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Abstract

This paper examines how staff at a Finnish hospital develop a new medical identity
amidst other already-established professions. This study was conducted during the merger
of two surgical departments at a public Finnish university hospital, and concerned the
identity development process of a hospitalist which was, at the time, an entirely new
medical role at the hospital. Drawing on extensive videos of authentic team meetings and
entries in various actors’ reflective diaries, we find that the actors collectively developed
the new medical identity during the change process by using the following reflexive
strategies: (1) identity inquiry; (2) identity reflection; and (3) identity legitimacy. These
strategies foster temporary identity claims while the new medical identity is developed
through experimentation and discourse, culminating in an identity that acquires stability
within the ward environment. We found that an environment allowing transparent and
open dialogue, in this case through periodic change facilitation meetings, was conducive
to the development of a new identity.
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Introduction

Medical identity is the professional identity of a healthcare professional who has
medical training (Pratt et al., 2006). Professional identity is a cognitive element
that reveals how people perceive themselves and the work they are doing (Clark
et al., 2010; Nag et al., 2007). Traditionally, medical identity is tied to a doctor’s
medical specialism. For example, a cardiologist focuses on conditions of the
cardiovascular system, or a gastroenterologist focuses on gastrointestinal
conditions. Burkhardt et al (2010) have described hospitalists as 'generalist
specialists'.

This research set out to analyse how hospital staff in a Finnish university
hospital work together purposefully to establish a new medical identity. We
show how the development of a new medical identity amounts to a collective
learning process that can be made sense of through reflexivity. Institutional
actors are able to mix different elements of already-existing professional
identities to create a new identity (Clark et al., 2010). The actors involved in this
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research split and reshaped traditional medical identities through institutional work and, as a
result, generated a new medical identity, the hospitalist.

We chose to analyse the way staff work together through the lens of institutional work
because institutional work theory allows us to understand how actors change institutions.
Institutional work theory considers that: the actions of the actors involved are reflexive;
individuals’ actions drive institutional development; and agency is central to this (Battilana et
al., 2009; Lawrence et al., 2013). In daily work people discuss, try something, discuss again,
and try again. There is surprisingly little empirical research on reflexivity in institutional work
(Berghout et al., 2018; Lawrence et al., 2013; Raviola & Norbick, 2013). One plausible
explanation for this is that daily routines and reflections are difficult to capture reliably once
they have already occurred (Lawrence et al., 2013).

In the medical field, institutional work is usually discussed in terms of protecting existing
professional identities rather than proactively changing the status quo (Berghout et al. 2018;
Learmonth, 2017). The primary aim of the present study was to understand how institutional
actors create a new identity amidst other already-existing identities, and thus contribute novel
insight into institutional work. We have drawn on Nilsson’s (2015) proposition to focus on
‘how positive institutional actors express or challenge the logics associated with their roles’ (p.
390) in the context of reconfiguring traditional hospital roles. Our study also responds to
Lawrence, Leca and Zilber’s (2013) suggestion that research into institutional work should
employ methods that analyse ‘social action in vivo and in situ’ with a distinct focus on
reflexivity (Locke, 2011; Lawrence et al., 2013, p. 1029). Hence, we have taken up earlier
recommendations for further research in our analysis of the creation of a new medical identity
during an organisational change. The findings presented in this study are based on data
gathered during the process of that new identity being developed.

The research setting was a Finnish university hospital in which actors were collectively
involved in developing a new medical identity amidst already-existing professions, during the
merging of two surgical wards. This new identity centred around the role of a hospitalist. In
healthcare, hospitalists are regarded as ‘generalist specialists’, or doctors ‘whose primary
professional focus is the general and medical care of hospitalised patients’ (National
Association of Inpatient Physicians, 2000, p. 3; Burkhardt et al., 2010). While hospitalists are
common in, for example, American hospitals (Bracey et al., 2016), our understanding is that
this role has not previously been seen in Scandinavian hospitals. We used empirical data to
explore how hospital employees collectively developed a new medical identity during the
merging of two wards. The data collection method captured the activities and reflections of all
the actors involved in the merger: specifically, leaders, doctors, nurses, administrative staff,
and the first hospitalist in the hospital that we studied. Video recordings of real situations and
personal reflection diaries provided us with further insight into individual and collective
reflexivity throughout the merger process.

We focused on the following research question: How do institutional actors develop a new
medical identity amidst other already-established professions? The study shows that
organisational actors collectively develop a new identity through various reflexive strategies,
namely inquiry, reflection and legitimation. These concepts are presented by Nilsson (2015) as
the key characteristics of positive organisational scholarship, which focuses on actions that
combine social good (in this case: adding a valuable new medical role to the ward) and
personal aspirations (in this case: the physician gets a new job as a hospitalist).

