Alma Mater Studiorum — Universita di Bologna
DOTTORATO DI RICERCA IN
PhD in General Management

Ciclo XXVI

Settori Concorsuali di afferenza:
09/B3 - INGEGNERIA ECONOMICO-GESTIONALE;
13/B3 ORGANIZZAZIONE AZIENDALE

Settore Scientifico disciplinare: ING-IND 35; SE@&L0

TITOLO TESI
Identity dynamics and the emergence of new org#inizal arrangements:
a multi level study.

Presentata da: Clio Dosi

Coordinatore Dottorato:

Advisory Board:
Salvatore Torrisi

Fabiola Bertolotti

Alessandro Grandi

Maria Rita Tagliaventi

Esame finale anno 2014



T 0T [T 1o o PP EESES:
Thesis argument

STIUCTUIE OF the tNESIS...cciiiii et 4
1. THheoretiCal frAMEWOIK .........c.coiiirere et ettt e e e e s re e s st e e e e s e e nn e e e nanes 7
1.1. Micro-foundations of organizational and ingfiinal change............cccccooviiiiiiiiieeeeeeee e, 7
Institutional entrepreneurship and SENSEMAKING .........ccviiiiiiiiiari i 9
1.2. Identity work as a micro-dynamic Of CRANQE . ....cooiiiiiiii e 13
Identity work and craftiness: different targetdifarature ... 13
Literature on “selves” as connected to the idemtiOyk ..............oooii i 16
POSItIVE IHENTILY WOTK ...ttt e ettt e e e e e e aaaaaaaeaeeaaan 19
2. Research context and Methods. ... ... 21
2.1. The research setting and the selection of SHASKES...............cccceviiiiiiiiieier e 22
2.2. DALA SOUICES ....coiiiiiiiiieiie e eemmm et e ettt e e s et e e e st e e e e e e e e e e r e e e e e s annre e e e e s e ennes 26
R B B - L= W AN g -1 Y= 1S 29
DALA SITUCTUIE ....ceeieiitieiee et e e e e e e e e e e e s e e e e e e s e e e e e e e e e e e e e e e ennneas 30
From Data Structure to Grounded thEOIY .....cceeeecuiiiiiiiiiiiiii e e e e 37
3. Evidence from the field. Community hospital as avr@@rangement where to enact unrealized selves
39
3.1. Self as a network of identities. Unrealizelde&®as triggers. ........cooooiiiiiiiiiiiieeee e 39
3.2. Data evidence: from unsatisfying job and wykgting to the involvement in community hospitad
4. Evidence from the field. Institutional CONtEXL...........oooiiiiiiiii e 49
4.1. The emergence of community hospital as a mgamzational arrangement. ............cccccceeeeee.... 50

4.2. Loose institutionalization as an opportundy ficro dynamics related to the unrealized selve$7
5. Evidence from the field. Organizational identityngoatibility with different unrealized selves....61
5.1. Organizational identity perceptions and MEBBIBINT................uuuurrririiiriiereeeeeeemmmreeeieeirrnreeereeeens
5.2. Coherence between organizational identitygmfons and unrealized selves

5.3. Unrealized selves as forces of organizatimeaitity variancCe..........cccccvevevvieiiiicccccee e
5.4. Which tactics for the coexistence of differssgponses to ‘Who are we as an organization?:...78

6. Evidence from the field. Reinforcement mechanigmasitive identity work dynamics................ 89
6.1 Positive identity work and the unrealized sslvenactment: from individual to collective
(=TT a1 (o] (ol=T0 0 T=] o] £ TP PPPEUURUT 90
6.2 Positive organizational identity and its conseqesrat the individual level. ................... ween 93
6.3 Accidental crafting as a positive reinforcement @ity ..........cccceveeeeriiiiiiiiiiii e 96
7. A Grounded Model on the Process and CONCIUSIONS . .....ceeeeeiiiiiiiiiiiiiiiiiieeeeeeea e e 100
7.1. Theoretical CONIDULIONS ........cciiiacce et 103
Unrealized selves and self-comparisons debate. ... . .vuveeeiiiiiiiiiieee e 103
Organizational collective crafting
Agency in crafting processes .............

Organizational identity variance ............
POSItive Identity AEDALE ..ot e e e e e e e e e e e e
7.2. Managerial implications and Limitations
8.  Appendix

8.1. Appendix 1. Tables summarizing data SOUICES ........ccoiouuiiiiiiiieee et 121

8.2. AppendixX 2. INtErvieWS PrOtOCOL. ........cummmeiieiiieiee ettt e e e e e e e e e e e e e e eeeeeeeeeeees 126

8.3. Appendix 3. Data structure and grounded madel...........ccccoiiiiiiiiiiiiii e 129
9. REFEIEINCES ...t et e e e e e 131



Introduction

Thesis argument

Organizational and institutional scholars haveoadted the need to examine how processes
originating at an individual level can change ofigations or even create new organizational
arrangements able to affect institutional dynani@sreimet al, 2007; Powell & Colyvas,
2008; Smetet al, 2012). In spite of the call for an inquiry irttee agentic role of individuals,
to date most studies on organizational and ingiitat change have focused primarily on
field-level processes, although notable exceptamsxist (cf., Smetst al, 2012).

Conversely, research on identity work has maimestigated the different ways individuals
can modify the boundaries of their work in actuatupations, thus paying particular attention
to ‘internal’ self-crafting (e.g. Wrzesniewski & fian, 2001).

Drawing from literatures on possible and alterraself and on positive organizational
scholarship (e.g., Obodaru, 2012; Roberts & Dutk®®9), my argument is that individuals’
identity work can go well beyond the boundariettdrnal self-crafting to the creation of

new organizational arrangements.

The contribution develops this form of identity Wwdry building a grounded model. | contend
that this is a particularly complex form of colleet identity work (Leanat al., 2009;

Mattarelli & Tagliaventi, in press) because it reegs, to be successful, concerted actions of
several internal, external and institutional actarg] it also requires balanced tensions that —
at the same time - reinforce individuals’ aspirasi@nd organizational equilibrium. | name

this process organizational collective crafting.



In this contribution | analyze, through multipleseastudies, healthcare professionals who
spontaneously participated in the creation of neyanizational arrangements, namely health
structures called Community Hospitals. By focusamgndividuals’ identity work | highlight
the role that not only ‘who I am’, but also the ndiye representations of ‘who | could be’ or
‘who | could have been’ (unrealized selves) exaratiitudes and behaviors in the workplace.
Moreover | inquire the role of context in suppogtime triggering power of those unrealized
selves. The loose definition of community hospatialhe Regional and National level and the
perceived institutional contradictions trigger ghhvariety of sensemaking processes, so that
all the involved actors — despite their differeaeds - interpreted the new organizational
arrangement as the opportunity that could possiblizeir personal needs.

My findings show a strong agential role of identitgrk that favors the creation of new
organizations that enable professionals to flousisivork. | therefore contribute to new and
fast growing research streams that focus on thénaméems through which individuals enact
possible and alternative selves at work and becoore positive selves, and on their

consequences at the organizational and higher-tedels.

Structure of the thesis

The first chaptesettles the theoretical framework of micro dynaatchange presenting

two different streams. The first stream deals \hi centrality of identity work dynamics,
grounding on the dynamic nature of organizatiodanhtity (e.g. Pratt). The second stream
inquires the micro-foundations of institutionabcige (Reat al, 2006; Goodrick & Reay,
2010), with a digression on institutional work (kance & Suddaby, 2006). The chapter ends
with the research questions that the study ainasitivess.

The second chaptértroduces the research setting, data sourcedatadanalysis. The

research setting is related to the new organizakifmmm of Community Hospitals in the



Italian healthcare sector. After 4 preliminary imiews, five case studies have been selected
from different Italian Regions. Interviews, orgaatibnal archival data and institutional
documents are the data sources. The chapter itudexcpresenting the final data structure
(using Gioia’s methodology from Giog&t al; 2013).

Before landing at the final grounded model in ckaft chapters 3, 4, 5 and 6 develop the
dimensions considered in the grounded model, thrdietd evidences and specific
theoretical contributions. Chaptef@&uses on the individual level and inquires thesalized
selves (alternative selves, possible selves arad s#dves) as triggers of identity work.
Literature shows different targets of identity woskich as persona crafting, job crafting or
role crafting. My evidence show how, after someepehdent and unsatisfying job and role
crafting trials, family doctors and nurses decittefle involved in the community hospital
development in order to enact their unrealizedesglstarting a collective effort of job
crafting._Chapter 4nhquires the Italian institutional environmentuiederstand which
conditions could actually enhance this collecte ¢rafting and the creation of several
community hospitals throughout Italy. The envirominnat results from the analysis is a
loosely and non homogeneously regulated setting.chlapter inquires the loose
institutionalization as an opportunity for micrordymics related to the unrealized selves.
Chapter saddresses the organizational level, deeming h@arttra-organizational dynamics
that let this collective process of job craftingo successful. Although archival documents
describe processes and procedures that are interthed organizations, evidence related to
identity perceptions and measurement show orgaoimdtidentity variance among the
different actors involved in the community hospifEhe emergent pattern at the individual
level between organizational identity perceptiond anrealized selves is presented. Chapter
5 shows how those patterns are triggers of orgaair identity variance at the

organizational level and addresses the mechanlsamst the organizational level mediate



between individual fulfillment and organizationallective agreement. Cognitive and
practical tactics that softened potential and ceaflicts arising from organizational identity
variance are shown. In chaptere®jdence connects four different kinds of posiitkentities

at the individual and organizational level (Dutttral, 2010) with the structure of the
organization. It is shown how those positive idgnprocesses act as mechanisms reinforcing
the organizational structure created.

The last chapter (chapter iAfroduces and develops the emerged grounded model

Theoretical contributions are discussed and mara@geplications are presented, with a

paragraph devoted to the study of limitations anplications for future research directions.



1.  Theoretical framework

The purpose of this study was to explore how mzaresses can lead to the emergence of a
new form of organization (e.g. Greenwood & Sudd&®p6). This objective was aligned
with calls for studying how processes originatinghe individual level can change
organizations or even create new organizationahgements able to affect institutional
dynamics (Chreinet al, 2007; Powell & Colyvas, 2008; Smetisal,, 2012). Since my
interest was to build and enrich theories addrgs$iose calls, | designed a theory-building
study. During my data collection, coherently witle iterative structure of explorative
research, | had several “back-and-forths” betwesn dnalysis and literature review. This
process led me to reframe the focus of my inqaingl, to identify — on my way - previously
unknown theoretical concepts as central dimensabtize emerging grounded model.
Although most of the theory should thus logicaleygresented as paired with the evidence
emergence (that is presented in the central claptehis thesis - chapters 3, 4, 5 and 6), in
order to orient the reader towards my final findingwill anticipate an introduction to the
central streams of literature that will be recabed developed in the next chapters. A
significant bunch of literature is still preseniadhe central chapters and in the final

discussion.

1.1.Micro-foundations of organizational and institutioal change

The research dealing with inter-level influences bhown that higher-order entities, such
as institutions and employing organizations, affadividual processes, especially processes
related to identity. Among them, some contributi@iw how the imposed change was

revisited and adapted by the involved professiomatsnon-passive way.



For example, Chreim, William and Hinings (2007)uire the re-construction of professional
identity through a single case study in a healtie cait in Canada after a national health care
reform. They consider three levels of analysis: itisitutional, the organizational and the
individual level. They found that the agentic restoaction of professional role identity is
enabled and constricted by an institutional envitent that provides interpretive,
legitimating and material resources that professomdopt and adapt. Institutional forces
also impact organizational arrangements that furthBuence micro-level agency. Doolin
(2002) analyzes the impact of a reform in the Ihealte public sector in New Zealand. This
paper considers how the general intention of gowemt to control and influence the
professional autonomy of hospital clinicians waaypd out in the context of a single New
Zealand hospital (Doolin, 2002: 369). With a distwe lens, Doolin tracks in a two-year
study how individuals in that hospital negotiatd@aninant discourse in the construction of
identity and self. In another study in the healtbcgector, which appears to be an interesting
setting for exploring social identities’ dynamiddukerich et al, 2002), changes in formal
socialization to the nursing profession resultedcianges in the core values of nurses’
professional identities (Goodrick & Reay, 2010).

These studies explain how an imposed institutichahge is adopted and adapted by
the individuals through the reconstruction of idigmnbut the change eventually follows a top-
down direction. Although those studies follow agpactive of evolution of identity through
negotiation, the described identity work processgspened under institutional duress.

Only Chreimet al (2007) finished their contribution suggestingttiiaeir data hint an
interesting dynamic that could indicate a connectstarting from the individuals’ work

identity and affecting the macro template at trstitational level.



In line with this suggestion, a few studies haweestigated how individual identity-
related processes can bring about organizatiombheyher-level changes. To this regard, Rao
et al. (2003) found that French chefs’ social constarctf a positive work-related identity as
creative chefs led to the introduction and diffusad the new nouvelle cuisine movement
internationally. Coherently with Laurence & Sudd4B@06) theorization of identity work as
a form of institutional work, Lok (2010) argued thastitutional logics are reproduced and
transformed by individuals’ everyday identity wodnd showed how British management
and institutional investors reworked their pradie@d identities to simultaneously
accommodate, and react against, some of the inipisathat the new institutional logic of
shareholder value imposed. Similarly, Zilber (20829wed how organizational members of a
rape crisis center acted as institutional caraeic instilled new therapeutic meanings into
previously established feminist practices. Sheetloee demonstrated how micro-level
dynamics and work can construct, maintain, and gaamstitutions. Finally, Reagt al
(2006) investigated the institutionalization of npmfessional roles showing how seasoned
nurse practitioners were able to legitimize thele by enacting three on-going micro-
processes: recognizing opportunities for changtmdinew roles into established systems,

and proving the new roles’ value.

Institutional entrepreneurship and Sensemaking

Lawrence & Suddaby (2006) define institutions asdi&ing elements of social life that
affect individual and collective thoughts, feelingad behaviors” (:216). Similarly, Scott
(2001) defines institutions as consisting of cwldtunormative and regulative elements that
provide stability and meaning to social life. Irethast twenty years a stream of studies
inquiring the role of actors in transforming instibns has developed. Those studies build on

Jepperson’s (1991) definition of institutions a®duct of purposive (intentional or non-



intentional) action. This stream analyzes the iitdigls as agents of change, moving from the
concept of the institutional entrepreneur. Di Mag@i988) defines institutional entrepreneur
as interested organized actors with sufficient ueses: new institutions arise when organized
actors with sufficient resources see in them arodppity to realize interests that they value
high (:14). A few years later Oliver (1991) preseha framework showing how organizations
strategically behave in response to institutiongbpact. The theory of institutional work has
developed starting from those contributions.

Institutional work represents “the broad categofyparposive action aimed at creating,
maintaining and disrupting institutions” (Lawren&eSuddaby, 2006). Lawrence & Suddaby
(2006) review a vast literature and identify diffiet tactics. Regarding the creation of
institutions (as it could be the creation and lagempt to institutionalize the “community
hospital”), between the identified tactics, someh#m define access to material resources,
others reconfigure actors’ belief and systems, @hérs alter the boundaries of the meaning
system.

Those institutional entrepreneurship contributieg. Lounsbury & Glynn 2001;
Suddaby & Greenwood 2005) mainly analyzed insbnadi creation and change as bottom-up
processes. The same could be said for studiesringumstitutional change with a practice
change perspective, that show how modificatioroaal practices were later affirmed at the
field level and contributed to change institutig¢esy. Smetet al, 2012; Lounsbury &

Crumley, 2007).

In the last decade a big debate emerged in thamstitutional literature, trying to
address the paradox of embedded agency (e.g. e, 2002). How can embedded
agency be explained by a theoretical frameworkiineihly defines institutions as elements

that affect (that is: influence and drive) indivadsiand collective thoughts, feelings and
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behaviors? In this debate, some authors reframertiieedded agency paradox trying to
understand the relationship between individualessenaking and the institutions in which
individuals are immerged.
Usually sensemaking has been used on local andb/gisintra-organizational level, such as
routines) rather than in relationship with macrotext. Despite this, the interrelation
between larger contexts and sensemaking has bagned as needing further theorization
(Weicket al, 2005; Weber & Glynn, 2006).
The mainstream position in literature theorizingwh@ensemaking is influenced by
institutions assigns to institutions the role ofntérnalized cognitive constraints on
sensemaking (‘taken-for-grantedness’)” (Weber & raly 2006: 1642). That is, when an
institutional element (a logic or a template) ifirafed, individuals take the meanings and
expected behaviors carried by that logic for grdntentil the institution is disrupted,
meanings and behavior expectations will difficultlyange (e.g. Lawrence & Suddaby, 2006).
Beyond the notion of internalized cognitive conistiraWeber & Glynn (2006)
theorize other mechanisms that could explain tmmections between institutions and
sensemaking processes. They theorize how the @exes$ priming, editing and triggering
bring institutional context into processes of semsleng. In their framework institutions
trigger sensemaking “posing puzzles for sensemakirmygh endogenous institutional
contradiction and ambivalence” (:1648). The trigggrole of institutions delves into two
fundamental processes: “first, by providing dynafoi that demand continued attention,
and second, by creating puzzles that require sealgdagidue to the contradictions,

ambiguities and gaps that are inherent in institgi (:1654).

Institutional scholars previously supported thewad contradictions and ambivalence

as triggers of institutional work, although they diot frame it in a sensemaking perspective.
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They consider institutional logics as templatesaiction and interpretation, and consequently
individuals in structural locations that engagetipié logics can catch and craft new
opportunities (Powel & Owell-Smith, 2008, Lawrer&&uddaby, 2006). Powell & Owell-
Smith (2008) argue that network and institutionsegolve to shape social and economic
arrangements, and a force behind that shaping ggaséorganizations and individuals who
strive to navigate settings where multiple insttinél logics either co-exist or collide.” (:605).
They consequently conjecture that settings wheréptaulogics overlap are “particularly
fertile ground for institutional entrepreneurshgs ambiguous identities and multiple
networks offer room to maneuver. Seo & Creed (20@2)pret the presence ioistitutional
contradictions between institutional arrangemeataraimportant precondition for embedded
agency. They define an institutional contradic@@nnconsistencies and tensions within and
between social systems (:223). They state thdtthgoing multilevel processes produce a
complex array of interrelated but often mutuallgampatible institutional arrangements
[...that] provide a continuous source of tensions emrtflicts within and across institutions”
(:225). A micro-level study (Creedt al, 2010) shows how individuals experience and
resolve contradictions within and between institodl logics: they analyze how gay and
transgender ministers of two Protestant groupsessdihe contradiction of their role and their
gay identities. The empirical study finds that thimisters use identity work processes in
order to answer to the institutional contradictitimsy face. The processes they found are

processes of identity reconciliation, role claimargd role use.

Changing processes thus find fertile ground arooadcepts of identity work and
sensemaking when related to large-frame litergasehe new institutional literature). In the

next paragraph, | will deeper inquire on those et following another stream of literature.
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That frame is detached from the institutional gmeeeurship literature and more focused on

micro dynamics.

1.2.1dentity work as a micro-dynamic of change

When dealing with shaping of identities, identitgn stream should be called into attention.
Identity work literature examines the individualgictive construction of identity by
considering the social groups’ influence. Thosedist direct attention to the efforts and
practices deployed to create, sustain, or chamggatecular identity (Roberts & Dutton, 2009)
and view the identity construction as more intevactand more problematic than the
relatively straightforward adoption of a role ottegory (Prattet al, 2006). Sveningsson &
Alvesson (2003: 1165) define the identity work &ihg engaged in forming, repairing,
maintain, strengthening or revising the construdidhat are productive of a sense of

coherence and distinctiveness”.

Identity work and craftiness: different targets in literature

Identity work can address different targets andsegquently can impact on different
levels of analysis. Actually, identity work litetae has mainly focused on targets at the

individual level, with the_persona craftindg-or example, Pratet al (2006) analyze

professional identity construction through a siarygualitative study of medical residents,
and they define work identity integrity as a conipam between who the person is and what
she does. They found that, when there is a lackwofk identity integrity, identity

construction is triggered so that the individuah caistomize the professional identity on the

work.



Beside identity work triggering the “persona cragfi, Pratt et al. (2006) call for an
interesting research direction attempting to moegold the perception and motivational
boundaries. The authors argue that the procestenfiiy construction that they analyzed was
tested on professionals-in-training. Consequetilgy have stresses the identity construction
process, but they could not analyze job craftingode innovation processes. They suggest
that as far as individuals gain experience in thark and as far as the work becomes more
discretionary (e.g. gaining autonomy through exgrexé or expertise), the emphasis might
shift from identity construction to job craftinga@ior role innovation processes. This research
direction explicitly hints inter-level dynamics ¢e.consequences on activities) related to

identity work processes.

Other contributions study the effects that identityrk has on the job level: identity

work can actually impact and trigger job craftiragiaties (Wrzesniewski & Dutton, 2001,

Leana, Appelbaum, and Shevchuk, 2010; Ghitulede@di7 2L yons, 2008; Berg, Wrzesniewski
& Dutton, 2010). Wrzesniewski & Dutton, 2001 defjobé crafting as “the physical and
cognitive changes individuals make in the tasketational boundaries of their work”.
Basically job crafting complement classic top-doviews of job design: “whereas job design
addresses structural features of jobs that aréect@ad enforced by managers, job crafting
focuses on the proactive changes employees makeitawn job boundaries.” (Berg,
Wrzesniewski & Dutton, 2010: 159).

Wrzesniewski & Dutton (2001) propose a theoretmatel that explains the mechanisms
through which individuals can alter their activetjedentifying different ways like changing
task, cognitive and relational boundaries. Changmsy boundaries means altering the form
or number of activities that one engages in whiimg the job. Changing cognitive

boundaries refers to altering how one sees thégap, as a set of discrete parts or as an

14



integrated whole). Changing relational boundariaads for exercising discretion over with
whom one interacts while doing the job.

The job crafting is not necessarily an individuedqess: a few studies inquired it as a
collective process. Leanet al. (2009) have the merit to theorize that collabveatob
crafting and individual job crafting are distinairstructs and that individuals can engage in
one of them or in both of them. They define thdemive crafting as “not the work of an
individual agent as described by Wrzesniewski &tbBuit but instead is the work of a dyad or
group of employees who together make [definitiomaividual job crafting by Wrzesniewski
& Dutton] : 2009). Their contribution focuses infilng antecedents and consequences of
collective crafting. Another work by Mattarelli &agliaventi (in press) builds on Leaegal
(2009) and present a model that connects the mhaiicrafting and the collective crafting.
The authors find that the crafting process stads/idually and unfolds collectively.

Some contributions in the last years focused oongs®es that drive job crafting.
Wrzesniewski & Dutton (2001) consider motivatidhat drive individuals to enact job
crafting activities, such as the need for contr@rgob and work meaning and the need for a
positive self image.

In another interesting empirical qualitative stuBgrg, Wrzesniewski and Dutton (2010) aim
at understanding how employees’ structural locatigower and autonomy) shape how they
construct and act on their perceptions of the ehgks to job crafting that they foresee or
encounter along the way. The study show that amtgremd power do not necessarily
facilitate job crafting: on the contrary their egittes show that low level employers find it
easier to adapt their work environment to crafirtjud.

Other contributions showed that job crafting trespotential to bring positive
outcomes not only to individuals, but also to thére organization (Lyons, 2008; Tims &

Bakker, 2010).



Some recent studies testify to the potential forgmafting to affect organizational processes
(Leanaet al; 2009; Mattarelli & Tagliaventin presg. Mattarelli & Tagliaventi (in press)
addresse collective job crafting through changekeabrganizational level, such as changes
in the products and services offered and/or imthekets served by the company. The authors
investigate the process that leads from job dsfsatiion to new business opportunities in
organizations that offshore R&D activities to emeggcountries. Their finding indicate that
offshore professionals react against the perceti@threat to work-identity integrity

through the introduction of new markets, industreesd services, which in turn may change a

professional’s job design.

At last, other authors considered targets of icrads on higher levels, through the
process of role craftinthat affects multiple stakeholders. The role angftliffers from job
crafting by the stronger impact that it has on aloobnnections. That is, while a job crafting
mainly affects the individual pertaining the jobetrole crafting concerns all role occupants
and other roles connected. For example Rea@y. (2006) describe craftiness at the

institutional level in order to change role meanimghe nurse professions.

Thus, literature have shown so far that identitykvncan have a huge impact in crafting
individuals and organizational elements (like jaisl roles) at different levels of analysis.
Despite this, to my knowledge, no contributionseistigated identity work targeting the

creation and settlement of new organizations.

Literature on “selves” as connected to the identityvork

Within this line of inquiry, recent studies on “ge$” can help to appreciate the

motivations that prompt individuals to get involvieddentity work processes. These

1€



perspectives on selves and identity work shar@assemption that individuals can engage in

identity work so as to fit their needs and asporadi

The interesting connection between “selves” argpitations and needs” resides in the
future selves. The current theories, next to thestract of the actual self or of the past self,
consider future selves, such as possible selvesk(a& Nurius, 1986), ideal and ought
selves (Higgins, 1987).

