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ABSTRACT  

 

This thesis examines the leadership implications of skilful relating for decision making in 

clinical cancer networks in Queensland Health, Australia. It is the outcome of a five year 

research partnership with the Queensland Health Clinical Cancer Networks. The study took 

place in the period following the Queensland Health Systems Review (Queensland Health, 

2005), which was triggered by events in Bundaberg Hospital, and led to the establishment of 

clinical networks as a means of strengthening the leadership role of clinicians in the 

management of health services. The study arose from my deep concerns and frustrations as a 

health service manager that these networks have failed to produce innovative and creative 

solutions to the difficult organisational dilemmas facing them. The idea of skilful relating 

became a useful way to address these concerns and develop an understanding of how 

leadership can enhance decision making in a clinical network context and lead to creative and 

innovative solutions to difficult organisational dilemmas.  

 

Skilful relating (Hosking, 1988) is a relational understanding of leadership, which, when 

framed as decision making, incorporates leadership processes that include cognitive, social, 

political and emotional aspects that have to be skilfully handled if decision making is to be 

more than ritualistic and to be reform averse in healthcare (Fulop & Mark, 2013). Skilful 

relating is explored in this thesis by drawing on two relational constructs: intelligent social 

action and flexible social ordering (Morley & Hosking, 2003). The notion of multi-ontology 

sensemaking and the idea of disorder as the starting point for decision making (Fulop & 

Mark, 2013) are also introduced to add further explanatory power to our understanding of 

skilful relating. Multi-ontology sensemaking draws on the Cynefin Framework (Snowden & 

Boone, 2007) – a decision making approach that has been used by others, in conjunction with 

relational leadership, to theorise about leadership as decision making in healthcare. Skilful 

relating is argued in this thesis as important for understanding the decision making challenges 

of difficult organisational dilemmas and how they might be overcome. However, although it 

can be argued that skilful relating is relevant to decision making in healthcare, it is a radical 

departure from dominant leadership and decision making Discourse of highly 

professionalised contexts such as Queensland Health, which is heavily biased towards single 

ontology sensemaking and entitative ways of understanding and studying phenomena. An 

aim of this thesis was to influence practice and hence find a way to confront the dominant 
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Discourse of Queensland Health and gain acceptance of the notion of skilful relating and its 

relevance to decision making – and this was particularly challenging.     

 

These contextual challenges were overcome by drawing on a diverse body of literature. 

Relational leadership theory supplemented with the Cynefin Framework, an analytics of 

interpretive practice framework and institutional talk, were brought together to develop a 

relationally oriented approach for the empirical examination of skilful relating, incorporating 

multi-ontology sensemaking and more broadly, leadership as decision making. The empirical 

material used in this study comprises fifty-three video-recordings of the meeting 

conversations of seven cancer networks over 12 months, with detailed analysis being 

completed on a sample of three meeting conversations from one network.  Using an analytics 

of interpretive practice framework (Holstein & Gubrium, 2005) and institutional talk analysis 

(Heritage, 2004; Heritage, 2005), the discursive practices that frame decision making (the 

whats), the discourse-in-practice that constitutes leadership as decision making (the hows), 

and the interplay between discursive practices and discourse-in-practice (the whys) were 

examined to reveal institutional talk as a resource for leadership as decision making. 

Although an unusual and original approach, it has generated empirical material demonstrating 

that it makes a significant difference to decision making around difficult organisational 

dilemmas if single ontology sensemaking is left unchallenged. It reveals that through skilful 

relating, multi-ontology sensemaking, flexible social ordering and intelligent social action 

can occur, generating a conversational space where creative and innovative solutions to 

difficult organisational dilemmas can emerge. By incorporating sense-seeking discourse-in-

practice, skilful relating leads to dilemma-rich environments where human and social issues 

are surfaced along with the technical/scientific aspects of the problem being addressed. 

Skilful relating encourages and allows narratives of personal experience, which reveal the 

human and social quandaries of delivering healthcare to be heard and explored in 

conversation, which facilitates conjectural talk. Conjectural talk is revealed in this thesis as 

an antecedent for multi-ontology sensemaking and therefore critical for flexible social 

ordering, intelligent social action and the generation of creative and innovative solutions for 

difficult organisational dilemmas. However, dilemma-rich sensemaking environments and 

conjectural talk are not enough on their own to accomplish multi-ontology sensemaking. 

There must also be cognitive acceptance of relationally oriented issues in order for them to be 

incorporated into professional sensemaking. In this thesis, cognitive acceptance of the 
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relational perspective was identified as the last and most difficult aspect of skilful relating to 

achieve. 

 

This thesis makes important methodological and empirical contributions to the research and 

practice of leadership as decision making. It provides a practical illustration of how an 

analytics of the interpretive practice approach can be successfully used to empirically 

examine the highly contextualised and relational nature of leadership as decision making. 

However, more significantly, it offers new empirical insights, which have practical relevance, 

into skilful relating as leadership practice and the implications for decision making.  A new 

approach to skilful relating is proposed which takes account of professional sensemaking in 

healthcare. Narrative tools have been developed to assist practitioners engage in relationally 

reflective practice (Cunliffe, 2008) and explore how they can contribute skilfuly to decision 

making around difficult organisational dilemmas. This thesis brings empirical material on the 

sensemaking of participants, especially multi-ontology sensemaking, into the field of 

relational leadership where there is a dearth of this type of work (Izatt-White, 2011) and 

provides a resource to support practitioners such as myself to reflect upon individual practice.  
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CHAPTER ONE Aim of the research    

1.0  Background  

 

This thesis explores the relational nature of leadership in clinical networks using a decision-

making approach. It is an outcome of a five year partnership with Queensland Health, 

Queensland, Australia involving clinicians and healthcare executives working in clinical 

cancer networks. The context in which this research takes place had a significant influence on 

the research problem, the approach and the design. There are pure and applied aspects to this 

research (Easterby-Smith, et al., 2002). The study brings together relational leadership theory 

(Hosking, 1988; Hosking & Morley, 1988; Hosking & Fineman, 1990; Uhl-Bien, 2006) with 

discursive leadership theory (Barge & Fairhurst, 2008; Fairhurst, 2007; Fairhurst, 2009; 

Fairhurst, 2011), and the Cynefin Framework (Kurtz & Snowden, 2003; Snowden, 2005; 

Snowden & Boone, 2007), which is an applied framework for complex decision making. 

These concepts are re-examined in relation to each other and the context of clinical networks. 

While this research has a robust theoretical grounding, the research problem that it seeks to 

address is practice driven. It reflects my interpretation of an on-going organisational 

dilemma: how can leadership enhance the decision making capabilities of clinical networks 

and lead to what Minas (2005, p. 35) describes as ‘creative adaptive solutions to new and 

emerging problems’ in healthcare?  

 

This thesis contributes to our theoretical understanding of leadership as decision making in 

clinical networks. However, it also makes a unique methodological contribution by adopting 

a hybridised methodology to empirically examine leadership as decision making.  By using 

this unusual methodology, new empirical material has been generated that provides practical 

knowledge of leadership as decision making in clinical networks that can enhance leadership 

practice. Practice driven research, such as this study, is inevitably tied to the values and 

interests of the stakeholders that invest in and participate in a study (Klenke, 2008; 

Christians, 2011). It is therefore common for necessary trade-offs to be made between the 

theoretical and methodological orientation of a study and the values of relevance to the 

institution in which the research takes place (Cheek, 2011).  This thesis is the outcome of a 

negotiated process which has to take into account Queensland Health’s perception of useful 
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research, and my commitment to making a meaningful contribution to the research problem 

and achieving quality research. This first chapter will introduce the organisational setting, 

including the values and interests of the researcher and the organisation in which this research 

was set, and the research problem.  

 

The issues facing healthcare organisations are complex (Porter-O'Grady & Malloch, 2007; 

Plsek & Wilson, 2001; Shortell, 2004).  ‘Wicked problem’ is a term used to describe this 

complexity and frame issues which are resistant to resolutions (Australian Public Service 

Commission, 2007). ‘Wicked problems’ relate to organisational dilemmas such as indigenous 

disadvantage, workforce shortages, the ageing population, mental health and chronic disease. 

Typically, wicked problems cannot be dealt with by one agency working alone and require an 

approach which engages consumers in policy development and implementation. They rely on 

a coordinated response from multiple healthcare providers and other government and non-

government services. Partnering and collaboration between healthcare providers, and health 

services and consumers have therefore become key aspects of healthcare policy in Australia 

(Battersby, 2005; Department of Health and Aging, 2011-2012; National Public Healthcare 

Partnership, 2012) and internationally (Glasby, et al., 2011; Ahgren & Axelsson, 2011). In 

the last 10 years there have been efforts to encourage and enhance inter-agency collaboration 

to improve health services management and clinical care through the establishment of clinical 

networks (Ferlie & Pettigrew, 1996; Ferlie, et al., 2010; Goodwin, et al., 2004; Morris, et al., 

2006). Collaboration, in the form of networks, has emerged as a key strategy to address issues 

such as the safety, quality, and efficiency in healthcare both in Australia and overseas 

(Haines, et al., 2012; Queensland Health, 2007; Scottish Health Executive Department, 2002; 

Tasmanian Department of Health and Human Services, 2013; Western Australia Department 

of Health, 2005). Healthcare teams working with issues, such as those described above, need 

to be capable of identifying creative, adaptive and novel solutions (Fulop & Mark, 2010; 

Mark, 2006; Minas, 2005; Porter-O'Grady & Malloch, 2007; Plsek & Wilson, 2001). In 

management circles, inter-organisational networks are generally perceived to increase the 

intellectual capability of individual organisations by combining skills, knowledge, expertise 

and experience (6, et al., 2006; Addicott, et al., 2006; Ferlie, et al., 2010; Fulop, 2009), a 

viewpoint that is also supported in healthcare (Addicott, et al., 2006; Cunningham, et al., 

2012; Edwards, 2002; Queensland Health, 2005) with clinical networks being positioned for 

solving complex problems and generating creative and innovative solutions. Leadership plays 
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a role in informing the networks as to how they should respond to these challenges 

(Goodwin, et al., 2004; Morton, et al., 2009; 6, et al., 2006). 

 

The Queensland Health Clinical Networks emerged as part of a new clinical governance 

approach (Duckett, 2007) which followed the public scandal concerning the safety of clinical 

care at Bundaberg Hospital (Fitzgerald, 2006; Morton, 2005) and a broad concern that the 

largely centralised Queensland Health structure was not always appropriate for managing the 

complexities of healthcare and that some changes to the centralised structure were required 

(Forster, 2005). These issues triggered the Forster Review (Forster, 2005) and Davies Report 

(Davies, 2005) which criticised Queensland Health for its hierarchical and centralised 

approach to clinical governance and its prevailing culture of working in silos, secrecy and a 

bullying environment. The new approach to clinician governance that was implemented had 

four key elements: the right person doing the right job with the right skills; high performance 

teams; effective organisational system support; supportive culture re improvement in patient 

safety and quality. The four elements of the new approach were implemented through a range 

of new policy imperatives, which included the establishment of clinician networks, a 

comprehensive leadership development program, and research investment in the area of team 

performance, communication and safety (Duckett, 2007).  

 

The Forster Review (Forster, 2005) and Davies Report (Davies, 2005) were particularly 

critical of the lack of clinician involvement in management and decision making.  Clinician 

leadership is recognised as a critical factor in health care reform (Darzi, 2009; General 

Medical Council, 2009; Ham, 2003; Fulop & Day, 2010; The King's Fund Commission on 

Leadership and Management in the NHS, 2011) and clinical networks were adopted in 

Queensland as an organisational strategy for giving clinicians a leadership role in the 

management and delivery of health services (Duckett, 2007; Crethar, et al., 2009; Forster, 

2005). Since it was recognised that clinicians needed to be engaged in leading and managing 

health services, they were a target group for a comprehensive suite of leadership development 

programs, referred to as the “Better Workplaces Leadership Development Program”. The 

program was designed to achieve improvements in clinical care and organisational culture. It 

was one of the biggest leadership development programs to be undertaken in Australia and 

drew on the skills of educators from a number of academic and private institutions. The 

program was based on the premise that healthcare workplaces that promoted team work and 
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innovation was positively associated with better clinical care. Clinicians were invited to 

participate in specialist leadership development workshops, online leadership modules and a 

web-based support program, executive coaching and 360 degree feedback (Crethar, et al., 

2009). The cornerstone of the program was the NHS Leadership Qualities Framework (LQF). 

The LQF promotes 15 qualities that are perceived to identify exemplary leaders in healthcare. 

The leadership qualities are organised into three broad groups: personal qualities (self-belief, 

self-awareness, self-management, drive for improvement and personal integrity); seizing the 

future (intellectual flexibility, broad scanning, political astuteness and drive for results); and 

delivering the service (leading change through people, holding to account, empowering 

others, effective and strategic influencing and collaborative working) (NHS Leadership 

Academy, 2011). The Better Workplaces Leadership Development Program aimed to develop 

clinicians with the leadership skills required for dealing with significant challenges such as: 

workforce shortages; increasing demands on health services from the aging population and 

chronic disease; the spiraling costs of healthcare delivery; and safe quality health services 

(Crethar, et al., 2009). 

 

Not only were the Davies Report (2005) and Forster Review (Forster, 2005) critical of the 

extent to which clinicians engaged in the management and delivery of health services, they 

also criticised the centralised bureaucratic organisation of Queensland Health. In response to 

this, the idea was promoted that, in some instances, it might be more useful to perceive 

Queensland Health as a complex adaptive system rather than a centralised bureaucratic 

organisation (Forster, 2005). The notion that healthcare delivery systems might be more aptly 

described as complex adaptive systems was an idea that already had support across Australia 

and overseas (Porter-O'Grady & Malloch, 2007; Plsek & Wilson, 2001; Sweeeney & 

Kernick, 2002). ‘Complexity’ was introduced into the discourse of Queensland Health as a 

plausible ontological view of the health care system; and research which related to 

complexity theories, team working and outcomes (West, et al., 2002), became of interest 

(Crethar, et al., 2009).  
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1.1 The changing research agenda in Queensland Health and the 

 research problem 

 

Cheek (2011) argued that, “designing research must speak to the everyday reality we live and 

work in” (p.253). Similarly Cunliffe and Eriksen (2011) suggested that, in leadership 

research, practical relevance is critical. In this instance the post – Bundaberg environment 

described above called for ‘spoke for’ new research relating to leadership and clinical 

networks – an issue which I had also identified as a significant dilemma for Queensland 

Health. It is common place in the discovery phase of research, that choosing what to 

investigate and how the research will be conducted, is shaped by the values that the 

researcher seeks to advance (Christians, 2011; Klenke, 2008). In this research context, there 

were strong ties to both the interests of the researcher and the organisational setting. Cheek 

(2011) advocated that in accepting support for research, there is automatically a tie to the 

values of the supporter. In the case of this research, there was a prevailing individualistic 

leadership paradigm in which Queensland Health had made a significant investment. The 

Queensland Health ‘Better Workplaces Leadership Development Program’ was designed to 

develop the leadership competencies of individuals in executive, middle management and 

supervisory positions (Crethar, et al., 2009; Crethar, et al., 2011). As mentioned above, the 

adoption of this competency based approach was heavily influenced by the LQF (NHS 

Leadership Academy, 2011) which was indicative of the widespread adoption of a 

competency based approach to leadership development in the UK more broadly (Bolden & 

Gosling, 2006a; The King's Fund Commission on Leadership and Management in the NHS, 

2011). In pursuing support from Queensland Health to conduct research to examine 

leadership in the context of clinical networks, these prevailing values and interests were taken 

into account.   

 

The research problem that provided the imperative for this research evolved from observing 

and working with service improvement collaboratives and clinical networks in Queensland 

Health over an eight-year period. Since only a limited number of the clinical networks were 

able to demonstrate specific improvements in health service delivery and patient outcomes 

(Fitzgerald, et al., 2008; Lazzarini, et al., 2012; Tibby, et al., 2010), this thesis aimed to 

empirically examine how leadership can best enhance the decision making capabilities of 
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clinical networks and lead to creative and innovative solutions. The extent to which the 

clinical networks were able to effectively engage in decision making around wicked issues 

and generate creative innovative solutions was a dilemma for Queensland Health. Following 

the Bundaberg crisis, the Queensland Government had invested heavily in a ‘Health Action 

Plan’ to improve the efficiency, effectiveness and safety, and quality of health services for 

Queenslanders (Queensland Government, 2005). The implementation of the Health Action 

Plan was being monitored by the Queensland Government and progress against the plan was 

to be publically reported (Queensland Health, 2006). This placed political pressure on 

Queensland Health and the clinical networks (indirectly) to deliver and demonstrate that their 

efforts under the new Health Action Plan had resulted in health service improvement. Clinical 

leadership was recognised as an important enabler for clinical networks to achieve 

improvements in health services and clinical care (Cropper, et al., 2002; Addicott, et al., 

2006; Goodwin, et al., 2004). Given these organisational imperatives, financial support was 

given by Queensland Health to research how leadership could influence the decision making 

capabilities of clinical networks to generate creative solutions.  