The process of identity development takes time, persuasion, airing of different views and
permission to experiment. It is crucial that the new medical identity is legitimated. We found
that the main reason for the new medical identity gaining legitimacy was the added value it
offers to other organisational actors.

We have structured the paper as follows: we begin by introducing the theoretical
background to this research, including a comprehensive overview of institutional work. Next,
we explain the research methodologies employed to gather empirical observations. We then
present the findings of our analysis, after which we discuss these results in light of previous
research on institutional work. The paper concludes by suggesting several avenues for future
research.
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Institutional Work

Scholars have recognised the importance of institutions in organisational development for over
three decades (Lawrence et al., 2013). When considered from the interactional point of view,
institutions can be seen as established constellations of social action which include historical
perspectives and the prospect of a future (Barley & Tolbert, 1997).

To date, institutions have been considered to wield significant influence over people's
behaviour, as they support some ways of thinking and acting while deeming others impossible
or costly (Phillips et al., 2004). By extension, this can be taken to mean that the behaviour of
organisational actors is determined by their need to be regarded as legitimate in their
institutional environment (Battilana & D’Aunno, 2009). Hence, the institutional environment
in which individual actors are embedded influences their preferences, decisions, and
behaviours.

The concept of reflexivity states that, while actors are shaped by existing institutional
contexts, they may also shape these contexts (Lawrence et al., 2013). This has led several
researchers to argue that institutions are also products, intentional or otherwise, of purposeful
action (Lawrence & Suddaby, 2006; Jepperson, 1991). In this study, medical identity is the
focus of actors’ purposeful action. Medical identity describes the specific professional identity
that medically qualified practitioners seek in their everyday work (O’Flynn & Britten, 2006).

Earlier research on identity in medical settings mainly focuses on already-established
identities such as managerial identities (e.g. medical directors) or the identity of hybrid
managers, but rarely on the construction of new identities in the organisation (Currie et al.,
2012, Joffe & MacKenzie-Davey, 2012; Pratt et al., 2006). Thus, it is valuable to scrutinise
how institutional actors develop a new identity while they do institutional work. Institutional
work is one aspect of institutional studies that is still not fully understood. More specifically, a
number of researchers have called for more complete descriptions of actors’ roles in reshaping
organisations (Berghout et al. 2018; Giddens, 1984; Lawrence & Suddaby, 2006; Maguire et
al., 2004; Singh & Javanti, 2013; Suddaby & Viale, 2011). This area of research is concerned
with the different forms of work that ‘involve actors engaged in a purposeful effort’ within
their own organisational contexts (Phillips & Lawrence, 2012, p. 224).

Research on institutional work first started when scholars began to focus on the relationship
between organisations and institutions (Greenwood & Hinings, 1996; Meyer & Rowan, 1977,
Stinchcombe, 1968). Since then, numerous researchers have studied different types of work,
and how this work affects institutions (Barley, 1996; Barley & Kunda, 2001; Phillips &
Lawrence, 2012). Within organisational research, the number of publications on institutional
work continues to grow steadily (Granqvist & Gustafsson, 2016; Moisander et al., 2016;
Nilsson, 2015; Wright et al., 2017).

Battilana and D’ Aunno (2009) have highlighted the concern that individuals often engage
in institutional work within the same institutions that influence their preferences, decisions and
behaviour. This is problematic because, as Phillips et al., (2004) suggested, institutions
support certain ways of thinking and acting, but hinder, or completely block, others. Thus, the
field of organisational research, particularly studies into institutional work, holds an embedded
agency paradox (Battilana & D’Aunno, 2009). To minimise the effect of this paradox on
results, research must adopt a relational approach to agency and, as such, consider actors as
embedded in a social context which will significantly influence how they respond to the
situations they encounter (Battilana & D’Aunno, 2009; Moisander et al., 2016). In our view,
institutional work describes intentional actions which aim to achieve something meaningful
within the institution.

Research Methods

Empirical case study

To understand the creation of a new medical identity through institutional work, we analysed
an empirical case in which a medical doctor, specialised in general medicine, and her co-
workers in the field of gastrointestinal surgery, together developed a new medical identity
(hospitalist). More specifically, it was the generalist doctor who became the hospitalist, while
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her gastrointestinal colleagues were involved in creating the new identity. Hospitalists are
responsible for the general medical care of hospital patients (National Association of Inpatient
Physicians, 2000, p. 3; Burkhardt et al., 2010). In 2016 there were over 50,000 hospitalists in
American hospitals (Bracey et al., 2016; Wachter, 2016),but, to the best of our knowledge, the
hospitalist in the case we studied represented the first hospitalist in a Scandinavian hospital.
Our empirical research focused on analysing experiences through discourse. In our case study
we have focused on reflection, inquiry and legitimation (Nilsson, 2015).

