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Abstract

This paper studies doctors in Norway and Finland to compare how identities among
professionals in managerial positions were expressed after changes in management in the
aftermath of ‘New Public Management” (NPM) reforms. Studying shifting identities
provides a basis for investigating how institutions have changed and illuminates how
agents within an organisation have implemented NPM-inspired reforms. Data from both
countries revealed three groups: the majority of doctors/managers, who had a strong
managerial identity; a smaller group who mainly identified as doctors; and a few doctors
who displayed hybrid identities. Work experiences have a strong effect on how identity is
perceived. Doctors who hold on to their professional identities seemed uneasy with their
skills and ability to perform the tasks related to their new position. Many of the doctors
were found to have altered their identities due to organisational amendments and the
expanded focus on management-related issues. Hence, this paper concludes that a strong
intervention in the sector from central government, as seen in Norway, has resulted in
implementing general management to a larger degree than in Finland, but in a more hy-
brid manner. This is expressed through a focus on management, the institutional logics at
stake and doctors’ identity formation.

Introduction

In this paper, we address changes in management by studying how the introduc-
tion of new institutional logics through public sector reforms has influenced the
professional identity of doctors in management positions. We compare doctors
in management positions in the hospital sector in two countries: Finland and
Norway. Our aim is to study professional identities among doctors who hold
managerial positions created by the ‘New Public Management” (NPM) reforms.
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The reforms introduced new institutional logics, organisational structures and
routines, prompting the question, ‘How do hospital managers who are also doc-
tors interpret their professional identities?’

The concept of NPM was introduced to the public sector with the aim of im-
proving quality, customer orientation and customer satisfaction whilst reducing
administrative costs and increasing cost-effectiveness and productivity (Skalén,
2004). As in the private sector, the public sector requires extensive structural
changes, and due to changes in the operational environment, it is facing major
economic and political pressures to reach greater levels of efficiency (Mon-
kkonen & Puusa, 2015). Increased accountability (Christensen & Laegreid, 2011;
Pollitt & Bouckaert, 2011) and strengthening managerial roles are two major
solutions to achieving these improvements. These have been attempted by alter-
ing managerial structures and introducing new managerial logics with a greater
focus on economy, efficiency, budgetary discipline and cost reduction.

Identities give actors a sense of who they are, what qualities are central and
distinctive to the actors, who their colleagues are and how to function and act
meaningfully within a certain context (Ashforth, 2016). Identity can be divided
into individual identity, which is tied to a person’s perceived self, and profes-
sional identity, which relates to the experience, values, attitudes and beliefs of
the specific profession (Hall, 1971; Spehar, Frich & Kjekshus, 2015). This study
focuses on two sets of professional identities — that of doctor and that of manag-
er. Identities are viewed as potentially fluid and on-going social constructions of
the self. The process is not without direction (Andersson, 2015), and it can be
viewed both in the light of identity tied to professions and the influence of iden-
tity through changes in institutional logics. Institutional logics explain how insti-
tutions can influence actors’ values, practices and sense-making (Friedland &
Alford, 1991; Reay & Hinings, 2009). The connection between institutional
logics and identity is that institutional logics also provide identities for the actors
— the introduction of new institutional logics might disrupt actors’ identities
(Sanders & McClelland, 2012). According to institutional theorists, a logic can
dominate in an organisational field while also coexisting with other logics (Scott,
2008). How new logics are received in an organisational field depends on their
relation to the prevailing logics (Fjeldbraaten, 2010). Changes in logics due to
structural changes following reforms and the introduction of new managerial
logics are challenging. The main source of these challenges is incompatible
organisational cultures (i.e. conflicting identities) (Bartels, Douwes, de Joung &
Pruyn, 2006; Puusa & Kekile, 2015).

The number of studies focusing on doctors in managerial positions is grow-
ing (Andersson, 2015), and many have found that doctors have been reluctant to
adopt new managerial roles and responsibilities (Spehar, Frich & Kjekshus,
2012). Still, by entering into these positions, they are combining medical and
managerial leadership (L. N. Berg, 2015; L. N. Berg & Byrkjeflot, 2014; Jesper-
sen, 2005; Llewellyn, 2001). Doctors’ leadership in hospitals is also connected
to an identity challenge (Andersson, 2015). Professionals develop an identity
throughout their education and socialisation (Scott, 2008), and according to
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many scholars, this identity is considered to be relatively stable. Others, howev-
er, argue that identity can fluctuate when new roles are taken on (Hall, 1971;
Spehar et al., 2015). According to some researchers, organisational members
might perceive changes to be threatening ‘[when] it confuses the stability and
endurance of their current identity conception’ (Puusa & Kekile, 2015: 432).