Possible self is defined as who the person migtoine (like, “I aspire to become a dancer”).
By ought self, literature indicates who the indivadl thinks he should be (“I am a general
doctor, but I should be a family doctor”). By ide&lf we mean who the person would ideally
like to be (“I would like to a be a great doctorPossible selves thus ‘provide the cognitive
category that comprises idealized or aspiratiothahiities toward which one is striving’
(Kreiner & Sheep, 2009: 35).

Obodaru (2012) systematizes the literature oresedwnd introduces the construct of
alternative self. She denies the perspective witierehoice is at the core of developing a
mature self concept: on the contrary she develdps@y where not all forgone alternatives
are suppressed, rather they can continue to irfluére professional lives of individuals, both
in positive or negative ways. Drawing on self congzn and counterfactual literatures, the
author introduces the constructadfernative self defined as “who the person could have
been if something in the past happened differer{Biodaru 2012).

Alternative selves become important in the comparisith the real self, because of the
individual need of self-enhancement and self-imprognt. Alternative selves, or the ‘selves
not taken’, are self-redefining counterfactuald tra part of the self-concept and can provide
an evaluative context for the current self, thdkiencing, in case of upward or downward

comparisons, affective, cognitive, and motivatiostakes (Obodaru, 2012). Particularly
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insightful is the idea that better alternative sslmay strengthen individuals’ understanding
of a desired future and enhance their motivatiorshainge the current reality to progress

toward it, for instance, through job crafting attteas (Obodaru, 2012).

Close to the concept of ‘selves not taken’ thay ma as a reference for individuals’
actions, are unanswered callings. A calling is @cupation that an individual did not choose
but she feels drawn to pursue since she expectde meaningful and enjoyable and sees it
as a central part of her identity (Bexgal, 2010). Berget al.define an unanswered calling
“as an occupation that an individual (1) feels dwaw pursue, (2) expects to be intrinsically
enjoyable and meaningful, and (3) sees as a ceuarabf his or her identity, but (4) is not
formally experiencing in a work role.” (:974). Fraarsurvey, the authors distinguished
between two types of unanswered callings: missisthga and additional callings.
“Participants with missed callings are those whadbview their current occupation as a
calling but have one or more unanswered callingg,participants with additional callings
are those who view their current occupation adlangand have one or more unanswered
callings.” (:984,985).

In their study, Berg et al. (2010) find that indiuals pursued their unanswered callings by
crafting their job and leisure time with differeethniques (task emphasizing, job expanding,
role reframing, and vicarious experiencing, hobbgrtipipating). This study is quite

interesting since it explicitly links the craftireegctivities to unanswered calls as my field

evidence shows with unrealized selves.

At last, a confirmation of imaginary selves agders leveraging individual identity
shaping comes from the positive identity framew@riramework developed after 2010 by

Dutton & Roberts). Kreiner & Sheep (2009) defin@tiinds of identity issues: the ones
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aiming at “closing the gap between the real andlid®oth as perceived by the self) and the

ones aiming at “closing the gap between self-pérwe@mnd other-perception” (:25).

Positive identity work

To orient the reader towards my final findinggsitvorth to introduce one last
concept that will later emerge as related to argfprocesses: the positive identity. The
positive identity framework has developed in th& jgears. Dutton, one of its main
scholars, characterizes this frame from its “vidwdentity work that is inspired by an
entity’s desire to grow and evolve rather than @d® maintain social status or self-
worth in the face of threat” (Roberts & Dutton, 8)0Positive identity development is a
theoretical mechanism that affects both the miaghthe macro organizational fields.
Dutton defines positive work-related identity asofk-based self-definition that is
beneficial”.

Wrzesniewsket al. (2013) call for understanding how, over time,ifpos work
identities are outcomes or drivers of crafting @sses. The authors propose a
theoretical framework connecting job crafting amdifive work identities, concluding
that “positive work identities can be motivationlaivers of job crafting, outcomes of it,

or both” (:296).

In the seminal article of this framework, Duttétgberts and Bednar (2010)
answer to the question “What makes a work-reladedtity positive?”. They review the
organizational literature and identify four distirtkceoretical perspectives capturing the
positive aspects of identity construction procestesvirtue, the evaluative, the

developmental and the structural perspective. viitige perspectivstates that an

identity becomes more positive when it is imbuethwirtuous attributes; the



evaluative perspectivehows positivity when the identity content is feataly regarded

by others and oneself. The other two perspectivege the focus from the static

content of the identity to the dynamic nature antity. The_development perspective

assumes that an identity becomes more positivesiftiapable of progress and
adaptation overtime and thus if its content chamgdise direction of what can be
considered an ideal state /improved state (proigeegevelopment) or in the direction
that settle the identity in a better fit with intat/external standards (adaptive identity).

At last, the structural positive perspectaiens at relating the different facets of identity

in harmonious and complementary ways (Dutton, Rskard Bednar, 2010). Focusing
on positive identity therefore implies to focustbe generative and elevating states and

dynamics that unfold at the individual level or it organizations.

This research thus moved from my intention to exoérthe perspective of the micro-
foundations of organizations and institutions tplexe the issue of how individuals’ identity
work influences groups, organizations, and/or @esgganizational boundaries.

When data analysis helped me to reframe the focs/anquire, | became interested in
understanding if and how the selves not (yet) takag be a powerful drive able not only to
affect individual cognitive processes and actidms,also to generate organizational outcomes
that go beyond single initiatives of job craftitig.particular, this study also explores under
what circumstances the motivation to act out péssiblves may lead individuals to be active
agents who try to modify the organizational coniexwhich their work is performed or to
create new organizational arrangements.

In the next chapters | will introduce and develop tesearch design.
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2. Research context and methods

Given the paucity of theoretical literature expgliciconnecting the creation of the new
organizations and the micro-dynamics of identity, e@xplorative approach is the best
suggested methodological approach (Eisenhardt,)1988ually, despite the numerous calls,
the empirical evidence connecting identity and g¢eais still underdeveloped in the literature

and this reinforces the need for an inductive aggino

In particular, to inquire into the relationship ween identity work and the creation of
higher-order arrangements, | designed a multi-legskarch. Multilevel theories bridge the
macro-micro gaps connecting the dots and makindiagtkp the links between constructs
previously unlinked. Actually most relevant realvido problems involve multilevel
phenomena, yet most management research useslalswgl of analysis (Hitet al, 2007:
1385). For example, organizational change and iathow are among the management
problems that require a particular attention to tilevel studies, considering individual
behaviors and perceptions, occupational sub-grgspiand whole organizations at the same
time (Klein, Tosi and Cannella, 1999: 247).

The fact that a research design mixes constructdiffgrent levels does not necessarily
implies that the research design is a multi levedel. Klein, Dansereau and Hall (1994)
describe different research designs: cross-levetslets describe relationships among
independent and dependent variables at differargldeof analysis; composition models
(mixed effects models and mixed determinants mydetplain the nature of a variable at
multiple levels of analysis (mixed effects modealdwith the effects of that variable at
multiple levels, and mixed determinants models eetd the predictors from different levels

of analysis on that variable); multi-level modelpkcate the relationships among variables
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generalizing across levels. Since | am trying tpetsfy patterns of relationships replicated
across levels of analysis” (definition of multi-Ehstudies from Rousseau, 1985) | designed a
multi-level study.

Given the multi level design choice, it is worth donsider also limitations of this kind of
structure, since | had to keep them in mind througlthe different steps of the analysis. The
main limitations of multilevel models are: a) theed to integrate diverse theoretical
approaches (e.g. identity work and institutionakkypb) the risk of over-simplify the reality
when translating phenomena occurring at one lewelanother (for example, to affirm that if
in team as a result of x happens y, then evengarozations as a result of x happens y); c)
excessive complexity of models resulting from tffere of putting together too many aspects

of organizational reality (Kleiet al, 1999).

The explorative study aims at building a groundestieh and consequently | will follow the
grounded theory approach of Strauss & Corbin (1988 evidence gathering (Lofland &
Lofland, 1995) to the coding phase and the recagnidf recurrent themes and patterns of
relationships, towards theory-building. | carriaat the study based on multiple case studies

(Yin, 2003).

2.1.The research setting and the selection of case &Esd

The healthcare sector and the hospital contextsauations where identity creation
processes and institutional debates are consigesabent. Most of the studies dealing with
the imposed changes and the consequent individidaistity work has been developed in the
healthcare sector (e.g. Chreiet al, 2007; Doolin, 2002). Most of the empirical stiglie
considering the identity integrity search (Pedtal, 2006) and the “institutionalization phase”

with the role-legitimation (Reagt al, 2006; Goodrick & Reay, 2010) are settled in the
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healthcare sector. The richness of empirical ssudupport the idea that the healthcare sector
is an extreme context (Eisenhardt, 1989) whereuldcobserve micro identity process and
inter-level connections. Extreme cases facilith@oty building because the dynamics being
examined tend to be more visible then they mighinb&ther contexts. For those reasons, the

context | have chosen is the healthcare sector.

In that context, the new organizational form thatekided to investigate is the Italian
community hospital.
Community hospitals were first born in the UK iretR0s, and were later imported in Italy by
Italian physicians. While in Italy an ambiguousukgion and a somewhat controversial use
of different labels for healthcare structures makssll difficult to obtain a complete list of
the currently operating community hospitals, in th€ community hospitals are largely
regulated by national laws. For example, the NaiidiK government runs an updated
register of all the structures that are recognae@€ommunity Hospitalsand there are also
non-profit associations of Community Hospitals wdgeal is to “promote networking and
encourage research and audit with other Commurogphials as well as promoting
innovation and best practice within and across Canity Hospital services®.
The preliminary interviews in the Italian contexiddater interviews indicate that actors
involved in the community hospitals knew that sanstructures existed in the UK, but they
did not collect sufficient information in order tge them as a model. Some interviewees
state: We knew that there were Country hospitals in thedoK that there are more than 500
hospitals managed by family doctors tHefd=or us that name [country hospital] meant
nothing, it was just a labgl “Someone told me that this form was inspired bykahdspital,

but we did not visit thenfinterviewed doctors].

! See for example the web site: http://www.somparuitiour_services/adult_services/hospitals/
2 http://www.communityhospitals.org.uk/




Thus, the emergence of the Italian community haspaind its enactment in different
arrangements can indeed be defined a unique aadactl archival documents define it as
emerged from the bottom, and they show how thisnfgradually spread throughout the
different Italian Regions, although Italy was migsia clear official regulatory direction
claiming for the implementation of those structutdsreover, preliminary interviews in two
case studies, framed the emergence of the firstnzomty hospitals as driven by the

purposefulness and resolution of involved doctoxb raurses.

The first community hospital, that | fictitiouslyame CARE, was created in Northern Italy in
1996 with the aim to address local patients’ chzaniterminal diseases and was managed by
family doctors and nurses. After its inception ishserved as a benchmark for the
establishment of similar organizations all ovetylt®Dver the past 15 years, 65 community
hospitals have been opened in Italy following CABEMple. It is worth underlining that
family doctors’ participation in the community hdasp experience is on a voluntary basis,
and that all of them still practice the ‘traditidriamily medicine’ in their own offices, while

simultaneously working part-time in the communitshital.

When selecting my case studies, | first optedhtestigate CARE, the first Italian
community hospital, since it can be deemed as &rrar case that facilitates theory building,
because its dynamics tend to be particularly megmirtEisenhardt, 1989). As my informants
State:

We have been the first CH in Italy and we can sdyalve affected public ruling
on this topic. Territorial medicine was born herenpean. It was me who created
such expressions as being a broker between thigoigrand home, being an
intermediate structure. Italian CHs built on ourpexience. And then in 2006 the
former Health Minister came up with Health Houda#, Health Houses are just
this: the vice-minister came here, watched evengthivrote down what we were
doing, went back to Rome, and turned it into am iotheir own.
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CARE is still managed by the five family doctorgdahe head nurse who started the
organization, and by four nurses.

Concerning the additional cases, | looked for nizitions located in different Italian
Regions to eventually account for variations triate¢o differences in regional contexts and
healthcare regulations.
| first collected information about the open comiityihospitals in Italy, dividing them by
Region. To obtain such a list, I mainly built on wiyline researches and on sectorial
documents (some lists already existed). Among styoli community hospitals, | made a
short list to highlight the hospitals that coulddmnsidered relevant as a case study (some of
them were for example very small — e.g. 3 beds,iacidded a very limited number of
involved professionals — e.g. 2 or 3). From theaied list, | phoned to the head nurses or to
the directors in order to ask for the possibildyhave access to the hospitals.

In addition to that, | was inspired by Leonard-Baits (1990) dual methodology in the
selection of case studies among retrospective angitudinal case studies, and | selected
hospitals opened in different years (from fifteeanss ago, to four years ago).

As | will explain more deeply in the following pa@phs, | reached theoretical saturation
(Strauss & Corbin 1998) after data collection idilerent case studies located in 5 different
Italian Regions.

As a result, beside CARE, | picked up: ARCMED dtad in central Italy and born in
1999 with the participation of five doctors and sixses; MEDITEAM, located in the North-
East Italian region, which started in 2000 and aaged by one head nurse, one nurse, two
nurse aids, and four doctors; and WEALTH, whichregzein 2003 and occupies two doctors,
one head nurse, a social assistant and rotatirsgsand nurse aids. Finally, HEALTH started

in 2009 and is located in central Italy: it is thkre the youngest case. It employs a



coordinator, the head nurse, four nurses and ealioore team of four permanent family

doctors who manage a network of about 100 extéanaly doctors.

2.2.Data Sources

| employed multiple data sources to support my théailding process (Huberman & Miles
1998; Remenyiet al 1998), specifically: archival data, semi-struetlirinterviews, and
observations.

As previously stated, my goals was to investigaliective constructs (organizations
and organizational forms) as interaction betweéividuals. Barley & Tolbert (1997) advice
how to study changes in collective constructs: theygest to compile accurate observational
records as well as data on actors' interpretatbtiseir behavior at the time it occurs. Since |
could not have this possibility, | have studiedraes in institutional contexts and on the
organizational form of the community hospital résay to historical and archival data
(Goodrick & Reay, 2010). Powell & Colyvas (200&tImethodological ways to capture the
processes of “efforts that lead to institutiona@atron and maintenance” (:292). They advice
to consider at first language and vocabulary, aergig both the mutual-understanding
vocabulary and the aspects of the language thatbecodified into formal measures of
performance. From ethnomethodology, they sugggsayattention to organizational and
individual actions since they represents the effoftindividuals as they engage in the
routines of regular operations and confirm how alocategories are transposed at the local
level: actions shape meanings as well as meanireggesactions. Actually they suggest that
studying the formation of categories in organizai®an excellent way to connect micro-
level processes with the larger social order. Borthmetaphors and stories are also

significant since they provide a mean to shapeititerstanding of an experience.
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Archival data from the institutional level, inteews, and eventual field notes thus compose

the data source.

Archival data. | reviewed national documents related to the eerarg of community
hospitals and, when available, the single commurogpital’s internal documents detailing
some guidelines for their functioning. It is wortbting, however, that only some of the
community hospitals that | studied had quality mesujob descriptions or organizational
charts in place, even though some doctors tolthatstihey were in the process of creating a
more formal documentation. | also reviewed spexgalipublications and proceedings of
national conferences, professional associatioagéstents of policy, newspapers’ and

medical journals’ articles regarding community htap.

Table I. Types of analyzed documénts

Level Sources of Data
Organizationa Internal documents, templates, presentations, tepod rules.
level Other external documents related to the communityphial, such as
local newspapers, local tv news, local meetingstarrdorial reports.
Regional level Regulatory Regional laws from thed¥ferent regions, with particular

focus on the 5 regions related to the differenecdadies.
Local regional healthcare reports.

National Statements of policy changes by Medical professiassociation
institutional Statements of policy changes by professional Unions
level Summary of government reports

Reports of national healthcare biannual plans.

Semi-structured interviews.Before entering the field, | run four preliminangerviews with
healthcare providers and general managers. Thtswigws highlighted how Italian
community hospitals still lack a common specifiguation and differ dramatically from case

to case, thus leaving room for individual agencg mustitutional negotiation.

% See chapter 4 and 5 for a detailed list of analylmcuments. A synthesis is also reported in tipeagix.
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Details about the number of interviews that | castdd from July 2012 up to June 2013 for

each case and the interviewees’ main charactexiate reported in table 1.

Table Il. Details of the interviews conducted
(2 preliminary interviews excluded)

CARE (1996) ARCMED (1999) MEDITEAM (2000) WEALTH (2003 HEALTH (2009)

Number of

. . 11 10 5 9 5
intervieewes
2 head nurse, 1
3 doctors, 1 head .
. . external doctor, 1 1 coordinator, 1 hee
1 general manager, Swrse, 1 night doctor, 1 coordinator, 1 . .
social assistant, 2  nurse, 1 nurse, 2
Roles doctors, 1 head nurs 3 nurses, 1 heard nurse, 1 nurse,
. . nurses, 2 0SS, 1 doctors of the core
2 nurses, 2 0SS  physioterapist, 1 2 doctors
home nurse general manager & group

director

Chreim and colleagues (2007) inspired my rese@rctocol. During interviews, |
asked my informants what the core features of fhr@ifession are, whether and how these
have changed over time, what expectations theynunash joining the community hospital and
why they decided to participate in it, what theectgatures of their community hospital are,
how their community hospital works, how they cdmtite to community hospital daily
activities, what they like and what they do noelébout community hospital (questions and
structures of the protocol are also supported lae@et al, 2010 and Bergt al, 2010)*

Since the very first interviews, | realized that mformants—when narrating their life before
the community hospital experience—spontaneouslyudsed about the professional choices
that they had to make in the past (for instancandbning after high school the idea of
pursuing a career as a psychiatrist and becommgse), and how they kept thinking about
such missed opportunities. Some suggested howoftery thought about new cognitive

representations of self that were dramaticallyedéht from those to which they had been

* See appendix to check the Italian protocol anergluthors that inspired it.
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socialized and which fitted their current rolethus adjusted overtime the interview questions
to explore deeply such issues in subsequent ie@s/and be able to grasp the relationship
between self-comparison processes and the actitieipation in community hospitals.
Interviews lasted between one hour and one hourdradf. All interviews were conducted

face-to-face and were tape recorded and transcvidxdxtim.

Observation. | was allowed to observe a few meetings betweemmenity hospital members
in two sites. | took field notes while observingetiags and transcribed them into extended
files. ARCMED let me observe some moments of irdigoas between doctors and nurses

regarding therapy discussions.

2.3.Data Analysis

In analyzing my qualitative data, | availed mys#lthe guidelines provided by Strauss &
Corbin (1998) to build a grounded model and | adopiterative approach of constant
comparison, where data collection, coding and amabre intertwined. | continuously move
back and forth between my field notes, the thecakthodel that | was building and new
batches of data, to find support or to detect isiancies between new ideas and data. This
means that the theory emerging from the analysmyoinitial fieldnotes guided further data
collection (theoretical sampling, Glazer & Stra@i867). For instance, as above underlined,
when | started coding the first interviews, | calmeecognize that my informants engaged in
self-comparison processes. Therefore, in subseguientiews | asked my informants to
comment more on that aspect and related processeslérstand whether the provisional
category that | was building would fit new instas@d data or whether it would need

reconsideration, new elaborations or clarification.



During the coding process | read the field notdkected up to that moment several times to
get a thorough view of the data. | identified reeat themes and concepts in my data and
grouped them to form categories (open coding) Wighhelp of the software for qualitative
data analysis MAXQDA, and | subsequently seledtednost important categories and

relations among them building on Gioia’'s methodgl¢@ioiaet al, 2013).

Data structure

My data structure builds on Gio# al (2013) methodology. This methodology is a
“systematic presentation of both a “1st-order’&sss (i.e., an analysis using informant-
centric terms and codes) and a “2nd-order” analyise., one using researcher-centric
concepts, themes, and dimensions” (:18).

Forming categories.Strauss & Corbin (1998) suggest to start the datgdysis by open
coding, that is by attaching labels to data eviésnn order to group evidences that seem to
pertain to the same phenomena (Strauss & Corb#8)1Gioiaet al (2013) £ order analysis
Is quite near to the open coding activity, althoitghcludes a first filtered analysis. This
analysis forces the researcher “to adhere faithfolinformants terms”. Thus, in this phase,
no attention is given in distilling categories, ttifawhy the number of categories usually
explode up to 50-100 codes. After this activityptained several codes, referring to different
levels of analysis and to different subjects. Leweére both the individual, the organizational
and the field level, while subjects could refettie organizational identity characteristics, to
the desires and expectations of professionals wedhlto the actions they enacted and enact
every day in the community hospitals, to the comityumospital’s image as seen from
external professionals and institutions. After agiofilter activity, | used those codes &5 1
level data. For example | recognized that inforrmamtre addressing topics such as “who |

might become, who | would ideally like to be, whooluld have been if something in the past
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happened differently”, evocating concepts thatditere labels as ‘possible selves’, ‘ideal
selves’ or ‘alternative selves’.

Aggregating data in theoretical concepts, | obtithe 2° order data. For example at the
individual level, | aggregated the instances whmayenformants were commenting traded-
off professional choices or desired professionlsleselurking in their mind, into the category
“unrealized selves”. Another emergent categorjatimdividual level refers to the types of
‘positive identity’ and reflects instances in whiety informants underlined how the active
involvement in the community hospital allowed thenexperience feelings of virtue,

development, harmoniousness and positive evaluation

Below I list the main categories, and their projesrin order to show the first round of
coding results. Category presented below are lpgsirtain categories, cleaned from the

“immaterial categories”.

* |dentity “Our structure is an intermediate structure,
Name source: disciplinary reading. between hospitals and home cafBoctor,
CARE].
“Actually even today, after two years and all
» Image that public relation,it’s not that hospital
doctors have properly understood what a
Name source disciplinary reading. Community hospital isThead nurse,
HEALTH]
“We decided how to create the patient case
» Actions/decisions history. [...] We took something from case
history templates of other wards [...]. Basically
Name sourceme. we decided that our doctors had to fill and

work as well as doctors in other hospital
wards.” [nurse, HEALTH]

» Alternative selves E.g. Unrealized self / Alternative self.
Name sourcedisciplinary reading (Obodaru _
2012). “l wanted to be a lawyer so | attended in

Deﬁ”ittri]‘?”: Wht?] the person Cou'g Qi‘fve beﬂe” it Romania the first year at the International
sometning In the past nappene Irerently. .

g P PP y Law school. But then we had communism &and
« Possible selves it became difficult to attend university for me,

® “l/mmaterial categories” are identified toward #ed of the analysis, as non constituent of themged theory
and thus excluded from the model. E.g. One drogpéegory is “ldentification”.
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Name sourcedisciplinary reading (Markus &
Nurius, 1986; Kreiner & Sheep; 2009).
Definition: who the person might become

* |deal selves
Name sourcedisciplinary reading (Higgins,
1987).
Definition: who the person would ideally like to be

- Unrealized selves

Definition source: Suggestion from Caroline

Bartel, during Symposium discussion (Symposium
ID # 14447, Academy of Managemet 2013).

« Positive virtue (the attributes used to
define the self include virtue and
strength features);

 Positive development (the perception
that identity is capable of progress and
adaptation overtime);

 Positive evaluation (the identity is
considered favorably by others and
herself);

« Positive structure (the different facets of
identity are harmonious and related to
each other in complementary ways).

-> Positive selves
Name source: disciplinary reading (Dutton et al.
2010)

Other constructs: Procedures, Tools
&technology, Recognized changes, ...

Name source: informants words

so | had to drop the Law school. | thought
“what is my second job choice?” and nurse
was the only answer, so | did it. | would have
loved to be a lawyer but you know, when
money is missing and you don’t have any
person who financially supports you and
advices you, you can’t grow.[Nurse,
WEALTH]

E.g. Positive self / Positive development.

“[Being a doctor here] gives satisfaction
because you can see a lot of different
pathologies in their whole development. |
would have seen them in my personal studio or
in a patient’s house, but just at the beginning
of the disease when | can make a diagnosis, or
at the end when the patient leaves the hospital.
In the middle, if my patient is hospitalized, |
can't follow the disease development. [...
Being a doctor in the CH let me] see the
whole disease development, you can
understand it, recover from it, nursing it ”
[Doctor, ARCMED]

E.g. tools & technologyBut the greatest thing
above all we’ve done has been this: [...] with
local donations from production premium of
workers, [...] municipality and regional

support [ ...] in three years we managed to buy
a digital radiography machine for our

structure” [Doctor, ARCMED]

Properties and dimensions of categories:ollowing Strauss & Corbin (1998) categories’

properties and properties’ dimensions have beegtat to the identified categofies

The protocol was built in order to let informanggall and narrate the story of their

community hospital through time. The protocol alsove informants to dedicate attention to

different levels of analysis (e.g. how is your wartkhe community hospital seen from other

® A Property is defined as an attribute of a catggwhile a Dimension is the location of a propeatpng a

continuum (Strauss & Corbin, 1998).
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external collegues? How is the community hospigteived from the outside?).

Consequently, most of the topics (categories) refeto different moments in time and to

different levels of analysis. | decided to trackgh information at least for the main

categories (such as, for example, identity, idgmivrk or decisions). | thus attached

appropriate properties to the categories.

The table below lists as example categories’ pitggeand properties’ dimensions that | used

for the main categories (e.g. identity).