The development of a new medical identity was part of an organisational change process in
which two gastroenterology wards were merged. Management played a two-fold role in this
process: firstly as decision makers (superior role) and then as participants in the process
(collegial role). Managers acted as superiors when they made the decision to merge the two
wards, and when they decided to purchase consultative support from a facilitator to organise
the relevant meetings. In this role, management enabled the change to take place. Then
managers acted as colleagues when they participated in the meetings led by the facilitator
alongside with the rest of the staff. In this role, management were active participants in the
change.

The overall set up of facilitated meetings was planned jointly by the facilitator, the head of
the unit and the hospitalist. They agreed that there would be several meetings along the way;
that these would be video-recorded; and that the meetings would be led by the facilitator. The
facilitator had previous experience of working in the same hospital and thus had a certain level
of trust with the staff. An important aspect of the meetings was that it was compulsory for staff
members to attend them. The facilitated meetings offered staff members opportunities to talk
about the change in a safe environment and without being disturbed. In sum, the meetings
formed “pit-stops” during an open-ended change process, which also involved discourse
outside of the meetings during everyday hospital work.

The overall process was led by a key institutional actor (the hospitalist) and supported by
colleagues and the facilitator. The aim was to specify what the hospitalist's identity should be
in relation to other identities within the organisation (hospital). We focus in particular on the
reflective, purposeful institutional work of staff members, which took place in conjunction
with their adaptation to a changing environment and the co-creation of a totally new medical
identity. In this case study, both the university hospital and the gastroenterology ward are
regarded as institutions. They have long, overlapping traditions in terms of organisational
cultures, work practices and professions, all of which are intertwined in acting purposefully to
ensure patient safety.

Empirical data

The empirical data behind this study (see Table 1) can be divided into primary and secondary
data. The primary data consists of video material collected during the facilitated meetings that
occurred during the merger and hospitalist pilot study. These enabled us to analyse
organisational discourse in its authentic form. Video recording was possible because staff
members were used to having their workshops recorded for learning purposes. Moreover, two
of the authors work in the organisation studied, and this enabled us to access the videos with
the appropriate permissions for their use as research materials. The video material covered
eight workshops and meetings, amounting to 16 hours and 36 minutes of video and voice
recording. The videos were also transcribed in Microsoft Word, resulting in 357 pages of text
in 12-point Times New Roman font.

All employees of the two wards, including the hospitalist, were aware from the beginning
of the project that all change project materials would be used for research purposes. All
participants gave their written informed consent to the publication of the study. As there was
only one hospitalist, her anonymity could not be assured. However, this was unavoidable
given hospitalist’s centrality to the change project, and was agreed to and understood by all
participants.
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Table 1. List of empirical materials

Material type Items Length Timing

Videos capturing change facilitation 8 16 h 36 min Jan — Sep 2017
meetings (voice and video)

Transcriptions of video discussions 8 357 pages Jan — Sep 2017
Reflective diaries 5 11 pages Jan — Sep 2017
Electronic questionnaires sent to 2 28 pages Dec 2016 —Jan 2017
employees via email

Hospitalist presentations during the process 3 35 pages Feb, Mar, Jun 2017
Change facilitator emails to personnel, with 83 45 emails Jan 2017 — Oct 2017
related attachments

Meeting memo concerning the planned 1 3 pages Mar 2016

merger of wards 8 and 9

Internal report on the development of 2 30 pages Dec 2014

nursing management work

Internal presentation on the organisation of 1 19 pages Dec 2015

nursing management

TOTAL 123 518 pages

The secondary data used in this study consisted of an electronic questionnaire sent to staff
members in two phases; emails and workshop presentation materials from the change
facilitator; presentation materials from the hospitalist; and internal memos and reports
regarding preparations for the merger. The hospitalist’s presentation materials illustrated how
her perception of her new identity developed during the process, while the change facilitator’s
emails provided a detailed timeline of the change process, including steps taken at each
meeting, and current topics of discussion at each stage. In addition, key personnel kept
personal reflective diaries throughout the change process. These diaries provided insight into
employees' thoughts and concerns, and captured their individual sense-making processes
through personal narratives.

The empirical materials used in this research have certain strengths that distinguish this
study from previously published studies. Firstly, video recordings of authentic organisational
discourse are rarely analysed in organisational research. The material was collected during the
change process and includes many accounts of staff members collectively reflecting on
previous experiences. Videos are useful for capturing how a group thinks, communicates, and
reflects in vivo (Brown et al., 2015; Karreman & Alvesson, 2001). Secondly, the reflective
diary entries analysed in this study provided valuable insight for understanding reflexivity in
institutional work. Thirdly, the three presentations that the hospitalist gave to colleagues
during the identity construction process captured the development of this identity, her personal
learning curve, and collective reflection by employees (Gubrium & Holstein, 2009). Fourthly,
the questionnaire which was sent to staff at the beginning and end of the process provided
information about their attitudes towards the change and reflections on the new medical
identity construction, before and after the change. Fifthly, the rich email material from the
change facilitator enabled us to clearly chart the development pathway, including the temporal
organisation of the change process through meetings and small team-work presentations
(Granqvist & Gustafsson, 2016). Despite these strengths, a weakness of the research data is
that it relates to only one organisational change and the actors involved in that specific change.
Overall, we designed the study approach to understand how individual team members apply
reflexivity, within the organisational discourse that occurred during change facilitation
meetings, to develop a new medical identity amidst other already-established professions.