The argument for studying the nature of the professional identity phenome-
non is that it is assumed to be fundamental to understanding how institutions
have changed (Reay & Hinings, 2009). Changing deep structural factors such as
identity and values is necessary for a successful transition to manager (Spehar et
al., 2015). This is a way of investigating how actors within an organisation have
implemented the NPM-inspired reforms. The research gap we address is how the
identity of professionals in managerial roles reflects the NPM influence on man-
agement. Brown (2015) emphasises that there is a pressing need to increase our
understanding of identity creation and the ways in which roles and identities co-
evolve in organisational life. There is an increasing awareness for the need to
improve scholarly knowledge on the meaning of identity in successful reforms,
particularly regarding factors influencing professional identity (Dobrow & Hig-
gins, 2005).

This paper contributes to the field in two ways: 1) it addresses identity con-
struction related to career paths by focusing on doctors entering managerial
positions, and 2) it studies the interplay between identity and institutional logics
by examining the socialisation that has taken place through the introduction of
NPM reforms and new institutional arrangements. By comparing a profession in
countries that have chosen different types of NPM reforms, we can study how
resilient identities are among doctors who work under different organisational
structures and routines as well as how they reflect the logics that appear in the
doctors” managerial work. According to Ashforth (2016), most studies of identi-
ty and identification use quantitative approaches. We address the research gap by
applying a qualitative case study strategy and a comparative approach. Our aim
is to understand the target phenomenon by analysing rich qualitative data in
order to deepen our knowledge of identity among professionals entering mana-
gerial positions as well as to identify and introduce new theoretical insights
(Piekkari, Welch & Paavilainen, 2009).

In the next section, we introduce the existing theoretical views on profes-
sional identity and institutional logics. Thereafter, we describe our methods and
the recent reforms in each country together with an introduction of the case stud-
ies. In the analysis section, we highlight our findings according to the theoretical
backdrop. We compare between the cases in the discussion section, and the pa-
per ends with a conclusion and suggestions for further research.

Professional identity

There is increasing scholarly interest in professional identity construction; this
refers to people’s professional self-concept, which is based on attributes, beliefs,
values, motives and experiences that influence how they define themselves in a
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professional role (Ibarra, 1999; Slay & Smith, 2011). At work, actors display and
make sense of who they in many ways. Here, we focus on professionals who
have entered into managerial roles after practicing their original profession as
doctors. The professionals in question have experiences from both professional
and managerial roles in their ‘home’ institutions.

A role is viewed as an external attribute and is linked to social positions
within the social structure. Identity is internal, consisting of ‘internalized mean-
ings and expectations associated with a role’ (Stryker & Burke, 2000: 289).
Ibarra (1999) created a three-task model of adaptation describing the process of
constructing a professional identity. The model deals with meaningful issues in
adaptation and is comprised of observing role models, experimenting with provi-
sional selves and evaluating results according to internal standards and external
feedback. The role of self-evaluation and personal interpretation depends on how
well or poorly one performs the tasks. Medical professionals go through a long
education and extensive training that sets high standards. This inevitably shapes
their ideas of self and sets high standards for individual levels of performance. In
managerial positions, when doctors perform other tasks, they enter into a differ-
ent role and need to socialise into a new set of institutional logics. Managers
cannot simply ‘be themselves’ at work — they have to act as representatives of
the organisation, which might influence their sense-making. We are interested in
how this process of adaptation affects their identities.

Two ideal types of identities frequently used in organisational theory to de-
scribe professionals and managers are ‘cosmopolitans’ and ‘locals’ (Gouldner,
1957). Cosmopolitans are characterised by a strong commitment to professional
values and skills, a strong outer reference group and weak loyalty toward the
organisation. Locals tend to be less committed to professional skills, have a local
reference group (e.g. other leaders) and show greater loyalty toward the organi-
sation.

Evetts (2009) contrasts two ideal types of professionalism: 1) occupational
professionalism and 2) organisational professionalism. Occupational profession-
alism is evident as a discourse within different occupational and professional
groups. This type of professionalism emphasises aspects related to ownership of
the expertise and the power to define both the nature of problems and their po-
tential solutions. Mutual relations, assistance and support between colleagues
rather than managerial control and hierarchy are emphasised. Collegial authority
also depends on strong occupational identities that are developed through educa-
tion and work cultures (ibid). Evetts (2011) further writes that while the notion
of professionalism is appealing to occupational groups, the reality differs. Rem-
edies have been introduced due to fiscal crises and the rising cost of welfare
states. For example, under the influence of NPM, cutbacks and an increased
focus on economy have been implemented by emphasising discipline among
professionals. By increasing the focus on budgets, bureaucracy and management,
the state is redefining professionalism into a more organisational form
(Kuhlmann, 2003). Whereas occupational professionalism emphasised relation-
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ships between professionals, formalised structures are of higher importance in
organisational professionalism (Evetts, 2009).