Categories’ properties Properties’ Dimensions

Time

*Iin the past,

*before community hospital opening,
*just after community hospital opening,
*now,

*Iin the future

Levels of analysis

[ ?see methodological
clarification below]

*Person,

*organizational role in the CH,
*organizational level as CH,
*proto-typical

Other actors involved

*Intra-organization: doctors, nurses, aid nursegdnurse.
*Inter-organizational relationships: Universitiémspital
doctors, hospital nurses, Institutions (municigaliegions,
unions, local healthcare agency...), local population

Types
Types

represent:
Attributes, if
attached to Identity
or Image categories
Types of actions, if
attached to Action
category

Types turn into central element of the analysisceithey

represent:

* AttributesE.g.intermediate structure, innovation,
territoriality, ...

» Types of action&.g.Aim of action (resource finding,
sense giving, decision taking, ...) & Way of acting
(through imitation, through collaboration, through
Organizational Citizenship Behaviors, ...)

Since one of the contributions inquired in thissdigation deals with the relationships

between perceptions of organizational identitiess @mrealized selves (through coherence




between significant attributes and enacted orgéioizal roles), it is worth to specify the

definition of level of analysis as a significangéstthat is part of the coding activity.

Definition of Level of analysi®uring the coding, one tricky activity was totdiguish

between quotes that addressed the organizatiorellde the roles-level characteristics.
Although for some quotes this could be easily aade for some others a discussion was
needed. Four quotes from the same interviewee @NLirfom Case 1) are reported to help
clarifying this passage. The following 2 quotesresgnt an example of role and

organizational level dimension definition:

1) E.g.role—level quoté [...] Same story for medications: procedures haharmged
but we are still very independent: doctors ordetilaintic and we give it to the patient
following the procedures, and then there are aldes for medications, and this
responsibility it's rather ours than the doctori. a sense, regarding medications, we
[nurses] are much more experts than doctors, [.. 4 &ss followed than in other
structures:

2) E.g. organizational — level quot&efore my arrival | had not so many ideas about
what | would have found. | expected the Commurispital as a geriatric
department, but then... it's not like that. We hatkess#l moments where we had
different kinds of inpatients. Afterall, we've alygahad a little bit of everything.”

Beside those quotes that clearly address the aafamal level or the role level, other quotes
from the interviews were rather tricky. Sometimesain happen that it's not clear whether
professionals perceive certain characteristicdtabutes of the whole organization or
attributes of their own specific role in the orgaation. If this was not extremely clear from
the interviews, | asked to other 2 independent 0ttefind an agreement on those quotes.

Below an example from the same interviewed nurse.

3) “Well there are a lot of differences betweemnehand a hospital. Working in a
hospital let you much more up-to-date, becauseetliera continuous seeing new
things, both considering therapies and procedurese, it's different: things are
slower. It's not that you can’t learn new thingsel learned a lot here, but here
the introduction of therapy changes is slower afglriot easy to see new things”
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4) Working here I've discovered that there is adbpsychological work with
inpatients and their relatives. This angle is noggent in big hospitals, | can tell
you this. Probably it's the fact that here we arsraall hospital that let us
dedicate time to those kind of things. In hospipatsfessionals don’t even
remember the inpatients’ names. | think this cheastic is a beautiful thing, at
least a positive thing.

Both the 3 and the & quote have been marked as organizational-leveegquo

Below | report the resulting data structure



Figure I. Data strucuture

_ Aggregute
First order (informant) concepts Second order themes — qpqlytical
dimensions
*Who the person might become
+Who the individual thinks he should be
*Who the person would ideally like to be = Unrealized selves -
*Who the person could have been if something in the past happened Triggers of new
differently ) organizational
arrangement
+Individuals were previously active in crafting their jobs and their roles Dissatisfactionwith creation
*The individual enactment was not enough satisfying jobcrafting
+Shared organizational identity attributes
* Regular opportunities for discussion among involved professionals I -~ Converging
+Share and standardize procedures Collective

* Wanted meanings injected into the shared organizational attributes > organizational
+ Professionals buffer their different interpretations of community hospital crafting
with role differentiation — Distancing ——

* Work-around strategies that address eventual disagreement, leveraging on

grey areas of internal agreements.

+Virtuous characteristic of the organization | Virtue |
*“| work for a virtuous organization” '

* New roles in the hospital include values perceived as “improvements”

* Relational boundaries enhance growth Development

* Tools in the community hospital enhance growth Positive identity as

* The organizational structure lets its participants enact different work- = areinforcement
related identities mechanism
* The organization gives opportunitiesto enact also “other passions” (e.g. Structure

informatics engineer, journalist, ..) in a complementary way
* Work-family balance

* The organizational is positively evaluated by patients, families, territory in

Evaluation —
general and other healthcare professionals
*No clear guidelinesto follow / no reference to look up
+ Late official acceptance of community hospital . Looselyregulated
* Proto-characteristics still need to clearly emerge context :
. . ) Contextual triggers

+Variance between different regulations .

of different
« Contradictions existing among different institutions Ambivalence and sensemaking
+ Contradictionsamong the same institution through time —— contradictionsatthe — processes
* Contradictionsamong Values and Logics institutional level
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From Data Structure to Grounded theory
Data structure gives a static view of the concepis constructs that have emerged, and it

does not capture the dynamic explanation of evesitge it cannot show the connections
between the constructs. Consequently, the nextseapg step aims at connecting categories
and concepts.

This view is eventually accomplished by the grouhdeodel, that “shows the dynamic
relationships among the emergent concepts thatridesor explain the phenomenon of
interest and one that makes clear all relevant-tatheory connections” (Gioiat al, 2013:
22).

While the grounded model was shaping, the relatigssbetween categories were showing a
connection between the characteristics of the limeghselves (individual level), the enacted
roles (intra-organizational level), the perceptadnmportance of perceived identity attributes
at the organizational level, and the positive seliedividual level). In the next paragraph I

explain how I identified recurrent patterns thatiect those recurrent themes.

Several authors wrote about methodological promsduaimed at showing —
dynamically- how the constructs are connected. Glwa et al. (2013) methodology leaves
the grounded model generation step to a free indudcctivity. Their grounded theory
articulation distinguishes three main steps: foataildynamic relationships among the 2nd-
order concepts in data structure; transform stidta structure into dynamic grounded theory
model; conduct additional consultations with therhture to refine articulation of emergent
concepts and relationships.

At last, once the emergent relationships were cleavent through the data to look for
evidence supporting or neglecting these relatigsshby looking for quotes from the
interviews that explicitly stated the link betweéme concepts of interest, such as, for

example, an explicit link connecting the unrealizalf characteristics and the perception
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organizational identity attributes, or the unreadizelf characteristics and enacted roles in the

organization.

In the following chapters, | present the differaggregate constructs that
emerged from my data, showing relationships ambemtthrough extensive field
evidence. Field evidence are presented by levahalysis: chapter 3, 4 and 5 show the
identity dynamics that brought to the creationr@f tcommunity hospital, from the point
of view of the individual (ch. 3), the institutidnzontext (ch. 4) and the intra-
organizational dynamics (ch. 5). Before introduding final grounded model in chapter

7, chapter 6 presents mechanisms of reinforcenfehbse dynamics.
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3. Evidence from the field. Community hospital as a n@ arrangement
where to enact unrealized selves

3.1.Self as a network of identities. Unrealized selasstriggers.
During interviews, | asked my informants what exp&ons they had when joining the
community hospital and to describe the story ofamunity hospital where they work.
Most of the interviewees described community hadistory spontaneously relating it to
their personal non-satisfaction at the time ofrthreiolvement and explicitly stated how -at
the moment of the interview - their involvementiwe community hospital recovered that
dissatisfaction.

The next quotes are example in which informarganty and explicitly connect - in
the same passage - the initial dissatisfactioheatrtoment of their involvement and the actual
description of the organizational arrangement sslation addressing the previous
dissatisfaction. Doctor Cerif from MEDITEAM says:

We could not be more just prescribers of drugs amgimve needed to be doctors.
Here we can be doctors! We refresh our clinicalgige, we deal with hospital
doctors , we can ask advice to them .. That isterotay of working and ,
another way of being a doctor. This is much molfdling! If | can speak frankly,

it gives greater satisfaction to nMiMEDITEAM, doctor]

A nurse from ARCMED explains:

During my career, it often happened to me to batfad hospital doctors who just
told me "do your therapy". And after | did it, lalezed it was not even tracked by
the medical records. Those doctors look a bit dowiyou, you understand? But
here it is different, here | can say that thera isal collaboration with
physicians.[ARCMED, nurse]

Similarly, the head nurse from HEALTH explains

Working here in the community hospital, for a nurseneans working in an place
where you can interact with the doctor as a pedreng you can make your choice
about the type of intervention - clearly respecting boundaries ... [...] Here is
the triumph of autonomy, because it is run 24/nimges, and the doctor is a
general practitioner who is usally here only on @ or a couple of times a
week. [HEALTH, head nurse]



Since the beginning, what seemed to emerge frenmtkrviews and documents is a
recurrent theme about the description of a gap éatvthe real situation (in which the
doctor/nurse perceived to be before the entrarmpa imaginary situation that the
community hospital could somehow allow to enacbotimer words, professionals’
descriptions start from a gap between the acteatity and the wanted identity. Identity
literature has recently shown different constriictg could explain the processes of
individual identity shaping as a consequence dfide@l gap between identities. As Obodaru

(2012: 35) states, imaginary selVese real in their consequences”, and considdtieg

could help understanding the behaviors and chatexlividuals. Literature suggests

different constructs connected to the concept afgimary selves. For example possible selves
(who the person might become - Markus & Nurius,8)%hd ideal selves (who the person
would ideally like to be - Higgins, 1987) represtriure states of the selves; while
alternative selves (who I could have been if soingtin the past happened differently —

Obodaru, 2012) still influence the desired futwelyaes of the individuals.

Collected data (especially from the intervieweeggspnt an impressive amount and variance
of imaginary selves. At HEALTH, for example, Doc®eagle said that before joining it, he
used to feel dissatisfied with a profession thas wareasingly more about compliance with
administrative requirements and less about caonghk patient:

We were strangled by bureaucratic practices anihakare of patients was
almost an accident in our everyday work. [...] | guated in medicine, not in
writing prescriptions for adult diapers, if you kmavhat | mean. It used to be just
bureaucracy and that’s it; you'd write prescripti®all day long. What was
missing was a true relationship with patieftsEALTH, doctor]

Similarly, doctor Jordan at CARE strove for a pbksself (Kreiner & Sheep; 2009) as ‘all-
round’ doctor, taking care of his patients in eatage of their life and sickness, from

diagnosis phase to acute crisis management (e @pridgcting specialists), to post-hospital
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treatments in the place where patients and theiilis live. He declares how all-round care
should become part of a family doctor’s practice:

We should feel the pride to manage all the asp#atsedicine: not only
treatments, but also the diagnosis of a new disbgsmurselves, without always
knocking on hospitals’ doors. We should roll up sl@eves, exercise our mind,
get insightful [CARE, doctor]

Conversely, other doctors who had previously hadxaerience in hospitals underlined the
necessity for family doctors to be like hospitattiws who are able to offer post-acute
treatments in specific arrangements. For themgaineer as hospital physicians that they had
to give up represents an answered call (B¢, 2010) and a continuous reference as an
alternative self (Obodaru, 2012). Doctor Mats frG®mRE for example deems the inability to
proceed with a hospital career as being a majantenfehis life and quite frankly recognizes
that he has not ever fully recovered from that:loss

A salient event in my life...After | graduated in Metk, | had to join the Army
for a 18-month compulsory service and so | bureirgehance of getting a
position in the hospital. When | came back, | askgdhesis advisor if | could
somehow work at the hospital and she said. ‘Cam family help you out
financially for the next 10-12 years? Because youldn’t get a single euro [as a
wage] if you stayed here.’ | replied that they anit and she suggested that |
search for a position somewhere in the suburbsehtried in a small hospital in
a town nearby. | practiced there for five years a@nein | stopped. Once again,
there weren’t any opportunities ahead. That's hastarted my career as a family
doctor. Basically, because there was no opportuieityne in a hospita[ CARE,
doctor]

Similarly doctor Traffle at ARCMED stateAS soon as | graduated, | shot all the various
hospitals that were there, and saw that there visespossibility of being hired, | applied on
the territory’. And now he states:

So, I'm here is since the year 1975, just aftedeyree, so it has been 38 years
now. Now | consider the majority of my patientdrasnds rather than patients.

They knock at my office and come in to tell me, I'Gdo this”, "Oh | need that,"
like this, saying "OH". Then in the morning, whén the attending physician on
the hospital community, | wear my white coat - Vénalways hated wearing it! -
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and the same patient who told me "Oh", now saysu&x me doctor, can | ask if
.. Get it? And this is funny! Do you now undenstavhat is the difference
between a family doctor and a hospital doctor?dtl8 me, mind you! This is
amazing! So you are looked as a hospital doctomwjwai’'re in the community
hospital, and it seems like you should have maspeet .[ARCMED, doctor]

Eventually, other doctors started immediately tipeaictices as family doctors without any
previous experience or after trying an unsatisfy@rgerience in a hospital. For instance,
Doctor Val from CARE recalls how her previous exeece in an emergency room did not fit
her at all, although it has provided her with usetintacts in the country hospital. Similarly
doctor Zux from HEALTH stated’ve been a family doctor in the last 20 yearshdve two
studios and this is it. | love my profession% well as Doctor Rox from CARE who declares
to “have a specialty in physiatry, that was never usefmy life since I've always been a
family doctor”. These doctors, have a clear “ought self ” (Higgir®87) as doctors that
believed in old-style practice, in which a doctaolws not only her patients’ health problems,
but also their lives and their family histories.ejtbelieved that these features of their ought
self were overlooked in their current work as fanaibctors in which contacts with patients
were time-limited, interactions with families ocoedl rarely, and most of the time those
constraints affect the quality of their profession

Also MEDITEAM professionals commented that theyeafthought about the career choices
they had made and the associated paths they hattdemt to take or about possible
professional selves characterized by differenitaites and values. For instance, nurse Lory
after high school decided not to undertake a médegree but to pursue a career in nursing.
However, she perceives that a career in medicimgkjraparticular as a psychiatrist, would
have been even more oriented toward helping otharsthe nurse profession. She admits

that she frequently talks and thinks about it wité following words:
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| always believe that | could give even more teotland many times | say to
myself: if | had kept studying, if | had becomeoatdr, | could have helped others
in a more complete wayMEDITEAM, nurse]

“Being a psychologist” represents an alternativefee Lory and an evaluative referent for
the current self.

MEDITEAM'’s actual head nurse Francis disclosed #iat had been nourishing an
alternative self that had led her to quit at the afy30 her career as head nurse to go back to
college and graduate in political science. She isghcadmitted toHave a double soul:
political and sanitary’and continued:That it has been a very difficult choice becaaséat
time | could have studied something coherent witising [...] | don’t regret it but if | had
taken the other road | could have become a nursiagager by now’.

Family doctor Karl told us that, before joining MBEIEAM, he felt dissatisfied with the way
himself as family doctor progressed, as far adenge-based medicine is concerned, and
stated that this latter should become part of thetfce of a family doctor. During the
interview he expressed his thoughts about the midabhs family doctor in the following way:

Evidence-based medicine is a requisite that isingss many structures, which
are devoted to clinical aspects only. So we atkrstilly stuck to Claude
Bernard’s nineteenth century medicine. The poinf igou don’t show the
epidemiological data, the evolution and the improeat of treatments, and the
effectiveness of your actions, how can you sustaymew project?
[MEDITEAM, doctor]

Hence field evidence show a strong dimension ibfagtualization needhat goes well

beyond a one way path identity shaping: actorstdssem to be driven by needs of
reinforcing professional identities that they athg@nacted. They don’t seem to need to
enhance the serial choices that one after the bthag, in their pasts, defined the specific

identity that they enact today. Rather, my datargflty support Obodaru’s theory where not



all forgone alternatives are suppressed, where mademade choices still lurk in
individuals’ mind continuing to influence their essional lives, both in positive or negative

ways.

As shown from the previous quotes, those selvek smveral forms: they could be
possible selves pending, actual selves interruptedternative selves proscribed.

For example Karl doctor from MEDITEAM is a case mdssible self pendings family

doctor pursuing the evidence-based medicineat"s why | have always been and | am so
obsessed with data collectigh!

CARE head nurse is a clear case of actual selfrugted she reported that she always had

quite clear ideas about what to do in her lifé/fien | was a child and | was in my fifth grade,

| said to my mother that | wanted to become a teaoh a nurse (...) | did not want to study
though, so - during the middle school years - lided to become a nurse. You know, we used
to watch those movies where there were always somses... they were there with the codes,
the patients .. those movies like Florence Nigldingo ... so .. so that was my chdjce
That's why she pursued a career as head nurse @spitdl coordinator. When the local
hospital was closed, her professional self’'s wasstilrally interrupted. She stategoti can
imagine how | could feel... [...] | just wanted to hagain the possibility to coordinate long
term beds in a structuteand she adds that, coherently, that was all shat expected and
wanted from the new organization she decided too@ved in.

Hospital doctors are the most frequent exampldtefrative selves proscribatlat my data

present. Another peculiar example is the stonhefdocial assistant Rix from WEALTH who
wanted to be a professional coaching consultantafted 15 years she entered in WEALTH
so that she could have a mediation role with stakksis and inpatients, and — at the same

time- could be a private consultant.
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The story of need of actualization related to eglthat are still unrealized definitely is
far from the notion of having a single salientnritigy or having a single monolithic self, as
often considered in literature. Rather, actorgrardesires and needs of self actualization

build on the concept of self as a network-selielaas a “complex network of interrelated

identities”. This perspective of a vision of self as a completwork of interrelated identities
ensures the activation of multiple selves whenojiygortunity is given or when the context is
appropriate. This perspective is definitely of net& for micro studies that could explain, for
example, how the self can comprise different idegtilbeing them interrelated, conflicting or

independent identities) or what triggers the atiivaof those different selves

3.2.Data evidence: from unsatisfying job and role craf to the involvement in
community hospitals.

Actually evidence reports that several of the actmw involved in the community hospitals
were previously active in crafting their jobs ah@it roles, following the same unrealized
selves they now enact in the community hospitais Tcoherent with literature analyzing
the role of identity work towards internal self-thag and towards job and role crafting (Pratt
et al. 2006; Wrzesniewski & Dutton, 2001; Bezgal, 2010). Below, | report some examples
of micro-crafting trials that actors enacted befoiring the community hospitals as a place

where to enact their previously unrealized selves.

Doctor Zux from HEALTH for example declares thatdntered in the community
hospital becausdt’s fundamental: there is debate, there is infotiorg there is a pooling of

experience, there's studying together, we all ddiygeey to be more adequate and more

" Thanks to Caroline Bartel in helping to let thimcept emerge during the Academy of Management,2013
Symposium “New Perspectives on Individual IdentMprk, Organizational Arrangements, and Institutiona
Logics. Identity Work and Institutions” Program Sies #: 1281 | Submission: 14447 | Sponsor(s): (MO,
OMT).



appropriate; even more updated if we consider tatalso talk with associated hospital

doctors. He explained how he actually tried to develogttbondition with some role crafting
activities in previous experiences, joining a fanabctors association where he could share
the same spaces with other family doctors. Desbpisetrial, he considers this experience as
non satisfying, since it doesn't fit with his resdafor professional development. He states:

“I'm a member of an association downtown: | am aisdéed with other family
doctors. But we are associated meaning that weeshar offices, we don’t
discuss together clinical cases. Associations wilfadoctors are not so
enriching, not so useful... At best you do somesaer courses, but it is not the
same thing as sharing clinical practictHiEALTH, doctor]

Differently, doctor Traffle from ARCMED had a clealternative self as a hospital doctor and
he pursued its enactment first with crafting of leisure time initially attending hospitals as
an “admitted visitor” (At the time, | attended the main hospital duringfreg time. | used to
go there, to speak with the head physician, to ivesthe other doctors... | was there because
that helped me to keep me updated. They knew roe; &re you, how are you doing2?This
opportunity was abandoned when the hospital docttested to be worried because of
insurance policies. Luckily, he caught the oppatiuto be involved into the community
hospital as the enactment of his alternative selh &ospital doctor. A similar experience is
from doctor Beagle from WEALTH who thinks that bgia family doctor is more similar to
working in a burocratic organization rather thartha clinical profession. This is why he tried
to change the relational boundaries of his rolgngrto be the facilitating connection between
his patients and hospital doctors, following hisawered inpatients from home to hospitals
and to home again:

“At a previous time, | used to go — let’s say tlie post-surgery ward, and if |
met the head physician, he stopped and listeretoAmthat time, | could follow
my patients in the hospital and | could also mesiae relationship between her
family and the other hospital doctors. Today, daraily doctor, if you go to the
hospital and you do not know anyone, you can neh @vanage to enter in the
wards, you know? Thus, clearly, you do this wonle ljim the community
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hospital] so that you can take back your professgince you put it aside — |
hadn’t lost it, but | had put it asidgWEALTH, doctor]

Miss Rix, social assistant of WEALTH, describes hsive started from being a social
assistant in the public sector and how she kemtiglmng and changing offices in order to
find the proper place where she could counsel #ne she wanted. She described her
involvement in WEALTH as follows:

| worked as a social assistant for so many yeatiénmunicipality offices. |
cared of so many cases: from handicapped to addrcis raped minors to
psychiatric citizens. [...] You don’'t have time thegreu have to care of so many
people in a few time, and you are so stressetiug tmoved to the national
healthcare sector. | was there for 14 years indbenseling office. In the
meanwhile | specialized in arbitration and counsgliThanks to that
specialization, | was appointed to design and tumpublic family point in my
town.

The fact is that | had too many constraint in thlpc offices ... There, | could
not care about counseling as much as | wanted. Mae | also wanted to work
as a private consultant to dedicate as much timeveanted to the counseling
activity. [...]I had invested time and money on caling specialization and no
way that | would have given up ! ... So | resignedifthe public office and |
entered in this structure as part tiff8VEALTH, coordinator and social assistant]

Now in WEALTH she cares about the relationshipsveen families, doctors, nurses and
inpatients, covering a role that is much more thample social assistant, with the job title of

“relational coordinator”.

Crossing the different case studies and the ieludividuals, field evidence shows
a stronger agential role of identity work startfingm the unrealized selves: from job crafting
up to promoting organizational growth. Since themeno chances to enact new self-concepts
in existing healthcare services, and the individirectment opportunities were not enough
satisfying, professionals engaged in collectivecpsses to set an organizational arrangement

where they could play out their professional idiedi
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This step from the individual level to the orgatia@aal level requires quite a lot of craftiness,
both considering the process of mobilizing a coileceffort and the efforts of negotiations
among participants at the same organization.

Moreover, to succeed it needs to be empowereddog@er context and opportunities.
Wrzesniewski & Dutton (2001) clarify that (job) &iiag is a matter of adaptive and proactive
actions that are continuously carried on. Consettyjuegsearchers should keep in mind this,
in order to recognize job crafting activities: ¢naéss is “unrecognized by researchers when
they assume job crafting is a discrete event ayisiom clear or known opportunities to craft”
(:160).

Other empirical studies on craftiness consideredtirceived opportunities as a moderator
variable of the crafting process. For example Ly@@908), out of a survey of 107 salesmen,
creates a model that considers the decision tcegloépas moderated by the perceived
opportunity to shape job.

When asked why he was so keen on this communityitabgroject, doctor Beagle from
HEALTH says:

“I don’t know .. I've always liked it... | can’t gahe exact reason to you. [waits and
mumbles]. It's something that | believed in. Alwagbeved. Even if it's something
that has been kept in a drawer for many years. @the years passed by, the
problems at the local level increased, and | caaéd that the solution to many
problems was still the community hospital. It'sacl#hat you can not do such a
project by your own, it's clear that you need toitbéune with the direction and

with other people. There was a time when this haseoccurred ... It 's dream that
come true, it's one of those things that eithendbever realize or that you make it
after 10-12 yearsHEALTH, doctor]

The next chapter inquires those opportunities hadrtstitutional context that enabled the
creation of community hospitals, in order to untserd which role the context played in

enhancing identity work processes.
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4. Evidence from the field. Institutional context.

As confirmed from local newspapers and other aalhdata (e.g. specialized reviews, tv
reports, ...) for CARE professionals the opportutityexperiment different identities lied in
the closure of the local town hospital, which erdgred a popular uprising. Nearly half of the
local population picketed against the decisionldse the local health facility and some of
them even chained themselves at the hospital féNith.the support of the district hospital
top management, almost all of the doctors proptséarn the facility into a local hospital
where local citizens could be hospitalized for o3® days to recover from surgery or other
diseases. ARCMED and MEDITEAM cases followed simsiduations, although the closure
of the local hospital was less disruptive than CARBRile CARE hospital was drastically
closed, the two hospitals were gradually dismigemu complete-offer hospitals to small
hospitals where just a few wards were still oparthbse cases the family doctors had the
chance to adjust their positions in a more gradiagal. On the contrary WEALTH and
HEALTH were born from administrative professionaigl doctors’ initiatives with no
external shocks: they managed to find a spacénéofdommunity hospital” in other

hospitals’ structures that were already presetawn.

