values and norms are very homogeneous. Even more, they are 

in line with the doctor’s logic as assumed in 5.1. Professor D explains that sometimes 

he finds himself in the situation where he has to decide between the manager’s and 

the doctor’s logic. He states that in this situation “[he] always decide[s] in favour of 

the patient. That is the top priority” (Interview 8, 25:40 min). This motivation and the 

respective logic provide the physician with a sense of self. Pratt (2006) expresses 
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this connection between socialization process and self-concept as follows: “As one 

learns the work of a doctor, one also constructs new self-conceptions” (ibid., p.237). 

In interplay with the socialization process, their individual self-concept is constructed. 

This is characterised by an altruistic logic of helping others in need and thereby doing 

the ethically right thing, leading to a sense of moral worth and a  very strong and 

stable self-concept. This was not explicitly addressed by the interviewees. However, 

the managers experiencing the clinic director’s behavior on a daily basis confirmed 

this conception: “Everyone thinks he is the best, the most beautiful, the greatest and 

- behaves accordingly. So none of them is self-critical” (Interview 15, 23:24 min).  

The self-concept is also incorporated in the occupational identity. As derived in the 

theory section, the occupational identity is one specific form of the social identity 

(Watson, 2008). In our case the occupational identity can be defined by the ‘social 

habitus’, a term introduced by Pierre Bourdieu (1990), meaning “the system of 

structured, structuring dispositions [...] constituted in practice” (Bourdieu 1990, p.52). 

This habitus comprises behavior on “how to play the game” (Luke, 2003 p. 126) and 

are manifested in patterns of behaviour, manners and beliefs: in practices (Bourdieu, 

1990). For the occupational group of doctors, the “habitus medicus” is prevalent. 

Throughout out interviews it was revealed that most of the time the clinic directors 

spend their time doing medical related tasks (Interview 5;6;7;8;10;12). 

This medical habitus enables the physicians at Unik to cluster themselves in the 

respective occupational group of doctors and thereby gives them a sense of 

belonging.  

Here, it is not easy to analyse a collective identity. Nevertheless, we found evidence 

in an distinctiveness between the two occupational groups of managers and medical 

professionals. Throughout the interviews it was revealed that whenever the clinic 

directors were speaking of “us” or “we” they were referring to the group of medicals. 

“[...] We have around 40 million euros in sales [...]” (Interview 7, 46:30 min), said 

Professor C when talking about his clinic. Further, it became obvious when Deputy 

Commercial Director speaks of “both sides” (Interview 4, 14:05 min) - implying that 

the professional groups in UniK they are not closely connected. The most obvious 



 
125 

example of this in and outgroup thinking came from the Head of controlling telling 

us: “They think in kingdoms. [...] One always speaks of 'we as a clinic' and 'you as a 

clinic'.” (Interview 15, 01:04:48 min). This shows the distinctiveness of medicals from 

non-medicals, implying the medical habitus present at UniK. 

Further, the occupational identity as stemming from the actual work the doctors do, 

is highlighted by Professor C, who proudly states: “As head of a department, having 

many beds in the wards, I am still very clinically oriented, patient oriented. [...] I see 

a lot of patients a day” (Interview 7, 08:10 min). We argue, that this implies the 

identification of clinic directors with their role as physicians to a strong degree. 

Economizsation 

In our case organiszation we could observe that the occupation as a clinic director 

has changed towards integrating more management aspects and tasks (Interview 

5;6;7;10). The major aspect of management aspects invading the doctor’s work also 

became evident. All clinic directors confirmed that their tasks have changed during 

the last decades and that economic rationales are part of their daily business now 

(Interview 5;6;7;8;10;12). It can thus be concluded that due to that shift, a change in 

their occupational identity took place. By telling us about the normality of economic 

calculus being present, we further conclude that the clinic directors already accepted 

this change (Interview 7). By doing so, it can be interpreted that the manager’s logic, 

mainly consisting of economic calculus and rationales already invaded the 

previously pure doctor’s logic.. However, the process of identity work is unique for 

every person and a constantly ongoing process (Walsh & Gordon, 2008). Thus, the 

degree of integration of the managers or market logic due to economizsation and 

change in thinking, may vary for each individual. It was revealed that there are 

differences in the acceptance level of that logic. Whereas we interviewed physicians 

who viewed themselves as half managers and half doctors (Interview 7), other 

physicians were still a bit resistant to that relatively new logic, associating it with 

unnecessary tasks, preventing him or her from doing his actual task - helping the 

patients in need (Interview 5). 
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Since we have interviewed clinic directors of different age, we could detect a 

possible reason for this resistance: the differences of generations. The commercial 

director elaborates on the generational change in clinic directors stating that at UniK 

they “have got a lot of new hospital directors, younger ones, who already have a 

different character or imprinting” (Interview 11, 29:30 min). Further, he explains that 

this generation of physicians is attending trainings in economic matters, and that in 

their former positions most of them collaborated with the management or 

administration (ibid). Here, he points to the fact that the younger generation seems 

to become more familiar with managerial concerns, extending their knowledge from 

solely medical expertise to economic relationships (ibid.). So, whereas the old 

generation of clinic directors is rather refusing the management’s tasks and logics 

invading their daily work, the new, younger generation seems to have incorporated 

it in their individual work identity to a certain extend. Thus it can be concluded that 

the identification of the younger generation is turning away from a solely doctor’s 

logic. 

In addition Professor A elaborates: “Half of my senior physicians has even made a 

master in management at some point - or MBAs. Those who are interested in it and 

say they might want to dive deeper into that topic absolve an MBA programme” 

(Interview 5, 27:17 min). This was further confirmed by other clinic directors who 

received MBAs or Masters in Hospital Management and thereby attained insights 

into the world of numbers and management in the healthcare sector (Interview 5;6). 

Away from generational change, another reason for medical professionals being 

familiar with the world of numbers and economic rationales is their experience 

throughout their career steps. A senior physician told us, that she attained 

knowledge in that regard due to her involvement in accounting matters of the clinic 

she works in. She tells us about her experience with economic matters and that she 

has “been doing [invoicing] for over 10 years, and [...] already know[s] a bit about 

that. And that's an advantage. [...] It's not like we do not know anything” (Interview 

14, 10:49 min). Further, the senior physician told us that her knowledge in economic 
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matters also enriched because of her increasing familiarity with economic rationales 

throughout her career steps.  

Conclusively, from the identity work process the individual’s professional identity is 

created. The physicians’ professional identity is characterised by a strong self-

concept imprinted with ambitiousness, holding altruistic and philanthropic logics with 

a strong sense of moral and virtue as well as a strong sense of belonging with the 

group of physicians.  

 