Institutional logics

Following professionalism, the logics of professions and management can relate
to different types of institutional logics. These logics originate from different
institutional orders or groups — within the order, there are specific practices and
symbols that are taken for granted. Examples of institutional groups that are
central to hospitals are the ‘state’, ‘professions’, and following the NPM’s influ-
ence, the ‘market’ (Vrangbak, 1999). Different logics can work side by side in
an organisation, yet logics are often conflicting and competitive (Greenwood,
Raynard, Kodeih, Micelotta & Lounsbury, 2011). Despite this, and within a
given local setting, institutional logics serve the critical function of binding to-
gether the work undertaken by different professionals (Byrkjeflot, 1997). By
linking the concept of logics to management, different types of logics can appear
in pure forms or as combinations. The latter case is described as ‘hybridisation’.
Different types of logics can be connected in new ways to form a new, hybrid
logic (Battilana & Lee, 2014). In relation to managerial roles in hospitals, we
focus on two types of logics: managerial and professional (see Table 1 for a brief
overview).

Managerial logic

This logic is influenced by the market and was introduced through NPM re-
forms. Here, the main focus is on efficiency (Flynn, 2002) via managing re-
sources and economic control (Pollitt, 1993; Strand, 2007). There is an emphasis
on the division of labour and hierarchical relations (Rost, 1993). Rational plan-
ning and the distribution of tasks from the leader to the follower are seen as
crucial processes (O’Reilly & Reed, 2010; O’Reilly & Reed, 2012). Manage-
ment by objectives (MBO) (Pollitt & Bouckaert, 2011) and managerial account-
ability (Christensen & Legreid, 2011; Pollitt & Bouckaert, 2011) are also cen-
tral. Indicators of the managerial logic in the Norwegian and Finnish health
sectors are their focus on efficiency, economy MBO and the strategic manage-
ment of human and financial resources. Decision-making is top down and em-
phasises hierarchy and line management. Managers show loyalty to and identify
with the organisation — these public bureaucracies in turn identify with the state.

Professional logic

The professions can be viewed as an institutional order with a specific clinical-
professional logic. The work of professionals relies on discretion, trust, autono-
my and collegiality. Different types of professionals advocate distinct ideals of
how to practice management (Abbott, 1988; Freidson, 1994). A common feature
is planning daily activities and strategic work that are rooted in the platform of
knowledge from education and training (Byrkjeflot, 1997). There is a strong
focus on preserving the interests of the profession in a manner that aligns with
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the priorities, identities and values of the professional group. Indicators of this
logic can include focus on planning daily work for the professional group (e.g.
creating shifts and schedules), focus on the quality of the services offered and
continuing professional development. Decision-making is consensus-oriented,
collegial and bottom-up.

Table 1: Overview of the key elements in managerial and professional logic

Managerial logic Professional logic
Institutional | Market Professions
order
Emphasis Accountability Autonomy
Efficiency Trust
Resource management  Professional work
MBO Preserving professional interests
Hierarchy Collegiality
Organisational identity ~ Professional identity
Indicators Economy focus Planning professional work
MBO Focus on the profession
Line management Consensus

We developed our research questions based on this theoretical backdrop. Follow-
ing the unresolved debates regarding the nature of the professional identity phe-
nomenon comprised of either relatively stable identities (Scott, 2008) or fluctuat-
ing identities (Hall, 1971; Spehar et al., 2015), we address the research gap by
asking the following questions: 1) ‘How do managers interpret and make sense
of their identities?’ In research question two, we follow Pratt et al. (2006) in
their emphasis on the importance of understanding what managers are doing as a
means to understand who they are: 2) ‘Are identities expressed in accordance
with the dominant logics that managers emphasise?’ In the next section, we
highlight our methodological approach.

Research methodology and case presentations

In order to study the influence of organisation and changes in identities, we ex-
amined the same professions in different countries via a comparative case study
approach. In case studies, it is typical to study subjective phenomena that are
bounded by time, context and activity (Creswell, 1994; Yin, 2014). The compar-
ative design is well-suited to develop a theory by investigating theoretical pat-
terns that are not well-described in existing theories (Lijphart, 1971).

Here, we used purposeful, criterion-based sampling (Morrow, 2005). Partic-
ipants were selected with the aim of providing the most information-rich data
possible. We selected managers with medical backgrounds by following profes-
sional groups that dominated in management in their respective countries. In the
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Norwegian context, doctors and nurses dominate jointly (Kjekshus & Bernstrom,
2013), whereas Finnish hospitals seem to be more doctor-lead, with nurses in-
creasing their influence through new professional tasks and improved multi-
professional collaboration (Ensio, Lammintakanen, Harkonen & Kinnunen,
2016, forthcoming). To limit the bias related to different professions, we nar-
rowed our study to only compare doctors in the two cases.