1.2 The Funding issue  

 

It is commonplace in management research for a research proposal to be significantly 

influenced by the politics that are inherent in addressing the values and interests of the 

support organisation (Easterby-Smith, et al., 2002). Cheek (2011) argued that research is 

much more likely to be funded if it is aligned with the interests of the funder. In this instance, 

and in order to increase the likelihood that a research proposal examining network leadership 

and complex decision making in clinical networks would be supported, the proposal had to 

accommodate, to some degree, the dominant leadership paradigm described earlier. The 

individualistic leadership paradigm characterised by the leadership competency approach 

adopted by the ‘Better Workplaces Leadership Development Program’, implied that network 

leadership was derived from the competencies of individual clinicians. However at the time 

this research proposal was being developed, the potential impact and appropriateness of this 

approach had begun to be questioned by some leadership scholars (Bolden & Gosling, 2006a; 

Bolden & Gosling, 2006b; Fulop & Day, 2010). More broadly, there was a growing body of 

literature which argued for leadership to be considered as a social phenomenon rather than 
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the property of an individual. These new leadership models included team leadership (Day, et 

al., 2006); shared leadership (Bligh, et al., 2006; Pearce & Simms, 2002); distributed 

leadership (Gronn, 2002; Spillane, 2006); and leadership as social process (Barge & 

Fairhurst, 2008; Grint, 2005; Hosking, 1988; Fairhurst, 2007). These models provided 

alternative theoretical frameworks for investigating leadership, though not all of them 

addressed decision making in clinical networks.  

 

The research problem to be addressed by this proposal related specifically to decision 

making. A key difference in the theoretical framework proposed by Hosking and that of the 

other models mentioned above was Hosking’s focus on decision making. Hosking’s early 

approach described leadership as the organising processes of decision making. By advocating 

decision making as a core function of leadership, Hosking’s theoretical approach was 

particularly relevant to the organisational dilemma which this research sought to address: 

how can leadership enhance the decision making capabilities of clinical networks and lead to 

creative, adaptive solutions? Hosking’s approach was identified as a useful theoretical 

framework to inform the development of this study that aimed to investigate leadership and 

complex decision making in clinical networks. However there was an ontological tension 

between the social psychological leadership theory developed by Hosking and the 

individualistic leadership model preferred by Queensland Health which was inescapable and 

resulted in a preliminary study which will be discussed in Chapter Two.  

 

Hosking (1988) was not the only scholar to promote decision making as a function of 

leadership. The Cynefin Framework (Snowden & Boone, 2007) is posited as a decision 

making tool for leaders in complex decision making contexts. Unlike the leadership 

frameworks developed by Hosking and the others mentioned above, the Cynefin Framework 

is derived from practice rather than theory. In addition, not only has the Cynefin Framework 

been related to leadership and complex decision making, it has also been promoted in the 

literature as being relevant to innovation in healthcare (Fulop & Mark, 2010; Fulop & Mark, 

2013; Mark, 2006; Mark & Snowden, 2006). The Cynefin Framework was identified as 

useful for working through the research problem and the ontological tension between 

Hosking’s theory of leadership and the preferred leadership paradigm of Queensland Health. 

The Cynefin Framework, and how it was re-theorised to bridge this paradigmatic gap, is 

discussed in detail in Chapter Three.  
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The differences in values and interests described above were significant dilemmas during the 

development phase of this research resulting in some ‘difficult choices’ (Cheek, 2011, p. 253) 

concerning the research approach and design. Research design choices in contexts such as 

Queensland Health are difficult because they must take into account the practices and politics 

of securing support for qualitative research in environments where there is pressure to deliver 

research products. Given the focus on accountability and outcomes and performance 

associated with the new approach to clinical governance in Queensland Health (Duckett, 

2007), the design choices that were made during the development of this research proposal 

were, as Cheek (2011) advocated, pragmatic and realistic. According to Klenke (2008), 

pragmatists make decisions on the design of their research based on three criteria: experience 

of past successes and failures; the requirements, opportunities and constraints of the research 

setting; and the likelihood that the research will have an impact on practice. Pragmatism 

encourages the researcher to emphasise the research problem and to focus on the practical 

and the contextual while designing the research (Creswell, 2009). This pragmatic and realistic 

approach helped me navigate the maze of political influences at the time this research was 

being negotiated.  

1.3 Research paradigm issues 

 

This research was not only tied to the preferred leadership culture of Queensland Health, but 

also to the prevailing research paradigm. Evidence based decision making, which adopts the 

premises of a positivist paradigm, is well established in clinical decision making and health 

services management (Heneghan & Badenoch, 2006; Rycroft-Malone, et al., 2004; Stewart, 

2002). The positivist approach deals with context as a variable to be accounted for in the 

analysis, seeks the objective truth about phenomena of interest, and favours quantitative 

methods (Guba & Lincoln, 1994). It is an approach that has been readily embraced by the 

healthcare community who have focused on technical and scientific knowledge and paid less 

attention to the human and cultural aspects of healthcare improvement (Bate, et al., 2008).  In 

this type of organisational setting, a research proposal was therefore more likely to secure 

organisational support if it was framed in a way which was aligned with the positivist 

research values that were perceived as ‘good research’ by Queensland Health. Consequently, 



 

 

 

 

  

17 
   
 

research framed as objective, and using quantitative methods would most likely be favored 

over qualitative research. Following the publication of the Forster Review (2005), the 

Discourse of Queensland Health as a complex adaptive system, became a popular viewpoint. 

Appealing to these values therefore made political sense, which resulted in an initial 

quantitative study of the social interactions of networks during decision making (Harden & 

Locke, 2011). This initial study drew on methods from a quantitative study on the 

interactions of high performing business teams (Losada, 1999). It sought to develop 

mathematical models describing the interaction patterns of high, medium and low performing 

networks during complex decision making. While it produced interesting findings, it 

highlighted the limitations of a quantitative approach for enhancing our understanding of the 

role of network leadership decision making. It did not provide insight into the deeper issue of 

the failure of network leadership to foster innovative and creative solutions to deeply 

intractable and mounting problems within healthcare. While complexity theory is a diverse 

field, in this instance, exposure to Hosking’s (1988) theory of leadership as an organising 

process and to the Cynefin Framework (Kurtz & Snowden, 2003; Snowden, 2005; Snowden 

& Boone, 2007), which linked complexity theory to leadership and decision making, led to a 

new direction in the thesis. As it transpired, undertaking the initial study led to a qualitative 

study which brought together Hosking’s theorising and the Cynefin Framework to examine 

leadership as decision making in clinical networks. The Cynefin Framework was useful for 

overcoming Queensland Health’s preference for quantitative research. The Cynefin 

Framework was already being appropriated as a valuable tool for understanding leadership in 

healthcare settings (Fulop & Day, 2010; Fulop & Mark, 2010). As a multi-ontology approach 

it problematised the initial study as single ontology sensemaking, raising questions about 

whether there were other more useful approaches for examining leadership as decision 

making in clinical networks.  

1.4 The research proposal 

 

The purpose of this research is to examine leadership as decision making and the implications 

of this for generating innovative and creative solutions to the organisational dilemmas often 

faced by clinical networks. This research is a response to calls for leadership approaches in 

healthcare other than individualistic models (Bolden & Gosling, 2006a; Fulop & Day, 2010; 
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Fulop & Mark, 2010; Fulop & Mark, 2013; The King's Fund Commission on Leadership and 

Management in the NHS, 2011). The above discussion highlights how the organisational 

setting for this research influenced the development of the research proposal. Mark (2006) 

argued that the scientific rationality typical of healthcare organisations restricts innovation 

because it constrains decision making processes to building on what is known. In this setting, 

it is therefore plausible that the same scientific rationality is constraining what the networks 

perceive as plausible solutions to their problems. This research has therefore been developed 

to address not only the theoretical and empirical aspects of the research problem but also to 

examine the contextual influences on our understanding of clinical networks and leadership 

as decision making. This is achieved in this thesis by arguing the value of examining 

(theoretically and empirically) leadership as decision making and clinical networks from a 

relational standpoint (Hosking, 1988; Hosking & Morley, 1988; Hosking & Fineman, 1990; 

Morley & Hosking, 2003) and not just relying on entrained individualistic and positivist 

understandings. Using an analytics of interpretive practice framework (Holstein & Gubrium, 

2005), and institutional talk analysis (Heritage, 2005), empirical material is generated on the 

relational processes, the resources afforded by the institutional setting and how they work 

together (or not) to constitute leadership, framed as skilful relating and multi-ontology 

sensemaking. Holstein and Gubrium (2005) frame this as understanding the hows, whats and 

whys of social reality construction. Drawing on this notion of hows, whats and whys, this 

research has been framed around the following questions:   

 

1 How can skilful relating change the course of decision making in clinical networks? 

2 What are the resources and conditions under which skilful relating can emerge during the 

course of decision making in clinical networks?  

3 Why does skilful relating emerge during decision making in clinical networks? 

 

The research questions have a particular focus on ‘skilful relating’ which is an important 

aspect of leadership as decision making (Hosking, 1988; Hosking & Morley, 1988; Uhl-Bien, 

2006). Using a relational approach (Fulop & Mark, 2010; Fulop & Mark, 2013; Hosking, 

1988; Hosking & Fineman, 1990; Uhl-Bien, 2006), this thesis introduces another way of 

thinking and talking about leadership in healthcare settings, such as skilful relating. Although 

relational leadership is a field which has broadened its focus in more recent years (Cunliffe & 

Eriksen, 2011; Grint, 2005a; Hosking, 2011a; Hosking & Shamir, 2012), there is a theoretical 
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viewpoint which argues for leadership to be considered as a skilful organising process which 

is central to decision making (Hosking, 1988; Morley & Hosking, 2003; Fulop & Mark, 

2013).  The organising processes of decision making are not just skilful in terms of making 

cognitive evaluations (Hosking & Fineman, 1990), but they must also handle the cognitive, 

social, political and emotional aspects of decision making (Hosking, 1988). According to 

Hosking’s theoretical approach, not all organising processes constitute leadership (Hosking, 

1988; Morley & Hosking, 2003). Leadership is perceived by others when the cognitive, 

social, political and emotional nature of decision making is dealt with in a way which works 

to protect or enhance core values and interests of a collectivity. When decision making is 

accomplished in this way, it is reflective of skilful relating. ‘Skilful relating’ handles the 

power and politics inherent in a decision making context where one set of beliefs, values or 

approaches is likely to be favoured over another (Hosking, 1988; Hosking & Fineman, 1990). 

‘Skilful relating’ achieves this by establishing and maintaining a flexible social order where 

participants influence each other to accept particular descriptions of social order. Flexible 

social ordering enables a change in the status quo while maintaining a sense of stability and 

identity amongst participants. Participants develop an understanding of their situation which 

they accept because it makes sense and is cognitively assessed as intelligent social action 

(Hosking & Fineman, 1990; Morley & Hosking, 2003). The argument of this thesis is that 

‘skilful relating’ incorporates multi-ontology sensemaking (Fulop & Mark, 2013). 

Understanding the empirical nature of multi-ontology sensemaking as relational leadership 

makes a key contribution to our understanding of skilful relating and why the Cynefin 

Framework was introduced. 

 

Unlike this early theory of relational leadership developed by Hosking (1988), which has a 

social – psychological grounding, the Cynefin Framework has its origins in cognitive science 

(Browning & Boudès, 2005). However, despite this, the Cynefin Framework makes another 

useful contribution to this thesis by drawing a link between leadership, decision making and 

context. By promoting the idea that different contexts require different decision making 

approaches, the Cynefin Framework highlights that there is a relationship between context 

and decision making and introduces the notion of multi-ontology sensemaking (Snowden & 

Boone, 2007). From a relational standpoint, clinical networks can be argued as representing a 

new decision making context, different from both the clinical environment and the 

bureaucracy of Queensland Health, and one which clinicians have never before been asked to 
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lead. Given the theoretical link between decision making and context highlighted by the 

Cynefin Framework, it was therefore plausible to consider that the decision making processes 

that were perceived as effective in the more formal organisational environments might not 

necessarily be the most useful in clinical networks. Hosking’s relational theory of leadership 

and the Cynefin Framework have not been brought together and used empirically to examine 

leadership and decision making in contexts such as clinical networks. Bringing together these 

two perspectives empirically was an important milestone in this research. It resulted in a 

thesis which makes a unique contribution to theoretical and empirical understandings of 

leadership as decision making in the context of clinical networks.    

 

Together, Hosking’s (1988; Hosking & Fineman, 1990; Morley & Hosking, 2003) social-

psychological theory of leadership as decision making and the Cynefin Framework (Kurtz & 

Snowden, 2003) highlighted that the initial study had significant limitations. While the 

analysis provided an interesting description of the social interactions during a network 

meeting, it could not offer any insight into the relational processes that constitute leadership 

as decision making and how the institutional setting influenced decision making and the 

leadership implications. Fairhurst (2007) suggested that to study the social processes of 

leadership is to study the sequence and temporal form of social interaction. However, rather 

than consider interaction sequence as purely cognitive, as was the approach adopted in the 

initial study, social interactions should be considered as leadership processes in the making.  

Framing social interactions in this way highlighted that the video – recorded meeting material 

that had been captured for the initial study was also a resource for examining leadership 

processes. Fairhurst’s (2007) theorising on discursive leadership, in which she referenced 

Hosking (1988), illustrated how conversation analysis could be used to generate empirical 

material that could reveal leadership processes such as skilful relating, incorporating multi-

ontology sensemaking, theorised in Hosking’s early work on leadership as decision making. 

However, while conversation analysis deals with the immediate context of an utterance, that 

is, what comes before and after a speech act and how context is constructed in interaction, it 

has a broader contextual limitation. Conversation analysis assumes that the context is 

ordinary conversation and does not necessarily take into account the contextual setting in 

which conversation takes place (Heritage, 2005; Holstein & Gubrium, 2005). Conversation 

analysis does not address the fact that some of the distinct features of talk in interaction may 

be a consequence of the participants’ orientation to a particular institutional setting 
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(Schegloff, 1992). Schegloff (1992) argued that unless an analysis of talk is linked to the 

setting in which it is being conducted, it is not possible to understand how an interaction 

proceeded along particular lines. Holstein and Gubrium (2005) used their idea of the ‘how’s 

and ‘what’s of social reality that is, ‘how is social reality being constructed?’ and ‘what is 

being constructed?’ and ‘under what conditions?’ to deal with the dynamic inter-relationship 

between social interactions and context. They refer to the hows as discourses in practice, that 

is, social interactions; and the whats, as discursive practices, that is, the institutional or 

cultural Discourses that are resources for social reality construction. Holstein and Gubrium 

(2005) argued that if the ‘how’s and ‘what’s of social construction are considered, then why 

social reality is constructed in a particular way, and the consequences of this, can begin to be 

understood.  

 

Methodological approaches which consider both discourse-in-practice and discursive practice 

can therefore reveal why decision making heads in a particular direction and the 

consequences.  In terms of leadership, the ‘how’s, ‘what’s and ‘why’s of social reality 

construction is a way of framing the relational processes that construct leadership (the 

‘how’s), the embeddedness of leadership in its institutional setting (the ‘what’s) and the 

implications of the institutional setting for the social construction of leadership and multi-

ontology sensemaking (the ‘why’s). In this research these three dimensions of leadership 

were empirically examined using a hybridised methodology known as an analytics of 

interpretive practice framework (Holstein & Gubrium, 2005). In this approach the researcher 

used a technique called analytic bracketing to develop a contextualised picture of everyday 

language-in-use. The researcher moved back and forth between discourses-in-practice and 

discursive practice, paying attention to one while always being cognisant of the other. This 

approach was achieved by using institutional talk (Heritage, 2004; Heritage, 2005) (a form of 

conversation analysis).  Institutional talk analysis was used to analyse the meeting 

conversation of a clinical network during decision making to uncover the presence or absence 

of skilful relating incorporating multi-ontology sensemaking and the leadership implications. 

 

This research was approved the Griffith University, Royal Brisbane and Women’s Hospital, 

Brisbane and Princess Alexandra Hospital, Brisbane, Health Research Ethics Committees. 

There were ethical challenges associated with the study design which required video-

recording of the meeting conversation of clinical networks engaged in decision making. 
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However, the context for this study was unique in that I (the principal researcher) had worked 

with the clinicians involved in the networks since 2004 and had good rapport and a trusting 

professional relationship with them. These factors ultimately influenced the willingness of the 

network participants to allow their meeting conversation to be video-recorded. Ethical 

approval was granted under the conditions that individuals would be de-identified in all of the 

analysis, and that the video-recordings would be destroyed after the analysis was completed. 