Analysis
We have applied narrative analysis to draw meaning from organisational discourse. Narratives
are central to human communication. The term narrative is often used as a synonym for story,

77



DEVELOPING A NEW MEDICAL IDENTITY THROUGH INSTITUTIONAL WORK: A HOSPITALIST IN A FINNISH UNIVERSITY HOSPITAL

and narrative analysis is a systematic way to study narrative data (Riessmann, 2008).
Organisational narratives are ‘temporal, discursive constructions that provide a means for
individual, social and organisational sensemaking and sensegiving’ (Vaara et al., 2016, p. 3).
Gubrium and Holstein (2008, p. 244) have explained how narrative analysis has shifted to
focusing on stories as ‘windows on distinctive social worlds’ which can thus reveal ‘the
relational selves of storytellers’. They emphasise that researchers must closely consider the
circumstances in which stories have been produced and received when trying to draw meaning
from them. Thus, narrative analysis is not only a way to describe what has been said
(explanatory purpose) or analyse a story (focus on formality rather than content), but is also a
methodology that can enhance the understanding of an individual or group experience
(Gubrium & Holstein, 2008; Lieblich et al., 1998).

There are many ways to study narratives. In our research, we treat narratives as a source of
examples of how a new identity is constructed. This approach was motivated by previous
research which has shown that, even if employees seem to be discussing basic work topics,
they are simultaneously making sense of various levels of identity through such discourse
(Brown et al., 2015; Karreman & Alvesson, 2001). Bamberg and Georgakopoulou (2008) have
introduced small stories as a useful perspective in narrative and identity analysis because
meaning is constructed based on experiences and accounts of everyday life. They propose that
new information on identity development can be revealed when interactions are analysed like
a small story. By extension, focusing on small stories instead of large narratives may have
advantages for capturing institutional work, sense of self, and related experiences in the
process of sense-making (Bamberg & Georgakopoulou, 2008, p. 392). In the narrative analysis
for the present study, we considered the interactions during change facilitation meetings as
small stories which formed the overall organisational discourse.

There were three main phases to our data analysis. Firstly, we began the analytical process
by critically evaluating the primary data, i.e. watching videos of the change facilitation
meetings about the merger. At this stage the main purpose of our analysis was to see the big
picture of the meetings. The videos revealed that organisational discourse during the meetings
generated four main narratives, through which ward employees were making sense of the
changes ahead: hospitalist identity creation; a new practice for checking patients; practices
concerning food delivery; and ostomy care. To ensure that the study had a clear focus we
chose to concentrate only on narratives concerning hospitalist identity creation. We made this
decision for two main reasons: firstly, the development of a new identity through actors’
reflexivity matched the research gap identified in institutional work theory (Lawrence et al.,
2013; Nilsson, 2015); and secondly, the hospitalist role was interesting because of its novelty,
this being the first use of such a role in a Scandinavian hospital. Hence, our research question
was influenced by both theory and the data collected.

The next phase of the analytical process included a detailed assessment of narratives
relating to development of the hospitalist identity. This phase was guided by the concept of
institutional work, and focused on discourse relating to hospitalist identity. We also attempted
to detect hospital staff members’ personal experiences by identifying small stories with the
dialogue that took place in the change facilitation meetings. This largely consisted of watching
and listening to the video recordings of the change facilitation meetings. As stated before,
videos are rarely analysed in organisational research, so this study offers a novel perspective
on studying institutional work (Meyer et al., 2013, Vaara et al., 2016). The video-recorded
discussions were also transcribed, and these transcripts were also analysed, to form a complete
picture of the hospitalist identity development process. Further, we drew on secondary data to
identify details which verified the evolution of the relevant narratives over time (Riessman,
2008, p. 11). Although the reflective diaries offered unique and interesting data, their role in
the analysis process was largely limited to corroborate the stories concerning hospitalist
identity identified through the other methods.

The final phase of data analysis focused on the performative and interactional nature of the
change facilitation meetings as small stories (Bamberg & Georgakopoulou, 2008). Bamberg
(2004) has proposed that positioning is a useful method for analysing interactions. Hence, in
the third stage of the analytical process, we attempted to identify patterns that would expose
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the positioning of the new medical identity as the merger process rolled out. The small stories
identified from the change facilitation meetings revealed that the dynamics of identity claims
and actor positioning evolved over time (Bamberg, 2004).