Each actor involved in the establishment of the mamity hospital stressed how they had no
clear guidelines to follow. Professionals involvecarly cases such as CARE, ARCMED
and MEDITEAM had no reference to look up to in ttadian health care system. They had to
devise any single detail concerning Community ha$functioning, as Doctor Val from
CARE says with pride in the following excerpt frahe interview:

“We didn’t have any roadmap to follow: we did it by ourselves. [...] There was
really nothing that we could turn to, not a singdev, not a single experience. We
had to create [this structure] out of thin airfCARE, doctor]



Professionals belonging to more recent CH like HEALand WEALTH could visit other
community hospitals already established, although iavolved actors said - this was not so
helpful since they had to define procedures androrgtional settings by their own. For
example a nurse from HEALTH states:

“We pretty much started to create it by ourseN®=s;ause we knew nothing. We
had a minimum of training by going into another coumity hospital nearby, but
that was a very different reality. So, we createergthing by ourselves - we the
nurses, with our coordinators, our nurse head andad-nurses”.[HEALTH,
nurse]

4.1. The emergence of community hospital as a new orgational arrangement.

Beside external events as helpful opportunitiestitutional conditions cannot be ignored
while inquiring change at the organizational levadpecially in the healthcare sector where
both the regulation at the professional level (Do80D02; Reay & Hinings, 2005; Greenwood
et al, 2002) and at the organizational level (Chreinal, 2007) represent strong constraints.
From the very first field evidence, | wondered hswch an innovation in the healthcare sector
could happen out of the regulation process and pfessionals could have such a room to

build their own organizational solutions and roles.

My data evidence seem to support Chregn al’s data suggestion (2007), that
hypothesized at the end of their study a connediarting from the individuals work identity
and affecting the macro template at the institwidevel. In fact my evidence presents the
creation of new forms of organizations as arrangegsn@here individuals tried to enact their
alternative, ideal, and possible selves.

In order to triangulate interviews’ evidence, lleoted archival documents to analyze data at
the institutional level and organizational levelheT aim is to rebuild the institutional

conditions in which the new organizational arrangeta developed. | expected this data to
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triangulate the perception of looseness that endefrgen the professionals, to shed lights on
conditions and processes that let professionals hawm enough to interpret the “community
hospital” organizational form in different ways atwlperceive it as the right opportunity to

enact their unrealized selves.

From institutional data analysis, | inquired howe thefinition of the Italian Community
hospital form developed throughout different ingtdns and through time. | started with the
National level perspective: | first went throughtidaal official documents and guidelines

from Ministries and Agencies, in order to track eouomity hospitals’ “official” emergence.
Beside structured Agencies, | went through Medjmadfessional association and Unions
documents to recall eventual news and developnfesitrilar organizations. To finish, since
Italian Regions have large room to self-regulataeltheare services beside National deals and
guidelines, | checked the timing and content of @amity hospital definition processes from

the 20 Italian Regions (with the help of other spled publication from the healthcare

sector).

Official documents from National Institutions.

From the analysis of documents related to the natitevel of the institutional context
(see chapter 2 for the table listing data souraeginerges how the first official mention of
community hospitain a national legislation came late in the Natldmealthcare plans of the
years 2006-09. In this legislation the communitggital is mentioned in the chapter dealing
with reorganization of primary cares and it is defi as:

“Structure managed by primary care physicians,idatbd to the implementation
of home-caring in a protected environment, or datdid to the consolidation of
the inpatient’s physical conditions or to the conttion of the recovery process

8 Among the studies that facilitated my researctlOSPEDALE DI COMUNITA' — COUNTRY
HOSPITAL IN ITALIA, Studio della normativa nazior&k regionale”, Bellentani, 2009.
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in a non-hospital environment after the patient'sctiarge from an acute hospital
ward".

“The primary care system should also be connectiél tve hospital care system,
by completing the offer of intermediate healthceeevices. The intermediate
healthcare services can be implemented by devejppatording to the regional
conditions, the organizational model named Comigutospital .

[National healthcare plans of the years 2006-09]

This document highlights also the necessity ofghéii involvement of family doctors, and

integration of different healthcare territorial fgssional figures.

Previous healthcare National plans (e.g. 2003-2@0d8yessed the need to go beyond
hospital centrality and to enhance territorial noedk starting from family doctors so thatr'
integrated network of healthcare and social servite assist chronic inpatients and old
people, and disables can be implemeht&kfore 2006, previous legislations intended to
help the development of innovative organizatiomains related to primary care, although no
mention about Community Hospitals was made. Thignincan be found in the agreement
between Healthcare Ministry and Regions of 2004 eflit is suggested to considepinplex
associative experiences formelated to primary care. Moreover, the periodiCalllective
National Agreemenit(CND) between Family doctors and Healthcare Migistalls for
“associative experiences or budget experiénfresn family doctors. In those CNDs, since
the year 2000, associative forms have been recegn{metwork medicine, associative
medicine, group medicine) and in the CND stipulatedthe 2% of March 2005 other more
complex organizational forms are listed in the Asgnent Ministry-Regions in 2004. Still,
between those forms, community hospital is not ineetf’. The 2005 collective agreement

mentions that associative forms are part of thetfans and tasks in charge to the medical

® Accordo Collettivo Nazionale
9 The deal mention UTAP — Unita Territoriale Assigte Primaria (Primary Care Territorial Unit)
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doctor since associative forms improve the tenatanswer to citizens needs, although they
are not compulsory activities.

Therefore, considering all the official documentsttee National level, from 2000 to 2005
there are some recalls to concepts that have bemrerpto be central for Community
Hospitals definitions (e.g. associations of fantibctors and territorial answers), but above all

no explicit mention addresses tt@mmunity hospitatoncept before 2006.

Documents from professional associationg.o have a definition of Community hospital at
the National level before 2006, | had to recallwtoents from Associations and Unions. After
the creation of the first community hospitals i@&9family doctors looked for legitimation
through the description of community hospital irtioal Unions’ documents. Since the
project was born from the professionals’ entrepuestap, Unions of family Doctors tried to
define it in internal documents.

There are two main documents to be kept as a refeyenritten by 2 different national
Unions (SIMET - Sindacato Italiano Medici del Tésrio, Italian Union of Territorial
doctors, 1998; FIMMG - Federazione Italiana Medici Famiglia, Italian Federation of
Family doctors, 2003). In 1998 the structure weéd as:

“A territorial health and social structure that rpsnds to the health needs of
those who do not require, in the opinion of theikawhoctor, the complexity of the
2nd level of care, but -at the same time- haveasacid health problems that can
not be addressed by a classic residential heatticgire." [document from
SIMET - Sindacato Italiano Medici del Territoridalian Union of Territorial
doctors, 1998]

They use the following quotes to describe the agpee:

1. The Community Hospital (CH) is a regional heaitine facility included in the
network of local services (responding also to sso®al needs) that is directly
managed by General Practitioners (GPs) of thaatesupports residents and
their relatives, mainly old people not self-su#fit, who do not require
hospitalization but who can not be treated at home.



2. The Community Hospital (CH) is managed by GP#ar patients. It
provides a personal assistance and the executiachrotal procedures of
medium-low medical level (to care chronic degeneeatliseases that are
temporarily unbalanced or temporarily worsened )fatients with variable
social risk.

3. The CH stands as a link between the hospitalthederritory, through the
network of the domestic services and the residefaitdities for old people (e.g.
protected houses and nursing homes). Among thigotéatt medicine solutions, it
represents the solution with the higher healthdatensity.

4. The CH provides answers to the needs of theskaltte groups in the
population, mostly elderly ones, who have exac@hatof chronic conditions not
requiring intensive therapies or diagnosis of htgbhhnological commitment, but
which cannot be solve at home.

[document from SIMET - Sindacato Italiano Medicl derritorio, Italian Union
of Territorial doctors, 1998]

Moreover, the doctors and managers involved inctiraposition of those documents try to
define the Community Hospitdiminimal organizational and structural charactetiss” and
they even list the réquirements and general criteria related to inpatis access in
Community Hospitalsand “main chronic pathologies that can be treated inStenmunity
Hospitals. For example they declare as admitted inpatightsse Who are temporarily
without adequate family or social support; patienigh chronic and/or re-worsened diseases
that require monitoring; [...]; patients sufferingdim end-stage diseases; patients discharged
from hospital wards, they should who require splezea health check (prior definition of
clinical pathways); patients in Day ServiceRegarding the so-called “main pathologies” that
could be treated in Community hospitals, the doaimteas a long and general list of
pathologies, like fieoplasias (even in terminal phase), non compli@i®eumonias, chronic
vascular pathologies (e.g. strokes), cardiac patiy@s, degenerative diseases of the central
neuro system (e.g. Parkinson)”

To conclude, those documents highlight the commgumitspital experimental characteristic,
calling for a desired convergence around protoautaristics definition (Navis & Glynn,
2010).
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Those first organizational experiments have gemerat series of models. Now
the question arises of how to handle these modésneed to understand which
guidelines can help us to implement those moddlseabrganizational level, in
order to come out from the trial and to identifyree key features able to achieve
a wider spread of community hospitals.

[document from FIMMG - Federazione ltaliana MedicFamiglia, Italian
Federation of Family doctors, 2003]

Although those two Unions’ documents from 1998 @063 represent the most precise
documents that define Community hospitals, the tiaat those definitions have been written
by the same medical doctors that were involvedames community hospitals should be
considered. Those definitions could be biased bthaas’ role-driven perceptions and
experiences. Moreover, the documents are not thétref a spread negotiation of community
hospital proto-characteristics (Navis & Glynn, 2Q1tather the authors are the same 6-8
doctors that kicked off the first Italian experiesc Basically those documents represent a
bottom-up attempt to define Community hospital asea organizational form. In fact, those

documents are not accepted (nor cited) by NationBlegional legislations.

Official documents from Regional institutions. So far it emerged an evident gap between
the very detailed definitions from the Unions ahd tate and superficial definition from the
National norms. | inquired whether other structuaefegional levels attempted to define the
Community hospital in a more specific way. Sinceyi@es have large room to self-regulate
healthcare services, | went through the Commuruoigpital definition of the Italian Regions
with a particular focus towards the Regions reldtethe analyzed case studies.

The situation presents a large variance from RegidRegion. Below a table summarizes the

main data sources and information emerged fronamiadysis.



Table Ill. Regional data regarding community haagpi¢gulation (data sources and content).

Regionll Have or had Regulated? When and where for the first time? year
community (definedif characteristics described;mentionedif not described)
hospitals??

Umbria yes # yes. 1997 (ospedale di comunita eigicedalla L.R. 3.2.1997, n. 34:

"Riorganizzazione della rete ospedaliera regional®SR dal 1999),
1999 (deliberazione del Consiglio regionale 1.399%. 647
stabilisce che l'ospedale di territorio rappresebgaoluzione del
concetto di ospedale di comunita.). Defined. 1997
Toscana yes #it# yes. PSR 1999-01 kick off of fiegieriences of country hospitgls
mentioned, defined as ospedali di comunita' in RS&R-04 1999
Friuli yes # yes. Piano di intervento a medio termine (PIRD00-2002 ospedale
Venezia di comunita' mentioned and explained.
Giulia 2000
Puglia yes ## yes. PSR 2002-2004. Ospedale di dtehum Unita di degenza
territoriale defined. 2002
Valle yes. 2002 -2004 (PSSR - Country hospital mentianed)
d'Aosta yes # 2002
Liguria yes # yes. PSSR 2003-2005 “ospedale di eoal mentioned as possible
solution; D.C.R. 8 agosto 2006, n. 29: “struttuspedaliera d
continuitd assistenziale” mentioned. No CH mentibie the later
documents (CH never defined) 2003
Marche yes # yes. PSR 2003-2005 (ospedali di caaduhefined. 2003
Calabria yes. PSR 2004-06, ospedale di comunita’ o ospedialdistetto
yes ## defined (specific chapter) 2004
Veneto yes #it#t yes. DGR n. 2481 del 6 agosto 280dtture sanitarie intermedie”|o
"ospedali di comunita™. Lancio sperimentaziond?.L9-3-2007 n. 5
definizione. 2004
Piemonte | yes# yes. D.G.R. 7 marzo 2005, n. 7545@spedale di Comunita
mentioned. DGR n. n. 28-2690 del 24-4-2006 deifimz Ospedale
di Comunita'. 2005

Campania | yes ## yes. 2006 Ospedale di comunita’' just mentioneddatihed. 2006

Lazio yes ## yes. DGR n. 424/06 (ospedali di cotainiefined. 2006

Sardegna yes. 2007. Piano regionale dei servizi sanitari62B008 mention

money for 2 ospedali di comunita' to be experimgnt@spedale d
yes. # comunita' defined. 2007
Lombardia| yes# yes. PSR 2007-2009 mentions Ospatiatomunita’ as innovative
regional projects. Defined. 2007
Abruzzo yes # (2013) yes. Piano Sanitario Regioga@8-2010 2008
Molise yes. PSR 2008-10 (approved 2009) Contry hospitl fuentioned
No not defined. 2009

Basilicata | No L'art. 20 della L.R. 4 agosto 2011 n. 17. parl@dpedali Distrettuali| 2011

Emilia- yes # No

Romagna -

What emerges from the data collection is a largewmae between Regional regulations.

Some regions activated community hospitals witlemyt norm and some of them still today

M Sijcilia and Trentino Alto Adige are missing.
2 The number of # represent how spread Communitgitads are in the Region. # from 1 to 2; ## frono3
4; ### more than 5.
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lack a Regional regulation (e.g. Emilia Romagn#)gpoRegions lack both the norms and the
organizational experiences (e.g. Molise). Othegsila@ed community hospitals just several
years after the first CH was open in the regiog.(®larche, 5 years later), while others
normed the CH as soon as CHs were open (Umbridaschna, in the same year). Some
regulations consist of a simple mentioning of ttracdture as a possible healthcare solution
without defining it (e.g. Campania, Liguria), othefefine the structure in its different details

and forms (e.g. Sardegna, Veneto).

4.2.Loose institutionalization as an opportunity for o dynamics related to the
unrealized selves.

The creation of community hospital is narratechia hational documents from Unions
of doctors as a bottom-up process that was latiemafd throughout the different regions.
This dynamics immediately recall for a story oftitutional creation and change (e.g.
Lounsbury & Glynn 2001; Suddaby & Greenwood 2005).

Differently, what field evidence suggest is tha thquired case studies of community
hospitals were not born as an attempt to change/hioée institutional systems. The
involvement of most of the actors into the proj@es actually driven by local opportunities
and personal development needs: the classicat$abiat aim at affirming change at the field
level (e.g. Reat al, 2006; Lounsbury & Crumley, 2007; Smetsal 2012) were considered
only in a later stage. The fact that different wdiials interpret the opportunity of
Community Hospital in so many different ways, dtltks a theoretical explanation that could
support how a loosely institutionalized structua@ teave room for different sensemaking

processes.

In fact, the classical explanation of internaliz@egnitive constraints on sensemaking
(‘taken-for-grantedness’) (Weber & Glynn, 2006: 2H4that is, when an institutional
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element (a logic or a template) is affirmed, induals take the meanings and expected
behaviors carried by that logic for granted (e.@wkence & Suddaby, 2006) - cannot hold in
this study. Considering the timeline of Italian aoomity hospitals creation and affirmation, it
is clear that community hospitals are still notcassfully institutionalized in the Italian
healthcare sector, and thus internalized cognéirestraint cannot be the theoretical process
explaining how the context could actually enhantdgssionals’ sensemaking and how it

consequently fostered the growth of community hadsgi

Rather, the Weber & Glynn framework from ambivakeaad contradictions at the
institutional level seems to fit data evidence, arduld be useful in supporting possible
interpretations of the context as a trigger foniitg work.

Most of the contradictions were presented by fielddence as existing among different
institutions. For example, different doctors frorARE reported that, on one side, they were
supported and fostered because their Major saw #gethe only possible healthcare answer
at the local level, while, on the other side, thregiRn never supported them nor normed their
experience.

Other professionals, along the different case stjdaced strong contradictions between the
institutionalized logic of accuracy requested by finofession, and the institutional conditions
that forced them to execute a superficial and bmatacjob. For example, both doctor, nurses
and social assistants commented about this witifdl@ving passages:Do you think it's
fare that | spend my time on those stack of authtions? [ARCMED, doctor]; “Working
like this is not being a doctdr{MEDITEAM, doctor]; “I could not do my job there, always
running from a case to the other: | had no time wggio to care about different casés!
[WEALTH, social assistant];1“felt that | could not give the needed attentiorhte inpatients

because | was always in a hurfEDITEAM, nurse].
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Another recurrent perceived contradiction is betwpeofessional accuracy and the logic of
managing costs and expenses. Professionals ereadhgtitutional logic that health issues
should not be appraised through the lens of effyeonly, since any person should be given
the best treatment possible, regardless of its Gsthe contrary, strong pressures from local
unit managers remind them that they had to considst constraints. As Nurse Helen says,
‘We keep listening to government representativéimgelis that we must cut, cut, cut our
costs. Are we better health providers if we prdsx6-euro, old-generation antibiotics rather
than 10-euro, new-generation, effective ones topmairents? Most of the doctors proudly
report how the community hospitals now help to savet of money if compared to other
specialized hospitals where inpatients should beratise recovered.

Moreover, contradictions can be found even witlie same institutional structures. For
example a doctor reported how the Region haddchiZzophrenic behavidbrtowards them,
since the Region behavior fluctuates from usingcb@munity hospital as an example to be
shown off, till periodically announcing its closu(the closing attempts failed because of
popular uprisings).

At last, beside those institutional contradictiotise loose definitions emerging from the
norming processes encourage a high variety of plesssensemaking processes and

consequent answers.

Those contextual conditions can explain how prafesds deemed into the creation of
a new organization with different expectations.isTis somehow supported by Hargrave &
Van de Ven (2009), that reinterpret institutionabriv as the creative embrace of
contradiction. Between the different contradictiasalyzed, the authors also consider the
contradiction between material and cultural-iddaiments of social structure. The authors

describe how institutional actors are motivated riewl/ideal disparities: “material/ideal



contradictions inhere not only in institutionalargements but also inside actors themselves”
(:134). At the individual level they state that @st exploit differences between their stated
values and actual behaviors, since the vast séparaétween the moral standards and the
actual way of living resolves into inconsistencéxl inner conflicts. Building on previous

field evidence, | argue that the perceived ingbndl contradictions and the loose definition

of community hospital at the Regional and Natideakl triggered sensemaking processes by
the actors involved. The actors embrace the coistrads and the context looseness, taking it

as an opportunity to enhance the realization af Hiternative, ideal, and possible selves.
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5. Evidence from the field. Organizational identity canpatibility with
different unrealized selves

5.1.0rganizational identity perceptions and measurement

When | asked my informants about their perceptiowto they are as an organization,
several attributes defining “who we are” emergedsMf the interviewees cited, in line with
official statements of organizational regulatioist their organizations are a broker between
hospitals and homes, territory-bound, and that theg non-acute patients high-level care

without separating them from their families.

An impressive number of elements defining “whoaxe” as an organization emerged
from the interviews in different forms.

Some characteristics are related to the elemefitsrdgthe structure (e.g. which kind of
patients, which kind of cares) or its attributd$is hospital mainly addresses old inpatients,
with chronic and multiple disease$MEDITEAM, doctor]; “Variability of patients ills is

high here, you can see a lot of different cafd#=ALTH, head nurse]; To us it's clear that
this is the family doctors’ hospitdHEALTH, coordinator]; “This is an intermediate
structure between territorial services and othespitals’ [CARE, doctor].

Other informants answered defining what they geetkas the characteristic way of
working into the hospital, as representative oftigdrand distinctive characteristics of their
community hospital. E.g.Our approach to the inpatients and her family is] [a. total
respect for the persofCARE, doctor];“The person is not a number here, she has a name
and a surname, not like in other hospitd/EALTH, nurse]. Most of the time, throughout
all the informants, those description were repontea distinctive form compared to classical

hospitals (f...] not like in the big hospitals where[.”)] to hospital wards @ifferently from
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surgery wardg...]”) or to residential structurestfiat is not similar to a residential

structurer).

In order to structure all the elements that emeagedentral and distinctive characteristics
organizational level data were structured intortdenensions as follows.

Below | take CARE as an example and | report tvibeshowing theSiand 29 levels of the
data structure regarding organizational chara¢iesisTo analyze those data, | first counted
how many times each'level data emerged from the interviews, understanahich are the
characteristics that represent the organizatiataitity and which are the central ones for
each interviewee.

| assume that if, throughout all the interview eatain characteristic was never mentioned by
the interviewee (nor explicitly answering “who wie’g nor implicitly expressing that
characteristics when describing “how’s the life’'tie community hospital), that means that
the characteristic is not central to the intervieweor example, doctor Mats didn’t mentioned
empathy and sensitivigs central characteristics describing the wayarkimg in the
community hospital, although those attributes Wwargely and repeatedly mentioned by the
other professionals. Table IV below shows empathmantioned 0 times by him and 1 to 2

times by other informants.
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Table IV. f'level data for CARE informants — Organizationadritity perceptions

Cell specifies how many times the attribute (rowap mentioned by the interviewee (column)

z " A &
= o =y
CARE ;::'J' o % < S« ¥ x g2 x 5%
COMMUNITY HOSPITAL oW 22 £ UL Uy ‘g g X g = g = g E a8 = g 3 2
" I8 Fo F8 9% 5 ¥5 Z5 Z6 Z& 506 o%
_ 0 A Z N omZ 2 10O o0 ~NO o oI 40 >
0 Need to have medical 2 1
= check out
% Dying 1 1
9 Rehabilitation & 1 1
] protected discharge
S Pathology variance 1 1 1 1
%) Social needs 1
o Long recovery 3
2 Pathology seriousness 1
S Chronic 1 3
£ Old people 1 1 1 3
Quality of care
Family-like 1 3 1
Quiet 1 1 1
Hospital of family doctors — 1(-) 1 3(+) 2 1(+) 1 4(+) 4
Resilience 1
g) Availability 1 1
=z Empathy and sensitivity 1(+) 21 1 1
) Flexibilty with relatives 1 1
= Proactive 1
ks Union 1 1 1 1
% Competences 1 1 1
; Responsibility 1
Autonomy 2 2 1
Debate 1 1 1
Support and back-up 1
Take on responsibility 1
Closeness and respect  1(-) 2 1 1 2
towards the patient
. Renown 1
9 Useful 1 1 2 1
_g Intermediate structure 1 1 2 4
k= Innovation 1 2
o Integrated services offer 1 1 1 3
o Territory-bounded 1 2 1 8
2 ) 1 3 1 1
g Para-hospital
(-';5) Economic convenience 1 1 3

Centrality (importance) 1 2 1 1 1




In a second moment | aggregatédevel data in a”® order data, so that, for example all the

1% level attributes “empathy and sensitivity”, “supipand back-up”, “take on responsibility

of patient” and “confidence and respect towardspdugent” are aggregated into “total respect

of the person”. Table V shows the aggregatiorctiine of organizational identity attributes

for CARE as an example.

In order to track ¥ order data values, for eacl Brder code, | enumerated values as follows:

the 2% order attribute is 1, if at least one of the cepandent T level aggregated
attributes is positively mentioned as significaap( ‘this structure is convenient
because it costs just 100 euros per bed per najhgrwise those patients should stay
in the acute hospitals that cost 700-800 elirosEconomic convenience = 1);

the 29 order attribute is -1, if the correspondefitdvel aggregated attributes are
negatively mentioned as significant (e.thi$ structure is not economically
convenient for the healthcare system, because sittmmmunity hospital those
patients would stay at home and it's not demonstraéihat community hospital
decreases the hospitalized people index of thd &vea” - Economic convenience
=-1);

the 2% order attribute is NULL, if none of thé'brder attributes is mentioned.

The table VI below reports the results.
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Table V. Organizational identity data structureorfir™™ order to 2° order codes
Darker lables are"2order codes.

I Territory-bounded

| Integrated services offer

I Renown

| Centrality (importance)

L7 LT

LETITE

I Quality of care

Empathy and sensitivity

Take on responsibility of patient

l
I Support and back-up
|
|

Closeness and respect towards the patient

| Debate
I Union
Family-like
Quiet
Availability

Flexibilty with relatives

Proactive




Table VI. 29level data for CARE informants — Organizationaritity perceptions
Cells specify if the attribute (rows) was mentiofscthe interviewee (column).
if mentioned and the interviewee agrees;
-1 if mentioned and the interviewee disagrees;
Null  if not mentioned;
eventual (-) (+) if a positive or negative value is attached tovhie.

) L
5 7 oc x c& [~
CARE g oy cx | O o [ €2 x | puw
COMMUNITY HOSPITAL Q(U,J) 8 > = (U,J) B g o b é b — g E A <=( g 3 2
IS5 |Fa|ES| 20| Z8| %8 |20 | 2% |50 | %
- =2 N < M2 n 0O N (o) 0 0 o T — 0O — =
Variety of inpatients
(from their characteristics) 1 1 -1 1 0 1
Total respect of the
person 1 1 1 1
Hospital of family doctors 1(-) 1 1(+) 1) | 1(+) 1(+) 1
Para-hospital 1 1
Uselful 1 1
Economic convenience 1 -1 1 -
Territoriality 1 1
Intermediate structure 1 1 1 1
Innovation -1 1 1
Competences -1 -1 1
Openness and Flexibility 1 1 1 1 1 1 1
Collaboration 1 1 1 1 1

Analyzing the tables, what soon emerged as deaughout the case studies is that,
among the same organization’s professionals, éiffieiperceptions of what are considered as
central and distinctive characteristics of the camity hospital exist. Professionals
perceptions’ are not always coherent with the egilees’ perceptions, and as a consequence,
a general unsharedness among the organizatiomitydperceptions exists.