However, part way through the analysis that is presented in this thesis, it became apparent 

that, although the risk was minimal, it was possible that an individual could be identified 

from the empirical material being generated. For this reason and to ensure that the privacy 

and confidentiality of all participants was respected and protected, it was recommended and 

approved by the Griffith University Health Research Ethics Committee that it would be 

necessary to embargo the thesis. 

1.5 Organisation of the thesis 

 

This thesis is divided into seven chapters. This first chapter has sought to introduce the 

research context, the relational stance on leadership adopted in this thesis and the influence 

that the institutional setting has had on the research that is presented in this thesis. 

Specifically, it focused on how the development of research such as this is tied to the values 

of relevance to the host organisation (Cheek, 2011). In this instance, the prevailing values of 

relevance (positivism and the viewpoint that individuals are the source of leadership) are so 

strong in Queensland Health, that they form a significant part of the research problem. These 

are values, which I will argue throughout this thesis, that constrain organisational thinking on 

leadership to the knowing individual, which in turn may constrain the ability of clinical 

networks to develop creative, innovative solutions to organisational dilemma. This first 

chapter highlighted both the pure and applied focus of this thesis (Easterby-Smith, et al., 

2002). It introduced the theoretical and practical drivers for this research, namely Hosking’s 

(Hosking, 1988; Hosking & Fineman, 1990; Morley & Hosking, 2003) theory of leadership 

as decision making, the Cynefin Framework (Kurtz & Snowden, 2003; Snowden, 2005; 

Snowden & Boone, 2007) and my interpretation of an important organisational dilemma: 

how can leadership best enhance the decision making capabilities of clinical networks and 

lead to creative innovative solutions to difficult organisational dilemmas? This chapter also 
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described how the findings of an initial study changed the direction of this research from a 

quantitative analysis of the interactions of network participants during decision making, to a 

relationally oriented qualitative study which analysed the institutional talk of clinical 

networks for skilful relating and its implications for leadership.   

 

Chapter Two describes the context in more detail and sets the scene for the study. 

Understanding the research setting explains why this research began as a quantitative study 

which used Interaction Process Analysis (IPA) (Bales, 1951) to investigate the social 

interactions of clinical networks during decision making.   Describing the context for this 

research also gives a reader of this thesis a practical understanding of the institutional talk of 

Queensland Health. This is useful because it is later selected as the main method for 

generating empirical material on leadership as decision making in a clinical network. 

Contextualising the theoretical and empirical material presented in this thesis highlights the 

significant challenge that exists for researchers such as me to introduce and sustain a 

conversation around the notion of relationally oriented leadership in healthcare organisations. 

Understanding the entitative nature of the institutional setting helps to explain why it made 

sense to develop the research around decision making as a leadership task (Hosking, 1988; 

Hosking & Morley, 1988; Fairhurst, 2007; Fulop & Mark, 2013; Morley & Hosking, 2003; 

Uhl-Bien, 2006) and how this approach was a necessary entrée into the more radical, 

relational view of leadership. 

 

In Chapter Three, leadership as decision making is theorised as skilful relating (Hosking, 

1988; Hosking & Morley, 1988; Morley & Hosking, 2003; Uhl-Bien, 2006) (Hosking, 1988; 

Morley and Hosking, 2003; Uhl-Bien, 2006). The concept of skilful relating is developed to 

include: multi-ontology sensemaking, flexible social ordering, and intelligent social action; 

and the leadership implications are explored. In particular, leadership as decision making is 

conceptualised as a skilful process which, although it is a cognitive process, is also social, 

political and emotional (Fulop & Mark, 2010; Hosking, 1988; Hosking & Fineman, 1990; 

Morley & Hosking, 2003). In the relational theory of leadership developed in this chapter, 

particular attention is paid to the role of the institutional setting in the social construction of 

leadership as decision making. Holstein and Gubrium’s (2005) analytics of interpretive 

practice approach is used to theorise the inter-relationship between the institutional setting 

(that is, the resources and tools and local conditions under which leadership is constructed) 
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and the social processes of leadership construction (that is, the relational processes that 

constitute leadership) (Uhl-Bien, 2006). An understanding of the inter-relationship between 

institutional setting and the processes of leadership construction (Peck & Dickinson, 2009a) 

is emphasised as important for understanding why leadership is constructed in the way that it 

is in a particular institutional setting. The idea that resources and tools and local conditions 

are inherent in the social construction of leadership is further developed using the Cynefin 

Framework. The Cynefin Framework is used because it offers the language of multi-ontology 

sensemaking for describing the ‘how’s of leadership as decision making (Fulop & Mark, 

2013), that is, discourse-in-practice;  and the ‘what’s, that is, discursive practices (Holstein & 

Gubrium, 2005) which can include the tools or resources (Denis, et al., 2010) that are 

available for decision making in a way that appeals to the entitative culture that prevails in 

healthcare (Fulop & Mark, 2013; Fulop & Mark, 2010; Mark, 2006; Mark & Snowden, 

2006). By bringing together the Cynefin Framework (Kurtz & Snowden, 2003; Snowden, 

2005; Snowden & Boone, 2007) and Hosking’s social psychological theory of leadership as 

decision making  (Hosking, 1988; Hosking & Morley, 1988; Hosking & Fineman, 1990; 

Morley & Hosking, 2003) under a relational leadership framework, new theoretical insights 

into how leadership can influence decision making in clinical networks are developed. 

 

The relational perspective is an emerging paradigm amongst leadership and organisational 

science researchers, which has been applied to leadership and organisation and knowledge 

management (Cunliffe, 2008; Cunliffe & Eriksen, 2011; Fairhurst, 2007; Fulop & Mark, 

2013; Hosking, 1988; Hosking, 2011; Peck & Dickinson, 2009; Uhl-Bien, 2006). From this 

body of literature it is the early theoretical work undertaken by Hosking and colleagues 

(Hosking, 1988; Hosking & Fineman, 1990; Hosking & Morley, 1988; Morley & Hosking, 

2003), which has been the most relevant to the research problem being addressed by this 

thesis. Hosking’s relational theory of leadership and organising, frames leadership as decision 

making.  It is a social psychological sensemaking theory of leadership which is oriented 

towards social constructionism and has been incorporated into other contemporary theories of 

leadership such as discursive leadership (Fairhurst, 2007; Fairhurst, 2011) and leadership as 

performance (Peck & Dickinson, 2009).  When a relational stance is adopted, leadership is 

theorised as an organising process that arises when individuals interact with each other during 

decision making (Barge & Fairhurst, 2008; Cunliffe & Eriksen, 2011; Fairhurst, 2007; Grint, 

2005; Peck & Dickinson, 2009). Individuals contribute to decision making with greater or 



 

 

 

 

  

25 
   
 

lesser degrees of skill, and relational processes handle the issues and dilemmas faced by 

participants (Hosking, 1988; Morley & Hosking, 2003). Hosking frames decision making as 

complex because it is cognitive, social, political and emotional (Hosking, 1988; Hosking & 

Fineman, 1990; Morley & Hosking, 2003). This relationally oriented view therefore sees 

leadership as the skilful process of dealing with the cognitive, social, political and emotional 

aspects of decision making in a way which participants judge as being in their interests 

(Hosking & Fineman, 1990; Morley & Hosking, 2003).  

 

These theoretical ideas add another dimension to the institutional talk that this thesis seeks to 

examine. They frame the ‘how’s (Holstein & Gubrium, 2005) of leadership as decision 

making in a clinical network in terms of constitutive relational processes which include 

skilful relating (Hosking, 1988) and encompass the related concepts of flexible social 

ordering (Hosking & Fineman, 1990) and intelligent social action (Morley & Hosking, 2003). 

When viewed through an institutional talk lens, skilful relating can change discourse-in-

practice to promote multi-ontology sensemaking that is the discursive practices (or ‘what’s) 

of institutional talk. The notion of skilful relating is a useful theoretical extension to 

institutional talk because it links the dynamic inter-relationship between the ‘how’s and 

‘what’s to leadership as decision making and multi-ontology sensemaking, thereby 

contextualising further Holstein and Gubrium’s (2005) hybridised approach to the research 

problem. However, more importantly, theorising skilful relating as an aspect of institutional 

talk can shed light on why it was so difficult for many of the Queensland Health clinical 

networks to be innovative. Chapter Three is therefore dedicated to the theoretical exploration 

and development of skilful relating, flexible social ordering and intelligent social action, 

including the important concept of multi-ontology sensemaking. It also explores the 

implications of these ideas for understanding leadership as decision making in a clinical 

network setting. 

 

Chapter Four describes the research methodology that was developed and used to empirically 

examine how leadership can enhance decision making in clinical networks through skilful 

relating and multi-ontology sensemaking. The relationally oriented social constructionist 

approach adopted in this research is explained and the reasons why institutional talk 

(Heritage, 2004; Heritage, 2005) was chosen as the main study method are discussed. In 

particular, the points of difference between social constructionism and relational 
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constructionism are highlighted to reveal the reasons for the pragmatic approach (Creswell, 

2009; Klenke, 2008) that was adopted and for the linguistic focus of the research. In this 

chapter, the way in which institutional talk analysis is used in this study and supplemented 

with thematic analysis (Maitlis, 2005) and turning point analysis (Smith, 2003), is outlined. 

Details of the study participants and the method used for capturing the naturally occurring 

talk that was analysed to generate empirical material, are provided.     

 

In Chapter Five the empirical material generated from my analysis of the institutional talk of 

the Cancer Care Network (CCN) is presented.  This analysis reveals the ‘how’s, that is, the 

discourse-in-practice that constitutes leadership as decision making; and the ‘what’s, that is, 

the discursive practices that orient the CCN’s decision making in a particular direction.  The 

institutional talk analysis presented in this chapter covers the following dimensions of 

institutional talk (Heritage, 2004; Heritage, 2005): turn taking organisation, overall structural 

organisation, sequence organisation, turn design, lexical choice, and asymmetry in 

participation, institutional ‘knowhow’ and epistemology. Institutional talk analysis is applied 

to a sub-set of the video recordings of the CCN meetings and the empirical material 

generated for each dimension is presented.   

 

Chapter Six discusses how this thesis has contributed both theoretically and, especially 

empirically, to our understanding of relational leadership. It highlights how the contextual 

challenges of the institutional setting in which the research took place led to the innovative 

approach of bringing together relational leadership theory (Hosking, 1988; Hosking & 

Fineman, 1990; Morley & Hosking, 2003; Uhl-Bien, 2006) and the Cynefin Framework, 

which together encompassed diverse ontological and epistemological viewpoints. This 

discussion will highlight how the theoretical limitations of the Cynefin Framework and 

relational leadership theory led to the unusual approach of using institutional talk to examine 

leadership as decision making in a clinical network. The originality of using institutional talk 

to address the concerns of theoretical and empirical issues regarding the inter-relationship 

between relational processes (such as professional sensemaking) and the institutional setting 

is discussed. Institutional talk is revealed as useful for explaining how and what makes 

decision making in clinical networks take a particular course.  It was identified as useful 

theory and method for revealing the interactional regime that helps explain the processes that 

regularly reproduce single ontology sensemaking but also reveals instances of multi-ontology 
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sensemaking in a clinical network and the implications for the development of creative and 

innovative thinking around difficult organisational dilemmas. The chapter concludes by 

pulling together the empirical material on each dimension of institutional talk to describe the 

institutionality of the CCN’s talk and its effect on multi-ontology sensemaking, flexible 

social ordering and skilful relating.    

 

The final conclusions that can be drawn from this thesis are discussed in Chapter Seven. It 

highlights how relational leadership theory (Hosking, 1988; Hosking & Morley, 1988; 

Hosking & Fineman, 1990; Uhl-Bien, 2006; Cunliffe & Eriksen, 2011) combined with the 

Cynefin Framework for decision making (Kurtz & Snowden, 2003; Snowden, 2005; 

Snowden & Boone, 2007) and institutional talk (Heritage, 2004; Heritage, 2005; Holstein & 

Gubrium, 2005), identified a new relationally-oriented understanding of skilful relating and 

multi-ontology sensemaking. The empirical insights into why skilful relating is needed for 

the development of creative and innovative solutions are highlighted in this chapter. This 

chapter reveals that skilful relating incorporating multi-ontology sensemaking, flexible social 

ordering and intelligent social action facilitate the types of conversational spaces where 

creative and innovative solutions to difficult organisational dilemmas can emerge. How 

skilful relating can lead to dilemma rich environments which encompass human and social 

issues as well as the technical/scientific aspects of the problem being addressed and what I 

have described as conjectural talk, are also discussed. Conjectural talk is revealed in this 

chapter as an antecedent for multi-ontology sensemaking and therefore critical for flexible 

social ordering, intelligent social action and the generation of creative and innovative 

solutions to difficult organisational dilemmas. In addition, this chapter highlights that for 

multi-ontology sensemaking to be accomplished there must also be cognitive acceptance of 

relationally oriented issues and that this is the last and most difficult to achieve. The risks for 

practitioners and researchers working in contexts such as the Queensland Health clinical 

networks when entitative thinking is allowed to dominate professional sensemaking, are 

discussed. Suggestions for future research and the broader application of this research for 

decision making around difficult organisational dilemmas in healthcare are also considered.
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CHAPTER 2 Contextualising the research 

2.0 Introduction 

 

In Chapter One the goals of this research were introduced and the strong ties between the 

values of relevance to Queensland Health and the research presented in this thesis were 

highlighted. Queensland Health’s orientation to positivism and the belief that individuals are 

the source of leadership were identified as important parts of the research problem which this 

thesis seeks to address. Holstein and Gubrium (2005), but also other leadership theorists 

(Fairhurst, 2007; Grint, 2005; Hosking, 1988; Peck & Dickinson, 2009), argue that it is 

difficult to understand how social reality is constructed without an appreciation of the 

contextual issues that shape the construction of social reality itself. Therefore, in order to 

make sense of any empirical material that may be generated by this research on how decision 

making processes are constructed and their course altered, an appreciation of the 

organisational and institutional contexts in which this research was developed is needed. 

Holstein and Gubrium (2005) would describe this type of contextual material as the whats of 

social reality which they also refer to as ‘discursive practices’. When framed in this way, 

discursive practices represent the ‘taken for granted’ assumptions that reflect the generally 

accepted way of thinking in a particular organisational and institutional setting. For example, 

in this study, the term ‘discursive practices’ will be used as a way of referring to the generally 

accepted schools of thought on leadership, how networks are defined and what is perceived 

as useful research in healthcare settings such as Queensland Health. The term ‘discursive 

practices’ is akin to what Fairhurst (2007) would describe as ‘big ‘D’ Discourse’ (p. 7) - the 

culturally standardised Discourses that order social reality in a particular way  and inform 

social practices.  Parallel to discursive practices is discourse-in-practice or the hows of social 

reality construction. Discourse-in-practice is ‘conversational machinery’ (Holstein & 

Gubrium, 2005, p. 488) and is patterned by discursive practices. Discursive practices provide 

a resource for discourse-in-practice, and discourse-in-practice is the means through which 

discursive practices define social reality (Fairhurst, 2007; Holstein & Gubrium, 2005). 

Holstein and Gubrium (2005) argue that understanding this interplay between discursive 

practices and discourse-in-practice is needed to understand why social reality is the way that 

it is. In other words, the interplay between discursive practices and discourse-in-practice tells 
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us about the institutional talk that defines what research approaches are most accepted in 

Queensland Health. Peck and Dickinson (2009) argue that the institutional setting defines the 

actions and behaviours that are acceptable and that organisational structures are ‘arenas of 

action’ (p. 53), defined by rules and roles and the presence of different groups with their own 

interests and resources. The institutional talk of an organisation could therefore explain why a 

research project is designed and implemented in a particular way and some research projects 

are supported over others.  

 

This thesis was originally framed by the dominant discursive practices of Queensland Health 

which, as is common in healthcare, gives priority to positivist research (Mark & Snowden, 

2006) and individualistic leadership approaches (Bolden & Gosling, 2006). Easterby-Smith 

(2002) argues that political influence occurs where there is a power differential between the 

individuals and the organisations involved in the research. In highly professionalised research 

settings, such as healthcare (Fulop & Mark, 2013), including Queensland Health, where there 

are overtly dominant discursive practices, power dynamics can significantly influence the 

topic of study, the research design and what and how the findings are reported (Cheek, 2011; 

Christians, 2011; Easterby-Smith, et al., 2002). Easterby-Smith, Thorpe and Lowe (2002) 

identify that the organisational context can exert significant influence on the research process. 