Ravasi and Phillips (2011) claim that identity claims are central to the search for an
appropriate organisational vision, and suggest that organisational identity can shift during
times of uncertainty. We found that the identities of actors within the organisation, in this case
the hospitalist, can also shift. Our analysis suggests that reflexivity in institutional work
involves identity drift during the organisational discourse process. During the process we
identified several examples of temporary identities relating to the hospitalist role, and provide
evidence that these identities were clearly related to how other identities in the organisation
were positioned in relation to the hospitalist. We present the overall findings of this research in
the following section.

Findings: Strategies in Developing a New Medical Identity

Institutional work can be described as a set of intentional actions that are performed to achieve
something meaningful within an institution, such as creating a new professional identity. We
have studied how a new medical identity can be developed amidst other already-established
professions. Drawing on the data about the hospitalist identity development process, we
identified that institutional actors use different reflexive strategies while developing a new
medical identity: (1) identity inquiry; (2) identity reflection; and (3) identity legitimation. The
next sections will present each of these strategies in more detail.

Identity inquiry

We labelled the first strategy through which actors used reflexivity in their institutional work
identity inquiry. This describes the stage during which the new identity is open for testing and
proposals, or “enquiries”, by the institutional actors. Nilsson (2015, p. 376) notes that ‘a key
dimension of positive institutional work must involve surfacing and sharing the inner
experiences of field members’.

We found that the change facilitation meetings became the key discursive arena for identity
inquiry about the new role of hospitalist. During these meetings staff members discussed and
experimented with the hospitalist identity, creating different, temporary versions of it at
different stages of the process. Between meetings, the identity underwent continuous
development through discourse and identity claims through daily practice on the ward. The
facilitated meetings included specific reflections relating to emerging identity claims; for
example, we identified a discourse concerning staff members’ feeling that the hospitalist
should not be a ‘walkover’ who completes the work of others, but should rather be an
‘ultimate professional’ in her unique role.

The construction of a new medical identity through inquiry started by employing a
hospitalist and giving her permission to start creating the new medical identity with her
colleagues. The starting point with regards to the hospitalist identity was largely supportive:
the merger opened up opportunities for the development of new practices; the facilitated
workshops fostered collective discussion; and the hospitalist had a legitimate position once the
new ward was completed, even though the precise nature of the identity was unclear. In table
2, we present examples of the three different strategies through which personnel applied
reflexivity to their institutional work.
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Table 2. Examples of identity inquiry used by institutional actors

Identity inquiry

The hospitalist presented her co-workers with the idea of the hospitalist for the first time:

“So, I am a general doctor and will very soon be specialised in general medicine. ‘I have a job at the health
centre, but have now been on leave. The results of this pilot project will determine whether or not the
hospitalist role will be continued, and also affect my professional trajectory.”

Right from the beginning, the hospitalist engaged the team as a part of the pilot project, and openly stated that
it is yet to be determined whether the role will persist on the ward. The hospitalist role became open to
inquiry, offering work teams the opportunity to discuss and develop identity claims.

In the change facilitation meetings, inquiry was a central strategy:

Nurse 1: “Sounds great but at this moment, at least, I have been asked many times, by both nurses and
surgeons, what the hospitalist has been doing, and when we can use her and we can call her and so on. I do
not know how much doctors have discussed the hospitalist’s role, or what she has done lately, and this also
remains unclear to me. So it is a bit like that.”

Hospitalist: “No there has not been, ... I have come here from the outside, and that way there is no foundation
and it is only now that we have thought about this, because first we have to know what I should do so that we
can think about whether it will be the mornings or afternoons, or one week on and the other week off. I myself
don’treally...”

Facilitator: “We have actually purposefully agreed that it is this working group’s task to further develop the
hospitalist’s role and search for the role description, and it is an official plan of inquiry...”

Here is an example of how inquiry was pursued in practice:

Nurse manager: “But for example today there was that challenging patient on room Z, but I do not know if you
(hospitalist and surgeon) checked him together?”

Hospitalist: “We did.”

Nurse manager: “Yeah, I recommended that you go there together, as if the hospitalist goes alone and the
stomach situation is challenging then she will probably need the specialised doctor.”

Hospitalist: “We both thought it was good that we went there together, and good that you came there too. In a
way [this shows] that both rely on each other...”

Nurse manager: “So, exactly the idea!”
Hospitalist: “We both explained our thoughts to the other, ... and then we (formed the view) together.”

Nurse: “In my opinion it makes it easier to agree the patient treatment line, what is the surgeon’s view, what
is your (hospitalist) view and what is the common tone as today with the patient in (room) B.”

The collective development of the new hospitalist role through inquiry was an experiment
that involved many people but was led by an institutional agent (hospitalist). Ward staff made
sense of the new role in their daily work, and shared their feelings, particularly when they
were empowered to raise questions and discuss the new hospitalist role during the facilitated
meetings. The video material demonstrates that open and honest dialogue during the change
facilitation meetings became an important structural mechanism in the creation of a new
medical identity. It was evident that these meetings were characterised by a relaxed and
friendly atmosphere, with few barriers to talking and discussing.