Organizational identity variance is not a new phreanon to the organization literature.
Organizational identity variance has been largtlgied under the construct of hybrid
organizational identity (Golden Bidden & Rao 97aP& Rafaeli 97; Glynn 2000) and of
multiple organizational identity (Pratt & Forem&®00; Fiol 2001; Glynet al, 2000;

Scott, Corman & Cheney, 1998; Hsu & Elsbach, 20&8).example Pratt & Raphaeli (1997)
have shown how, in a rehabilitation unit of a langspital, professionals used dresses to

convey the hybrid identities of the unit where tleyk and their nursing profession.
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Similarly, Glynn (2000) wrote about conflicts in archestra with hybrid identity as

differently perceived by musicians and managersidg&esome shared common attributes, my
data confirm a similar status of a multi-faced iitgrat the organizational level.

That variance has nothing to do with “vaguenesgj. (@entity ambiguity construct by Corley
& Gioia, 2004) since internal actors claimed fogasl identity statements several times, both
in public meetings (e.g. local meeting with stakdbos as hospital doctors, local meeting
with non-involved doctors, local television, locahd national newspapers releases), in
internal documents (internal regulation documenternal executive presentations), and even
during the interviews members never complained alouuzzy or still-to-be-defined

organizational identity.

Consequently, considering as referent articlest Rr&Rafaeli (1997) and Glynn (2000), it's
worth inquiring in a deeper way:
1) the organizational identity complexity and variatiweughout the internal
professionals — e.g. which forms does this unsimeresitake?
2) the mechanisms connected with it - which dynaro@&sexplain its existence?
The next paragraphs address the two questionsdaithevidence. Coherently with the tables
so far presented in this chapter, | will first lrievidences from CARE in a more extended

way, and | will later present similar dynamics froime other case studies.

5.2.Coherence between organizational identity percepti@nd unrealized selves

As anticipated, since the very first interviews thterviewee involvement into the creation of
the new organizational form seemed to be coheréhtanpath of fulfillment of work-related

selves. A pattern between organizational identiception and wanted selves emerged
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during the interviews, coherently with recent detscof “unrealized selves” and job crafting

(Obodaru 2012; Oysermant al, 2006; Berget al, 2010).

In CARE, for example, doctors Mats who wishes taeee an alternative self as hospital
doctors underlines the para-hospital nature obrganization, stating:

We built this structure like a para-hospital frohetbeginning: there are beds, a
patient enters, we make our case history, we dodliéthe documents, we do it all
ourselves because it's our hospital. Then theteeshtead nurse, nurses 24/7,
professional aid nurses. We had only hospitalsispire us[CARE, doctor Mats]

Coherently with his view, he insisted several timaghe hospitalizing characteristics of the
structure by noting how patients were not only aizdut also serious inpatients (the
previous tables shows how he mentioned twice sgerouaditions and once dying inpatients).
During the interview, he often specified quotee lik

“At the beginning, and even later on, we admittedgitals-like patients. Just a
few years ago, we have been liken to the towngdperal hospitals! Considering
the types of patients, we can say that we haveaime kind of hospitalization
patterns.”[CARE, doctor Mats]

As central and distinctive organizational charastes he stresses the competences they have
as a structure that “can be even better than #naqurs hospital that was closed”

“In practice, here, the community hospital openimgs the counterpart of the
previous hospital closure. In this local perspegtithe community hospital is
much better than the wards we had before. Indeedsponds to citizens’
demands that the previous medical wards could egpond to! We now treat
chronic and even acute patients, that — despite fegious situations —can not be
admitted in the hospitals ..[CARE, doctor Mats]

Similarly head nurse Willnal aimed at recovering #elf of hospital headnurse that was
interrupted with the hospital closurédfiyway, to me, the community hospital was a salutio

to maintain beds that were similar to those ofltrey-recovery hospitals’ beds, so that we
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could keep addressing citizens’ needs$t’s quite clear that even the headnurse concehes
structure as a para-hospital structure

[...] The fact that you have your own beds, youenaward back, you have the
perception that you have the hospital again... beegqenple lived it as "we go
hospitalized" (laughs), you knoWZARE, head nurse Willnal]

On the contrary, doctor Jordan who has an idedbsed family doctor points to CARE as a
patient-centered structure rather than a para-tedgpructure. Doctor Jordan in particular
aims at beingdn all-round family doctdrwho takes care of his patients’ health with a 360
degrees view, making diagnosisithout knocking at hospital dodrsTo him, the structure is
a place where doctors can actually diagnose prpteeir patients:

What we had in mind (although at the beginninghmfirst two or three months,
we were trembling) was to try out if we could datanore independent from
hospitals. A chronic and bronchitis patient that @aeild not treat at home (or

that we could not treat because of logistical reegpbut who was still not so
acute to be admitted in a hospital ... Well, doweat to test if we can take care of
him? [CARE, doctor Jordan]

All CARE professionals recognize that most of tbenmunity hospital recovery cases are
related to inpatients recovered from hospitalsaligafter surgery or an acute disease. But
doctor Jordan repeats that to him this is not tiragry aim of the structure I(Ve always
thought of the country hospital not as a convalesbespital: it does not primarily address
the old patient who broke his femur, who gets 3é&¥s of intervention and hospitalization
in the orthopedics ward, and then gets here to laseecovery. Yes, community hospital is
ALSO like this! But not primarity but rather a structure where patients needd¢ower and
have deeper diagnosis: the perfect structure wdnéaeily doctor can have a 360 degrees
understanding of inpatients problems.

“I hope | have helped shape the type of assistatheetype of approach to this
particular patient in a particular structure; a sicture that is a hospital but not a
usual hospital: it's a particular hospital. The hptal held by general
practitioners. So doctors with their particular tule, with their own special way



to stand in front of the patient and in front oé thatient's relatives.[CARE,
doctor Jordan]

Doctor Jordan, as most of the professionals, agmeesd the human-center characteristics of
the structure. Those characteristics are also ghgreloctors who firmly stick to making up

for old-style family doctor practice. Doctor Valrfexample has a quite traditional and deep
attachment to the old-style practice (elgalivays wanted to be a doctor, my father was and
my brother is and even if | had sons during myistid persist to finish my studi¢snd she
highlights the human centered characteristic ohibspital as a central and distinctive
characteristics.

“I remember in particular patients that have beesrdy | knew them ‘cause they
were kind of cards from our town. Maybe they mehestreets. When | remet
them as patients , | have learned to know anotBpeet of time, and sometimes |
discovered human aspects that enriched me.

[...] | remember one patient, who was not my padtian the patient of a colleague
of mine: his name was [name hidden], said like: timghe local dialect. And he
walked back to the times of the war in Russia fRarssia till here in Italy. He had
escaped from raids and dangers because during tleemrapped himself in a
white blanket and he laid down in the snow, sg ttwaild never intercepted him.
He was a chronic cirrhotic, and -beyond his patlyss- he told me about these
experience of life [...]. So through this structdilee community hospital], beyond
the fact that | saw them as patients, | could &igonect myself to their human
aspects. | got to know them from so many diffgpergpectives'TCARE, doctor
Val]

Doctor Rox, slightly differently, conceives not tls¢ructure but her everyday family
doctor practice as ehtimanistic professidn(“l carry around a bag where | see the person,
his being that relates to me, he brings me her wodsy to solve them, [...] A human
relationship. In other words, | give my ability, rkgowledge, but | always have to consider
that you're not a heart or a leg. If | use a pratfat’s not the protocol that matters, it's you,
and | have to apply it to you. Because you areigusmbeing ... | mean, | have to look at your

face, to consider your experience, to try to untard you”
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She considers thigéchnical-humanity abilityas a central and distinctive competence
defining the structure itself. In particular sh@kxns how the intermediate-level inpatients
need this mixture of competences to be properlgdaur

The community hospital is useful and it helps tepbe who have not a family.
The so-called sheltered housing or nursing homesadave the capacity do
what we do as community hospital yet. Our patiangssick, and for them a
normal hospital is too much, but a nursing homeasenough. Missing an
intermediate structure. Missing an intermediataxioiVe're not talking about
resuscitation or intensive care, nor about nursiragnes: we’re the middle way.
[CARE, doctor Rox]

Even nurse Argentine, at last, considers the tesglect of the person as a characteristic of
the structure. She entered into the Community Hakjoi order to pursue her work-family
balance (Greenhaus & Powell, 2006) after beingyhlhispecialized nurse in a surgery ward
for 15 years. Being aware thanfiovation in hospital wards is not like innovatibere,

‘cause in surgery room everything is fast@ven at the organizational level she pursues the
“soft” psychological and human-side approach.

I have found that there is a lot of psychologicaFkwvith patients and their
relatives, which in a larger hospital | do not tkithere is. Due to the fact that we
are a fairly small hospital, we can spend more tonecertain things than regular
hospitals. In regular hospitals sometimes docterd aurses do not even
remember the patients’ names. | think [our psychial work] is a good thing,

at least a positive thingqCARE, nurse Argentine]

Likewise, at MEDITEAM, informants provided differemterpretations of the core and
distinctive attributes of the organizational idgntn ways that were aligned with their self-
concepts, which included features of their altewea&nd/or possible selves. The centrality of
family doctors in the management of MEDITEAM iststaby all the informants as a central
attribute. In addition, doctor Karl who perceivesdence-based medicine as the “true

medicine” that a family doctor should enact, claitmast the 21 century medicine will be

71



concerned with a very aged population, charactétigechronic and degenerative
pathologies. Doctor Karl stresses that:

To this regard, MEDITEAM'’s organizational structuseso flexible and easy to
use that it should be generalized everywhere [..r¢ kee have everything that is
needed for territorial medicine, especially for yexged population. By aged |
mean over 80. [...] We always work with pathologies gjo beyond what we
have been initially assigned. By beyond | mean rooneplex[ MEDITEAM,
doctor Karl]

For doctor Mike, the centrality of family doctossfully enacted not only by admitting
patients with more complex pathologies than forynsiiated, but also by admitting patients
that originally would not fall within the respongity of community hospital’s doctors. He
explained us that he is more than willing to takarge of patients whose family doctors do
not live or practice near MEDITEAM and that in suzse:

You [CH family doctors] follow a patient and, whgou admit her into CH, you
become her own doctor until her discharge. Durieg $tay at MEDITEAM, you
can talk with her doctor just to inform her abowatwhthings evolve, but these
patients are considered as yours. In the clinieadard you write your own name’.
[MEDITEAM, doctor Mike]

Nurse Lory, whose alternative self is that of beangsychiatrist, interprets the core attribute
of CH as being managed by family doctors as a cheniatic strictly linked to an enhanced
autonomy for other professionals (family doctorempe on a part-time basis) thanks to
which nurses can decide autonomously how much tingevote to each patient and what
support to offer. As meaningful examples she tadhat:'For instance, this morning |

arrived [...] close to a patient and | realized ttsdte wanted to let off steam, so | sat down for
ten minutes and | talked to her; when | went olag was smiling, peaceful, and relaxed. |
could have never done that in another organizatitmaddition to that, she also explained:

Patient by patient, | go to see each of them, Itvw@aknow how it goes, | take a
look to the type of therapy they have to undergbifithere is something missing.
The physiotherapist keeps telling me that it isugiaif they are able to walk
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again, but | take walks with them and chat. | datkdime to them. I try to make
sure that they don’'t have doubts or unsolved isfuggust see it is a sort of a
private visit.” [MEDITEAM, nurse Lory]

5.3.Unrealized selves as forces of organizational idgnvariance

Hsu & Elsbach (2012) refer to the organizationaniity variance as a condition in which
variation in organizational identity perceptionssas among organizational constituents.
Scholars showed different forms of organizatiodehtity variance. The most common is the
different degrees of saliency attached to differerganizational identity attributes. For
example, members of the Symphony Orchestra recedimat the organization had different
dimensions to its identity, and conflicts arise daese musicians choose the art as the most
central and salient dimension, while managers chuséusiness (e.g. Glynn, 2000). Another
type is the different valence (positive, negativeneutral) that can be attached to the same
categorization of organizational identity (e.g. Hs&lsbach, 2012).

Connections between the unrealized self and thenazgtional identity perception emerged
from the organizational constituents’ interviewsl @ocuments. Although those individual-
level forces initially acted as convergent forcesuging the constituents’ entrepreneurial
activity towards the creation of the community htap, now that the organizational identity

is formed (Gioieet al, 2010), data show that the tensions createddwuitinealized selves
processes are still evident. The different perosgtiof organization identities driven by the
enactments of selves act now as divergent forcdgeairganizational level, leading to non

homogenous organizational identity perceptions@ttrganizational level.

Field evidence show different types of organizatladentity variance:
1) Saliency. Among the attributes that are recognimedll the constituents, a certain

attribute can be perceived as highly or marginsdilyent depending on the



organizational constituent. In a limited numbercases, divergent perceptions are
related to attributes that are considered saligrstoione actors and non present by the
others.

2) Valence. The same organizational attribute can bgweasitive or a negative valence
depending on the professional involved. That isgmvimentioned throughout the data
collections, the same attribute happened to be asipdd with a positive or a negative
value depending on the actor.

3) Non shared elements. The same attribute creategrdesment within the organization
(agree / don't agree).

I'll now go through the different types of varianeecountered throughout the case studies.

Saliency.The types of recovered inpatients certainly plagmtral role in defining “who we
are” for a healthcare structure, defining whichtipatar kind of healthcare structure the
community hospital is (the so-calladthin-form identity categorization Kind & Whetten,
2008). Doctors at CARE agree on the fact that thegt withnon acutenpatients, in general
regarding old people and this is coherent withaffieial statements presented in most of the
collected documents. Nonetheless, when specifyiagatients characteristics, they stress
and empathize in different ways the inpatients dptsons, showing different perspectives of
the organization. Doctor All for example is keenadfirming community hospital inpatients
as old people.

The core, the concept of community hospital is thiecovery-bed mainly devoted
to older people. But not onlfCARE, doctor All]

He proudly shapes the community hospital on thistatget, sincesociety needs a structure
that really addresses the chronic and multi-patlgatal old inpatient$ (positive valence).
Nurse Tim agrees attaching a negative valenceettoth variance of inpatients (and

consequently to what he perceives as a under-dexelprofessional specialization):
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But here in the community hospital our admittedesgpatients] are more or less
always the same, there are no big news. We arerctosa retirement home than a
hospital.[CARE, nurse Tim]

On the contrary, Doctor Mats and the head nursedbymarrate how they have been
somehow compared to hospitals given the high veeamd complexity of inpatients.
Similarly all CARE professionals recognize thaigngicant percentage of the community
hospital recovery cases is related to post-surgesaypost-acute disease inpatients from
hospitals (the so called, hospital protected relpd$onetheless, some of them (e.g. doctor
Jordan) minimize the phenomenon, infusing a differeeaning to the structure.

This variance confirms Hsu & Elsbach (2012) argumetating that “Within-form
categorizations are a core element of an organizatidentity (Albert & Whetten 1985), and
disagreement regarding these could lead to cordiier how decisions should be made and
what behaviors different constituents view as magpropriate in a given situation. By
studying within-form categorizations, researchems likely to consider a broader range of
differences in perceptions of the same organizatimientity among constituents. As a result,
they may develop a broader understanding of theedriof variation in organizational identity

perceptions” (:2)

At last, not all the participants agree in recagrg a certain characteristic as present
at the organizational level. That is, there arglattes that are simply considered non
significant by some professionals of the organmgtivhile some colleagues strongly
highlight them when describing the community hadpifor exampleéconomic
convenienckis a value that is central and distinctive to wodll, but of no particular
interest for the other doctors and nurses. Doctbrefyeatedly recall for numbers from
external studies showing that the community hokpdat per bed per night is much further

convenient than specialized hospitals cost. Ditades the role of “stakeholder relationships
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referent” and, when speaking with press, politisiand unions, he continuously lists the
community hospital characteristics that presenitpesdrawbacks for society. Interestingly
his alternative selves are being a professionahglist and a politicians, and with the
community hospital he is now addressing both offrthsy caring about stakeholders
relationships, by being the referent for the ltak@ommunity hospitals in a Family doctors’

Union and by writing in local newspapers.

Positive or negative valence

The same organizational attribute can have a pegiti a negative value for different
professionals. That is, when mentioned throughoeitiata collections, the same attribute
happened to be emphasized with a positive or ativegaalue depending on the actor.

CARE clearest example attains to the fact that ‘foomity hospital is the hospital managed
by family doctors”. Throughout the case studiess thharacteristic is considered more or less
salient by the involved actors. Considering CAR#s ts an extremely salient characteristic to
everyone. However not all the interviewee havecatd the same valence to the label. While
Doctor Jordan, doctor Val and doctor All attachoaifive value to it (coherently with their
unrealized selves enactments), doctor Rox ismebsitively convinced about the family
doctor role in the hospital, since - to her - legdihe hospital turns into an overwhelming
activity:

For a family doctor, who has always been a famdygtdr, who knew that his

clinical intervention reached so far [he marks adion the table], and that from this
point forward others address the issues [...]. Tdaexmunity hospital was a big
blow: as a mental state, as a habit ... You're usadkal with some patients and not
with others, I'm used to deal with cancer patidrgsause | always deal with that
[...] Butin front of a heart failure that rarely hgens, | could panic a bit. Acute
diseases (acute pulmonary edema, for example)tisarbof my routine -

thankfully! While | can deal with those kind ofetises and problems such as a
cancer. I'm used to it, | deal with it from mornitogevening and | can better
manage therfCARE, doctor Rox]
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Similarly nurse Argentine, when describing the fhett in the hospital doctors are family
doctors, attaches a negative value to the labét. i$Hecause she compares her relationship
with the family doctors with the one she had invivas experiences:

When | was in the surgery room, there was compllmetween me and the doctor, |
mean, many times during the surgeries you don'h ¢éak ‘cause just looking at
him you know what he wants. Here it's different:often need to interact and
clearly communicate what is needed... It's a diffeveswy, a different relationship.
[CARE, nurse Argentine]

Another example from MEDITEAM regards the tern#bicharacteristic of the
hospital. While family doctors interpret MEDITEAM&ture of being a territorial hospital as
positive because it helps them to focus on theim patients, the very same attribute is
perceived as negative by nurse Lory: denying adonds patients who do not belong to a
specific territorial area is inconsistent with Ine@ed to help others without any limits or

distinctions.

DisagreementAnother form of variance leads to explicit disagrent between actors, since
different actors within the same community hospita agree or not on the same attribute.
At CARE there is disagreement about the innovathearacteristic of the community hospital.
Doctor Rox addresses the organizational innovatinagacteristics of the structurevg are

the pioneers who open the way for other&ven Dr. All eagerly recalls the pioneering
experience [Othershave] smartly imitated us, because [...] we markelvesion!” On the
contrary nurses Argentine and Tim recognize thabwation is not really an appropriate
distinctive characteristic of the organizationantity “Who works in a hospital is more up to

date because there you can constantly see newsthomgerning therapies and procedures.
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Here it's different. Here things are much slowej |n the hospital therapy changes are very
fast, while here there’s no opportunity to see ¢éhibsngs”.

Another example concerns the internal debateishaigoing in CARE. While Doctor
Al repeatedly recalls the economic conveniencéefstructure to the social systerncbsts
just 100 euros per bed per night, otherwise thadeepts should stay in the acute hospitals
that cost 700-800 euros per bed per nightanager Lucy rebutsday attention: Doctor All
keeps saying that that this structure is econoryicanvenient for the healthcare system
because the cost per night is lower. But who aratyists (and 1) don’t agree. Without
community hospital those patients would stay atdhanmd it's not demonstrated that

community hospital decreases the hospitalized jgeiopex of the local area”.

5.4.Which tactics for the coexistence of different respses to ‘Who are we as an
organization?’

A guestion that immediately comes to mind is howedent interpretations can actually
coexist in the same organization without evidemt@asts. Studies on the coexistence of
different responses to the question ‘Who are warasrganization?’ have shown how, often
after a stormy discussion, organizational membeanssttue a shared response (Pratt &
Rafaeli, 1998; Glynn, 2000).

Conversely, in the settings that | have analyzatferdnt interpretations of community
hospitals’ organizational identity emerge from des more than a decade after the
foundation. As reported above, in fact nowadaysimigrmants share some values, disagree
on others, and declare that some colleagues doamdtthe code doesn’t show evident
contrasts. The coding process allowed me to urelesivhich ‘tensions’ made this possible

as well.
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The tensions include forces converging around eesheonstructed organizational identity
(converging forces) and tactics that individualsdus order to enhance organizational

identity coherence with personal selves (distantances).

Building on organizational archival data (see chagtfor the table listing data sources),
Throughout the years, a strong regulation and aggaeon procedures was developed among
the organizational constituents, that spent aflenergies in legitimizing their structures
towards citizens or other healthcare structurel algar image claims, both on newspapers,
televisions and local conferences.

Most of the case studies show that profession&bkshed regular opportunities for
discussion among all of them involved. At CARE éxample every Friday morning doctors
and nurses meet to discuss criteria for patientsiission and discharge, therapies, evolution,
and requests for specialists’ advice. Doctor A¢stes how the nature of Friday meetings has
changed over time to become an influential colecthoment where to share and standardize
procedures:

We meet every Friday morning from 12.30 to 1.3Ggudecide admissions and
discharges, and share problems and doubts. Theseus Fridays have been
going on for 16 years: at the beginning, also cgurmalth managers
participated, who'd say: ‘We have these needs, tanmwe handle them?’. They
ended up writing down more notes than we did. Véaterally got free of them
five or six years ago. Their involvement was inappiate: we meet to discuss
CARE everyday life, our everyday actions, our pasiediseaseJCARE, doctor]

Friday meetings are particularly useful to makeeghat doctors who do not engage in group
practice, nonetheless adopt practices similardedlof their colleagues in dealing with their
patients, so that CARE can provide consistentrrents to all of their inpatients.

At MEDITEAM occasions for meeting are sought evemrenfrequently and professionals

engage in daily informal dialogues with coworkexgarding every medical topic. Those



dialogues are perceived on one hand as a meaegpockmpetencies updated and access
different perspectives on a problem or decisiom#éie, and, on the other hand, as an
opportunity to discuss and negotiate criteria trsstive issues like patients’ admission and
discharge.

The HEALTH case is slightly different since a wigiember of family doctors are and have
been involved (up to 90 doctors recovered theiaiigmts in the last 4 years). As in the other
case studies, the clinical responsibility is inrgigaof the family doctor, but the large number
of family doctors involved made, differently fromnet other case studies, periodical meeting a
non sufficient dynamic to keep all aligned: moregse norms had to be decided. As the
manager sayd ‘tlon’t’ want the doctors to evanish once we receséis patient! The

clinical responsibility is up to therh!To force family doctors to carry out their resbility,

a strict procedure was designed to force doctobetpresent at least every 5 days to update
the medical records. The head nurse explaivis put in the rules that the therapy that the
family doctor orders has a lifetime of 5 days. I$at a doctor has to come in at least twice a
week, for example on Monday and on Frid&eside that, a core medical group was created
and it was assigned with tasks ofganizational and clinical supervisiéfinternal

document). The core medical group includes 4 dectbe head nurse and the community
hospital manager. Everyday 2 doctors meet the hees and the hospital manager from 11
to 12 am. The group need to check that proceduestobowed by all the professionals

involved and take decisions in case of emergencies.

Although cases present clear procedures, the ceditigty let me understand that actors
used tactics that let them work, within the progeduin a way that is coherent with their

wanted selves. Tactics are both cognitive and jact
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From the cognitive siderganizational constituents instilled wanted niegs into the shared

organizational attributes, so that organizatiottibautes could reflect their unrealized self.
A good example of cognitive distancing relateshii tise of the “useful” attribute. Most of the

actors repeatedly report the usefulness of thetsire. When asked to explain what they

meant as “supportive”, “useful”, “central”, ... itterestingly happened that actors recalled for
they unrealized self enactment. For example, in EABctor Mats recalled his alternative
self of hospital doctor: he reframed the usefulreggbe structure while emphasizing its role
of support in relieving congestion in recovery éaute hospitals.

The idea of the model was basically trying to redbospitalizations and avoiding
the chronic patients pilgrimage: often patientshwehronic or sub-acute
problems need to travel from one structure to ttheeo(first in a hospital, then
into a private facility, then it ends up in long+tecare, then you do not know
where to put her... inconvenience to everyone!). B\@ethere is a reduction of
the number of beds, so if you're not dying yourertehospitalized. But it is not
hospital doctors’ fault! Do you know that sometiroesFriday morning at the
town hospital there are just two available bedshva weekend ahead. Any idea
what that means[CARE, doctor Mats]

Rather Doctor Jordan highlights the usefulness@fstructure as a place that supports the
doctors in making better diagnosis. Nurses and eymatients’ relatives can support him in
the diagnosis process and he can have accesscibespeedical exams that would otherwise
be executed and interpreted only by hospital dsctor

The most worthy aspect of all this is preciselyt,tha a general practitioner, you
can make a diagnosis for your patient without aakinesitation, without feeling
inferior, without being hospital doctor-addictedhi§ was possible in the days
when we were compared to other hospital wardsettity, so that patients with
our referrals (for example an x-ray referral) hageeferential access to other
hospitals machines: on those days we just had tbanfairly short time to have
the referral results, and we could make diagnasia few days .