In this study, the organisational setting of Queensland Health influenced many aspects of this 

thesis from the research questions, the research approach and the choice of methods through 

to the final discussion and conclusion. The organisational context is important because it 

defines the institutional setting in which the research is taking place. Institutional settings, 

‘define what kinds of actions and behaviours are legitimate, but also how certain actions, 

deeds or words might be interpreted. Thus, organisational context restricts the options 

available to leaders’ (Peck and Dickinson, 2009, p. 52). For this reason, the institutional 

setting is critical for understanding bureaucracies such as Queensland Health and requires 

that the institutional context be given primacy. Organisational settings such as Queensland 

Health can be considered as ‘arenas of action’ (Peck and Dickinson, 2009, p. 53) demarcated 

by roles, rules and different stakeholder groups with different interests and values that, in turn 

define the discursive practices of the organisational setting. Understanding the institutional 

setting of Queensland Health, and its associated discursive practices, is relevant in this study 

because it provides an insight into why this research took the course that it did. However, in 

addition, as mentioned above, the discursive practices of Queensland Health and their 
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influence on the discourse-in-practice relating to this research, explain why institutional talk 

became so important to the overall thesis. 

 

The purpose of this chapter is therefore to contextualise this research by presenting a view of 

the institutional context at the time this research was being developed and organisational 

support negotiated. It provides the institutional logic (Peck & Dickinson, 2009) behind this 

research. Queensland Health is the provider of all public health services in Queensland. The 

dimensions of institutional context that have shaped the development of this research include: 

the political climate, researcher experience and interests, research interests of University 

partners, new government interests, Queensland Health policy priorities and new initiatives, 

national policy priorities and new initiatives, and the research interests of Queensland Health 

at the time the research proposal was being developed. Contextualising the research in this 

way is important for understanding the nature of the research presented in this thesis and the 

choices that were made during its development. The contextual material described in this 

chapter draws on published material describing the Queensland Health organisational 

environment and the personal experience of the researcher. It reflects the researchers 

understanding of the broader organisational Discourse, referred to by Fairhurst as big ‘D’ 

discourse, (Fairhurst, 2007) at that time. 

2.1 Political climate 

 

This research was initiated in 2007 following the Queensland Health Systems Review 

(Forster, 2005). The Queensland Health Systems Review was the Government’s response to 

public concern over the safety and quality of public health services. The review considered 

all of Queensland Health’s administrative and workforce management systems.  Some of its 

key recommendations included: a renewed emphasis on the importance of leadership and 

team working; clinician led decision making, enabled through flatter organisational structures 

that supported devolved decision making; and a greater investment in the establishment of 

partnerships with external service providers to improve the efficiency and quality of health 

services across the continuum of care.  
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The Queensland Health Systems Review was the imperative for a new approach to clinical 

governance in Queensland (Duckett, 2007). This new approach to clinical governance was 

implemented through a broad range of inter-related initiatives. Key initiatives included the 

establishment of a Workplace Culture and Leadership Centre and Clinical Networks. 

Although significant funds were invested in these two initiatives, they represented a small 

proportion of the Government’s new financial commitment to healthcare following the 

review. For example, in 2005, the Queensland Government made a one-off investment of 

$4.431 million over 5 years in public health services through the Health Action Plan: 

Building a Better Health Service for Queensland (Queensland Government, 2005).  

 

By 2006 Queensland Health was actively pursuing ways to better engage clinicians, develop 

clinician leadership, and support clinical networks. The Government’s investment in the 

Health Action Plan increased the pressure on Queensland Health to demonstrate its benefits 

to Queenslanders. As a result, there was an emphasis on performance measurement and 

public reporting on progress and outcomes (Queensland Health, 2006). Evaluation, reporting 

against standards, and benchmarking, were government imperatives. In response, Queensland 

Health actively sought partnerships with local universities to assist in evaluating new 

initiatives such as the clinical networks.  

2.2 Researcher experience 

 

Since 2000 I have worked with Queensland Health service improvement collaboratives and 

clinical networks to develop systems for compiling and reporting on cancer outcomes across 

Queensland. The research for this thesis originated from the day to day challenges that others 

and I faced in these roles. For example, many of the clinical networks, even when provided 

with robust data showing unexplained variation in clinical outcomes across Queensland, were 

unable to identify a course of action and develop these important issues. This caused 

frustration for those clinicians who took time out of clinical practice to participate in the 

clinical networks and consequently, it was difficult to maintain their enthusiasm. Clinicians 

became more and more disillusioned about the value of networks. The perception that lack of 

progress was due to inadequate leadership grew amongst clinicians, policy makers and health 

service executives. 
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The networks involved some of the most highly skilled specialists in Queensland, many of 

whom led progressive and innovative clinical units and were participants in the Better 

Workplaces Leadership Development Program described in chapter one. From close work 

with the networks, it was apparent that the issues they faced as part of the clinical network 

were different from those in clinical practice and that making decisions as a member of a 

clinical network was a new experience for many. Based on these observations, it appeared 

plausible to me that the problem for the clinical networks was not necessarily an absence of 

leadership.  Instead, it was perceivable that making decisions as part of a clinical network 

was so different from doing so in a clinical setting, that another form of leadership may be 

required. A leadership approach that supported decision making on health systems issues in 

highly political contexts where there was a requirement for inter-disciplinary and cross 

agency collaboration may have been absent. These observations were the trigger for pursuing 

a research project on decision making. 

2.3 University research interests 

 

Two universities were involved in the development of this research. They were the University 

of Queensland where a Queensland Health Executive (who was a significant contributor to 

network theory and practice in Queensland Health, as well as external supervisor and 

advocate for my research) held a professorial position; and the Health Management Research 

Alliance (HMRA) at Griffith University where I had identified a professional academic in the 

School of Public Health who had agreed to supervise my doctoral studies. The HMRA brings 

together researchers from a range of institutions and universities across Australia and New 

Zealand. Its aim is to enhance the reputation and influence of health services research through 

collaborative engagement (Fulop & Day, 2009). At the time this research was being 

negotiated, the HMRA was hosted by Griffith University and health leadership was one of its 

priority areas. In this context, the Griffith Business School and School of Health agreed to 

provide a three year scholarship for this research and were major stakeholders alongside 

Queensland Health.  
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The HMRA scholarship was awarded to investigate the leadership and the social dynamics of 

effective clinical networks. Early in the second year of the scholarship the principal 

supervisor took a position at another university and was replaced by two principal 

supervisors, one from the School of Psychology and the other from the School of Business, 

Griffith University. This change in my academic supervision was a significant turning point 

in my studies, introducing new and different academic interests. In this instance these 

supervisory changes introduced concepts such as the Cynefin Framework and complex 

decision making and relational leadership (Uhl-Bien, 2006). However, despite these 

influences, an initial study, mentioned briefly in Chapter One, was already underway.  This 

initial study used Bales’ (1951) Interaction Process Analysis (IPA) to examine the interaction 

patterns of network participants engaged in decision making (Harden & Locke, 2011) and 

will now briefly be described because, not only does it represent the dominant discursive 

practices in healthcare, but it also leads to the shift to institutional talk. 

2.3.1 Initial study 

 

The design of the initial study was not only influenced heavily by the discursive practices of 

Queensland Health, but it was also shaped by the scientific training of the researcher in 

positivist research approaches and familiarity with quantitative methodologies. This study 

was therefore based on the premises that a network’s decision making approach could be 

described by the interaction patterns of the network members; different networks could be 

differentiated by their patterns of interaction; and the interaction patterns generated from this 

analysis, when brought together with other material on leadership performance such as the 

accomplishment of project tasks and achievement of project goals, would provide 

generalisable knowledge on effective leadership in complex decision making contexts. Seven 

clinical cancer network sub-committees, established under a Commonwealth Government 

funded program called Cancer Service Networks National Program, (CanNET) (Cancer 

Australia, 2013) participated in this study. The sub-committees were time limited for 12 

months and they were made up of 8-12 clinicians and administrators from rural, regional and 

remote facilities. The sub-committee meetings were video recorded and IPA was used to 

analyse the sub-committees’ interactions during decision making.  

 



 

 

 

 

  

34 
   
 

The IPA approach involved annotating the meeting video into verbal utterances and 

identifying the utterances of each individual. Verbal utterances were then subdivided and 

categorised using four mutually exclusive behaviour categories: positive (shows solidarity, 

shows tension release, and agrees), negative (shows antagonism, shows tension, and 

disagrees), asks (asks for orientation, asks for opinion, asks for suggestion) and gives (gives 

orientation, gives opinion, and gives suggestion). An outcome of this methodology was the 

concept of a ‘meeting interactions fingerprint’ (Harden & Locke, 2011). Unlike other 

definitions of an interaction fingerprint, which are based on qualitative analysis (Heritage, 

2004), a ‘fingerprint’ in this study was defined as a set of metrics that describes the 

interaction patterns of the clinical network sub-committees. The meeting interaction 

fingerprint included metrics such as total number of utterances and total utterance time for 

each speaker; total number of utterances and total utterance time for each speaker grouped by 

the four behaviours (positive, negative, asks and gives); total number of utterances and total 

utterance time for each of the four behaviours (positive, negative, asks, and gives); and 

average time in seconds since last contribution for each speaker. 

 

The meeting interaction fingerprint represented a subset of the possible metrics that could be 

calculated from the data that were derived using the IPA method. An interaction fingerprint 

was intended as a tool, which, when compared with the fingerprints from other clinical 

network sub-committees, would highlight similarities and differences in interaction patterns.  

When combined, all possible metrics in a fingerprint could be likened to a DNA chain, 

metaphorical language which appealed to the clinically orientated participants in this study.  

Just as variation in a specific part of a DNA chain can result in different traits, variation in 

individual metrics of an interaction fingerprint might indicate different decision making 

approaches. A meeting interaction fingerprint was generated for a sample of the meetings 

from each of the seven clinical network sub-committees. These fingerprints described for the 

first time, the interaction patterns of clinical network sub-committees engaged in decision 

making.  

 

The IPA coding scheme used in this study was one of a number of possible methods which 

used coding schemes to analyse interaction processes. Interaction analysis is an empiricist 

method used to examine the sequence and temporal form of conversation (Fairhurst, 2007). 

The quantitative interaction fingerprints generated from the IPA method were used to 
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compare the interaction patterns between meetings and across networks. The fingerprints 

were examined in relation to whether a network was able to develop their issues and generate 

solutions. Preliminary analysis of the interaction fingerprints revealed that the networks that 

successfully developed and implemented a service improvement intervention, compared to 

the networks that were unsuccessful, were characterised by a higher ratio of positive to 

negative (P/N) interactions (9.4 versus 5.1); higher rates of asking for and giving a suggestion 

(19.9% of the total asks and gives interactions compared to 5.4%); and a more distributed 

interaction pattern with 48% of all interactions involving the chair. However, although these 

findings were interesting and of relevance to Queensland Health, they were limited in what 

they could reveal about the organisational dilemma of interest and prompted a change in 

approach. For example, while the interaction patterns suggested that leadership was more 

distributed in the networks that were able to advance their issues; they revealed nothing about 

the leadership processes that were enabling and shaping the course of the networks’ decision 

making. As Fairhurst (2007; 2011) pointed out, approaches such IPA, which centre the 

individual as the unit of analysis, are unable to reveal the organising power of leader-follower 

actions. Peck and Dickinson (2009, p. 30) described approaches such as IPA (Bales, 1951) as 

essentialist, ‘treating individuals and contexts as fixed dimensions of a world discoverable 

through scientific research – and universalist (i.e. applicable in all social and cultural 

settings)’. They argued that approaches such as IPA, which assume that a definitive account 

of what is being examined can be achieved, do not acknowledge that leadership is the 

outcome of the broader social system and not just the traits or acts of individuals. Peck and 

Dickinson (2009) suggested that institutional settings define what counts as leadership by 

shaping the acts of individuals and the opportunities available for individuals to act. 

Consequently, an essentialist approach, such as the one used in this initial study, which did 

not recognise that a network’s interactions were the product of its their broader social system 

and did not problematise context, was not that useful for revealing the relationship between 

leadership and the course of a network’s decision making. This realisation was a significant 

milestone in the development of the research which is presented in this thesis. It resulted in a 

shift, which I found challenging, away from the positivist worldview and focus on 

complexity theory to explore other research paradigms such as social constructionism and 

relational constructionism which focused on examining leadership as an organising process 

(Hosking, 1988) capable of changing the course of decision making. The research presented 

in this thesis is the product of this change in thinking and the researcher interests. It is also a 
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significant shift away from the paradigm that is the one most often used in healthcare which 

seeks to garner evidence to convince others of the need to change or just even have a 

different conversation (Fulop & Mark, 2013; Rycroft-Malone, et al., 2004). 

2.4 New government initiatives  

 

There were three new government initiatives being implemented at the time this research was 

being developed that influenced this research: establishment of the Better Workplaces 

Leadership Development Program (Crethar, et al., 2011); the Cancer Services Networks 

National Program (CanNET) (Cancer Australia, 2013); and the Queensland Health Clinical 

Networks (Queensland Health, 2007a). As mentioned earlier, the Better Workplaces 

Leadership Development Program was established in response to concerns identified in the 

Queensland Health Systems Review. The review identified that the Queensland Health’s 

organisational culture as one of working in silos and bullying and harassment. In an attempt 

to change this culture, the program was established and implemented as an organisation-wide 

leadership development strategy for senior leaders, managers and supervisors (Crethar, et al., 

2009; Crethar, et al., 2011). The program included a range of leadership development 

activities such as an Emerging Clinical Leaders Program; Top 500 Leaders Program; Conflict 

Resolution Program for Clinicians and Clinical Network Chairs; 360-degree feedback; 

executive coaching; leadership learning modules; and an interactive leadership website. It 

aimed to improve the leadership capabilities of employees in executive, middle management 

and supervisory positions on the basis that, ‘the only thing of real importance that leaders do 

is to create and manage culture’ (Schein, 2004 in Duckett, 2007, p 1). This strategy was 

considered, at that time, to be the most comprehensive leadership development program in 

Australia (Crethar, et al., 2009). 

 

The CanNET program developed by Cancer Australia aimed to link regional and 

metropolitan cancer services into comprehensive cancer networks. Its goals included 

improved access to quality cancer services for groups such as Aboriginal and Torres Strait 

Islander and rural and regional communities that were known to have poorer outcomes. The 

CanNET program provided funding to Australian State and Territory governments to support 

them in working collaboratively with consumers and primary, secondary and tertiary health 
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professionals to improve outcomes through the better coordination of existing services. There 

were eight CanNET projects across Australia, one in each state and territory. CanNET 

provided one-off funding and Queensland Health received $1million from Cancer Australia 

under CanNET to support multi-disciplinary cancer care.  

 

The Queensland Health Clinical Networks was a policy imperative arising out of the new 

Queensland Health governance approach (Duckett, 2007). They were funded through the 

Queensland Government Health Action Plan (Queensland Government, 2005). The definition 

of clinical networks developed by Queensland Health was, “a formally recognised group, 

principally comprising clinicians, established to address problems and/or efficiency in 

healthcare” (Queensland Health, 2007a, p. 1). This definition reflected a modified version of 

the more widely accepted Scottish Executive Health Department definition:  

 

‘Managed Clinical Networks are defined as linked groups of health professionals and 

organisations from primary, secondary and tertiary care, working in a coordinated 

manner, unconstrained by existing professional and health board boundaries, to ensure 

equitable provision of high quality clinically effective services throughout Scotland’ 

(Scottish Health Executive Department, 2002, p. 2).  

 

Queensland Health clinical networks were described according to their clinical focus, that is, 

cancer, cardiac, aged care; and their geographical boundary, for example, statewide or Area 

Health Service clinical networks. They operated under the terms of the Queensland Health 

Clinical Networks Policy v2.0 (Queensland Health, 2007a) and the Queensland Health 

Clinical Networks Implementation Standard version 1.0 (Queensland Health, 2007b). They 

comprised a formally appointed clinical chair who was perceived as the clinical leader, a 

steering committee who provided direction on the network’s scope of work and priorities, and 

a broader network of clinicians who worked together to find ways to improve health services. 

Overall the clinical networks were established to improve the efficiency and effectiveness of 

health services; they were not responsible for the operational budgets associated with 

delivering health services. They received recurrent operational funding from Queensland 

Health for administrative/project support, travel, and back-fill for the chair (to cover the time 

they might spend away from their clinical responsibilities). A few of the clinical networks 

also received special purpose funding through sources such as, but not limited to, the 

Queensland Government Health Action Plan. This funding was typically time-limited and 
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given to the clinical networks for establishing new infrastructure, piloting new services or 

undertaking special projects such as new models of care, clinical practice guidelines and 

clinical information systems. Many of the clinical networks established sub-committees to 

develop these specific initiatives.  