Qualitative data were collected from semi-structured interviews with seven
Norwegian doctors and seven Finnish doctors in managerial positions. We pur-
posefully selected the participants in both cases. In the Norwegian case, we stud-
ied the organisational chart and chose managers from different levels in the hier-
archy. Four chief physicians (middle level) and three clinic directors (top level)
from three clinics (medicine, surgery and psychiatry) were included. The gender
division was five men and two women. In the Finnish case, the sample was cho-
sen from a group of medical doctors in a management programme at a universi-
ty. The sample included four female doctors and three male doctors. Five of
them were chief physicians, one was the director of health services and one was
a clinical teacher managing a research group; their fields of specialty varied.

We used a focused comparative method to parallel our findings (George &
Bennett, 2004) and looked for patterns matching our theory and our empirical
findings (Collier, 1993). We systematically analysed the interview transcripts in
order to understand the inherent meanings in the data. We then conducted a
thematic analysis to identify, analyse and report patterns forming themes within
the data (Braun & Clarce, 2006). As for identities, the doctors were asked specif-
ically how they identified themselves. The institutional logics were analysed
according to the long list of work tasks and keywords related to management that
the interviewees mentioned. Their tasks and attitudes were placed into groups
based on similarities, were further analysed and then were divided again, ending
in dimensions of different logics.

Qualitative data are not statistically generalisable, and other cases might
have produced other findings. We sought analytic generalisability (Kvale &
Brinkmann, 2009: 262) by exploring little-studied patterns that were not well
described in earlier theorisations. We explored our data in the light of the theo-
retical interpretative framework and sought a deepened understanding of the
identity and identity construction (Andersen, 2013). Other cases might have
produced other findings, but comparisons to similar studies increase the validity
of our study (Thagaard, 2013).

In both countries, the hospital sector has undergone organisational and fund-
ing alterations after national reforms that commenced in the 1970s but were fully
implemented from the early 1990s onward. We focus especially on the reforms
that introduced the NPM system and study how these reforms have created iden-
tities. In the following section, we present the central reforms and describe our
cases in relation to them.

87



Laila Nordstrand Berg, Anu Puusa, Kirsi Pulkkinen and Lars Geschwind

Reforms in the Norwegian hospital sector

The medical profession has historically had a strong impact on both development
and management in the Norwegian health sector (O. T. Berg, 1996). By the
1970s, doctors were gradually losing the self-evident dominant position that they
held, while nurses were strengthening their position. Dual management with
shared responsibility between nurses and doctors was introduced in this period,
but doctors were still in charge (Torjesen, 2008). This model was controversial
for politicians and the public due to unclear responsibilities and lack of transpar-
ency, and it lead to the introduction of unitary management (HOD, 1999). The
unitary positions became profession-neutral and were available to doctors as
well as nurses, bioengineers, radiographers, physiotherapists etc. — not without
protests from the medical profession (Johansen, 2005). Structural changes were
made to support the management reform and stronger centralisation through the
hospital reform introduced in 2002 (HD, 2001). Due to mergers and shutdowns,
the number of hospitals was reduced from 80 to around 20 (Kjekshus &
Bernstrem, 2013), and there was a desire for stronger governmental steering of
the sector (Byrkjeflot & Guldbrandsey, 2013; Christensen & Lagreid, 2002).
The hospitals came under ministerial control and were converted into enterpris-
es. The sector was divided into five (later revised to four) health regions con-
nected to the university hospitals. Hospitals changed from professional bureau-
cracies to divisions of medical specialties such as clinics for medicine, surgery,
psychiatry, etc. (L. N. Berg & Byrkjeflot, 2014).

The Norwegian hospital case

The studied managers come from a mid-sized public hospital. The hospital has
5,000 employees and both general and specialised functions. Unitary manage-
ment was introduced to the middle management level, and both nurses and doc-
tors hold professional neutral management positions. This implies that the man-
agers are responsible for all of the professionals employed in the unit; further,
doctors are responsible for doctors, nurses and other professions. After the re-
forms, several hospitals were merged and reorganised according to medical
specialties at different geographical locations. At the clinic level, management is
a full-time job, whereas middle managers combine clinical work with manage-
ment. Only two of the doctors have managerial educations.