[...]That is, if during my visits in the communityspdal | enter in a room where
there is a relative of my patient next to his beat,only | don’t chase him away
(as it usually happens in the hospital), but if thtive leaves the room, | ask
him to come in. Also, | usually ask the relativeatthis impression about the
patient: | can spend only a very limited amountime with my patient, the nurses
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and nurse aids usually provide us [the doctors]agmse information, but the
patient’s affective tone ... that thing can be batit@lerstood by his relatives. And
maybe the relative can detect a issue that we'tdidrticed, and in that case we
try to fix it. [CARE, doctor Jordan]

Doctor Rox explains the usefulness characterigtthehospital describing the structure as a
human-centric structure where she can continuave her traditional work

In my opinion community hospitals are useful: usifuus as doctors - because
we know that there is a nurse here at night takiaige of the patients-, and useful
for the family -because otherwise the family id@spair. Don’t know if you've
ever needed the home care services before: trgte Bomeone in your family
that needs 24/7 constant caring, and you’ll see tmygh it is[CARE, doctor
Rox]

Another example from CARE deals with the internagelistructure claim. CARE

members report through different channels that CAg=dh_“intermediate structurdsetween

hospital and territory. This was reported on nalarewspaper, local newspaper, local
television videos, official documents about CAREeatudy spread by National Family
Doctors’ Unions. Every informant agrees on thigrdgbn, saying that it is an intermediate
structure since it stands between a hospital streend a territorial cares structure. However,
evidence show that different actors interpret @tigbute in different ways, settling the
community hospital nearer to an extreme or therdibera-hospital vs territorial cares)
depending on their unrealized selves. For exampledd All interprets the community
hospital as the territorial beds par excellence [...]JHe proudly saySWhen the ministry
wrote the law about the territorial beds, she joaine here and translated what she saw into
law”. On the contrary doctor Mats and the head nsette the community hospital near to
the other extreme. The head nurse statese community hospital is having again long

recovery beds as a hospital
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In MEDITEAM different meanings are associatedre label “territorial hospital”.

The manager of the local unit to which MEDITEAMees associates to “territorial” the idea
that the hospital should serve all the areas unéelocal unit, and not only the valleys
around the town where the hospital is:

if you saw our Regulation, you saw that it's jusitten: "for the [name of the area
around the town] citizens." | think it is a restiiee way to give answers in the
territory, so let's say that this is one of the lpeans that | want to face.
[MEDITEAM, manager]

For doctor Mike, conversely, being a territoriaspdal means covering the healthcare needs
of the all the citizens from the valleys around ¢thenmunity hospital town, no matter if not
all the doctors of the valleys want to/can takerésponsibility of working in the community
hospital. That is, following the internal procedsjran inpatient can be admitted in the
Community hospital just if his family doctor takessponsibility for his care. Since not all the
doctors from the valleys accepted to be involvethencommunity hospital, doctor Mike also
admits inpatients under his responsibility althotiggy should not be associated with his
responsibilities. Differently doctor Karl is alwag#iving to affirm the territorial medicine as
a medicine based on data-evidence and involvinglitode of actors and expertise working
together, and he aims at an ideal self of familgtdoenacting that medicine. Coherently, he
explains the territorial nature of the communitygpital as a structure that takes part of a
network of services:

We talk about organizational interventions, territd medicine, .. But what's most
exportable of this structure that we have? We haesidential structures, the
Community Hospital, general practitioners clinipgdiatric clinics, physiotherapy
and rehabilitation, radiology and laboratories. Hewe have everything you need
for a territorial medicine[MEDITEAM, doctor Karl]

Some scholars already inquired meaning-based fofraentity change (Corley & Gioia,
2004; Gioia, Schultz and Corley, 2000) and condutieat “the meanings-based form is

arguably more subtle and distinctive [than the Idiased form of identity change] [...] and
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therefore has more potential for unique contribugito changing identity” (Corley & Gioia,
2004: 203). That contributions advice leaders amathagers to solve internal inconsistencies
or divergences connected to meaning-based diffesertwy recurring to sense-giving
processes. On the contrary in my case studies mganiergence helped the organizations to

keep ongoing including different desires from theolved actors.

From the practical sid@rofessionals buffer their different interpretasoof

community hospital with role differentiatioAt CARE for example, members have since the

beginning differentiated their roles to play out tfifferent attributes that they perceive as
characterizing it. Professionals who see CARE jpara-hospital take charge of relationships
with hospitals and specialists (cardiologists, dogists, etc.), and focus on inpatients with
severe problems. Their capability to handle diffisituations is attributed to their previous
experience in hospitals, as Doctor Val expresskswbe

| spent a long time working at the hospital [of tiiy nearby], therefore | was
used to coping with hard situations on my own. Assequence, I'm at ease in
treating a patient even with acute disease herd.$0, when we opened CH, it
came just naturally to me to deal with the moditalift, borderline cases, and |
think this is good for CHCARE, doctor Val]

Professionals who see CARE as a service to thédooamunity have specialized in
gatekeeping roles. Doctor Al presents and negsti@®&RE with institutions (e.g., local
authorities, national health-related associatipnsss). Doctor Jordan (coherently with his
alternative self of informatics engineering) hasated and keeps updated the official website
for which he has autonomously developed technixgérise. He also coordinates data
sharing of inpatients digital and clinical datadtingh the group of doctors. Finally,

professionals who see CARE as a third location e/betreat their own patients in addition
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to their office and patients’ home set a tight skthe for their presence at CARE. They fit its
activities within their agenda, with little flexiiiy for adjustments. Doctor Rox explicitly told
how she strictly splits her working time between di#ice, visits at home, and the CH, which
is just an addition to her office: where spench[es] in, punch[es] outwhile having the
chance to interact more extensively with patients their families.

Similarly | witness a role differentiation in otheases. In MEDITEAM for example
doctor Karl considers the community hospital asaqtype of ‘medicine 2.0’ aimed at
applying the principles of evidence-based medidiehas coherently specialized on the role
of data analysts. Doctor Karl not only collectsajditut also produces regular reports on the
types of activities and treatments offered by MEBAM and writes publications that he
publishes on the Internet, because, as he conatald:l am obsessed with dataDoctor
Mike underlines that at MEDITEAM there are no hretaes because the CH belongs to
family doctors—their central attribute in his omini—but at the same time he stresses that
MEDITEAM members soon came to realize that the rganeent of waiting list priorities
would benefit from having an internal point of nefiece that he is more than willing to

represent.

At last, not all the procedures are strictly defirand professionals described work-
aroundthat address eventual disagreement, leveragingeynageas of internal agreements.
In HEALTH for example the “open-hospital” characséic creates some disagreements.
Some professionals explain that the fact that faséind friend can enter in the hospital with
flexibility is a positive and central charactemstif the community hospital. Some nurses
express how familiars can be helpful, releasingiimse team from simple tasks as feeding

the inpatients. The head nurse reveals that this taggers some little conflicts between her



and aid-nursesSometimes there are still conflicts. For examgiece we are an open-
hospital, | want aid-nurses to care about inpatgelatok. I'd like them to cut their nails, to
brush their hair. But this is not accepted yet. [I'm} working on a document with those
simple rules that | would like to be accepted asmal tasks of aid nursé&sOn the contrary,
doctor Zux explains that relatives sometimes arenhd to the relationship between the
inpatients and the doctor since they misrepreseninformation the doctor requires as they
are annoyed by the condition of the sick pers®elatives and care givers think they know
everything, when they know nothing ... they areusnbersome. And they tell you that the
patient is agitated and that he is annoying, an¢esthey don’t tell you what would be
helpful. There's always this kind of problem atigrats’ homes.” Doctor Zux, describes the
community hospital as a place where he can beaindalecide not to admit relatives in the
rooms when he speaks with the inpatients, difféydram his colleagues choices.

The need of a place where to visit your patierds ifinot your patients’ houses,
so that you can be more free... This is what | warBedause many times | feel
‘closed in the patients’ homes, here [in the comitgurospital] you can be free.
You know, sometimes you are the doctor and youdhkleal with your patient at
his house, but there you find also his family membé¢ere you are free and the
relationship with your patient is more head-to-he#ds immediate, it is direct,
no more mediation as in patients’ homes. Heresitraight. Mediation is
sometimes negative, | mean that the patient’s jansilially makes you look what
interests them, and not what is real. Ok? [notespheaks enunciating every
single word as if he is saying something very irtaodt [HEALTH, doctor Zux]

Another example regards members of CARE and ths@tgreement about group
practice. According to doctors claiming professiddantities as hospital doctors and as
comprehensive doctors, inpatients at CARE musubedcby every doctor who happen to be
around. That means that every doctor can takeidasisegarding an inpatient, no matter
whether they are her family doctor or not. Theyliexpy talk about group practice when
commenting on CARE core features. Doctor Al sags ftlve work according to the principles

of group medicine, we all take care of all the gatis: when I'm here, | go and visit each
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inpatient’. Group practice allows CARE to offer teetdiagnoses and treatments to patients,
since different doctors can see opportunities ter@étives that a long-time doctor may not be
able to see, as Doctor Mats told us.

Eventually, doctors who believe in a professiotraditional family doctors deny that group
practice be a salient feature of CARE. Doctor Rleady states that she takes care only of her
own patients, for whom she feels fully responsitlben they are at CARE, and that she does
not appreciate that her colleagues interfere wathdecisions:

We usually say: ‘These are my patients, | haveetpasients’. We have kind of a
possessive approach to our patients. | take myawsersions for my patients, be

they right or wrong, for which | assume my riskexpect the others [colleagues]
to do the same. We may ask for advice from eadr,diht in the end we remain
independent pinch hitterBCARE, doctor Rox]

Doctor Rox, beside recognizing the innovative cbi@mastic of the structure, thinks that
still a long way has to come for her organizatiotetarn group working, and call for an
external support of “young forces” that could hiegy and her colleagues to improve
their group practice.

The general practitioner has always been a persba works in his corner,
alone. [...] Yes, | appreciate my colleagues amne Iearned a lot from them, |
have no doubt about this, and | have no problerudimit this: you know,
sometimes when you have a doubt, you call thersktdoa advice ... But we still
are free hitters. Yes, free hitters: we could nahage to harmonize the group
yet. After all, this experience is a first stepsi@es, you cannot put everything
together just in a moment ... | think that in tbhufe we’ll have general
practitioners that can work in group, this is thayfor the next generation. We
began this experience by our own, but | hope thlhen we retire, new med
students will be able to work within a gropARE, doctor Rox]

This chapter entered into the patterns that endeagéhe individual level between

organizational identity perceptions and unrealigeldes, inquiring how those patterns are
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triggers of organizational identity variance at tirganizational level. The chapter also
addresses the mechanisms that at the organizakimehimediate between individual
fulfillment and organizational collective agreemeartd show which cognitive and practical
tactics actually softened potential and real cotdlarising from organizational identity
variance.

Archival documents describe clear processes armbguves that are internal to the
organizations, obtained with processes of normimyraaintained with periodical meetings in
which professionals describe weekly activities address unclear cases. At the same time,
the coding highlights tactics that professionalksdus order to buffer actions and perceptions
that are coherent with their initial unrealizedvesl From the cognitive side, the individuals
instilled in the shared organizational attributesamings that reflect their unrealized self,
while from the practical side, professionals buftfezir different interpretations of community
hospitals with role differentiation and work-arognteveraging on grey areas of internal
agreements.

The next chapter inquires mechanisms that reinftiriseequilibrium.
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6. Evidence from the field. Reinforcement mechanismgositive identity
work dynamics

During the interviews and throughout the documehis experience of community hospital
was often connected to a process of growth andugwal both at an individual and at the
organizational level. For example, the next quetgesents an example of this process of
growth, at the individual level:

[Working in the hospital community] definitely cligs you: you get enriched.
When you are a doctor and you're old as | am, whitee passes by, you just
settle in, you fixate on your things, and you foéot. Working here let you
receive a constant stimulus. The reason is realigtical: if a peculiar clinical
case happens in the community hospital, you justngbcheck it. It's easier to get
yourself updated.

Then, there is the debate with the others. It'ardleat you can think in a different
way than your colleague, but still there is a debat

If you're alone in your office, you can also berkeestudying your books, but you
can't stand it alone, after a while you simply tpstt. [ARCMED, doctor]

The continuous attempt for development is also iveskat the organizational level,

referred to the organization as a whole. For exanthke same interviewee later adds:

Let's say that this expectation undoubtedly gréewly, but it grew. At the same
time we became aware of our ability, aware of thpastunities we can offer. At
first we were perhaps a little scared. Now we kmioat we can do something, we
know we can succeed[ARCMED, doctor]

Coherently with the qualitative studies and theugaed model theory development
(Strauss & Corbin, 1998), | went back and fortmirdata to literature several times. During
that process, the positive organizational scholansfas identified as the framework that best
fits and theoretically supports the observed preee®f growth and evolution. In fact, what
characterizes this framework when dealing with idgmvork processes, is exactly the growth
tension embedded in it. As Kreiner & Sheep (206&es “identity work toward growth is
distinguishable from other “garden variety” cogvetimechanism that do not inherently imply

growth, such as cognitive dissonance reductiongases or impression management” (:25).
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6.1 Positive identity work and the unrealized se\anactment: from individual to
collective reinforcements.

The developmentdbrm of positive identity is based on the dynamature of identity,

moving from changes of identity’s content towarésiced future states (Duttet al,, 2010).

This form of identity work is well represented lnetforms of crafting that try to enact the
possible and ideal self over time, following thegesses so far analyzed. For example several
nurses from HEALTH and ARCMED explained how theypceived their role in the

community hospital in a positive developmental pective, because of the large autonomy
and responsibilities they have there. For exampisenAlice in ARCMED states:

If a colleague of mine wanted to come and work Hen®uld say that is a good
experience because it makes you more independardlly in the hospitals the
doctor gives orders and the nurse performs. Heoait happen that a patient has
a fever on Saturday [doctors are not in the comityumbspital during week-ends]
and then what can | do? Shall | call the emergestmgtor just for a fever? That it
is not anything serious, the patient is not goioglie! So what | do is that |
simply give a paracetamol to the patient, whil@inospital | could not do that
because it was not decided by a doctor and | wbrdtineed to talk to the doctor.
It's like taking care of a patient in his housdobk at what he previously had, |
check if he has allergies, and then | can decitether to give a paracetamol to
him. | have this autonomy. One month ago, a paheertied to have an antibiotic
and, despite the fact that the antibiotic was mietl in the patient’s folder, |
phoned the doctor and he authorized me to go orha&Ve autonomy here .
[ARCMED, nurse]

Even the observation conducted in ARCMED showedcaiat and the home-nurse Danny
discussing in front of the blood analysis resulst4arrived. Danny had just visited the
inpatient at his house, and, once back at the cantynliospital, he discussed with a family
doctor whether to re-admit the patient in the comitythospital and which therapy to
delivered to him for the next days. The two proif@sals had a constructive 5 minutes
discussion during which the home-nurse explaingtiealoctor the inpatient’s conditions,
trying to cross her information with the interpteta of the blood analysis results. They

eventually reached a common decision about admittimmn and about the best therapy to give
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to him. As a HEALTH nurse explaingiére | have a equal relationship with doctors, hca

discuss with them. | could not do that in classisgitals.

Another example of developmental growth enablethkeyworking in the hospital is reported

by doctors in MEDITEAM and HEALTH. MEDITEAM is sitated in the same structure of

the town hospital, just at a floor below it. Thecttys can thus easily access diagnosis

machines as well as hospital doctors’ advices dastructive discussions, whenever they

need them. Similarly, ARCMED is located in a builgliwith offices where specialist doctors

visit every week (e.g. neurologist, physiatrigt, Doctor Mary of ARCMED explains how

this represent an opportunity to develop a positieatity:

We work together here, you work in close contatt Wwospital specialists, | have
a direct contact with them, so | work better. Spksis don’t advice us just by
telephone: we can directly talk to them, such ah ttie eye doctor, the
orthopedic surgeon or the gynecologist. And beinga@se contact with them, you
learn a lot and, from a cultural point of view, ygtow.[ARCMED, doctor]

Similarly, the structural forrof positive identity work considers the perception

of compatibility of multiple identities. Nurse Akcfrom ARCMED, for example, works
in the community hospital because she wants to t&imper master as a nurse
coordinator, and she cannot study after a full-waglday as a surgery nurseég® much
stress, too busy day¥! Her positive work identity is a structural ptge identity that
can complement her nurse identity and her masteest identity. In the next passage,
she explains:

| grew up in this area, then | worked in the capd when | had the chance to
come back | took it. The type of structure didmiveh my decision to come here,
if I had to choose because of the structure, | @dave stayed in a biggest
hospital [...] On a professional level | wasn’t tgaexcited when | came in, and
even now... well from the nursing technical persipedhis place does not
rewards me a lot: basically you practice what yearnt in your first year
degree. To me, this solution fits what | need bsedwam now attending a
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university course [she is attending a master], areen | finish my work here in
the community hospital, | still have energies foidging on my books. Before
moving here | worked in intensive care unit. Anidsiill worked there, | could not
make it — that would be really exhaustingARCMED, nurse]

Also the alternative selves enactment can be coedéc a structural positive identity work.
The community hospital structure lets its particifsaenact different identities in a
complementary way, and those multiple identitiesiddardly coexist outside the community
hospital. For example, doctor Jordan in CARE ermhbts alternative self of informatics
engineer caring about the community hospital’snmiation systems and its web site, as well
as the family doctor identity. Doctor Karl from MECEAM recalls his career as university
researchers coordinating partnerships between thiies and his community hospital, so
that he can take part to medical research projbgtsupporting the university researchers in
the data collection and data analysis activities.

Beside the compatibility among different work-salyevidence also reports a search for
compatibility between the professional self anddtieer selves. For example several women
(nurses from CARE and ARCMED, other professionalthe physiotherapist and some care
givers, and a few doctors) declare that they chmseork in the community hospital so that
they could spend more time with their familieslére | am in my hometowri' | married my
husband, and | decided to move here to his tovihpagh this is such a small toiyri|

decided to go for the family and | left the predauorK). Another doctor from WEALTH
declares that the flexibility that this structutieeg him can let him organize his time to be
part of the alpinist club thats'a central part of my life, it's something thatuycan

understand only if you tried it. [...] | don’t knowhat | could be without my excursidns

| thus argue that the negotiations that individuads< within the community hospitals

to enact their desired selves or their multifacédedtity brought them to individually
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experience a positive identity growth. These pwesitidentities, in particular the
developmental and structural forms of positive td&s, thus result strictly connected with
the concepts of alternative, possible and ideaksel

| also argue that the realization of those positilntities is the result of a mediation process:
the new organizational form crafting is an oppoitiuto enact a personal self, but, to
succeed, the individual needs to mediate her pesjtiowth finding a role in the
organizational collective crafting.

The positive individual fulfillment is a central mdition for professionals’ participation in the
community hospital, and the experience of a pasitilentity plays a central role in keeping
the organizations alive. This condition thus matkese positive individual processes central
for the collective crafting of the new organizati&md for its maintenance. The developmental
and structural processes of positive identity wamd thus significant not only at the

individual level, but — most of all — at the coli®e level as reinforcement mechanisms of the

organizational crafting and maintenance.

6.2 Positive organizational identity and its conseaues at the individual level.

Beside the developmental and structural forms sftpe identity, field evidence show that
doctors, nurses and other professionals of commangpitals developed other forms of
positive work-related identities as member of org@tons with a positive organizational
identity. In fact, if an organization is esteemgulioe self and others, individuals infuse these
positively valued attributes into their self-defiahs as members of the same organization
(Dutton, Dukerich, and Harquail, 1994).

From Duttonet al (2010) the first positive identity form is thetvious positive identityAll

the case studies reported strong virtuous orgaoirdtpositive identities. Virtuous

characteristic are often and extensively repomearchival documents or during interviews



(being ‘a support for the familiés“a support for old citizeris' the reference for the town
“the only and necessary structiire). Of course the healthcare sector and the tefrait
nature of the organizations facilitate the develeptrof those kind of positive attributes.
Nonetheless, other classical virtuous attributas d@ine not driven by sector and context
characteristics emerged from the coding.

Several case studies reported virtuous characdtenisthe organizational identity, such
as union, friendship, family-like structure. Foaexple a doctor in ARCMED states
“first of all, we are friends, doctors and nursedoiof people crave for such a trusted
and friendly hospital. You know, several organizasi failed just because of internal
fights among the doctors and the nursedhe same could be said about CARRV/E

are a group of friends, [...] we are born from thettom”). Similarly, HEALTH head
nurse explains and plays around this union:

In the last two years, we came to know each ovgh someone | have great
relationships, for example I'm really close witlettloctor who came before. You
share all the stories and experiences and, evelgtualu become part of this
great family. Sometimes the doctors are glad td §omeone who can be
hospitalized here [we laugh]. Yes, yes, | swehafipened[HEALH, head nurse]

Moreover, more than a case reported resiliencerdaadrity as organizational
characteristics. For example, the next quote fradRCMED shows how keen the actors
were on those characteristics. Doctor Truffle itssgaying:

“We are all satisfied. We are still a bit afraid tife rumors regarding cuts: we
know that the director will have to remove someises and this preoccupies us.
However, all five of us are together. We reallynfigVe are tough. Even with the
politicians. Individually we have our own politicaleas, but we know that any
politician who does not behave as he should, cahtha whole group. If we feel
threatened, we write articles on the newspapers.\We are honest and sincere,
and no one can accuse UgXRCMED, doctor Truffle]
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Another form of positive identity work from Duttaat al. (2010) is the evaluative form.

The positive evaluative identity captures the pagjtthat arises because one’s social group
is evaluated positively by the self or others (Dntt al, 2010). Throughout the case studies,
appreciations are collected both at the individexatl and at the organizational level by
patients, families, and other healthcare profesggmnd help developing positive identities.
For example, the WEALTH manager told the followstgry:

“On Monday we had a party to celebrate the tenthiaersary of our structure,
and the nicest compliment that the vice-directat arreceived was from an old
lady who is now hospitalized here [...]She wagta&n a trip for a pilgrimage to
Our Madonna della Salute - the preserver of Headtid suddenly she told us:
"I'm tired, take me home." This phrase explaingyhéng: our aim is to make
everyone feel at home[WEALTH, manager]

Similarly ARCMED made a great effort in order tofesitively evaluated from their
inpatients and families. Doctors and nurses explale always say to patients, if there is
something wrong, just come and report it to ushsd we can improve ourselVeand they

made a great effort to grasp inpatients commerits suirveys published in their documents:

“You see: we surveyed [he reads some graphs orok] mitizens’ perceptions
related to the kindness of the doctors, to the oa@ixamination, to the
availability and clarity of explanations ... [hedowses the folder]. You see, the
conclusion was this [he points at a chart]: "How gou value the visit you
received?" - 10% excellent, 54% good, 20% adequ&i® poor 1% extremely
poor. So 85% is satisfied[ARCMED, doctor]

Organizational positive identities have an effa@reat the individual level since individuals
translate positive organizational attributes irtalautes of themselves. Those positive
dynamics reinforce the positive effects that tmaecttiral and developmental positive identity

already had at the individual level.



6.3Accidental crafting as a positive reinforcement appunity

The basic mechanism driving the community hospit@ation moves from a crafting activity
that started from the individuals’ struggle to drtaeir unrealized selves and unfolds in a
collective crafting related to the creation andmemance of the community hospital. The
output was a positive identity developed by theolwed individuals and at the organizational
level. Those processes intentionally look for daiarpositive identity work that employees’

jobs currently do not enable, and reach a positigatity through collective crafting.

This last paragraph shows, from data evidence,thewew organization collective crafting

can benefit from another positive reinforcementelni by an accidental crafting. The

accidental crafting occurs when employees unindeatly discover a positive identity

through crafting (Wrzesniewskt al, 2013). Accidental crafter unintentionally diseos
opportunities for cultivating one or more positimeanings or identities within his activities,

as elements that he did not consider before engagijolt. The coding process allowed me to
track a significant number of accidental craftimggesses, that happened once the actors have
already been involved in the community hospital amentually contribute to the positive

identity development.