 

A number of classification systems exist for describing the different types of relationships 

that can exist in inter-organisational networks such as the Queensland Health clinical 

networks: vertical and horizontal networks; pooled and complementary networks; product 

service and learning networks; number of firms in the network; and strategic focus (Fulop, 

2009). The Queensland Health clinical networks can be described according to all of these 

typologies. For example, they have the characteristics of horizontal, complementary networks 

where organisations from different parts of the health system have come together in a non-

competitive relationship so that they can draw on each other’s skills and expertise. Their 

focus is health service delivery in that they seek to work together to improve the safety, 

quality and effectiveness of healthcare.  The Queensland Health clinical networks vary in size 

depending on their clinical or health service focus, but most include tertiary, metropolitan and 

rural hospitals and health services; primary care, and non-government organisations. In 

healthcare however, it is the terms ‘mandated’ and ‘organic’ or ‘natural’ that are frequently 

used to describe clinical networks (Braithwaite, et al., 2009; Ferlie, et al., 2010; Hudson, 

2004). The type of purposefully designed and formally endorsed networks established by 

Queensland Health could be best described as mandated. Although it is the mandated network 

that receives most attention from healthcare policy-makers and researchers, organic or natural 

networks are also important parts of the healthcare system.  Organic networks are often 

described as being inherent in complex social systems (Laumann & Pappi, 1976) and are 

therefore seen as both a part of, and working alongside mandated networks.  Hudson (2004) 

suggested that mandated and informal clinical networks achieve different types of change. 

Mandated networks are said to be more likely than informal networks to achieve structural 

change whereas organic networks are created by the members in response to a local issue or 

need and are therefore likely to change the opinions and actions of people. Both of these 

network effects are perceived as important to the success of clinical networks in tackling 

what can be described as wicked problems (Australian Public Service Commission, 2007) 

that are said to represent some of the key challenges currently facing clinical networks in 

Australia (Cunningham, et al., 2012a; Cunningham, et al., 2012b).  
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At the time of this research there were three Area Cancer Networks: the Northern Area 

Cancer Network, the Central Area Cancer Network and the Southern Area Cancer Network, 

and a statewide Queensland Paediatric and Haematology Oncology Network. These networks 

were aligned with the organisational structure of Queensland Health at that time which 

comprised of three Area Health Services: Northern Area Health Service, Central Area Health 

Service and Southern Area Health Service. The Area Health Services were fiscally and 

operationally responsible for delivering health services to Queenslanders living within their 

defined geographical boundary. However, the Central and Southern Area Health Services 

were also responsible for providing some super-specialised services such as paediatric 

oncology services to the whole of Queensland, and some specialist cancer services such as 

radiotherapy for complex head and neck cancers to the Northern Area Health Service where 

the population was not large enough to establish and sustain these highly specialised services. 

Funding to support the Area Cancer Networks was made available through the Queensland 

Government ‘Health Action Plan’ (Queensland Government, 2005). This funding allowed for 

the appointment of a Medical Director and a Nursing Director to lead each Area Cancer 

Network. At a statewide level, the Medical and Nursing Directors of each Area Cancer 

Network came together with officers from the Policy, Planning, Strategy and Resourcing 

(PPSR) Branch within Queensland Health, under the auspices of the Cancer Control 

Leadership Group (CCLG). The CCLG was the statewide leadership body for strategic 

planning, policy, service planning and safety and quality for cancer in Queensland. The 

CCLG and the associated Area Cancer Networks were not responsible for the management of 

the core operational funds allocated for delivering cancer services. However, they did oversee 

the distribution of special purpose funds provided by the Queensland Government through 

the Health Action Plan for service development, service improvement and safety and quality 

initiatives across the Area Health Services. These functions were performed under the 

governance of the Area Cancer Networks and their respective Medical and Nursing Directors. 

This approach, specifically the appointment of the Medical and Nursing Directors of the Area 

Cancer Networks was unique to cancer and driven by the substantial investment being made 

by the Queensland Government through the Health Action Plan in cancer control. The three 

Area Cancer Networks were established by the Area Health Services under the governance of 

Queensland Health and under the direction of the Health Systems Review (Forster, 2005). 

The Area Cancer Networks were examples of mandated networks (Hudson 2004). An 
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overview of the statewide governance structure for the Cancer Control including the Cancer 

Networks is described below, in Figure 1. 

 

Figure 1: The Governance Structure for the Cancer Clinical Networks 
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The funding made available to the CCLG and Area Cancer Networks via the CanNET 

initiative described above was considered special purpose funding. It was special purpose 

funding provided by the Commonwealth Government to Queensland Health via Cancer 

Australia which had to be used within 2 years. It therefore provided the CCLG with the 

opportunity to invest in advancing an important strategic priority, improving multi-

disciplinary cancer care (MDCC) (Queensland Health, 2006), which was also an identified 

area for service improvement (Queensland Cancer Control Analysis Team, 2007). The 

Central and Southern Area Cancer Networks directed their allocation of CanNET funds 

towards the development of clinician driven service improvement networks to assist the Area 

Cancer Networks to achieve MDCC. The approach they adopted began with two service 

improvement workshops; one in the Central Area Health Service and one in the Southern 

Area Health Service. The CanNET funded service improvement workshops and emerging 

networks were supported by project staff from the Queensland Cancer Control Analysis 

Team (QCCAT).  

 

The purpose of the workshop was to generate ideas amongst cancer clinicians for enhancing 

MDCC and identify individuals who were interested in working together to advance an area 

of common interest within this scope. The workshop was open to all clinicians working in 

cancer care which included specialists such as surgeons, medical oncologists and radiation 

oncologists and radiation therapists and other allied health professionals, cancer nurses and 

cancer care coordinators. Cancer care coordinators were a new role in Queensland at the time 

of this research. Cancer care coordinators were experienced clinicians most often nurses or 

allied health professionals who supported the patient to navigate between the different 

treatment services, often in different hospitals and locations, and to provide a single point of 

contact for information and support. Consequently, given that the purpose of the workshop 

was to generate ideas for enhancing MDCC, cancer care coordinators were active participants 

in the workshop. The workshop was also open to health administrators such as policy 

officers, unit business managers, project officers, data analysts, health planners working in 

the area of cancer. It was also open to Senior Executive Officers in the Area Health Service 

who had a responsibility for the funding and/or development of clinical cancer services. 
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Twelve ways of improving MDCC were identified at the workshop. This led to 12 service 

improvement networks, seven of these service improvement networks agreed to participate in 

this research and are described below, in Table 1.  

 

Table 1 Service Improvement Networks 

Service 

Improvement 

Network 

Sub-committee  Activities  

Enhancing 

Communication in 

Cancer Care 

 

 

Chair - general 

practitioner 

 

Colorectal surgeon 

Medical oncologist 

Medical director of 

cancer services 

Cancer care coordinator 

Consumer 

General practitioner 

Project officer 

Development of the Queensland 

Directory of Cancer Services 

(QDOCS). QDOCS is a web based 

system that provides information 

about cancer services and 

treatment options by place of 

residence and includes referral 

guidelines for general practitioners 

to allow for prompt referral to 

cancer services. 

 

Cancer Care 

Coordination  

 

Chair - cancer care 

coordinator from a 

regional hospital 

 

Two cancer care 

coordinators from tertiary 

hospitals 

Six cancer care 

coordinators from 

regional hospitals  

Project officer 

Development and piloting of a 

flyer introducing cancer care 

coordinators to general 

practitioners 

 

Development of the Cancer Care 

Coordinator Notification of 

Intended Treatment Summary 

general practitioners.  

 

Sharing and 

Sustainability: 

Putting Faces to 

Names 

 

 

 

Chair - cancer care 

coordinator from a 

regional hospital 

 

Three cancer care 

coordinators from tertiary 

hospitals 

Three cancer care 

coordinators from 

regional hospitals  

One breast care nurse 

from a regional hospital 

Project officer 

 

 

Implementation of the cancer care 

coordinator shared folder. The 

shared folder provides a 

sustainable email forum for 

sharing professional knowledge, 

getting advice on clinical issues 

from peers and supporting 

professional links between cancer 

care coordinator and specialist 

cancer nurses.  

 

Quarterly education sessions by 

videoconference. Sessions include 

up to 24 facilities. Cancer care 

coordinators nominate cancer care 
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initiative or item of interest for 

presentation.  

Developing 

Partnerships in 

Cancer Care: 

Survivorship Care 

Plan 

 

 

 

Chair - Cancer care 

coordinator from a 

regional hospital 

One cancer care 

coordinator from a 

tertiary hospital. 

Two cancer care 

coordinators from a 

regional hospital. 

Two radiation therapists 

from metropolitan 

hospitals 

General practitioner 

Project manager 

Project officer 

Development and implementation 

of survivorship care plans for 

breast cancer, lung cancer and 

thyroid cancer in 2 regional and 

one tertiary hospital. 

The templates were made 

available for local adaptation and 

implementation by other hospitals. 

Enhancing 

Communication: 

Initial Screening 

Tool  

 

 

Chair - cancer care 

coordinator from a 

regional hospital 

 

Four cancer care 

coordinators from tertiary 

hospitals 

Three cancer care 

coordinators from 

regional hospitals 

General practitioner 

Nursing director of an 

Area Cancer Network 

Project officer 

Development and piloting of a 

comprehensive initial screening 

tool for people newly diagnosed 

with cancer.  

 

The Initial Screening Tool 

facilitates the early detection of the 

challenges faced by an individual 

and their family that arise from the 

impact of a cancer diagnosis.  

 

The tool facilitates early referral 

into other services.   

 

Referral Pathways 

Project 

 

Co-chaired by two cancer 

care coordinators from 

two tertiary hospitals  

 

Three cancer care 

coordinators from tertiary 

hospitals 

Four cancer care 

coordinators from 

regional hospitals 

Nursing director of an 

Area Cancer Network 

Project manager 

Development of a cancer care 

coordinator poster to raise 

awareness of the cancer care 

coordination service in the clinical 

setting.  

 

Development of referral criteria 

for cancer care coordination 

services 

Communication 

 

 

Chair - Cancer care 

coordinator from a 

tertiary hospital  

 

This working party was disbanded 

by an Area Cancer Network 

nursing director because, after 2 

meetings, the members remained 
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One cancer care 

coordinator from a 

tertiary hospital 

Two cancer care 

coordinators from 

regional hospitals 

Nursing research fellow 

Project officer 

 

unclear about their purpose and 

unable to develop a work plan.  

 

Similar to the Area Cancer Networks each service improvement network had a chair and 

established a network sub-committee. Clinicians were invited to submit an expression of 

interest for either chairing or being a member of the sub-committee or participating in the 

network/s activities. Clinicians were able to participate in more than one service 

improvement network and participation was not restricted to clinicians who attended the 

workshop. The appointment of individuals to the positions of chair for each of the service 

improvement networks was endorsed by the Medical and Nursing Directors of the Area 

Cancer Networks. The network sub-committee was made up of a core group of 8-10 cancer 

health professionals which included clinicians and administrators who were able to allocate 

time to participate in meetings of the network. As described in Table 1 a range of clinicians 

participated in the network sub-committees including a surgeon, medical oncologist, radiation 

oncologist, radiation therapists, cancer nurses, cancer care coordinators, breast care nurses 

and a general practitioner. Clinicians who were sub-committee members were able to take 

time away from their clinical roles to participate in the sub-committee meetings. They were 

given a travel allowance to attend face to face meetings. The network sub-committees also 

included a Nursing Director of Cancer Services, a Medical Director of Cancer Services and 

project staff from QCCAT. The network sub-committee coordinated the activities of the 

network and communicated with the broader group of clinicians who said they wanted to be 

part of particular service improvement networks. It took approximately 8 months for the 

funding to be allocated and the 12 service improvement networks to be established leaving 

around 16 months for their sub-committees to plan, coordinate and implement their program 

of work and complete an evaluation report for Cancer Australia. While the service 

improvement network sub-committees were time limited because of the time constraints on 

the funding it was intended that the broader service improvement networks of clinicians and 

administrators would be sustained. 
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2.5 Clinical networks framed as organisational entities 

 

Clinical networks in Queensland Health, and in Australia more broadly, have been promoted 

as a new form of organisational entity that will foster and formalise collaboration across the 

health system in order to improve the safety, quality and efficiency of health services 

(Haines, et al., 2012; Queensland Health, 2007a; Scottish Health Executive Department, 

2002; Tasmanian Department of Health and Human Services, 2013; Western Australia 

Department of Health, 2005). This conceptualisation of networks as inter-organisational 

entities is an accepted view in Australia (Fulop, 2009; Goodwin, et al., 2004; Guthrie, et al., 

2010). 

 

The unique features of clinical networks can be highlighted by contrasting them with other 

organisational forms such as markets and hierarchies (Powell, et al., 1996). The way in which 

markets, hierarchies and networks exert influence is a commonly cited point of 

differentiation.  For example, hierarchies use control and authority to ensure that 

organisational goals are pursued, markets use competitive forces, and networks rely heavily 

on social influence. The actions and behaviours of network members are endorsed or 

discouraged through informal relationships rather than formal contracts or authority. 

Networks are held together by trust, cooperation, loyalty, and solidarity between peers. The 

work of a network gets done through obligation, reputation, collective sanctions, and social 

relationships (Conner, 2001; Hudson, 2004).  This collaborative way of working that 

characterises networks is in contrast to the contracts and service agreements that are the usual 

policy approach in healthcare organisations such as the newly established Hospital and 

Health Services in Queensland (Queensland Health, 2012).  

 

Clinical networks, when conceptualised as organisational entities, reflect what is often 

described as an entitative perspective of organisations (Hosking, 1988). This perspective 

implies that clinical networks are an ‘object’ designed by the people working in healthcare 

organisations. They have a position on the organisational chart and are understood in terms of 

their membership, governance structure, geographical area and activities. Although clinical 

networks are perceived to have a flat organisational structure, in reality they are characterised 

in organisations such as Queensland Health, by layers of hierarchy. These layers (refer to 

Figure 1) often include an overarching leadership or strategic group responsible for setting 
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the direction of the networks, individual clinical networks, and working parties that report to 

a leadership group. The leadership group typically has some authority over the work of the 

individual clinical networks and sub-committees. There is also an assumption that, as 

structural entities, networks are observable and open to objective inquiry. This mindset 

manifests amongst policy-makers and researchers as a continual search to define a network 

and find a definitive answer about the impact of networks on healthcare, as is revealed by a 

recent systematic review on network effectiveness (Cunningham, et al., 2012b), and a review 

of the current status of networks in the Australian Healthcare system (Cunningham, et al., 

2012a). This literature provides a summary of what is perceived as the key challenges in 

developing and sustaining clinical networks. These challenges include: technology barriers to 

information sharing; the need for shared leadership; alignment of network goals with policy 

and organisational imperatives; involving consumers; and inter-professionalism. Cunningham 

(2012b) identified that collaboration is made difficult because of the phenomenon of 

homophily, where people naturally cluster together with those with whom they are most more 

comfortable working. Cunningham suggested that strategies for building bridges between 

professional groups and organisations might be important for establishing and maintaining 

effective networks. Therefore even in the discursive practices relating to clinical network 

leadership, the social processes that underpin collaborative working are perceived as 

important and worthy of further empirical investigation.  

 

This chapter provided some insight into the entitative Discourse of networks in Queensland 

Health that has helped shape the direction of this research. It revealed that clinical networks 

are perceived as organisational entities which exist separately from their organisational 

context and are open to objective inquiry. Individuals in leadership positions are considered 

as the ‘makers’ of networks and the source of leadership. The effectiveness of networks is 

understood in terms of the strength of the social ties that hold the network together. The 

strength of these social ties is in the hands of the network leaders who must build bridges to 

foster collaboration (Cunningham, et al., 2012b). Social processes are therefore viewed in 

terms of collaborative relationships which are examined using approaches such as social 

network analysis (Freeman, 2004; Scott, 2000). The structure of the network relationships is 

considered important for achieving improvements in the quality of healthcare. However, as 

was revealed by the initial study that was implemented as a precursor to the research 

presented in this thesis, this entitative approach does not reveal how the collaborative 
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relationships that can result in improvements in health care come about. Continuing, as 

Cunningham et al. (2012b) advocated, with this entitative approach to developing and 

researching clinical networks, may therefore only provide granular knowledge on the 

structural characteristics of clinical networks and the individuals that are identified as leaders. 

Perceiving clinical networks from an entitative perspective only, may not provide the 

practical knowledge of the social processes that support and sustain the collaborative working 

that can lead to innovative solutions, and may be perceived as leadership. There is, however, 

another possible way of theorising clinical networks that contrasts with this entitative style of 

thinking, called ‘relational’, which implies a different way of talking about leadership 

(Dachler & Gergen, 1995).  