Reforms in the Finnish hospital sector

The Finnish health care sector is one of the most decentralised in Europe (Jaku-
bowski, Saltman & Duran, 2013). There is a strong tradition of local democracy
secured by legislation. Municipalities have a considerable degree of freedom and
are responsible for the provision of primary health care; they also have the au-
thority to allocate provisions and the financing of services, while the central
government defines general conditions (MoSAH, 2013). The municipalities lack
influence over the costs spent on running the hospitals. The small size of the
authorities seems to make it difficult to develop competitive health care markets

(Magnussen, Vrangbak, Saltman & Martinussen, 2009). A major social welfare
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and health care reform is underway and will be gradually implemented in the
coming years. In this reform, the sector will be restructured, including the provi-
sion of services and financing as well as the duties of the regional governments.
The goal is to provide social and health services in a more integrated manner
with a markedly reduced number of service providers (MoSAH, 2015).

Doctors have traditionally had a strong foothold in the management of Finn-
ish hospitals and policy-making (Jespersen & Wrede, 2009). Starting in the mid-
1990s, attempts to introduce a ‘multi-professional’ managerial role have met
resistance from the country’s medical organisations. Finnish doctors have kept
their positions due to decentralised implementations of reforms; they appear to
have succeeded in maintaining and expanding their former managerial positions
(ibid). This has impacted the managerial structures and cultures within Finnish
hospitals. Finland has kept its traditional department structure to a larger extent
than Norway has (Kjekshus, 2009).

The Finnish hospital case

The managers from the Finnish hospital case come from two public hospitals
that have not been reorganised lately but are facing increasing demands to focus
on management. The case includes one middle-sized central general hospital
with approximately 3,000 employees and one university hospital in charge of the
demanding specialised medical care of nearly one million patients. This latter
hospital employs more than 4,000 professionals. The hospitals are organised
with parallel hierarchies for doctors and nurses. All of the participants from this
hospital combine their clinical work with management duties, and they are re-
sponsible for both doctors and nurses. Some simultaneously hold a part-time
professorship at the university. The doctors come from the managerial levels
below the CEO. The Finnish hospital managers were undertaking management
education at the time of this study.

Analysis of data according to the theoretical framework

Identity

In our first research question, we asked ‘How do managers interpret and make
sense of their professional identities?” Based on the analysis, the data were cate-
gorised into two types: one group with a strong identity connected to their health
care profession and the other group who identified primarily as managers. In
what follows, we present some quotations from the data in order to provide a
more vivid, collective picture of the construction of meaning.

Doctors with a professional identity: cosmopolitans
Managers with a strong professional identity did not actively seek managerial
positions — looking at the Finnish case, the doctors did not actively wish to be-
come managers. In addition, they interpreted the fact that they held managerial
positions as more of a coincidence or a matter of convenience (other people
regarded them to be the most suitable for positions that opened up).
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I was chosen because the opportunity presented itself in a sad way.
The prior head doctor passed away and I happened to be the only
surgeon in our unit with a PhD degree. However, during [my] stud-
ies, I had only planned on becoming a clinical doctor. (Doctor, Fin-
land)

Besides their long formal training and practical experience, they are intellectual-
ly and emotionally committed to being doctors. Doctors in this group can be
viewed as ‘reluctant managers’. Practicing medicine has been their desire ever
since they applied to medical school, and they have kept their medical identity:
‘I have never thought of myself as being a manager, but as a professional’ (Doc-
tor, Finland).

Like the Finnish doctors, some of the Norwegian doctors had no intention of
becoming managers, but they ended up as managers due to their wish to influ-
ence the development of their fields. For others, taking on the role was due to
coincidence. The doctors in this group do have a strong identity as doctors, but it
is combined with a managerial identity, and due to this, we label them as ‘doc-
tor-managers’.

In a way . . . I do absolutely think that I am a clinician. That is what I
feel I am. But I also feel that | am managing the department. I am
quite often reminded that it is actually me who is the manager. (Doc-
tor, Norway)

A couple of the doctors in this group reported that they did not want to become
full-time doctors. Their management positions gave them more opportunity to
influence the development of the field as well as more freedom to choose what
research to prioritise.

For the Finnish participants, the manager’s role can be interpreted as ‘exter-
nal’ (Stryker & Burke, 2000). It is a position that requires the interviewees to
perform certain tasks, but it does not strongly construct their perceptions of
themselves as professionals. Their loyalty lies with the profession, and they can
be viewed as cosmopolitans (Gouldner, 1957). They do not regard their manage-
rial roles as ‘natural’, whereas their health profession-related identities have
become part of the interviewees’ personalities — an idea of who they are as peo-
ple. For the Norwegian group, this identity is more hybridised (Battilana & Lee,
2014). They have a strong medical identity, but it is combined with a managerial
identity.