As the hospitalist was constructing a new medical role for herself, with the help of the rest
of the staff, she had a central role in the identity inquiry. The fact that she already knew the
staff helped them to reflect and share their personal experiences. Experiences relating to
identity development were shared collectively from the very start, through the change
facilitation meetings and practical daily work on the ward, and the hospitalist was clearly
involved in both of these processes. As the merger proceeded, all of those involved gained
more understanding of the hospitalist identity from different situations and experiences. The
identity creation process, initially based on collective understanding, later progressed to re-
evaluation through identity reflection, which is explained in the next section.

Identity reflection

We labelled the second strategy through which actors used reflexivity in their institutional
work identity reflection, through which new identity is collectively constructed by the actors
through continuous iteration. This is important because actors must be able to access their
colleagues’ experiences if they are to reflect upon, learn, notice, and feel certain aspects of
their work from a collective perspective (Kanov et al., 2004). Reflection was found to be an
important element throughout the hospitalist identity creation process.
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The change facilitation meetings served as suitable reflection points for the hospitalist and
other staff members during the identity development process. Reflection primarily entailed
staff members sharing their experiences of how the new medical identity fit into everyday
situations. This type of institutional work ‘involves actors engaged in a purposeful effort’
within their own organisational contexts (Phillips & Lawrence, 2012, p. 224). The change
facilitation meetings were organised to enable hospital staff to share ideas and collectively
work through topics relevant to the new hospitalist identity. During the meetings, reflection
was central to the discourse: how did staff members experience interactions with and without
the hospitalist? Why did they feel the way they feel? How could the identity construction
process be improved? What best describes the identity of the hospitalist? Discussions across
eight change facilitation meetings revealed that none of the staff were sure of the hospitalist’s
exact role, even though she had already begun to work in the ward. In other words, the
hospitalist identity constantly shifted due to identity reflection.

Table 3. Examples of identity reflection used by institutional actors

Identity reflection

Reflective learning welcomes ambiguity as a natural part of the process. The next small story shows how the
hospitalist advanced in her thinking about the new medical identity, yet still left room for further development:
Surgeon: “We must remember that hospitalism is a new specialty field in Finland, and that the operations will
constantly develop as we find efficient ways to influence patient treatment. Even though it is practiced in other
countries, every country has their own situation and system, so the development of Finnish hospitalism will
take time.”

Nurse (to hospitalist): “Have you had a feeling that there have been incidents when someone has asked you
(for help) for no reason, and that it was unnecessary? Or that it was a waste of time?”

Hospitalist: “Not really for no reason. But some of the things have been how to say... No. Nothing has been
for no reason because with my background I can comment on all things up to a certain point. And the more
complex or challenging the matter, the more [ feel that the hospitalist is needed. And then of course there are
the easy things like some single questions, those are nice too, like snacks there. That they are not one hour
cases, well not many cases have been that long. But there has been kind of complex stuff where I have had to
plan for multiple days, or there has been many specialty fields involved so 1 have had to think about those.
Something like that. So no, there has not been any questions for no reason, instead all the time better and
better. Just in recent times probably I felt that (we) are somehow finding “the pearl”. They start to be
selected, the sediment, the dust at the bottom, that will be the hospitalist material then.”

The following comments are examples of identity reflection:

Nurse manager: “Well the cancer nurse delivered a message that the hospitalist has been well-placed on many
occasions. Mrs. B is hunting for the doctor as the calls come in and there are those problem situations, so the
hospitalist has been helpful..”

Surgeon: “And it is somehow identifiable when you do sensible work. We have a lot of staff that do not have to
be involved, as some consultations, such as those about incontinence, require a detailed view from an expert.
However, they sometimes don’t have the guts to make a decision (exaggerating a bit) and we need to have
straightforward, efficient, and sensible decision-making that takes into account the patient’s situation, for
example, helping patients feel that they will get home from the ward.”

Surgeon (to the hospitalist): “Yeah think that in ten years when there are 50-100 hospitalists, you will be their
chairman and the 100-year history will include your picture.” (group laughter)

Hospitalist: “That is exactly what I am aiming for.” (laughter)

Surgeon: “But take the picture before the 100 years has gone by. " (group laughter)

Facilitator: “Yes I agree with that. (In fact) I sent the hospitalist a photograph yesterday (taken when I was
observing her the other day), and told her that this image will be next to the following text: ‘the first
hospitalist at hospital X started her work in 2017°. You don’t always notice these historical moments when
they are happening...”

Joking about an imaginary picture in a 100-year history demonstrates that the employees collectively reflected
on the topic of identity development.