For example doctor Race from ARCMED is now veryrkeepursuing his professional
development through group practices and he consd¢ineecommunity hospital as his biggest
opportunity to achieve this growth. In a passagefthe interview, he admits that the
opportunity for professional improvement was dissred only in a later stage of his
involvement in the community hospital:

No, at the beginning this [professional improvemeras not expected. To me, at
the beginning, we were only friends trying to imdife in this town. There was
a structure that was closed and needed to be dinengd, and we agreed with
the local government that we wanted to value th@dey more than anything
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else. We realized that without a hospital, the whmpulation would have left.
[ARCMED, doctor Race]

Similarly doctor Jordan was initially involved ihd collective crafting in CARE with a
clear intention of enacting his role of family docas a “all-round doctor”, strongly
opposed to the role of hospital doctor. Duringititerview he admits that throughout
the years, he discovered a positive identity inumg his role in the community
hospital with some attributes and meanings thapeosper of the hospital doctor role.
He goes on explaining how he now enacts a mixettitgeof family doctor “as a
peculiar hospital doctor”. He reasons it out wiik following words:

| was one of those that at the beginning of thigeatlure, if you had told me that |
would have become a hospital doctor, | would hale: you that you're crazy!
Then, with the sensitivity that | have (I think ibne of my few strengths), | got
involved in this community hospital. [...] | wolidve never believed it. ‘Cause |
started with the idea of following my father’s feteps. My father was a family
doctor in little town in the south of Italy, he walsvays there, always working,
always available, and he represented the good hadad of the medicine. [...]
In this sense, we [community hospital doctors] haeeome particular hospital
doctors, we are hospital doctors that keep usinmega practitioners’ methods
and tools[CARE, doctor Jordan]

The same accidental crafting happened for the coyeéloctor in ARCMED, an
external family doctor who has been supportingatier family doctors in the
community hospital for the last years. Through @ewtal crafting, he discovered a
positive meaning in the close relationships thaoaintryside family doctor” has with
his inpatients, differently from the relationships has when he works back in town.

I like it a lot. Graveyard shift is a necessityt mcchoice, and | don’t have my own
patients yet because I'm just a covering doctoeh&ut, you know, after so many
years, everyone knows me here in town, peopladatie, they trust me. They
trust me. Even too much! | sometimes feel that [theypatients] exaggerate.
They are so intimate with me, so direct, theyrtedlall their personal life details.
You know, in the countryside it’s like that. Budkpl almost prefer to work here
rather than back in town. You are isolated heraf'thtrue, but people are more
direct, less pretentious, simpler. Yes, they ase fgetentious than in the city. |
think that, right now, if the city healthcare sttue offered me a job, I'm not sure
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I would accept: | would really be in trouble, | mred don’t know what | would
choose, I'm not sure | want to leave this place Bhdnestly don’t know if |
would leave. I'm fine here, even if I'm far awagnfrhome. Because here it’s like
being in a family. Even with some nurses, | hatraternal relationship; and |
feel good with patients... I'm very comfortabledhefARCMED, covering

doctor]

As represented by the previous examples, the cqaliage allowed me to observe that
accidental crafting could bring new unexpected fpesmeanings and identities to the
involved actors. The opportunity is identified agn#icant for a positive identity work
development from the individual and thus repeatgdigsped and enacted, until it is included
in the crafting effort.

This process is quite different from the one | hagdar presented. The crafting processes so
far analyzed moved from the individuals’ struggleehact their unrealized selves. This effort
included agency and intentionality from the invalvaedividuals, that followed a process of
individual positive identity work. On the contratie accidental crafting conveys a non-
intentional opportunity-driven framework.

This additional accidental crafting acts as a @cgment mechanism that is injected in the

collective crafting. It also contributes to creatpositive identity as an output of the process.

To sum up, the coding allowed me to grasp diffefemhs of positive identity
connected to the settlement and maintenance afeiveorganizations.
First of all, there is a strong connection betwgenunrealized selves enactment and the
developmental and structural forms of positive tdgriior the individuals. Unrealized selves
are triggers of the collective crafting: they pustiividuals to be involved in the crafting of
the new organizational creation in order to haweoge positive individual identity and have a

role in the collective crafting phase.
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Secondly, the organization can develop a virtuaubevaluative positive identity, with
positive consequences on the evaluative and vistigentities of its components.

At last, once an individual is involved, the orgaational structure and its internal dynamics
give wider opportunities for accidental craftinigat can also be a mechanism leading to
positive growth.

The final process results thus strongly empowesepldsitive dynamics: while a job crafting
(individual or collective) would develop a positilgentity only with regard to the individual
identity successfully enacted, the new organizatiorafting leverage on a set of different
positive processes. | argue that those individodl@ganizational interrelated positive
identity works, the different forms of positive miéies and the intentional and non
intentional crafting represent the great potemtfalrganizational creation and maintenance

through collective crafting.



7. A Grounded Model on the Process and Conclusions

My initial research objective was to explore howeav form of organization (e.g. Greenwood
& Suddaby, 2006), as Community Hospital in theidiahealthcare sector, could emerge in a
loose regulated institutional context, understagdiaw micro processes lead to different
local organizational arrangements. This objectias aligned with calls for studying how
processes originating at the individual level charnge organizations or even create new
organizational arrangements able to affect insbiatl dynamics (Chreirat al, 2007; Powell

& Colyvas, 2008; Smetst al, 2012). Coherently, | expected to study a setrganizations
that, although still potentially different from oaeother (Navis & Glynn, 2010; Naws al.,

2012), were at least coherent within their borders.

However, data showed organizational identity vargawithin organizational borders (e.g.
Pratt & Rafeali, 1997), and, since the very firderviews, the interviewees’ involvement into
the creation of the new organizational arrangerseamed to be coherent with a path of
fulfillment of professional “so far” unrealized sek. A unexpected pattern between
organizational identity perception and unrealizeldess emerged, coherently with recent
articles about selves and job crafting (Obodari22@ysermaret al, 2006; Bercet al.,

2010). The resulting grounded model considerb#iancing between individual fulfillment
and collective agreement and shows which cognéna practical tactics actually softened

potential and real conflicts.

My findings disclose the process that leads froensdarch for the enactment of different self-

concepts to positive identities, through the coratf a new organizational arrangement.
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Figure 1l. A Grounded Model on the Process Link8gjf-Comparison to Positive Identity.
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The healthcare professionals that | have studied weved by compelling self-concepts
based on the comparison between their currentselve their unrealized selves (possible,
ideal or alternative selves). Since their previatismpts of job crafting failed to turn their
self-concepts into actual selves, professional&soa to found a new organizational
arrangement called community hospital.

The resulting process has been named organizatioiattive crafting.

The context played a significant role in supportihg triggering power of those
unrealized selves: the loose definition of commuiibspital at the Regional and National
level and the perceived institutional contradictidriggered various sensemaking processes
by the actors involved. The actors thus embracedméradictions and the context looseness,
taking it as an opportunity to enhance the reabmabf their alternative, ideal, and possible
selves.

Since community hospitals respond to the neethimenactment of different self-

concepts (e.g., hospital doctors, all-round dogtasgchologists) at the same time,
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mechanisms balancing divergent and convergentdatthe organizational level are
necessary.
Regarding divergent forces, insiders provide déferinterpretations of the core and
distinctive attributes of the organizational idgnthat are in line with their self-concepts. For
instance, a all-round doctor sees community hdspdis facilities where he can treat all of his
patients (aged people, cancer-stricken patients;gmute patients dismissed from hospitals)
offering a service that involves families and caregs as well. Conversely, a family doctors
who has previously given up a career as hospitatod® or has never had the opportunity to
pursue that career sees community hospitals aviaeséor specific patients like aged people
in which healthcare professionals interact withigrdt only.
To play out their self-concepts to the highest degorganizational members enact different
roles, such as gatekeepers with institutions a dallectors and analysts.
Different meanings attributed to identity labeladdhe associated preferences for some
organizational practices) and different roles anenterbalanced by setting convergent forces.
Professionals seek to coalesce around shared pagianial attributes and practices. As a new
player entering the healthcare sector, professidoak for the community hospital
legitimation from other institutional actors by ichang about its core and distinctive
attributes. They presented it as a facility rurfdoyily doctors providing short-term
treatments to their non-acute patients: an ent#ggul at an intermediate position between
established hospitals and families. By doing sey tifferentiate the new organization from
hospitals (where acute patients are cured) and loogrterm facilities like nursing homes.
The convergent forces are represented by oppagsaridr norming during which insiders
discuss, construe, and change coordination mecharaad operating procedures.

As an outcome of the process leading to the askabént of new organizational

arrangements to fulfill different self-conceptgjividuals feel a positive identity, in that they
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are convinced to offer the best treatments to {hailents, sense a compatibility between their
different social identities, perceive to be evotyprofessionally over time, and/or believe that

their efforts are deeply valued by many stakehaldeatients especially.

7.1. Theoretical contributions

My study on the creation of a new organizationedr@gement such as a community hospital
bears important insights on how identity work amegfing from individuals can influence
organizational outcomes and larger social syst€aasistent with previous studies (lbarra,
1999; Wrzesniewski & Dutton, 2001; Prattal, 2006) that show how identities undergo
continuous adaptation, | offer a complex accourtta professionals strive to reduce the gap
between their perceptions of possible or altereas®ves and their actual selves, and of the
consequences of such effort at the organizatiamlmstitutional levels.

By doing so, | contribute to the comprehensiorhef consequences of self-comparisons,
organizational identity variance, and positive iatgnby introducing the concept of

organizational collective crafting.

Unrealized selves and self-comparisons debate

| first contribute to a recent, but flourishinghstarly conversation on the influence that not
only ‘who we are’, but also the cognitive represgions of ‘who we could be’ or ‘who we
could have been’ exert on attitudes and behawtisd workplace (Bergt al., 2010;

Obodaru, 2012). Alternative or possible selveslageself-concepts that we might have given
up when making life or career choices, or that vegy mot have yet had the opportunity to

enact, but that lurk in our mind as unansweredcall
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Extant research has till now posited that theyfice internal crafting of the self or the
activation of job crafting activities in the worlgae, as well as leisure activities the more the
individuals perceive the existence of enactmenodppities (Obodaru, 2013).

| expand on these studies by showing a strongerttiafjeole of identity work that can go
beyond an internal self-crafting to potentiallyeaff others, up to promoting organizational
growth and change. Since there are no chancesth rew self-concepts in existing
healthcare services, and the individual enactmppobxiunities were not enough satisfying,
my professionals engaged in collective processesttan organizational arrangement where

they could play out their professional identities.

Organizational collective crafting

| introduced the concept of organizational colleetcrafting as a process related to identity

work processes and addressing organizational desidichange.

Organizational collective crafting differs from athe other crafting processes
especially for the output of the process. Literatafready studied identity-driven crafting
process as processes that have effects at thedodivevel and at the job level (Beeg al,
2010; Leanaet al, 2009). We know that job crafting has the potnto bring positive
outcomes also to the entire organization (Lyon9820ims & Bakker, 2010). Nonetheless,
organizational elements such as tools, organizaltiales, procedures or artifacts are not the
main targets of so-far studied crafting proces@eganizational collective crafting addresses

such elements.

Concerning the process itself, my evidence show tihe@ dynamics leading from

unrealized selves to the organizational arrangenmgiginate individually and unfolds
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collectively. The process of organizational colleetcrafting comprises some dynamics that
are already recognized in the literature and, atshme time, adds some new elements to
them.

Organizational collective crafting heavily builds @ahe job crafting identity work
dynamics. This is confirmed in two ways. First,dance show that, before engaging in the
community hospital creation, individuals attemptraicrafting adjustments of their jobs (see
paragraph 3.2 for examples of micro adjustinggjigbecondly, once engaged in setting of the
organizational arrangement, my informants (alakifamily doctors, nurses, social aids, and
managers collaborating daily) interpreted and coest different roles at the organizational
level that were consistent with different interpt@ins of the community hospital's
organizational identity originating from their déflent self-comparisons.

This pattern is in line with the role identity thgqAshforth, 2001). Individuals give meaning

to their role by defining what their tasks should {role boundary), what patterns of

interactions they should enact (role set), and wiahies pertain to their role (role identity).

Enacting different roles as family doctors or asses in the same organization makes it
possible for professionals to play out the differattributes that are consistent with the
professional identity that they are recuperatirige(aative self or interrupted self) or building

(possible self or ideal self).

Other dynamics that are recalled in the organinaticollective crafting are the ones
recognized salient in other processes of collearaéing. The construct of “collaborative job
crafting” is an important addition to job craftitheory since it “incorporates the social
embeddedness that both enables and constrainddualivbehavior” (Leanaet al, 2009

:1185).
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My emerged grounded model shows that the descrgvedess of organizational
collective crafting differs from the other colledi crafting processes so far addressed in the
literature (Leanat al, 2009; Mattarelli & Tagliaventi, in press) becaws some elements.

First of all, the organizational collective crafijirs a negotiation process where it is
not necessarily true that the collective craftingwerge around a common vision (Leata
al., 2009; Mattarelli & Tagliaventi, in press). Matli & Tagliaventi (in press) show
collective crafting as the refinement of an indivédljob crafting activity. The authors bring
the examples of a R&D head manager that startsdividual job crafting aimed at including
in his job the organization of courses and visittsme Tunisia. The collective crafting that
follows is a refinement activity connected to thdividual crafting of organizing courses and
visits:

“In Tunisia, for instance, Amed, the R&D head, akkedeveloper’s advice on the

idea of training sessions to be held at the begigmif any new project. They ended up

agreeing that formal training should not be theyotile way to satisfy their need for
learning, but that face-to-face interactions withlian teammates is necessary to
make it an ongoing opportunity:

Bijan [agreeing on Amed’s proposal]: | think a ceeroffered here by Italian Phard

professionals would definitely help. New entriesidd@et precious knowledge and

old-timers would revamp their attachment to theamigation.

Amed: Another important initiative would be to hasgevisit Italy more frequently.

Bijan: | believe both of them are necessary righivn

Bijan: Well, why don’t we write a piece of paperdasend it to Luigi?”(:Mattarelli &

Tagliaventi, in press: 22).

Differently, the organizational collective craftimga negotiation process rather than a
refinement process. For example a nurse from HEA(Whb entered in the Community
hospital trying to enact a interrupted self of aseun a lung specialist ward, sayirtg me
specialized wards such as surgery are at the togy aire THE medicine, and that i§ it
explains how she wanted her community hospitahtsse procedural documents (sheet for

inpatient’s medical records and therapy sheets)ateaalready used in other hospitals, despite

the fact that not all doctors agreed at the begmni
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[In normal hospitals,] in every ward where | worke@ had the so-called nursing
papers: for every shift rotation (morning, eveniagd night) we had to fill them
to track the inpatients’ therapies. For the comntyihiospital, we were inspired
by those papers. Of course, we somehow had totkaskpof our interventions
and to deliver that information to our colleagu&®. we took some old templates
from the pulmonary ward’s papers and we import thette community hospital.
In comparison with the pulmonary ward templatesy@eoved the header and
we change some topics so that the nursing papeis ¢ the community
hospital. We did the same with the unique-theragpep: we decided that in the
community hospital we had to have the same papatther hospitals wards
have. Thus we took templates (I don't rememberfrmw which ward... | guess
from the medicine), and we brought them here. Wentislly managed to
convince the family doctors to work as hospitaltdo as for our nursing
papers, they have now to report the prescribedapiers on templates. This was
kind of difficult. Most of all, it was difficult tobtain the therapy template.
[HEALTH, nurse]

In an another similar case, the head nurse of CARI® was struggling to enact her
interrupted self as a headnurse in a specializegditad) explains how tough she had “to fight”
with the family doctors to insert at the organiaatl level an administrative procedure that

forces them to use a common register listing psiyop@ drugs.

Usually the family doctors prescribe medicines dnafjs for a patient directly at
his home, using their personal prescription padug,ithe patient can buy the
drug he needs in external pharmacies. | have beemobthose fighting with the
director of the local healthcare unit: [...] | wanted have the same procedures
that | had in the hospital: the register and theigls' papers! Because in the
nursing home or in the protected house, these tegisire not mandatory by law:
they just buy medicines for each patient, theyllgiem with the patient's name
and they don’t mind to register them properly. @ get it? It's not mandatory
to have a drug register for those structures. Buine, this was worrisome,
‘cause | thought: “I have a ward with internal patits, we are part of the local
healthcare unit, why shouldn't we have a procedbat secures us that we are
doing things in a proper way?!” | know it's borirtg manage a drug register:
you have to check it, to register new drugs and tensumption, etc etc., but in
this way, if an inspector comes he knows that’s $&ty - the morphine box is of
the hospital’'s! Otherwise | should demonstratedach patient’s box, that the
patient needs the morphine and that we used a ppeunt of it. [...] And then
it's alarming to think that other nurses could mpxthe morphine boxes! | mean,
this is just a little thing, but it was not easyléb the family doctors understand
this, to let them accept this with the right mood # ask them to have a
community hospital’s prescription pad where all theetors take note for drugs’
prescriptions. You know, they use to have a petqmescription pad when they



prescribe drugs... So, all this, was just to s&ys ts an example of an
administrative procedure which has been introdud€tiARE, head nurse]

The previous quotes are examples of the negotiatiaracteristic of organizational collective

crafting, differentiating it from a process thangly refines the proposed individual crafting.

Secondly, so far literature addresses the collearafting as a process where every
enacted crafting activity is going to contributeaifurther direction to others’ ideas. For
example Leanat al (2009) narrated a crafting process by a groupaxdhers, where
everyone contributed to enact the common visiomgti-level education. Mattarelli &
Tagliaventi state that their offshore professiofiatgee that new ideas, collectively refined,
may help play out that common identity further. €egquently, backing colleagues is a ‘win—
win situation™ (:24). On the contrary, organizatal collective crafting can become a matter

of mediation, negotiation and conflict betweenaliéint actors.

Third, so far contributions dealing with collectigeafting always approached it as a
process strictly related to a profession. “Commasiof practices” literature already analyzed
crafting as a collaborative activity carried owtibformal groups of employees that jointly
determine changes sharing objectives, with effactoth at the organizational level (e.g.
Orlikowski, 1996) or at the professional field lé¢e.g. nurse profession from Reetyal,

2006). Leanat al did not use a community of practice perspectie they also address the
collective crafting from the point of view of a gno of teachers inquiring their professional
development as high quality early education teact&imilarly, Mattarelli & Tagliaventi (in
press) consider collaborative job crafting as “eabin a common professional identity” (:24).
Differently, my grounded model shows that colleetorganizational crafting is not rooted in

a professional identity collective crafting. Rathevidence support the idea that the collective
process is a matter of negotiations among diffeaetdrs that try to find their own identity

work realization and negotiate its enactment abtiganizational level with other actors.
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Actors then negotiate their role, organizational@ures, procedures and artifacts as a
collective process of identity work, in a way tiehot necessarily connected to a common

shaping of a professional identity.

Agency in crafting processes

The agential component plays a central role ingioended model so far described. In
fact, the perspective adopted describes the creafi@ new organization embedding agency
at different levels of analysis.

Moreover the agency driver is naturally connecteth \& perspective of dynamic nature of
identity — the so called processual view of idgntRratt (2012) delves into those dynamics
distinguishing three bases of those identity preessthe relational base (e.g., social identity
approaches, which include ingroup—outgroup categpribehavioral base (e.g., role-based
approaches), and symbolic base (e.g., narrativeoappes). All those bases, both at the

individual and collective level can represent distuls of agency enactment.

My grounded model presents agency at the individwal through an agentic
crafting process. The idea that identity can bestroted at the individual level is
usually addressed by researchers looking at igentitk processes, moving from
aspirations or identity threats (e.g. Petrigligfl11). Literature offers different hints
explicating the processes of individual’s agenticsping of identity grow. Between
them there are the experimenting with possibleesglthe choice of network
relationships, and the ability to manage multiglentities and to build a complex
identity (Caza & Wilson, 2009; Pratt & Kraaz, 2008pherently with the perspective of

my contribution considering indentity as a netwoflselves.



In this study, individual-level agency is embeddethe unrealized selves
enactment as trigger of the whole process.
Buildig on Wrzesniewsket al’ (2013) archetypal types of crafters, my modei akso be
interpreted as recalling two types of crafting msses that are strongly agency driven: the
alignment and the aspirational crafting. From Wnzewskiet al’ (2013) definitions, the
alignment and aspirational crafters intentionadlgl for a certain positive work identity that
employees’ current jobs do not enable. @hignment crafteiis a crafter with a preconceived
vision of the future state that she wants to jelre engages in job crafting to fix a
misalignment between her current job (and thus/dk meaning / identity) and what she
wants her work-meaning or identity to be. The atigmt crafter creates new opportunities
within the job to pursue the misalignment fix. Axaenple presented in the previous chapters
can be the CARE head nurse who, in the first yee@ARE, strove to craft her own position
as a coordinator of hospital beds, after her infaed self as a hospital head nurse. An
alignement crafter is also the nurse from ARCMEB® tiecides to enter the community
hospital crafting process because of a work-famélance need. Differently ttespirational
crafter crafts herself into a desired future state thatdbes not currently experience, without
a preconceived image. This crafter operates bygrazimg opportunities to job craft in order
to develop new work meanings and aspects of igemibst of the presented evidence fits
this archetypal type. An example is representethbydoctors who strive for a group
relationship because of a professional developosvedards a less burocratic or more
specialized work; or the nurses who want to imihegr identity with more autonomy or with
more soft-psychological skills. For its own natuakgnment crafting may take longer to
unfold than aspirational crafting, but alignmerdafters may stand to benefit more in the long
run because creating new opportunities may enabbtey change over time than just

exploiting existing opportunities.
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The mechanisms supporting the agentic processdsrity construction mainly deals
with the doing of an identity. Pratt (2012) calts the “importance of doing, acting, and inter
acting” (:6). He states

“At the micro level, residents develop professiodahtity by working, assessing

work-identity integrity violations, customizing rdeies, and having those

identities validated or not (Pratt et al., 2006 Ui, constructing identity comes

as individuals both act (e.g., working)and reacg(ecustomizing) with others in

their social environments(’6)

In fact, evidence shows a relationships among thealized selves and the roles, procedures
and other organizational elements chosen and ehbgtthe informants at the organizational
level. The doing of the wanted identity includes tfecessary negotiations. Beside the doing,
the role identities have to be verified by cowoskdrhis latter point is particularly salient if
we consider that identities are socially constricbeit they also need to be affirmed or
verified by others (Milton & Westphal, 2005; Ashtior 2009; Milton, 2009). To this regard, |
argue that in the model the importance of reguleetmgs is twofold. On one hand, they are a
coordination mechanism that informs community hi@dpnembers about patients’ statuses
and sustain shared and standardized procedurabe@ther hand, meetings are the
mechanism through which professionals acknowledggrocal expertise, and pave the way
for the coexistence of different identities.

Moreover the interaction among actors enablesc¢hel@ntal crafting as reinforcement
mechanism of my grounded model (paragraph 6.3).atb&lental crafting (Wrzesniewskd

al.; 2013) occurs when employees unintentionallyalisc a positive identity through job
crafting. Accidental crafters unintentionally diseo opportunities for cultivating one or more

positive meanings or identities within the jobgdsments that they did not consider before

engaging in jolt. This kind of crafting is an oppaority-driven process, and it is quite
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different if compared to the other forms of agedcien crafting. The accidental crafting is

included in my model only as a reinforcement me@ran

At the organizational level, agency is embeddetthénorganizational identity variance
(different perceptions of organizational identesg, a divergent cognitive mechanism — chapter
5). My model shows how individuals perceived thgamizational identity in different ways,
coherently with the unrealized selves they wantechtry on, and how the status of
organizational identity variance did not end iremmal conflicts. Other scholars already
defined agency as a matter of interpretation. kamgple Zilber (2002) states that “actors are
carriers of institutional meanings, their interpt&ins can be considered as expressions of
agency, and the of institutionalization involves aoly actions, but meanings as well.”

(:237).

Organizational identity variance

At the organizational level this study presentsdbecept of non homogeneous
organizational identity (see chapter 5). Non homoges perceptions of organizational
identity among internal members immediately cadksical construct of hybrid (Golden
Bidden & Rao 97; Pratt & Rafaeli 97; Glynn 2000)ltiple (Pratt & Foreman, 2000; Fiol,
2001; Glynret al.,2000; Scott, Corman & Cheney, 1998; Hsu & Elsba€i1,2) and
ambiguous organizational identities (Corley & Gi&804). The grounded model includes a
similar concept (defined as organizational identayiance) and inquires related dynamics,

thus contributing to the literature in four diffatavays.

First, the model adds complexity to the relatiopdietween the organizational and the

individual level. In fact, the model connects tligamizational identity to the individuals’
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unrealized selves, adding complexity to the usaahection of the organizational identity
with actual selves. In fact, the contributions thesd to understand how organizational
identity variance emerged taking a micro-perspectralled for a fit between the actual
professional identity and the perceived / wanteghnizational identity. For example, Pratt &
Rapheli (1998) and Hampris & Brown (2002) showgbH-enhancement through a
perspective of fit between actual professional iiig@and organizational identity perceptions.
Pratt & Raphaeli (1998) show how different nursekigulated their actual professional
identity with different symbolic dressing choicesdehow that choices reflected the
organizational identity variance. Differently, Gly(2000) inquired the individual self-
enhancement with a perspective of resources arabigies: in her study about an orchestra
with a multiple organizational identity, individgalvere looking for a fit between their
controlled resources and capabilities and the wilaottganizational identity, in order to
achieve self-enhancement. Pushing even furthectimeection between actual identity and
organizational identity, Hsu & Elsbach (2012) calesiboth a resources and capabilities view
(chronic accessibility of experience-based orgdiural identity categorization) and a self-
projection view (self-esteem of positively valen@gdanizational identity categorization).
Between the micro-explanation debate of varianaarganizational identities, |
contribute to enlarge the search of fit betweeividdal identity and organizational identity,
by considering as significant drivers of fit notlpthe actual characteristics (e.g. actual
selves, identities, and/or capabilities), but aleunrealized selves and future states that

individuals desire.