Doctors with a managerial identity: locals
Doctors in this group primarily perceive themselves as managers and have
adopted the managerial role as part of their professional identity. The identity
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can be regarded as internalised (Stryker & Burke, 2000), and due to a stronger
loyalty to the organisation, they can be viewed as locals (Gouldner, 1957).
Becoming a manager had been on the table for the studied Finnish doctors
for a long time as an attractive or at least an intriguing possibility. When the
opportunity presented itself in practice, they took it. They regarded the manage-
rial position as challenging, but they seemed to have a realistic view of what it
would entail. The doctors also faced pressure to make a managerial career move:

Another set of pressures is climbing from bottom to top within the
organisation. Many of my former colleagues and even some supervi-
sors are now my subordinates. On the other hand, it is regarded as a
benefit as well since I know the organisation thoroughly. (Doctor,
Finland)

To become a manager and then climb the managerial ladder was not highly re-
garded among doctors during the first few years after the reforms in Norway (L.
N. Berg, 2015). Gradually, the medical profession realised the need for doctors
in managerial positions at different levels in order to safeguard its interests. At
this point, doctors who engaged in management felt more accepted for their
choice. Most of the Norwegian doctors were unaware of management practices
before entering such positions, but some of them could not resist the chance to
enter positions with influence.

The doctors in this group emphasised the need to identify themselves as
managers. They saw the managerial position as a way to implement their visions
for development within their fields:

I had to choose. Earlier, I was in a temporary managerial position for
some months . . . and I thought: I can never become a manager! . . .
But then I realised that it was because I did not go in for it. That was
useless . . . I came to a point where I realised, if I want to implement
some of my ideas and visions, I have to become a manager . . . It is
really because I want to do something bigger. (Doctor, Norway)

Logics at stake

In our second research question, we asked ‘Are the identities expressed in ac-
cordance with the logics that the managers emphasise?’” Here, we have grouped
the answers according to the logics that appeared. Whether there is a connection
between logics and identities is continued in the discussion chapter.

Managerial logic

In both cases, there were doctors who were full-time managers and others who
divided their time between management and clinical work. It is, however, de-
manding to stay current in their expertise in combination with management, and
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they have had to adjust their expectations for themselves. They realised that they
could not be experts in all areas, as expressed by a Norwegian doctor:

You have to cut a lot of the things you did earlier if you want to be a
manager. You cannot be 100% a doctor and 100% a manager. You
have to take management seriously. There is a squeeze . . . you
should work clinically, but not too much. Some think you should not
be clinically active, but then I am afraid you are losing focus. Be-
cause I have seen that before, I have seen that doctors who were not
in the clinic had problems in leading the professional work . . . and
even worse, they had no understanding of adding the professional
terms of the work. (Doctor, Norway)

The economy was one of the elements that divided the groups in both cases.
Some of the doctors were managers at units with good economies and were not
concerned with finances, whereas others faced more challenges and even budg-
etary deficits. For the Finnish doctors, this was one of the motivations for enrol-
ling in management education at the university. Doctors from the Norwegian
case expressed a need for greater knowledge of economics through additional
education, but they did not actually pursue it. One Norwegian doctor explained
how the organisational structure did not give the doctors in the lower levels of
the hierarchy the option to develop their financial skills:

Financial expertise is one of the things I feel I could have greater
knowledge of. [What is] interesting, regarding doctors and manage-
ment, is that doctors in first line management have no financial re-
sponsibility. You do actually run the business, but you have no re-
sponsibility for the economy. I used to say: I cannot even order a
pencil, but I can order drugs for patient totalling NOK 20,000 in one
hour without being responsible for the costs. This is one of the draw-
backs of the way we are organised. (Doctor, Norway)

Throughout the interviews, the Norwegian managers explicitly referred to ele-
ments intrinsically associated with NPM and managerial logics such as MBO
and strategy, resource management and line management (Byrkjeflot, 2011).
This overall focus on management can be interpreted as a focus on organisation-
al professionalism (Evetts, 2009). The case hospital was reorganised after the
hospital reform in 2002 — here, the transverse clinical structure between different
geographical sites formed the chain of command. This is also a central element
of managerialism (O’Reilly & Reed, 2010). Another feature of the organisational
divisions and clinic structure was an increased need for planning and coordina-
tion, resulting in large meeting activities. The changes in organisation and the
new managerial roles can be interpreted as affecting the framework conditions
for managers, influencing their daily lives (Christensen & Laegreid, 2002).
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Professional logic

Traditionally, the managerial role for the medical profession was divided be-
tween planning and engaging in medical work (Degeling, Maxwell, Kennedy &
Coyle, 2003; Freidson, 1994). How the managers in this study arrange this de-
pends on the size and characteristics of the units, the doctors’ preferences and
the types of professions they oversee. Some doctors do the planning themselves,
but much of this work is institutionalised through procedures, resulting in dele-
gation. The autonomous role of the professionals is stressed, and the managers
facilitate work for them.