As the hospitalist pilot proceeded and time passed the new medical identity was no longer
new but was still shaped through collective reflection (Table 3). For example, while people
joked about more hospitalists being hired and the pioneer role of the case hospitalist, they
were in fact reflecting upon their experiences so far, and thus strengthening the legitimacy of
the hospitalist identity. The need for a hospitalist was no longer under debate, with the
leadership discussion being more about how the identity may develop in the future.
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During the change facilitation meetings, ward staff watched and analysed videos together,
taken from their own ward on a normal day. The purpose of this exercise was to see the how
the hospitalist fit in with daily ward activities and how the new medical identity should be
involved in patient treatment. In other words, the team collectively analysed their own actions
so that they could reflect on them through leadership discourse. After watching the video, they
divided into pairs to discuss specific questions prepared by the facilitator, and then shared their
views with all participants. Identity reflection of this type is a crucial part of identity
formulation, as well as a prerequisite for identity legitimation, which is described in more
detail in the next section.

Identity legitimacy

We labelled the final strategy through which actors applied reflexivity to their institutional
work identity legitimacy. This denotes the point at which identity development stops and the
identity created holds a stable position amidst the other identities. Once the ward staff had
tested several initial ideas about the hospitalist identity, and collaboratively reflected upon
how these options worked in their daily work environment, the new hospitalist identity started
to become a natural part of the team’s work. Thus, the newly developed identity gained more
and more legitimacy which, in this context, can be defined as ‘a generalised perception or
assumption that the actions of an entity are desirable, proper, or appropriate within some
socially constructed system of norms, values, beliefs, and definitions’ (Suchman, 1995, p.
574).

The collective development of a new medical identity involves work on legitimacy, i.e.
‘changing, reinforcing, or disrupting the criteria by which people evaluate practice’ (Nilsson,
2015, p. 373). During the facilitated meetings, staff commented that the hospitalist role clearly
helped both colleagues and patients on a day-to-day basis (Table 4). By offering added value
the hospitalist achieved legitimacy.

Table 4. Examples of identity legitimation used by institutional actors

Identity legitimation

In a change facilitation meeting:

Hospitalist: “But still, then, the thing about going to see the patients with the surgeon, the collaboration, you
never see when they have visited patients and they have gone somewhere and then I am there (all alone).”
Nursel: “Now you have also learned that.” (group laughter)

Hospitalist: "What I thought about was for example related to a patient with a psychological problem that not
always all the surgeons wanted to visit there but we agreed that I will visit there every second day. *

Nurse 1: “I hope that we could also choose...”

Hospitalist: “And it (the treatment) went really well as we both knew the direction in which we were going and
(we) both spoke about the same thing and there were no misunderstandings.”

Hospitalist: “But what kind of thoughts come from this?”’

Nurse 1: “First of all the afternoon patient check, there is no way that it is negative from the nurse’s
perspective.”

Nurse 2: “Surely I believe that everyone welcomes it with open arms. We have, at least what I have heard that
everyone thinks that you are the right person just at the right place so I don’t think anyone will show an
unhappy face that they would not have time to do (the second) round. Everyone is just thrilled that things are
working.”

Nurse 3: “Absolutely wonderful.”

The following quote is from a meeting at which the hospitalist presented three patient cases. It demonstrates
how she uses identity legitimation in leadership discourse:

Hospitalist: “So, just as we discussed, the patients who should be on the hospitalist list are no longer a focus
of this new operation model development. It has been solved in a way by now and the patients are the right
kind, very good patients (for the hospitalist), so that also has been solved. This is also relevant to our
discussion about streamlining the hospitalist’s work, so when we have many patients in bad condition, the
hospitalist can bring support and efficiency, especially to those borderline patients. This would be co-
management, meaning that certain patients would be treated by the surgeon in collaboration with the
hospitalist... There is no ready working model we can directly apply and test, but we should instead create the
model what we think is good.”

The videos also demonstrated that the hospitalist had more confidence.
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At one of the facilitated meetings a staff member suggested that the team should closely
follow a few patient cases and analyse them, to facilitate further learning and development.
Three weeks later, the hospitalist presented three patient cases which had been followed up.
The presentation, along with the subsequent discussion, demonstrated that many earlier
uncertainties had been resolved and, thus, the hospitalist role gained further legitimacy. The
video recordings also demonstrated that the hospitalist had become more confident (signalled
through non-verbal clues such as presence) as her identity became better defined. Analysis of
the three patient cases presented revealed that the team realised how important the hospitalist
was to the routine functioning of the ward. Hence, approval from the team strengthened the
hospitalist’s identity. The careful comparison of the hospitalist’s first presentation and later
presentations revealed another difference: in the first presentation, she relied entirely on facts
from publications but, after four months of real experience and collective sense-making, her
later presentation included patient cases from the ward and reflected her personal learning
curve. Hence, shared experiences enhanced the legitimacy of the new medical identity during
the merger process.