2.6 Clinical networks framed as relational realities 

 

Making the transition from networks as organisational entities to relational realities involves 

accepting that networks are made in and through relational processes (Hosking, 1988; Uhl-

Bien, 2006). In taking this approach there is less of a focus on the structural aspects of 

networks, such as the membership, the type of activities and the number and frequency of the 

encounters between network partners. Instead the social relationships that hold the network 

together are of interest and relational processes become the starting point for understanding 

how clinical networks come into being, rather than a given set of organisational forces. For 

example, the bringing together of hospital clinicians, general practitioners, non-government 

organisations and healthcare consumers does not make a clinical network. Clinical networks 

come into being through the relational processes that occur between the network partners; in 

this frame they are considered a co-constructed, co-defined relational reality (Hosking & 

McNamee, 2006). This view of how networks come about contrasts with what actually 

occurs in healthcare organisations. As described above, the discursive practices of 

Queensland describe the formally recognised clinical networks as mandated; they are policy 

imperatives, created and endorsed by Queensland Health (Queensland Health, 2007b; 

Queensland Health, 2007a). However, even under these circumstances, it could be argued 

from a relational perspective that the act of mandating a network provides the space and 

resources for the emergence of a network and does not create the network as an entity. 

Instead policy acts as a trigger, it facilitates the emergence of a network in an area of need 
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where it might otherwise never happen, providing the impetus to break down the functional 

silos (Hudson, 2004)  typical of healthcare organisations. However, while policy creates the 

opportunity, it does not necessarily create the network, but rather the relational processes that 

occur between the healthcare professionals that are brought together creates the network. As 

this thesis argues, networks are created in and through skilful relating and institutional talk. 

Adopting the viewpoint that networks are created through relational processes acknowledges 

the socially emergent aspect of clinical networks that is experienced by those practitioners 

working in networks (Conner, 2001).  

 

The relational perspective assumes that reality is socially constructed (Cunliffe, 2008; Uhl-

Bien, 2006). Networks are therefore continually being made and remade as the network 

partners interact with each other and their environment. They are constantly changing and can 

never be accurately named or described and as a consequence, health administrators can only 

ever hope to report accurately on the existence of a network. Any entitative description of a 

network will always be out of step with what is happening on the ground or in micro-

practices.  The relational perspective requires us to accept that a network will be continually 

constructed and reconstructed in many different ways. There is a local (here and now), 

cultural and historical (Hosking, 2007) dimension to networks and networks can only really 

be known at a given point in time. For example, the network membership can only be known 

at a given point in time and is dependent on the task, the institutional environment, and the 

relational processes between participants. As our focus moves towards the relational qualities 

and the contextualised nature of networks trying to tie down what constitutes a clinical 

network, as is often the focus of empirical work (Cunningham, et al., 2012b; Ferlie, et al., 

2010), it is not useful on its own for explaining why clinical networks are the way that they 

are. The relational perspective encourages us to look more broadly and consider constitutive 

relational processes (Uhl-Bien, 2006) and not just what constitutes a clinical network.   

 

A relational view of networks does not consider networks as a structure which is designed 

and controlled by the network partners. Instead, it conceptualises networks as a complex web 

of relational processes that initiate, maintain and sustain links between individuals, groups 

and their organisations. Raising awareness of this relational perspective, which brings 

relational processes to the fore, is therefore a significant challenge in healthcare organisations 

given the prevailing entitative discursive practices (Mark, 2006; Mark & Snowden, 2006) 



 

 

 

 

  

49 
   
 

which are reinforced by the individualistic competency-based approaches to leadership 

training and development often used by healthcare organisations (Bolden & Gosling, 2006; 

Crethar, et al., 2011; Fulop & Day, 2010). Consequently, as was seen by the Queensland 

Health response to the Forster review and Davies inquiry, which led to the Better Workplaces 

Leadership Development Program and the establishment of clinical networks, an entitative 

response is a common response to difficult organisational dilemmas. 

 

There is therefore an opportunity for healthcare professionals to become relationally aware, 

which in turn could have implications for how decision making around difficult 

organisational dilemmas is advanced.  For example, in the case of Queensland Health and the 

dilemma of poor clinician involvement in the management and delivery of health services, 

which was identified by the Queensland Health Systems Review (Forster, 2005), clinical 

networks were perceived as the solution. Clinical networks were mandated and funded by 

health system administrators who then stepped back into the role of monitoring the network 

achievements against policy standards and criteria (Queensland Health, 2007a; Queensland 

Health, 2007b). This way of working is not only common to Queensland, but rather typical of 

administrator and clinical network relations in Australia and overseas whereby health 

administrators separate themselves from the evaluation of clinical networks by funding 

external agencies (Braithwaite, et al., 2009; Ferlie, et al., 2010; Goodwin, et al., 2004; 

Guthrie, et al., 2010; Ranmuthugala, et al., 2011). In contrast, a relational response to the 

issue of poor clinician engagement would have seen this issue as an opportunity for the social 

construction of new relations between clinicians and administrators. Instead of mandating 

clinical networks because they are a well-established solution in this type of setting 

(Cunningham, et al., 2012b), health system administrators, mindful of the highly 

professionalised discursive practices of clinicians (Fulop & Mark, 2013), would have 

engaged in a dialogue with clinicians around the dilemma of clinician engagement, which 

may or may not have resulted in mandated clinical networks. As illustrated by this example, 

being relationally aware has leadership implications in that such awareness can untie decision 

making from the rigidity of known solutions (Kurtz & Snowden, 2007) and free participants 

to engage in creative problem solving around difficult organisational dilemmas through 

multi-ontology sensemaking. 
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CHAPTER 3 Skilful relating for leadership as decision making 

3.0 Introduction 

 

This chapter will examine the theoretical perspective of leadership as decision making 

(Hosking, 1988; Fulop & Mark, 2013) which includes the concept of skilful relating and 

multi-ontology sensemaking (Fulop & Mark, 2013; Hosking, 1988; Hosking & Morley, 

1988; Morley & Hosking, 2003; Uhl-Bien & Marion, 2009). Three particular aspects of 

skilful relating will be theorised: multi-ontology sensemaking, flexible social ordering and 

intelligent social action. Their implications for decision making in healthcare will be 

explored. This relational theorising of leadership suggests that in highly professionalised 

institutional settings such as healthcare, skilful relating may be absent (Fulop & Mark, 2013) 

which can lead to single ontology sensemaking and constrain decision making to the known 

(Mark, 2006; Mark & Snowden, 2006).  However, there is some empirical evidence from 

paediatrics and child health that, despite a prevailing culture of ‘scientific- bureaucratic 

rationality’ (White, 2002, p. 433), multi-ontology sensemaking can be a feature of clinical 

decision making.  In White’s (2002) study, clinicians deploy multi-ontology sensemaking by 

drawing on narrative during their decision making as well as objective evidence to 

substantiate their clinical viewpoint and advocate for a psycho-social as well as medical 

intervention for their patients. White’s (2002) empirical work suggests that while evidence 

based decision making (that is, single ontology sensemaking) is a discursive practice that 

prevails in healthcare, it may actually be a poor fit for the complexity of decision making in 

healthcare. White’s (2002, p. 433) study reveals that multi-ontology sensemaking may be a 

‘taken-for-granted’ approach amongst some health professionals, suggesting that clinicians 

have the capability of handling both single and multi-ontology sensemaking.  

 

In this chapter the argument will be developed that, in organisational settings such as the 

clinical networks in Queensland, discursive practices reflect scientific- bureaucratic 

rationality and overburden decision making with fact and expert opinion. How leadership as 

decision making in clinical networks can be enhanced, will be theorised by developing a 

relational stance and contrasting it with the entitative perspective that can be seen to prevail 

in healthcare (Bolden & Gosling, 2006; Crethar, et al., 2009; Fulop & Day, 2010; Fulop & 

Mark, 2013). In taking a relational position, leadership is theorised as an organising process 
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that arises in and through social interactions during decision making (Barge & Fairhurst, 

2008; Fairhurst, 2007; Hosking, 1988; Hosking & Fineman, 1990).  From this standpoint 

relational processes are integral to handling issues and dilemmas, particularly the extent to 

which the values and interests of participants are adequately dealt with and everyone is 

encouraged to stay involved. A relational stance on leadership sees leadership as a skilful 

process which deals with the cognitive, social, political and emotional aspects of decision 

making (Hosking & Fineman, 1990; Morley & Hosking, 2003). Leaders are individuals or 

collectives, recognised as leaders by others because their contributions to decision making are 

perceived to enable a course of action which is acceptable to everyone involved. Leaders, 

through their interactions with others, work to achieve flexible social ordering to deal with 

the different values and interests of participants. However, importantly, leaders are not free to 

develop any social order (Hosking & Fineman, 1990; Peck & Dickinson, 2009a). Social 

ordering is constitutive of and constituted by context (Fairhurst, 2007; Grint, 2005; Hosking, 

1988; Hosking & Fineman, 1990; Peck & Dickinson, 2009a). Consequently the contributions 

of leaders that are perceived as constituting leadership in one context may not be perceived as 

such in another (Hosking, 1988).   

 

Holstein and Gubrium (2005) discuss the relationship between social ordering and  context 

and the implications of this relationship in terms of the ‘how’s and ‘what’s and ‘why’s of 

social reality construction that is: How is social reality being constructed? What is being 

constructed and under what conditions? Why is social reality the way that it is? They define 

the ‘how’s as discourse-in-practice, that is, talk-in-interaction; and the ‘what’s as discursive 

practices, that is, the commonly accepted institutional or cultural practices that are 

interwoven with discourse-in-practice and are the parameters for constructing social reality. 

Holstein and Gubrium (2005) further argue that by considering the ‘how’s and ‘what’s, then 

the way that social reality is constructed can begin to be understood and the implications, (the 

whys), explained. Discourse-in-practice is a vehicle for revealing the implications and 

direction in which discursive practices take social reality construction and the implications. 

The ‘how’s, ‘what’s and ‘why’s of social reality construction are therefore another way of 

framing the social processes of leadership construction (cognitive, social, political and 

emotional), the embeddedness of leadership in its institutional setting, and the implications of 

an institutional setting for the social construction of leadership and decision making.  
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Denis, Langley and Rouleau (2010) relate to the ‘what’s of leadership construction in terms 

of leadership tools. They argue that all leaders have tools such as models, techniques, 

contracts, and performance systems at their disposal and that these tools reflect the 

organisation’s discursive practices. Leadership tools are more than devices for action; they 

also help leaders to handle the values and interests of others. Tools are a critical part of the 

construction of leadership because they are resources (particular to an institutional setting) 

that shape the social construction of leadership. Leadership tools, when understood in terms 

of discursive practices, can therefore begin to explain why discourse-in-practice takes a 

particular course and why leadership is perceived in a particular setting in entitative ways. In 

order to conceptualise how leadership can change the course of decision making in clinical 

networks, we must attend to the organising processes that constitute leadership as a co-

created process and the resources or tools that are part of the social construction of leadership 

(Barge & Fairhurst, 2008; Denis, et al., 2010; Fairhurst, 2007).  

 

Leadership theories, including relational approaches, have been noted for their over-emphasis 

on how leadership is socially constructed (Fairhurst, 2007; Grint, 2005a; Peck & Dickinson, 

2009a).  Consequently, less attention has been paid to developing an understanding of the 

resources available and the leadership implications. In this chapter, the notion that resources 

and tools (Denis, et al., 2010) are key in the social construction of leadership is further 

developed using the Cynefin Framework (Kurtz & Snowden, 2003; Snowden, 2005; 

Snowden & Boone, 2007). The Cynefin Framework is posited as a leader’s framework for 

decision making. It describes five possible decision making contexts (simple, complicated, 

complex, chaos and disorder) and three possible sources of knowledge (fact, expert opinion 

and narrative). The Cynefin Framework provides a language for describing the tools or 

resources that might be available for decision making. It is particularly useful in this study 

because it is a language that describes in a way that is meaningful to healthcare professionals 

the entitative discursive practices or cultural understandings that are typical of their 

organisations and the discourses-in-practice that they commonly perceive as leadership 

(Fulop & Mark, 2013; Mark, 2006; Mark & Snowden, 2006). In this chapter the ‘how’s, 

‘what’s and ‘why’s of leadership as decision making are theorised using Hosking’s (Hosking, 

1988; Hosking & Fineman, 1990; Morley & Hosking, 2003) early theory of leadership as 

decision making which includes skilful relating as the starting point. The Cynefin Framework 

is then applied in order to build a theory that incorporates the resources that are integral to the 
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construction of leadership. These two leadership perspectives are brought together under a 

relational framework which conceptualises leadership as decision making. This theoretical 

approach reveals new theoretical insights into how leadership can enhance decision making 

in clinical networks.  

3.1 A relationally oriented perspective on leadership 

 

In order to introduce the relational perspective into mainstream discursive practices around 

leadership in healthcare, the prevailing entitative understanding of leadership is a useful 

juxtaposition through which to begin the discussion (Fulop & Day, 2010). The relational 

perspective requires us to think and speak differently about how we understand leadership 

and to recognise that leadership may present differently in different healthcare contexts 

(Denis, et al., 2010). In the language of theorists who subscribe to an entitative ontology, 

Queensland Health can be described as an example of a professional bureaucracy (Anderson 

& McDaniel, 2000; Kitchener, 2000; Mintzberg, 1979) where the roles of the administrative 

and medical professions are regarded as distinct. In such organisational settings 

administrators have responsibility for operational issues but are not expected to deal with 

clinical issues. Clinical issues sit solely within the medical domain which is characterised by 

professional autonomy, strong collegial/peer allegiances and compliance with professional 

standards (Fulop & Day, 2010; Kitchener, 2000; Spurgeon, et al., 2011). Given healthcare’s 

reliance on the specialist skills and the expertise of doctors, the situation exists where the day 

to day allocation of healthcare resources is largely determined by the medical profession and 

the responsibility for the budget sits with the administration (Kitchener, 2000; Spurgeon, et 

al., 2011). The tension created by this organisational scenario, that is, clinician dis-

satisfaction with their level of input into management decision making (Doolin, 2002; 

Queensland Health, 2005), has led to legislative and policy initiatives aimed at enhancing 

clinician engagement in the leadership and management of health care organisations. 

Examples of these include the new Queensland Government Hospital and Health Boards 

Regulation (Queensland Government, 2012) which mandates clinician engagement and the 

development of the ‘hybrid clinician manager’ role (Fulop, 2011; Fulop & Day, 2010; 

Kitchener, 2000). In Australia, it is common for clinician managers to hold positions such as 

the Director of a Clinical Unit or Service, but remain a practicing clinician. Clinician 
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manager roles have evolved to include managerial responsibilities such as budget 

management and contracting for services, income generation, performance management, and 

quality assurance (Kitchener, 2000). In addition to these managerial functions, the clinician 

manager is perceived as having a critical leadership role in healthcare reform (Clark, et al., 

2008; Darzi, 2009; The King's Fund Commission on Leadership and Management in the 

NHS, 2011). The clinical autonomy and professional alliances that characterise the medical 

domain are perceived by administrators as powerful levers for managing the resource 

constraints of the current fiscal environment and one of the reasons doctors have been 

targeted for clinician manager roles (Ham & Dickinson, 2008; Fulop & Day, 2010). 

However, in reality, the role of the clinician manager has evolved to be much more complex 

than utilising the discursive practices of medicine to influence healthcare reform. Doctors in 

clinician management roles remain strongly influenced by their peers and retain their 

autonomy over the degree to which they choose to engage in leadership and management, 

that is, they can opt out when the situation no longer suits. This complex interplay between 

medicine and leadership and management in healthcare is another aspect of the discursive 

practices that construct, maintain and sustain the commonly accepted way of thinking about 

leadership development and practice in healthcare. 

 

Peck and Dickinson (2009a, p. 52) argue that  

            ‘institutional settings define what kinds of actions and behaviors are legitimate, but 

 also how certain actions, deeds or words might be interpreted. Thus, organizational 

 context restricts the options available to leaders’. 

 

From this standpoint, leadership is perceived as a consequence of the institutional setting and 

not just the traits and behaviours of individuals. The discursive practices of leadership and 

management in healthcare organisations that emphasise specialist clinical expertise, sustain 

the autonomy of the medical profession and often seek to promote doctors to clinician 

manager roles as the solution to a series of failed healthcare reforms (Fulop & Mark, 2010). 

These discursive practices or certain prevailing Discourses, help constitute the social 

arrangements now being referred to as ‘medical leadership’ in healthcare contexts (Spurgeon, 

et al., 2011) and reinforce and sustain a medically oriented, heroic, individualistic view of 

leadership in healthcare. They also reinforce perceptions that the dilemmas facing healthcare 

can be resolved by individuals (The King's Fund Commission on Leadership and 

Management in the NHS, 2011).  
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The relational perspective prompts us to consider that this may not be the only way to 

understand leaders and leadership. In Hosking’s early theory of leadership as decision 

making, ‘leadership’ relates to the cognitive, social, political and emotional processes that are 

inherent in decision making. Hosking’s (Hosking, 1988; Hosking & Fineman, 1990; Hosking 

& Morley, 1988) early work deals with leadership as a sensemaking process through which 

actors reach an acceptable understanding of their situation and lines of action. This process is 

cognitive in that actors make judgments about what they know about a situation based on 

their preferences, interests, values and beliefs. Hosking’s theory of leadership was further 

developed to also recognise that there is an emotional aspect to decision making (Hosking & 

Fineman, 1990; Fulop & Mark, 2010; Fulop & Mark, 2013). Decision making is theorised as 

emotional because of the feelings that are evoked in participants when faced with a dilemma; 

and as political because with any line of action, losses and gains are inevitable and some 

actors can access resources that serve their interests better than others. Decision making is 

social because it involves and relies on others in co-creating a particular form of social 

ordering. Through sensemaking, the choices and judgments of participants are influenced, 

different values and interests are finessed, and new social orders are continually negotiated. 