As a manager, | believe in participation and value the knowhow of
my subordinates. I trust them and do not focus on micro managing . .
. I set goals and deadlines and trust them to know how to reach them.
My main motto is trust. I also feel it is important that professionals
are allowed to actually use their expertise. (Doctor, Finland)

Following the autonomous role, the managers do not directly control the profes-
sionals’ work — they trust their employees.

I am an engaged leader, everybody says that . . . I believe most of
them perceive me as a kind person. I do not control much. I find that
important . . . but perhaps I am too little controlling? I should perhaps
be a bit more controlling. That is an ethical question — controlling too
much or too little? (Doctor, Norway)

Trust and autonomy of professions is a central theme in profession theory (Ab-
bott, 1988). Professional work is based on scientific and abstract knowledge,
which the individual professional balances through autonomy and discretionary
powers. The managers do not instruct, or ‘micro manage’, the professionals in
their daily activities; instead, they organise the work.

Another characteristic of management performed by professionals is a focus
on quality and developing the professionals’ competences (Freidson, 2001).
Managers in both cases emphasised this by giving the following examples:

In my opinion, it is important to take care of my closest subordinates
[professionals], grant them room and opportunities to develop, to
trust them. (Doctor, Finland)

... to make each person be able to develop to their maximum accord-
ing to their job, be able to see the needs to make all levels work well.
(Doctor, Norway)
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This focus is expanded in the Norwegian case, and it is not solely linked to their
own professions. After the influence of NPM and the introduction of the unitary
management role, managers became responsible for different professions. Their
role has expanded to focus on professional development for all types of employ-
ees in their unit. This can be interpreted as a hybridisation of the professional
logic (Berg, 2015).

Discussion and conclusion

In this final section, we focus on our findings from a comparative perspective,
discuss implications for theory and offer suggestions for further research. Turn-
ing to the first research question, the managers from both countries experienced
identity challenges, equal to managers in similar studies (Andersson, 2015). Two
distinctive types of interpretations regarding the participants’ perceptions of their
work-related identities appeared. One group had a strong professional identity as
doctors and one group had a strong managerial identity. However, there were
also a few doctors displaying a more hybrid identity, identifying strongly as both
a doctor and a manager. The identity challenge has been studied in relation to
how the doctors ended up in managerial positions, and the findings from our
study are comparable with other studies (Spehar et al., 2012). Some doctors
entered management positions accidentally or even reluctantly, whereas others
actively sought such positions. The doctors holding a managerial position while
still maintaining a strong professional identity did not seek managerial positions.
In other words, for those with a strong occupational identity, the managerial role
was viewed as an external attribute, and it was not integrated into their internal
identity. According to Slay and Smith (2011), professional identity is affected
both by the present occupation and the organisation through social and relational
influences. This supports our findings that the studied actors made sense of their
professional identities in different ways.

Our findings concur with Jarventie-Thesleff and Tienari (2016): roles and
identities co-evolve over time. They argue that ‘identity work involved in role
transitions is affected not only by situational and cultural circumstances but also
by economic ones’ (24). As an extension, however, we argue that identity work
in role transitions is also a matter of personality, motivation and skills. A profes-
sional identity can remain stable regardless of changes in roles (in our case,
managers who have a strong doctoral identity) (Scott, 2008). Respectively, a role
change can also completely alter a professional identity perception (in our case,
managers who identify with their managerial position instead of their doctoral
background) (Hall, 1971; Spehar et al., 2015). Lastly, a professional identity
might increase as the field of responsibilities increases, appearing in a hybrid
form (Battilana & Lee, 2014). This version is most visible in the Norwegian
case.

Identity also manifests itself in practical matters, for example, in how people
divide their and what type of work is being prioritised. There seems to be some
coherence between identity and time management. Firstly, when the managers

94



Managers’ Identities

with a strong professional identity described their daily work, they mainly dis-
cussed substance work related to being a doctor and feelings that they had too
little time to carry out their managerial tasks. Secondly, for this group, manage-
ment was associated mainly with administrative duties. Thirdly, some felt they
lacked appropriate knowhow and skills regarding management, administration
and economics mainly due to their lack of formal training. In the Finnish case,
this acted as an incentive to participate in management and business courses
organised by a university, while few doctors in the Norwegian case followed this
path. This skill shortage might strengthen professional identity while simultane-
ously weakening managerial identity. Doctors with a stronger managerial identi-
ty spent more time on management issues and highlighted a broader range of
duties. As a first conclusion, we argue that the expression of identity is complex
and not solely related to professional background. Structural elements such as
time division and tasks influence identity, but personality, motivations and skills
also matter.