We can conclude that, in cases of identity creation, institutional actors use three distinct
strategies when exercising reflexivity: inquiry; reflection; and legitimacy. We found that the
inquiry strategy was more widespread during the beginning of the merger process, while new
identity legitimation was more prevalent in later phases. Reflection was a salient topic
throughout the process, which suggests that it is a constant mechanism for identity
development. While our analysis distinguished inquiry, reflection and legitimacy perspectives
within the reflexivity practice by hospital staff, the observed collective sense-making was also
supported by identity claims (Ravasi & Phillips, 2011). Hospitalist identity claims helped
institutional actors articulate and define the hospitalist identity in an exploratory manner.

Discussion and Conclusion

Institutional actors may combine parts of numerous professional identities while constructing a
new role. In the case of a hospitalist, studied here, the new identity captured parts of various
healthcare professions, including the doctor (through status and know-how), nurse (through
working practice) and general manager (through responsibility for the organisation). This
ensured that all the relevant parts of different professions would be integrated into the new
medical identity (Wright et al., 2017). Overall, new identity development is a collective
learning process that can be made sense of through reflexivity. The learning process was
driven by purposefulness, and coordinated by one employee in a central role (Nilsson, 2015;
Zilber, 2013; Raviola & Norbick, 2013).

This research paper primarily contributes to institutional work theory in the field of social
sciences. It represents significant progress on responding to previous calls to study the
interplay between reflexivity and purposeful action, and determine how personnel perceive, as
well as shape, their identities (Berghout et al., 2018; Locke, 2011; Lawrence et al., 2013;
Nilsson, 2015). As a key finding of this study, we identified three reflexivity strategies that
institutional actors use while developing a new medical identity: (1) identity inquiry; (2)
identity reflection; and (3) identity legitimacy. These strategies foster temporary identity
claims while the new medical identity develops, until a point at which it stabilises in the
environment within which it is embedded. For practitioners, the strategies identified offer tools
which can be applied to collective learning processes that are led by an influential actor
seeking legitimacy and purposeful action.

The academic field of institutional work has long accepted that, in addition to being
influenced by existing institutions, actors may also intentionally influence the institutions with
which they interact (Lawrence & Suddaby, 2006; Battilana & D’ Aunno, 2009). Inquiry, which
occurs alongside the intertwined processes of discourse and sense-making, is an effective way
to develop practices based on experience and discussion. Moreover, our analysis has shown
that this can be the first step on the path towards legitimation. We show that, while
purposefulness is central to institutional work (Raviola & Norbédck, 2013), collaborating on
something beneficial to both the actors and the organisation underlies successful identity
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creation, rather than trying to predefine a final identity at the beginning of a process. Hence,
creativity and freedom foster institutional work and support new identity development. In line
with the view that developmental inquiry involves a mix of individual growth and continuous
learning through experimentation (Nilsson, 2015), we found that the actors involved in this
case used drifting identity claims to articulate their thinking. Identity claims about the new
hospitalist identity became a central element in making sense through discourse: they were
helpful for the eventual concretisation of the new medical identity, yet left enough room for
further development.

Our study also contributes to healthcare management research and is particularly relevant
for development and change processes. The results of our analysis offer a clear path for the
development of a new identity or role in a specialised hospital setting. As such, the
experiences described in this paper might be useful for hospital practitioners who are
considering introducing hospitalists or other novel medical identities to their operations. This
case also serves as an example of successful organisational change in a university hospital.
While the initial call to merge the two wards came from hospital management, the actual
implementation was executed by other hospital staff. We found that systematic change
facilitation workshops can noticeably benefit how a new medical identity develops throughout
a change process. Although some staff were initially troubled by the workshops (mainly
because they had to take time away from patient work), they later embraced the process as the
workshop environment allowed them to freely discuss daily practical challenges and how the
new role would affect multi-professional collaboration. Identity development also contributed
to successful change implementation, as it afforded personnel a rare chance to rethink their
daily practices, not only in terms of work, but also in terms of the related identities.

In conclusion, organisational actors collectively develop a new identity through various
reflexive strategies which we have termed inquiry, reflection and legitimation. These three
strategies are interdependent: without inquiry, actors cannot reflect on the transient identity
claims, and without reflection, the identity will not achieve sufficient legitimation. We used a
case study, in which a new medical identity was developed amidst other existing professions,
to identify what is conducive to successful identity development. We found that the process
requires ample time, so that different ideas and concepts can be experimented with. We also
found that developing an identity that is beneficial for both the relevant actors and the
organisation as a whole must be developed with transparent input from diverse actors - in this
case, relevant hospital staff. In this example, periodic change facilitation meetings served as an
environment for free discussion. It could be argued that, through this approach, identity
development became a game that was played with the permission of senior management and
for which the rules were developed along the way.
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