Secondly, the model describes variance not betwebgroups (as so far represented in
the literature) but among individuals, independefrtm their professional families or from

the organizational units to which they belong. Ryes studies addressing multiple or hybrid
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organizations often considered divergences of ptiaes as related to professional families.
For example Glynn (2000) studies conflicts in achestra driven by divergences among
musicians and managers; or Hsu & Elsbach (2012jeduariation in University identity
confronting employees and students. Differently,fraljg evidence shows different
organizational identity views among actors and éhparceptions cannot be grouped by

professional families nor organizational units.

Third, my grounded model shows that organizatiashetity variance can exist
without creating disrupting conflicts at the orgaational level, although literature identifies it
as a source of issues and costs. So far beneftsmiitiple organizational identity have been
recognized as a characteristic that facilitateréh@ionships with external stakeholders, so
that organizational members can — time after tineeerage on the organizational identity
that best fits the stakeholder to which they re(Rimtt & Corley, 2012; Pratt & Foreman,
2000; Gioiaet al, 2010). On the other hand, Pratt & Foreman (260@)their seminal article
- explain that “organizations with multiple idergg may be more likely to engage in intra-
organizational conflict and /or to expend valualelgources in negotiating among entities
holding different identities. [...] Furthermore, mple identities can cause ambivalence and
thus have significant effects on the strategic ganeent of the organization. For instance
competing mental maps of who we are and where wg@a@ng can impede strategic decision
making and / or subsequent strategic implementat{ds).

Thus, most of the time literature addressing ogional identity variance focused on the
tactics to manage the convergence of organizatideality perceptions, and explained
whether and how to overcome that divergences ft@mtanagerial point of view (Pratt e
Foreman, 2000; Brown & Starkey, 2000; Corley & @id2004).

However, my case studies did not present evidenes of coordination nor internal conflicts.
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Moving from the grounded model, I claim that, nder for different possible and
alternative selves to be enacted within a samekseiting, different interpretations of
organizational identity features have to coexigterent interpretations underpinning the
same labels can become an ongoing state whendludigi strive to fulfill heterogeneous self-
concepts, enacting their agency through diffenetarpretations.

Beside the benefits of variance as a flexiblerage towards external stakeholders (already
recognized in literature), | thus propose thisrnimé dynamic as another benefit of
organizational identity variance, since it enaltleth positive identity at the individual level

and innovation at the organizational level.

At last, my work also taps into the mechanisms allaw for the coexistence of
different interpretations of organizational ideytitttributes without sparking a high degree of
inner conflict. The main mechanisms are the diverfrces of role differentiation and
cognitive distancing, and the convergent forcesomimon attributes and procedures gathered
through the opportunities for norming. Role difigiation supports individuals’ search for a
thorough enactment of their self-concepts, wheregslar meetings prompt individuals to
continuously discuss and shape common norms tdategorganizational behaviors. The
balancing between those divergent and convergetitgacan be seen as the continuous
negotiation among organizational actors necessagwe voice to heterogeneous self-

concepts within a single organizational arrangement

Positive identity debate

Eventually, my study adds to the current convessabin the importance to apply a positive

lens to the construction of identities by linkirngetprocess of enactment of possible and
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alternative selves to the experience of positieaiiies in the workplace (Roberts & Dutton,
2009; Duttoret al, 2010). | argue that the process of identity tmasion that | account for is
first and foremost a search for constructing margtpve identities.

My evidence unravels how community hospital menibdentity content became more
positive according to the four types of positiventlty (virtue - the attributes used to define
the self include virtue and strength features; Wigraent - the perception that identity is
capable of progress and adaptation overtime; etratuathe identity is considered favorably
by others and herself; structure - the differeneta of identity are harmonious and related to
each other in complementary ways). | disclose poessionals defined themselves as more
caring, helpful, and resilient as a consequendeefg engaged in the community hospital,
since it benefited the local community and patiemt:iany ways. As my professionals
engaged more and more in community hospitals, asimgthe content of identity were
coupled with changes in its evaluation, since thexgceived different stakeholders’
gratefulness and appreciation. The structural petsge can help me explain why
professionals stressed different interpretationth@fsame community hospital’s features:
those latter were the salient features that theyasacharacterizing their longed-for
professional identity. The projection of values atitibutes of the professional role onto the
organizational identity favored a feeling of harmp@md complementarities.

Finally, | show that my professionals’ motivatiangnact a different identity was entailed by
a desire to place themselves into a trajectoryosftive development that connected the past
(enacting alternative selves traded-off in the paisé present (be a family doctor), and the
future (striving for a possible self).

To my knowledge, this is the first study that shdwsv individuals’ search for positive
identity influences not only their work and persionallbeing, but also the construction of

organizational arrangements.
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7.2.Managerial implications and Limitations

Understanding the organizational creation as age®of change that naturally arises
from identity movements could have both managama policy implications. The process of
unrealized selves enactment and its consequendbe above-levels qualify identity
mechanisms not only as generative instrumentsanthtivational and cognitive level, but
also as great instruments of innovation which tamnatural positive work into an
organizational and institutional creative power.

Such a knowledge could push managers and polikgrado exploit those natural
identity processes, through the variation of cdr(wocentralization) upon individuals.
Regarding management processes, for example, Higvpddentity framework has suggested
the existence of different kinds of organizatiomaéntations towards positive identities.
Impedingorganizations inhibit individuals’ identity growttwvhile directing organizations
usurp or co-opt individual efforts at identity griiymandating specific types and processes
of growth through an high control. On the contrayablingorganizations take a non-
threatening position, deferring identity growthindividual control.Partneringorganizations
let that managerial practices and individual's ayero-construct individual identity growth
(Kreiner & Sheep, 2009). Discovering the procesiaslink individual positive identity
growth with their effects at the organizationaldewgffers to the managers the opportunity of
influencing (or not) those processes and to expheir consequences.

Another practical implication regards the roletw loose institutional condition as a
context enabling innovations. The case study diitacommunity hospital, in fact, grew
under the condition of loose regulation. The ldpsestitutionalized new organizational
forms at the field level were initially admittedttnever regulated in their deep forms: this

condition let different organizations to grow withspect of different territorial needs and of



different professionals’ needs. As Powell & Coly¥2808) suggest, a view on micro-
dynamics and on its effects will bring to a dedp®rwledge of the nature of the success of a
form, rather than focusing only on its diffusiomdérstanding how change can happen from
the bottom and how institutional contradiction aultiple logics are an opportunity for
individual’'s identity growth and affirmation offete policy makers the opportunity of
exploiting the natural bottom-up processes of iratimns that better fit the context where they
are settled. Policy makers could thus dedicate etestpention towards natural-arising forms,
and could analyze those forms as hints of localls@®&d characteristics, deciding whereas to

facilitate or not their rising.

Future research should be considered in the diftitis study’s limitations. First,
results derive from an inductive multi-case studgnsequently, although the model that |
built has theoretical significance (Yin, 2003)ddes not claim any statistical generalization.
More research is required to understand whethereladons that | observed need further
refinement or hold in other settings.
My study presents also limits on the data collectibhe emerged grounded model let me
induct the described process of organizationakctile crafting as triggered by individuals’
unrealized selves. Although the archival documéetped me triangulate the interview data
so that | could rebuild the story of my case stsdae similar study with a longitudinal data
collection could generate a lot of valuable inssght longitudinal study mainly disclosing the
initial dynamics of organizational creation (Giced al, 2013) could deliver hints on the
organizational construction process, especiallychirg the picture of collective crafting with
micro dynamics such as the tracking of micro-changfeorganizational identity perceptions

and of negotiated roles.
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Even though data collection and analysis ended wthearetical saturation was achieved
(Strauss and Corbin 1998), the collection of a é@ighumber of observations would have
offered an even richer picture of potential confliand work-arounds that individuals enact in

order to address the state of organizational idewnéiriance.

Moreover, future research needs to take more icdount the role played by the institutional
context and logics. Robertt al. (2009) link positive identity construction to tiesue of

contradictions by inviting researchers to elucidde apparent paradox according to which
the tension between enabling and disenabling elenwam strengthen positive identity search
even more than what enabling elements alone coaldAddeeper analysis about what
institutional contradictions professionals perceivbBen trying to construe organizational
arrangements, which institutions legitimate comruhbspitals and which do not, and how
professionals react against difficulties, would iniéfly enrich the understanding of the

process and allow me to build a more comprehemsivé-level model.

Finally, | believe that the process that | haveoatted for can yield interesting hints on the
dynamics that undergird the birth and growth ofeothew organizational arrangements like
start-ups and academic spin-offs. New firms cafagt be created by academics who have
nourished the vision of self as entrepreneurs oerployees who have reluctantly given up
on the possibility to establish their own compaogne time in the past. Since organizations
are often the products of the joint effort of indwals pursuing different self-concepts, | hold
that the process that | have outlined can help gensahandle organizational identity
construction or change in contexts characterizedhbitiple individual expectations, as well
as inspire additional research aimed at bringingetiwer individual aspirations and

organizational outcomes.
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8. Appen

dix

8.1.Appendix 1. Tables summarizing data sources

Table. Types of analyzed documéfits

Level

Sources of Data

Organizationa

level

Internal documents, templates, presentations, tepod rules.
Other external documents related to the communityphal, such a
local newspapers, local tv news, local meetingstarrdorial reports.

Regional level

focus on the 5 regions related to the differenecsdadies.
Local regional healthcare reports.

Regulatory Regional laws from thed¥@erent regions, with particulg

1

National
institutional
level

Statements of policy changes by professional Unions
Summary of government reports
Reports of national healthcare biannual plans.

Statements of policy changes by Medical professiassociation

Table. Details of the interviews conducted (2 pnédiry interviews excluded)

CARE (1996) ARCMED (1999) MEDITEAM (2000) WEALTH (2003

HEALTH (2009)

Number of
intervieewes

Roles

11 10

3 doctors, 1 head 2 head nurse, 1

1 general manager, Swrse, 1 night doctor, 1 coordinator, 1 . .
social assistant, 2

doctors, 1 head nurs 3 nurses, 1 heard nurse, 1 nurse,
2 nurses, 2 OSS  physioterapist, 1 2 doctors
home nurse general manager &

director

external doctor, 1 1 coordinator, 1 hee

nurse, 1 nurse, 2

group

nurses, 2 OSS, 1 doctors of the core

13 See chapter 4 and 5 for a detailed list of analyicuments
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Table. Documents collected at the organizationadlle

Types of documents internal to the
organization

Local institutions

other forms of local data

Internal book & internal procedures (20

2 videos from local tv

the community hospital on a medical review;

W ] pages); news (20 mins); local
EE & newspapers ARTICLES
odZ
Guidelines (1999 and updated). Official moddReport from the local
definition and description of the community | healthcare commission
hospital. Doctors agreements with CH and | visiting the CH (2008);
organizational nurses structure. Web official debate proceedings
description about history of the organization of in the regional political
(1999, then updated); Internal Official council discussing the
templates, flow charts and procedural papersappropriate label for the
(organizational model — roles, activity plan | structure (2011); official
S | and tools, admissions proceduresm answer from regional
by discharging procedures, inpatients recovery council (2012)
2 & rules ...). Analysis activity-related data for
B 8 every year from 2001-08. (inpatients
= §| descriptive statistics; pathologies addressed;
8 diagnosis confirmed; health services
< delivered; demission descriptive statitistics;
data regarding multiple recoveries in CH).
Resources utilization group data (ratios
regarding professional resources and internal
activities) from years 2003-2007. Cost
analysis for years 2004-07. Key performance
index design analysis (2009). Coauthored
book describing CH story and choices of 10
years of activities (2009)
*(2000) News release to kick off the 1 municipal declaration; Local newspapers article
Community hospital experiment;* (2000) *(2002) local healthcare * IL MESSAGGERO
project description regarding Community commission template censusVENETO (2012); *IL
hospital (work methodologies; clinical activity; *(2000) internal SOLE 24 ORE SANITA
characteristics regarding assistance - e.g. | local healthcare commission30 ottobre - 5 novembre
pathologies admitted; population admitted; | deliberation regarding 2001; *MESSAGGERO
'g roles and responsibilities; medical community hospital kick VENETO Sabato 10
S | interactions; doctors and nurses interaction; off. novembre 2001; *IL
E 2 documents; costs affiliations; GAZZETTINO Martedi
< g— communicational strategies) *(2002) 13 novembre 2001 *IL
E o proceedings comparing this experience with GAZZETTINO Sabato 17
a others in Italy; *(2011) internal data analysig novembre 2001
g presentation; *(2011-12) 2 articles describing *MESSAGGERO

VENETO Sabato 17
novembre 2001 *IL
SOLE 24 ORE SANITA
27 novembre - 3 dicembr
2001

Ur
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WEALTH (2003)

120 page

LOOK FOR ONLINE DESCRIPTIONS . *
Internal documents describing clinical
inpatients template documents; internal
documents describing prescription and
diagnosis; internal documents desribing
pharmaceutical and other services
purchasings. (questi solo mostrati a voce, n
li ho)

* (2003) internal regional
council debates on the
organizational definition;
*Regional healthcare
commission report about
territorial healthcare
pBupporting systems
(published year:2011 - datd
regarding years: 2008- 9-
10) . * Definition of
Community hospital from
Regional institutions (1
delibera from 2004; 2

papers and 2 tables - 11 jan.

2013 & 24 dec 2012)

HEALTH (2009)

25 page

*Internal guidelines (2009 and updated);
*Internal templates for admission procedure
(2010) ; Internal templates for recovery info
(2010); *Internal presentations with analyze
key performance indexes and other data (2
-2011)

)
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Table. Institutional context, National level anadys Sources of Data
National level - Sources of Data
(documents related to thdtalian Community Hospitaltemplate)
*National healthcare plans (PSN Piano Sanitario ibtede, from 1998 to 2014)
(2003-05; 2006-09 are the significant plans)

*Official guidelines for experimental organizatidnaolutions (e.g. 2009) from:
Healthcare and Social politics Ministry; from AgesdNational Agency for Regional
healthcare services.

*Summary of government reports; Studies of the libealthcare institutions (ULSS
Unita Locale Socio Sanitaria);

*Statements of policy changes by Medical professi@ssociation (e.g. from Fimmg
Federazione lItaliana Medici Medicina Generale, atheer professional associations) gnd
their publications on payment, systems, medicaé caodels, and health care reforms.
This statements are taken from official documemfessional newsletters, public
declarations on national and local newspapers anddeos.

* Statements of policy changes by professional bside.g. SNAMI Sindacatp
Nazionale Autonomo Medici Italiani, SIMET Sindacdtaliano Medici del Territorio
SMI Sindacato Medici Italiani) and Collective Natal deals regarding Unions and
Ministries.

*specialized organizational healthcare contribudiononferences’ proceedings and
published researchés

*significant articles on national press (e.g. Stleore)

1 In particular: “L’'ospedale di comunita in ItaliaStudio della normativa nazionale e regionale” from
Bellentani 2009; “Evoluzione della organizzazioaeitaria territoriale” from Caruso 2008
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Table. Regional data regarding community hospégultation (data sources and content).

Regi0n15 Have or had Regulated? When and where for the first time? year
community (definedif characteristics described;mentionedif not described)
hospitals?°

Umbria yes # yes. 1997 (ospedale di comunita eigicedalla L.R. 3.2.1997, n. 34:

"Riorganizzazione della rete ospedaliera regional®SR dal 1999),
1999 (deliberazione del Consiglio regionale 1.399%. 647
stabilisce che l'ospedale di territorio rappresebgaoluzione del
concetto di ospedale di comunita.). Defined. 1997
Toscana yes #it# yes. PSR 1999-01 kick off of fiegieriences of country hospitgls
mentioned, defined as ospedali di comunita' in RS&R-04 1999
Friuli yes # yes. Piano di intervento a medio termine (PIRD00-2002 ospedale
Venezia di comunita' mentioned and explained.
Giulia 2000
Puglia yes ## yes. PSR 2002-2004. Ospedale di dtehum Unita di degenza
territoriale defined. 2002
Valle yes. 2002 -2004 (PSSR - Country hospital mentianed)
d'Aosta yes # 2002
Liguria yes # yes. PSSR 2003-2005 ospedale di cii@iunentioned as possible
solution; D.C.R. 8 agosto 2006, n. 29: struttuspeulaliera d
continuitd assistenziale mentioned. No CH mentioimedhe later
documents (CH never defined) 2003
Marche yes # yes. PSR 2003-2005 (ospedali di caaduihefined. 2003
Calabria yes. PSR 2004-06, ospedale di comunita’ o ospedialdistetto
yes ## defined (specific chapter) 2004
Veneto yes #it#t yes. DGR n. 2481 del 6 agosto 280dtture sanitarie intermedie”|o
"ospedali di comunita™. Lancio sperimentaziond?.L9-3-2007 n. 5
definizione. 2004
Piemonte | yes# yes. D.G.R. 7 marzo 2005, n. 7545@spedale di Comunita
mentioned. DGR n. n. 28-2690 del 24-4-2006 deifimz Ospedale
di Comunita'. 2005

Campania | yes ## yes. 2006 Ospedale di comunita’' just mentioneddatihed. 2006

Lazio yes ## yes. DGR n. 424/06 (ospedali di cotainiefined. 2006

Sardegna yes. 2007. Piano regionale dei servizi sanitari62B008 mention

money for 2 ospedali di comunita' to be experimgnt@spedale d
yes. # comunita' defined. 2007
Lombardia| yes# yes. PSR 2007-2009 mentions Ospatiatomunita’ as innovative
regional projects. Defined. 2007
Abruzzo yes # (2013) yes. Piano Sanitario Regioga@8-2010 2008
Molise yes. PSR 2008-10 (approved 2009) Contry hospitl fuentioned
No not defined. 2009

Basilicata | No L'art. 20 della L.R. 4 agosto 2011 n. 17. parl@dpedali Distrettuali| 2011

Emilia- yes # No

Romagna -

15 Sjcilia and Trentino Alto Adige are missing.
1 The number of # represent how spread Communitgitads are in the Region. # from 1 to 2; ## frono3
4; ### more than 5.
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8.2. Appendix 2. Interviews protocol.

Below | attach the protocol to which | referred thg the interviews. Coherently with a
perspective of theoretical sampling (GlageiStrauss, 1967), the protocol evolved during the
data collection and analysis.

*k%

Carriera e identita sul lavoro

1. Mi puo raccontare a grandi linee la Sua carfpeocdessionale? Quali studi ha effettuato
e che esperienze lavorative ha avuto?

2. Mi puo parlare del Suo lavoro? In particolareneadefinisce la Sua professionalita?

4. Mi puo brevemente raccontare una Sua settinipoa t

Alternative selves

5. Ripensando a degli episodi particolarmente s@lielei momenti di svolta nella sua
vita... mi puo raccontare di questi punti crucialeca Suo avviso hanno poi incanalato e
definito la Sua carriera professionafe?

6. Ha mai pensato a come la Sua carriera si sarpbhga sviluppare diversamente

proprio a partire da quei punti di svoft4?

L’esperienza OC

7. Relativamente al Suo coinvolgimento con il moridspedali di comunita”, come é
attualmente coinvolto in questa esperien@@ti: quale € il Suo ruolo e quali sono i Suoi
compiti all’interno di questa struttura?)

8. Questa esperienza come si combina con le aleeaBivita lavorative e non? Dovendo
gestire tutte queste attivita, se ci sono dei @inf degli imprevisti dovuti a scarsita di

tempo, come li gestisce di solitGuto: c’é una attivita prioritaria?)

" Da Ibarra, 1999

19 Questa domanda e la precendete & ispirata ad @b 2): domanda creata da me,

interpretata dalla riflessione metodologica del artaolo
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Pre- coinvolgimentd®
9. Proviamo a ritornare ora al momento del Suo @riovinvolgimento in questo
“mondo”:

* Lei aveva avuto modo di farsi un’idea di questo sllmdanche prima di esservi
coinvolto (o comunque prima di iniziare a lavorazgncretamente)? E Come?

» Cosa La ha portata ad intraprendere questa espariegata agli ospedali di
comunita?

* Quale tipo di aspettative aveva allora verso questdello? (aiuto: in termini di
valori, cosa potro fare, che tipo di relazioni poaivere, a quale network posso
accedere, che attivita potro seguire, quale idesd del suo ruolo professionale
avrebbe potuto realizzare..)

e Tutti questi valori, attivita, relazioni, idee dé,s... Come sono cambiati nel
momento di transizione dal lavoro al di fuori diegta esperienza all’ingresso in

guesto mondo?

L’aspetto agentico e motivazione dell’aziorfé

10. Ora le chiederei di pensare all’organizzazidelospedale in cui lavora come ad una
storia da raccontare. Magari una storia che sigeval capitoli. Mi puo descrivere come e
avvenuta I'organizzazione dell’ospedale?

* Per ogni capitolo riuscirebbe a ricordare uno o dpeodi in cui lei e stato
personalmente coinvolto? In particolare sarebbet@réssanti degli episodi in cui
lei crede di aver dato (o di aver scelto di norejdldrSuo particolare contributo.

* Perché ha cercato di proporre questo tipo di camdxio / contribuire in questa
direzione? (cosa la ha portata ad effettuaffo?)

* Ricorda dei momenti in cui qualcuno o qualcosa eecato di ostacolarLa in
particolar modo? Invece episodi in cui € stato ipaldrmente incoraggiato o
facilitato?

» Come sono i rapporti che avete nel panorama igtitate (es. Regione, AUSL)

20 Da protocollo Kreiner et al, 2003

2L Struttura per storie ispirata da Creed et al (204@ituational level

%2 Berg, Wrzesniewski & Dutton, 2010



* Le e capitato di relazionarsi, conoscere (di pasoper sentito dire) o scambiare
opinioni con altri colleghi, professionisti o gripghe gravitano attorno a questo
modello? Di quali gruppi o colleghi si tratta?

o Cosa ha trattenuto e cosa ha lasciato di quegtpgR(aiuto: In termini di
trasmissione di buone pratiche e competenze, drivassociati alle scelte,
di visione, ...)

o Crede che la vostra esperienza abbia influenzate esperienze? Se si,
come?(aiuto: In termini di trasmissione di buone prat&cle competenze,

di valori associati alle scelte, di visione, ...)

11.Cosa farebbe se, per un motivo o per l'altravgleisse data la possibilita di modificare
guesto tipo di organizzazione? O meglio, come $ereliversa I'organizzazione che vorrebbe

rispetto a quella attual&®?

12. A livello professionale, crede che le aspetéatili realizzazione personale di cui
parlavamo prima siano state appagate — incarnatpiesta nuova esperienza organizzativa?

Oppure sono forse state modificate in itinere, adbaate...

Domanda di chiusura: la riforma attuale
13. Posso chiederle cosa ne pensa della riformsamita di cui si sta tanto parlando
ultimamente (centri h24 per I'accoglienza dei patzieetc etc). Come la vede collegata

rispetto a quello di cui abbiamo parlato ultimanee(se lo €)?

14.C’e qualcosa che vorrebbe aggiungere o che yuetadsare?

2 Berg, Wrzesniewski & Dutton, 2010
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8.3.Appendix 3. Data structure and grounded model.

First order (informant) concepts

*Who the person might become

+Who the individual thinks he should be

*Who the person would ideally like to be

*Who the person could have been if something in the past happened
differently

+Individuals were previously active in crafting their jobs and their roles
*The individual enactmentwas not enough satisfying

+Shared organizational identity attributes
*Regular opportunities for discussion among involved professionals
+Share and standardize procedures

*Wanted meanings injected into the shared organizational attributes

+ Professionals buffer their different interpretations of community hospital
with role differentiation

* Work-around strategies that address eventual disagreement, leveraging on
grey areas of internal agreements.

+Virtuous characteristic of the organization
*“| work for a virtuous organization”

* New roles in the hospital include values perceived as “improvements”
* Relational boundaries enhance growth
* Tools in the community hospital enhance growth

* The organizational structure lets its participants enact different work-
related identities

* The organization gives opportunitiesto enact also “other passions” (e.g.
informatics engineer, journalist, ..) in a complementary way

* Work-family balance

* The organizational is positively evaluated by patients, families, territory in
general and other healthcare professionals

*No clear guidelinesto follow / no reference to look up
+ Late official acceptance of community hospital

* Proto-characteristics still need to clearly emerge
+Variance between different regulations

+ Contradictions existing among different institutions
+ Contradictionsamong the same institution through time
* Contradictionsamong Values and Logics

Second order themes

Unrealized selves

| Dissatisfactionwith

jobcrafting

- Converging

Distancing

Virtue

Development

Structure

Evaluation

Loosely regulated
context

Ambivalence and
contradictionsat the
institutional level

Aggregute
analytical
dimensions

Triggers of new
organizational
darrangem ent
creation

Collective
= organizational
crafting

Positive identity as
> areinforcement
mechanism

Contextual triggers
of different
sensemaking
processes



The emerged grounded model is reported in the i@dialow
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