Here, we discuss the second research question and whether the actors’ iden-
tities are in accordance with the institutional logics that the managers empha-
sised. In the Finnish case, managers with a strong professional identity also
worked as doctors and highlighted the professional aspects of their managerial
roles. The rest of the Finns had a stronger focus on management according to
NPMe-influenced logics. The Norwegian group was to a larger extent influenced
by organisational changes due to changes in clinical structure and new routines
following the introduction of unitary management. This is in line with the inten-
tions of the NPM reforms, which were to de-institutionalise traditional forms of
management (L. N. Berg, Byrkjeflot & Kvile, 2010) and to introduce manage-
ment logics. NPM seems to have influenced the managers, but not in a pure way;
instead, the managerial role has become more complex and hybrid. Most of the
managers seem to act according to different logics, which we interpret as a hy-
bridisation of management (L. N. Berg, 2015). As a second conclusion, we high-
light the coherence between identity and the logics that the doctors expressed.
Both countries featured managers with strong managerial identities who focused
on managerial logics and organisational professionalism (Evetts, 2009), while a
smaller group in both countries focused on occupational professionalism (ibid)
and professional logics. The Norwegian case was more hybridised.

The strength of our study is that it compares cases from a similar profession
from two countries that have chosen different paths in reforming management in
the hospital sector. The medical profession has traditionally dominated both
management and policy formulation of the hospital sector in both countries. The
central government plays an increasing role in initiating and implementing re-
forms in Norway, leaving the local governments to enforce and manage the
reforms. In contrast, Finland has a more decentralised model in both how policy
actions are designed and implemented (Magnussen et al., 2009). Finnish doctors
have kept their power positions due to decentralised implementations of reforms
— they have succeeded in maintaining and expanding former managerial posi-
tions (Jespersen & Wrede, 2009), whereas nurses and doctors compete for the
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same types of positions in Norway (Torjesen, Byrkjeflot & Kjekshus, 2011).
Such competition with other professions in management might have influenced
focus on management and contributed to its hybridisation (Kirkpatrick, Kragh
Jespersen, Dent & Neogy, 2009). Three identity groups emerged from the Nor-
wegian case; these can be traced back to changes after the NPM reforms. Many
managers have altered their identities due to organisational amendments and
expanded focus in management, some expressing a strong identity as managers,
with others possessing more hybrid identities. A smaller group identifies as doc-
tors even after entering managerial positions. There have been no changes in the
structure of management in the Finnish case, but managerial logics have been
introduced. This has affected identity in two ways: one group that identifies as
managers and one group that identifies as doctors who have kept their profes-
sional identity. Both cases revealed coherence between the identities the doctors
expressed and the logics they emphasised. Another strength of our study is that it
shows how work experiences have a strong effect on how identity is perceived.
Whether it is ‘doctor’- or ‘manager’-related is dependent upon personality, and
particularly, on whether or not they are operating within their comfort zone.
Ibarra (1999: 764) argues that in taking on a new role, one has to acquire new
skills and, more importantly, adopt social norms and rules that govern how to
conduct oneself. In our study, however, skills and knowhow were more relevant
than the expectations of others. The people who held on to their professional
medical-related identities rather than taking on managerial identities seemed
uneasy with their skills and ability to perform the tasks related to their new posi-
tions. As a result of this identity conflict, they are faced with a need to reflect on
their central and enduring preferences as well as their skills, talent and values
(Hall, 1971; Spehar et al., 2015).

The title of the article asks whether professional identity is solid or is affect-
ed by changes in institutional logics and organisational amendments, and the
answer to this is that it is both. Some doctors stick to their professional identity,
while others expand their identity. As this study revealed, under the influence of
NPM, the countries have chosen different reforms, which has impacted how
management has altered and influenced identity construction. The stronger inter-
vention from the central government, as seen in Norway, has resulted in imple-
menting general management; it has taken a more hybrid form than in Finland.

We suggest that future researchers examine the boundaries of professional
identity construction (Kreiner, Hollensbe & Sheep, 2006; Kreiner, Hollensbe &
Sheep, 2009). One angle is to study the interface between individual identities
and organisational identities. Another is to follow up on how work experiences
influence identity formation through studying boundary-drawing tactics in rela-
tion to how the doctors prioritise their time management. Boundaries could also
be studied in relation to other central professions in hospitals, such as nursing.
Nurses have entered the doctors’ territory in different ways in Finland and Nor-
way. Due to the lack of doctors in the beginning of 2000, Finnish nurses have
expanded their responsibilities into the professional field (e.g. as consultants for
outpatients, tasks previously regarded as solely for physicians) (Koskinen, Aro-
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maa, Huttunen & Teperi, 2006), while Norwegian nurses have a strong foothold
in management (Kjekshus & Bernstrom, 2013). Here, we suggest a study that
compares how the jurisdiction between the two professions has developed and
how this has influenced identity constructions.
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