However, sensemaking processes can deal with the cognitive, social, political and emotional 

aspects of decision making to greater of lesser degrees. Since leadership enables people to 

develop the tasks that are important to them (Barge & Fairhurst, 2008; Fairhurst, 2007; Grint, 

2005), not all sensemaking processes will be perceived as leadership. Only sensemaking 

processes that are accepted by participants as serving their values and interests would be 

considered skilful relating and perceived as leadership (Hosking & Morley, 1988). As 

explained by Morley and Hosking (2003, pp. 81-82):  

 

 ‘leadership plays a central role in promoting processes whereby disputation 

 converges on to positions that everyone can live with – because everyone can see that 

 the process is transparent, and because everyone can see that the process makes 

 sense’.    

 

Leaders have the responsibility to ensure that conversations which achieve ‘positions that 

everyone can live with’ take place. Leaders enable conversations in which participants 

engage actively in open-minded thinking where their thinking on issues is free from bias and 

where difference of opinion is accepted as a critical part of the decision making task. This 
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way of interacting reflects, in part, what can be described as ‘intelligent social action’ 

(Hosking & Fineman, 1990; Morley & Hosking, 2003).  

 

The degree of skill with which the cognitive, social, political and emotional aspects of 

decision making are worked through ultimately makes a difference to the ‘effective 

improvement, maintenance, or decline of social order’ (Hosking & Morley, 1988, p. 9). The 

concept of social order is central to Hosking’s conceptualising of leadership as decision 

making. When sensemaking is skilful, it achieves a flexible social ordering which creates the 

potential for a change in the status quo to be initiated and sustained.  A relational perspective 

considers leaders as the individuals or collectives whom others perceive to make salient 

contributions to social ordering (Hosking, 1988; Hosking & Morley, 1991) when decision 

making is the task at hand.  Contributions that are recognised as leadership are those that 

allow for the values and interests of participants to be negotiated in a way that sustains 

everyone’s on-going participation and collaboration (Hosking, 1988; Hosking & Morley, 

1991). Hosking (Hosking, 1988) theorises the salient contributions of leaders as the skills of 

leadership. However, they are also a feature of other leadership approaches (Fairhurst, 2007; 

Grint, 2005a; Raelin, 2011)  where they are considered in terms of leaderful acts (Raelin, 

2011).   

 

Leaderful acts are illustrated in Grint’s (2005a) typology of problems, power and authority. 

In this model, the contribution that a leader makes to the process of constructing social order 

is argued as enabling the nature of the problem to be worked through. Grint (2005a) describes 

three types of problem: critical, tame, and wicked. This is similar to the Cynefin Framework 

which also focuses on describing the nature of problems; each kind of problem requires a 

different approach (Snowden & Boone, 2007). Critical problems require an immediate 

solution and demand an answer; tame problems are ones which have been seen before – there 

is an established process for dealing with them which needs to be implemented; and wicked 

problems are intractable social problems where the solution is unclear and the approach 

needed is one of asking questions. Leaders contribute to working through these types of 

issues by either providing an answer, organising the process, or asking questions. Using 

Grint’s (2005a) model as an example, the skills of leadership can be perceived as leaderful 

acts or intelligent social action in that they enable the nature of a problem to be worked 

through and an acceptable line of action developed. These leaderful acts lead to flexible 
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organising processes that construct and change social order in a way that allows values and 

interests to be progressed and the task of decision making to be accomplished (Barge & 

Fairhurst, 2008; Fairhurst, 2007; Grint, 2005; Hosking, 1988). In contexts such as healthcare, 

where entitative discursive practices are dominant, leaderful acts would be perceived as those 

contributions through which entitative values and interests are promoted and sustained. 

However, relational processes can also challenge entitative discursive practices and open up 

the possibility of new lines of action.  For example, in White’s (2002) study of professional 

sensemaking discussed earlier, the use of narrative in clinical decision making could be 

perceived as an example of a leaderful act which challenged the prevailing evidence driven 

discursive practices. This use of narrative or leaderful act led to, ‘not just medical’ discourse-

in-practice that changed the course of clinical decision making to include a psycho-social 

intervention. This example highlights how, in healthcare, leaderful acts that challenge the 

more rigid social ordering reflected in evidence based decision making may be important for 

breaking the entrained cycles of entitative thinking typical of healthcare settings (Rycroft-

Malone, 2004 cited in Fulop & Mark, 2013).  

 

The process of social ordering that is a part of decision making has to be flexible in order to 

deal with interests and values in a way that maintains participants’ level of comfort with the 

course that that decision making takes (Hosking & Fineman, 1990; Morley & Hosking, 

2003). It is in this way that flexible social ordering supports enduring change and fosters 

widespread participation in the decision making process while developing issues of 

importance. Leadership as decision making is a cognitive process that manages values and 

interests. Dealing with values and interests is challenging, not only because emotions and 

politics have to be dealt with, but because values and interests are also reflected in the 

discursive practices of an institutional setting and individuals are not free to construct any 

social order (Hosking & Fineman, 1990; Holstein & Gubrium, 2005). Discursive practices 

incorporate the commonly accepted ideas of value and relevance (Fairhurst, 2007; Holstein & 

Gubrium, 2005) and what is important. They therefore constrain the contributions of 

individual actors that constitute discourse-in-practice as well as participant perceptions of the 

acts that they consider as leadership (Fairhurst, 2007; Morley & Hosking, 2003; Peck & 

Dickinson, 2009a). Therefore, according to this particular relational theory of leadership as 

decision making, in order to understand whether relational processes are skilful (whys) and 

constitute leadership as decision making, it is important to study both the discursive practices 
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(or what’s) of the institutional setting as well as the discourse-in-practice (or how’s) 

(Fairhurst, 2011). Typically, in theoretical and empirical studies of relational leadership, the 

inter-relationship between discourse-in-practice and discursive practice is not examined 

(Holstein & Gubrium, 2005; Fairhurst, 2007; Peck & Dickinson, 2009a). For example the 

tools and resources that are an aspect of the discursive practices of an institutional setting and 

the social interactions of participants during decision making would be seldom examined 

together to further  understand why decision making takes a particular course and leadership 

is constructed in a particular way (Denis, et al., 2010).  

3.2 Relationally oriented leadership approaches 

 

The relational view of leadership described above emphasises the early work of Hosking and 

her colleagues (Hosking, 1988; Hosking & Fineman, 1990; Hosking & Morley, 1988; Morley 

& Hosking, 2003). However, this perspective is only one of several relationally oriented 

approaches to leadership that have appeared in the literature more recently (Alvesson & 

Sveningsson, 2003; Barge & Fairhurst, 2008; Collinson, 2005; Cunliffe & Eriksen, 2011; 

Grint, 2005a; Hosking, 2011a; Kelly, et al., 2006; Peck & Dickinson, 2009a; Pye, 2005).  

Within this group there is a range of theoretical perspectives. These relational approaches to 

leadership generally have a social constructionist orientation although they are positioned 

differently along the continuum of social constructionism (Cunliffe, 2008).  All of these 

positions subscribe to the underlying social constructionist view that social realities and 

identities are maintained in conversation; and that they are culturally, socially, historically 

and linguistically influenced. However, they take different stances on the nature of social 

reality and the processes of reality construction.  

 

The first group coalesces around Weick’s (1995) work on sensemaking. Sensemaking 

theories of leadership consider reality as subjective, negotiated by individuals in social 

settings. Research in this arena is concerned with discovering how individuals make sense of 

their situation (Cunliffe, 2008). This type of approach perceives leaders as sensemakers who 

frame issues in ways that enable the nature of problems to be understood, and act as a 

reference point for others to make sense of their situation and enable social action (Grint, 

2005a; Peck & Dickinson, 2009a; Pye, 2005). The second group is referred to as a discursive 
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approach and reflects the linguistic turn away from psychological and cognitive notions of 

leadership (Fairhurst, 2007). This approach views leadership as a discursive construction 

emphasising leadership discourse and communication (Alvesson & Sveningsson, 2003; Barge 

& Fairhurst, 2008; Collinson, 2005; Fairhurst, 2011; Fairhurst & Putnam, 2004; Kelly, et al., 

2006).  Some discursive approaches assume that social reality has some degree of objectivity, 

that is, it exists as a discursive construction such as leadership, in institutional discourses and 

conversational practices (Cunliffe, 2008). Discursive approaches therefore encompass both 

discursive practices, the commonly accepted ways of understanding phenomena in different 

social contexts, as well as discourse-in-practice, the interaction processes associated with 

language and communication.  The third group is a dialogic approach to leadership which 

emphasises language, dialogue and narrative (Cunliffe & Eriksen, 2011; Hosking, 2011a). 

Dialogic approaches to leadership take the view that social reality is intersubjective and our 

understanding of our social context is continually emerging as we interact with others. 

Dialogic approaches are oriented towards persons and therefore focus on collective 

sensemaking. Research in this domain does not focus on what social reality is, but rather on 

how people shape meaning in everyday conversation through responsive dialogue (Cunliffe, 

2008). Dialogic approaches emphasise leadership as relational processes that are continually 

in the making and as such are more relationally oriented than the sensemaking and discursive 

theories of leadership. Since leadership is embedded in the everyday dialogical practices of 

leaders, relationships between people and what matters in those relationships is important to 

understanding this theoretical approach. Dialogic approaches advocate that the small, 

seemingly insignificant interactions are important in the construction of open dialogue 

because they create understanding and respect. This viewpoint therefore has a strong moral-

ethical theme which advocates that leaders must engage in dialogue and work with others to 

make sense of their issue and negotiate a way forward. It emphasises working with and being 

respectful of differences rather than using persuasion, instruction or other similar means to 

influence the sensemaking of others (Cunliffe & Eriksen, 2011; Hosking, 2011b; Hosking & 

Shamir, 2012).  

 

The above theoretical frameworks on relational leadership encompass the notion of 

leadership as decision making and the implications of context to greater or lesser degrees. 

Sensemaking, discursive and dialogic theoretical approaches have all been related to decision 

making. For example, Grint’s (2005a) typology of problems, power and authority, discussed 



 

 

 

 

  

60 
   
 

above, is a sensemaking theory of leadership centred on decision making. Grint (2005a) 

argued that critical, tame and wicked problems each require the decision maker to respond 

differently, that is, provide an answer, organise the process for implementing a strategy that 

has worked previously, or ask questions in order to gain greater clarity about the situation. 

However, while this model starts to reveal the relational nature of leadership in decision 

making, it has been criticised because it does not reveal much about the nature of the decision 

making context or the how the sensemaking of others is shaped in the day to day of decision 

making (Peck & Dickinson, 2009a). Fairhurst (2007) argued that leadership is too often 

examined separate to the task that is being accomplished, that is, decision making. This 

standpoint has led to the development of Discursive Leadership theory which relates 

leadership to decision making and recognises contextual influences on leadership.  While the 

dialogic view of relational leadership (Cunliffe & Eriksen, 2011; Hosking, 2011a; Hosking, 

2011b; Hosking & Shamir, 2012) does not promote decision making as a function of 

leadership, the dialogic practices of leaders are recognised as important for making sense of 

and resolving complex problems (Cunliffe and Erikson, 2011). However, unlike discursive 

leadership (Fairhurst, 2007; Fairhurst, 2011), this approach pays little attention to context. It 

emphasises ethical conversation, reflexivity, dialogue and listening but gives little 

consideration to the context in which these dialogic practices may occur and their influence 

on context. While the dialogic approach talks of being sensitised to differences and being 

able to work with differences (Cunliffe & Eriksen, 2011; Hosking, 2011b), it does not 

acknowledge, seek to explore, or reveal anything about the differences in the cultural 

understandings of participants and the institutional settings for decision making and their 

influence on the dialogic practices that unfold as people work out what to do (Hosking & 

Shamir, 2012). Although contextual differences are positioned as the reason for a dialogic 

leadership approach, it is only the leadership dialogue that is explored by this theoretical 

framework.   

 

Peck and Dickinson (2009a) argued that poor attention to context is a weakness of 

contemporary relational leadership theories and leadership theory must take into account the 

influential organising processes that constitute leadership, for example, sensemaking and 

dialogic processes, and the cultural and institutional setting in which leadership occurs, for 

example, the discursive practices of an organisation. Consequently, by recognising discourse-

in-practice and discursive practices, the discursive leadership approach is the only one of 
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these contemporary leadership theories that addresses both the influential organising 

processes that constitute leadership as well as social context (Fairhurst, 2011). 

 

There are also more derivative accounts of relational leadership. For example, Uhl-Bien 

(2007) has contributed to a much broader awareness of the relational approach to leadership 

by labeling it ‘relational leadership’. Drawing on the early work of Hosking, Uhl-Bien (2006) 

identified the following as the key features of relational leadership. Firstly, relational 

leadership is made in process. Relational processes are given priority over the characteristics 

and behaviours of individuals and the interactions between individuals are emphasised. 

Secondly, relational leadership is locally, culturally and historically situated. Through 

relational leadership processes, context is constructed, while at the same time relational 

leadership processes are shaped by the local, cultural and historical context. There is no one 

true, point in time version of relational leadership. Thirdly, relational leadership considers 

people, including those in formal leadership positions, as a source for leadership rather than 

the source of leadership. In Uhl-Bien’s (2006) derivative account of relational leadership, 

Hosking’s (1988) key concept of skilful relating is identified as a way to differentiate day to 

day relational processes from the relational processes that constitute relational leadership. She 

concurs with Hosking’s (1988) view that relational processes are a part of day to day 

organisational decision making which, when effectively handling the cognitive, social, 

political and emotional aspects of decision making, constitute skilful relating. As discussed 

above, skilful relating is a flexible form of social ordering where the values and interests of 

participants are handled in a way that encourages participants to work together and it can, 

therefore, be revealing of leadership. Uhl-Bien (2006) presented relational leadership theory 

as an overarching framework for the study of leadership as a social process through which 

social order evolves and possibilities for change are opened up.  

 

Relational leadership theory is a departure from the complexity leadership approach (Uhl-

bien, et al., 2007) that Uhl-Bien is more closely associated with. While both relational 

leadership (as conceptualised by Hosking (1988) and complexity leadership ( (Schneider & 

Sommers, 2006; Uhl-Bien & Marion, 2009; Uhl-bien, et al., 2007) deal with the idea of 

complexity, they do so from different standpoints. Complexity leadership is emerging in the 

discursive practices of healthcare settings which poses a challenge for a relationally 

orientated approach to leadership being accepted in healthcare.  Complexity leadership 
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focuses on leadership of and in organisations that have the characteristics of complex 

adaptive systems. Complexity leadership has its origins in complexity theory, a perspective 

which is perceived in healthcare as a new way of making sense of the complex nature of 

healthcare organisations and the issues they face (Porter-O'Grady & Malloch, 2007). 

Complexity leadership will now be briefly explored to highlight the points of difference 

between a relationally oriented approach to leadership and the discursive practices relating to 

leadership that have a foothold in healthcare organisations and are a part of the discursive 

practices and discourse-in-practice of Queensland Health.  

3.2.1 Complexity leadership as entitative theory 

 

Complexity theory would consider organisations, including healthcare organisations, as 

complex adaptive systems which are self-organising and adaptive. The properties of complex 

adaptive systems are emergent and the processes of emergence through which new 

behaviours come about are referred to as complex adaptive system dynamics. Complexity 

leadership relates to leadership in and of complex adaptive system dynamics (Uhl-Bien & 

Marion, 2009). It argues that complex adaptive system dynamics are shaped by people when 

they interact with others and the world around them (Uhl-Bien & Marion, 2009; Uhl-bien, et 

al., 2007). 

 

Complexity leadership perceives that there are three forms of leadership to influence the 

dynamics of a complex adaptive system. These are administrative, adaptive and enabling 

leadership (Schneider & Sommers, 2006; Uhl-Bien & Marion, 2009). Administrative 

leadership is related to the formal managerial roles in an organisation. Administrative 

leadership reflects the tasks that are associated with leaders in organisational bureaucracies 

(Anderson & McDaniel, 2000). It includes leadership functions such as decision making, 

strategy and planning, financial management and resource distribution. Administrative 

leadership can foster or stifle bottom-up leadership. Adaptive leadership refers to informal 

forms of leadership. However, although informal, it still reflects the intentional interactions 

of individuals or collectives working together to develop creative solutions to complex 

problems. Adaptive leadership is a group outcome; it cannot be credited to one individual as 

it takes place “in the spaces between” individuals (Uhl-bien, et al., 2007, p. 306). Adaptive 
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leadership is the closest form of leadership in complexity leadership theory to relational 

leadership. Enabling leadership fosters an environment that stimulates adaptive leadership. It 

supports emergence and manages the relationship between administrative and adaptive 

leadership. Enabling leadership works to create the conditions that adaptive leadership needs 

to thrive. This includes creating opportunities for individuals to interact, interdependency 

between individuals, teams and work units, and diversity.  

 

Although complexity leadership considers leadership as social process, it is an, ‘agentic’ 

(Uhl-Bien & Marion, 2009, p. 1) behavioural theory of leadership. It is concerned with 

describing the patterns of behaviour in which individuals engage (Uhl-Bien & Marion, 2009). 

Complexity leadership focuses on leadership functions and the actions of individuals over the 

social processes that cause systems to behave differently. Therefore, even though it is focused 

on the social processes of leadership, it is an entitative rather than relational view of 

leadership in and of complex adaptive systems. In contrast, a relational interpretation of 

leadership would focus on the processes of emergence and seek to understand emergence as a 

social ordering process through which leadership is co-created. As with other entitative 

approaches, complexity leadership hides the relational aspects of leadership from those who 

use it as their reference point for understanding leadership in healthcare. Further theorising 

and empirical research on relational leadership in healthcare settings can therefore make two 

important contributions to the research and practice of leadership in healthcare. Firstly it 

brings relational processes to the forefront of our theorising about leadership, offering a new 

focus and source of material that can be used to build a better understanding of leadership in 

healthcare. Secondly, it prompts scholars and practitioners to recognise context as an 

influencing force in the construction of leadership rather than the social context in which 

leadership is created. Relational leadership theory has therefore the potential to reveal 

different perspectives on how leadership can influence the course of decision making in 

clinical networks from those revealed by entitative approaches such as complexity leadership.  

 

A key challenge for decision making in healthcare settings is the on-going search for 

objective evidence of what will work and identifying causal relationships between 

interventions, for example,  leadership and outcomes,  and safety and quality (Fulop & Mark, 

2010; Fulop & Mark, 2013). This evidence driven, reductionist approach to decision making 

focuses on the ‘known’ and is a discursive practice that reflects healthcare’s entrained 
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approach to deciding what to research as well as what counts as innovation (Mark, 2006; 

Mark & Snowden, 2006). The limitations for healthcare organisations in over relying on a 

linear, reductionist paradigm have also been theorised through the lens of complexity theory 

(Porter-O'Grady & Malloch, 2007; Plsek & Wilson, 2001; Sweeney & Kernick, 2002). 

Practical and scholarly interest in complexity theory has led to the development of the 

Cynefin Framework (Kurtz & Snowden, 2007; Snowden & Boone, 2007) which has been 

applied to healthcare (Mark, 2006; Mark & Snowden, 2006) and leadership (Fulop & Mark, 

2010; Fulop & Mark, 2013). The Cynefin Framework has been positioned as a sense-making 

guide for leaders (Snowden & Boone, 2007). It is promoted as a cognitive tool to assist 

leaders in making sense of their decision making context and identifying the most appropriate 

approach. The Cynefin Framework is grounded in complexity theory and promotes the idea 

that the complexity of healthcare organisations is best understood from a multi-ontology 

perspective (Mark, 2006; Mark & Snowden, 2006). It is this notion of multi-ontology that 

renders the Cynefin Framework important for this thesis.  

3.3 The Cynefin Framework 

 

The Cynefin Framework suggests that the world can be broadly viewed as ordered, un-

ordered and disordered. A description of the Cynefin Framework is provided in Figure 2 and 

Table 2.  ‘Ordered’ is described using the terms ‘simple’ and ‘complicated’; and ‘un-ordered’ 

is described using the terms ‘complex’ and ‘chaos’.   

 

The different perspectives in the Cynefin Framework are referred to as ontologies. They 

represent different types of decision making contexts, each of which requires a different 

decision making approach. The value of the Cynefin Framework as a decision making 

framework for leaders is based on the premise that a key challenge for leaders is multi-

ontology sense-making (Snowden & Boone, 2007).  
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Figure 2: The Cynefin Framework  

 

 

 

 

( Source: Kurtz & Snowden, 2003 cited in Fulop & Mark, 2013) 

 

The name ‘Cynefin’ is a Welsh word for habitat or place and denotes that individually and 

collectively, humans have cultural, religious, geographic and other roots which influence who 

they are as individuals (Kurtz & Snowden, 2003). The use of the term ‘Cynefin’ is intended 

to remind us that the ways in which humans interact with each other are strongly influenced 

by the individual and collective experiences that are associated with their background 

(Browning & Boudes, 2005).  
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Table 2: Decisions in multiple contexts: a leader's guide 

 

 Simple Complicated Complex Chaos 

Danger 

signal 

Complacency 

Make complex problem solving 

simple. 

Entrained thinking 

No challenge to current wisdom. 

Overreliance on best practice. 

Experts overconfident in their 

own solutions or in the 

efficacy of past solutions. 

Analysis paralysis. 

Expert panels. 

Viewpoints of non-experts 

excluded. 

Temptation to fall back into 

habitual, command-and-

control mode. 

Temptation to look for facts 

rather than allow patterns to 

emerge. 

Desire for accelerated 

resolution to problems or 

exploitation of opportunities. 

“Applying command-and-control 

approach longer than needed”. 

Cult of the leader. 

Missed opportunity for 

innovation. 

Chaos unabated. 

Response to 

signal 

Create communication channels, to 

challenge orthodoxy. 

Stay connected without micro-

managing. 

Don’t assume things are simple. 

Recognise both the limit and value 

of best practice. 

Encourage external and 

internal stakeholders to 

challenge expert opinions to 

combat entrained thinking 

Use experiments and games to 

force people to think outside 

the familiar. 

Be patient and allow for 

reflection 

Use approaches that 

encourage interaction so 

patterns can emerge. 

Set up mechanisms (such as 

parallel teams) to take advantage 

of opportunities afforded by a 

chaotic environment. Encourage 

advisors to challenge your point 

of view once the crisis has abated. 

Work to shift the context to 

complex. 

(Source: Snowden & Boone, 2007 cited in Fulop & Mark, 2013)
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Snowden’s emphasis on context is a theme that is carried through into the Cynefin 

Framework which advocates that, in order for leaders to work out what is the best approach 

in complex situations, they require a sense of place (Browning & Boudès, 2005) or context 

(Grint, 2005a; Hosking, 1988; Morley & Hosking, 2003; Peck & Dickinson, 2009a).  The 

Cynefin Framework is designed to enable leaders to understand that there is a range of 

possible decision making contexts and corresponding responses when working out a course 

of action (Snowden & Boone, 2007).  

 

Unlike Hosking’s theory of relational leadership, which is a social-psychological theory of 

leadership (Hosking & Morley, 1988), the Cynefin Framework is based on a cognitive 

science approach that emphasises the cognitive abilities of individuals rather than cognitive 

processes (Browning & Boudès, 2005). As such the Cynefin Framework is an entitative 

framing of leadership which Hosking and colleagues would describe in terms of subject-

object relations (Hosking, 2005; Hosking, 2005; Hosking, 2011b). For example, the Cynefin 

Framework deals with the leader (subject) and their context (object) as separate entities. By 

focusing on the cognitive abilities of the leader to make sense of and respond appropriately to 

his/her context, it assumes that relations occur between the leader and their decision making 

context. The Cynefin Framework defines context according to the collective perceptions of 

leaders which is open to the leader’s influence through the adoption of the appropriate 

approach (Snowden & Boone, 2007). The subject-object relations discourse that is promoted 

by the Cynefin Framework is reflective of the discursive practices that have been identified as 

problematic for leadership (Fulop & Day, 2010; Fulop & Mark, 2010; Fulop & Mark, 2013) 

and research and innovation (Mark, 2006; Mark & Snowden, 2006). These scholars have 

argued that an entitative approach is the entrained approach (or discursive practice) in 

healthcare and it constrains the ability of practitioners, policy-makers and researchers to re-

frame how they understand leadership, innovation and the practice of research. For example 

Fulop and Mark (2010; Fulop & Mark, 2013) argued that framing leadership in relational 

terms, that is, as a solution oriented practice rather than as the challenge facing healthcare 

organisations and those appointed to lead them, could reveal new ways of responding to the 

complexity of healthcare. However, in this suggestion lies a significant challenge relevant to 

this thesis. Communication between paradigms such as relational and entitative is extremely 

difficult (Hosking & Bouwen, 2000). For relational leadership to be accepted as plausible, 

two things are required. In the first instance, the assumption that all relations between persons 
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and persons and contexts are subject-object relations must be re-considered. Secondly, it 

requires a language and tools, which have practical meaning to healthcare professionals, to 

deconstruct subject-object relations and re-frame them as other discourse-in-practice.  

 

Subject-object relations entail specific assumptions about how power is constructed which 

include the subject having power over the object (Hosking & Morley, 1991; Hosking, 2005). 

For example, power relations can be constructed in the following ways: the knowing leader 

has ‘power over’ followers (Hosking, 1988), and the educator has ‘power over’ the student 

(Hosking, 2007; Hosking & Bouwen, 2000). Any re-conceptualisation of these power 

relations is a radical departure from the entitative discursive practices of leadership that are 

prevalent in healthcare (Fulop & Day, 2010; Fulop & Mark, 2010; Fulop & Mark, 2013). In 

order to reveal that more relationally oriented discursive practices may open up new 

possibilities for dealing with the difficult organisational dilemmas currently faced by 

healthcare organisations, a new sort of flexibility is required. In particular, healthcare 

practitioners need to be reflexive about the relations that they are constructing (Hosking & 

Bouwen, 2000) when they work together on difficult issues. Reflexivity of this nature re-

considers the ‘taken for granted’ knowledge and unspoken assumptions (or discursive 

practices) about the nature of leadership and allows a transitional space in which other 

constructions of leadership can emerge. Transitional space allows for radically different 

paradigms to be shared and their assumptions opened up for others to consider without one 

set of assumptions overpowering the other (Hosking & Bouwen, 2000).   

 

With its references to complexity theory (Kurtz & Snowden, 2003) and the development of 

cognitive advantage in leaders (Snowden, 2005), the language of the Cynefin Framework is 

compelling to the discursive practices of Queensland Health and healthcare organisations 

more broadly. It is a language that has already been applied in healthcare settings (Fulop & 

Mark, 2010; Fulop & Mark, 2013; Mark, 2006; Mark & Snowden, 2006) and is beginning to 

be accepted by the academic and practitioner arms of the healthcare community who 

participate in Cognitive Edge training (Cognitive Edge Network, 2013). The Cynefin 

Framework has therefore been appropriated in this thesis to highlight the assumed entitative 

discursive practices of healthcare that lead to single ontology sensemaking and have been the 

focus of this chapter. Used in this way, it is an artifact for creating transitional space in which 
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a relational understanding of leadership, decision making and context can be explored and 

developed.  

3.3.1 The Cynefin Framework as multi-ontology sense-making 

 

The Cynefin Framework, as described in Figure 2 and Table 2 and discussed previously, is 

described as a multi-ontology sense-making tool which helps leaders make sense of when to 

use a structured, ordered management approach based on planned outcomes or adopt an un-

ordered approach where outcomes are emergent (Snowden, 2005; Snowden & Boone, 2007). 

The Cynefin Framework challenges the entrained approach to management decision making 

which assumes that even in complex situations there is a right solution and it is knowable 

through proper investigation. The Cynefin Framework challenges the notion that order and 

predictability reflect the nature of organisations and proposes that it is also possible for 

organisations to be un-ordered and unpredictable and for contexts to exist where rational 

decision making is not the best approach. ‘Unorder’ is a term chosen deliberately by 

Snowden to articulate a different kind of order rather than simply the opposite of order, that 

is, a lack of order. It is used to convey that while ‘order’ and ‘unorder’ are different, they are 

in some ways the same (Kurtz & Snowden, 2003). The different ontologies of order and 

unorder described by the Cynefin Framework are used to highlight that there are different 

possible decision making contexts in which a leader can find themselves and will have to 

make sense of, if they are to act appropriately and maximise success (Snowden & Boone, 

2007).  

 

The Cynefin Framework is framed around a particular interpretation of sense-making which 

is intentionally labeled with a hyphen. Sense-making in the context of the Cynefin 

Framework is derived from the work of Brenda Dervin (Browning & Boudès, 2005) who 

examined the theory and practice of sense-making in relation to communication and 

knowledge management (Peck & Dickinson, 2009). In this context, sense-making is the on-

going action of knowledge making, where knowledge is the sense an individual makes of a 

situation at a particular point in time. In the Cynefin Framework, the term sense-making is 

tied to knowledge making and the range of processes that can be used to facilitate the 

generation of knowledge (Browning & Boudes, 2005).  The Cynefin Framework gets leaders 
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to consider different types of decision making contexts and possible approaches to working 

out what to do. In doing so, it supports leaders in achieving cognitive effectiveness in 

information management and gaining cognitive advantage (Snowden, 2005). This framing of 

sense-making is different from the social psychological framing of sensemaking by Weick 

(1995) that is adopted by Hosking (1988) in her social psychological theory of leadership as 

decision making. The Weickien approach is much broader than Dervin understands of sense-

making. This social psychological approach has a social constructionist orientation (Cunliffe, 

2008), perceiving sensemaking as the relational processes through which participants 

construct their perception of themselves and others and the world around them (Hosking, 

1988).  Sensemaking is understood as a cognitive process, rather than a cognitive act, through 

which participants individually and collectively give social reality a sense of coherence and 

plausibility. The process of sensemaking is both subjective and intersubjective (Cunliffe, 

2008), and contextual (Weick, 1995). Unlike the cognitive science approach to sense-making, 

Hosking’s theoretical approach does not tie sensemaking to the cognitive process of ‘making 

knowledge’ or the achievement of cognitive advantage. Instead, it frames sensemaking as 

handling the cognitive, social, political and emotional aspects of decision making. 

 

In the Cynefin Framework, the ontologies of order, unorder and disorder are described as five 

domains which include simple, complicated, complex, chaos and disorder (refer to Figure 2 

of the Cynefin Framework). The simple and complicated domains reflect ordered decision 

making contexts where there is some degree of certainty about the nature of the problem, and 

where cause and effect relationships exist, and the appropriate response is either known or 

can be known. In the simple domain, there are clear cause and effect relationships which are 

linear in nature and supported by objective empirical evidence. In simple contexts the 

approach to decision making is to sense incoming data, categorise the data, and respond 

according to predetermined practice. Tools such as protocols and guidelines structure the 

decision making process and are desirable and mandatory in this context. In the complicated 

domain, cause and effect relationships exist but they may not be apparent to everyone or be 

known only to a small group of experts. The decision making approach in this domain is to 

sense incoming data, analyse the data, and respond on the basis of expert advice or the results 

of an analysis of incoming data. In this domain, there is an emphasis on investigating and 

establishing evidence to reveal cause and affect relationships which can be applied to future 

decision making (Kurtz & Snowden, 2003). 
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The domains of complexity and chaos represent unordered decision making contexts where 

there is little certainty about the nature of the problem; where cause and effect relationships 

exist but are not perceivable; and where the most appropriate response can only be known in 

retrospect. Issues in the unordered domains cannot be handled effectively with the same 

evidence based decision making approach that can be used in the ordered domains. The 

complex domain is the domain of complexity theory. Complexity theory is interested in 

pattern emergence. Patterns can be either desirable or undesirable; they can only be known in 

retrospect, and there is no guarantee that a pattern will repeat. Complex systems are not open 

to independent observation and therefore relying on evidence from past observations will not 

equip decision makers to respond to the types of issues that sit within the complex domain 

(Kurtz & Snowden, 2003). Instead, narrative techniques such as story circles (Browning & 

Boudès, 2005) and Sensemaker story analysis decision support tools (Cognitive Edge 

Network, 2013) are promoted as a powerful way to increase the range of perspectives that are 

available to participants during decision making. In complex decision making contexts, 

narrative is used to introduce other perspectives which allows for a range of different possible 

scenarios and responses to be identified and explored. The introduction of narrative into 

decision making encourages participants to explore the unknown and open up the possibility 

of advancing new ideas which may lead to innovative solutions (Kurtz & Snowden, 2003; 

Kurtz & Snowden, 2007).  The chaotic domain is different from the others in that the 

relationships between cause and effect are not perceivable. The system is turbulent and there 

is no time for investigation; there is a potential for order but it is difficult to ascertain. The 

approach in this domain is to act quickly to reduce the turbulence, sense how the system 

responds, and act accordingly. The area in the centre of the framework is referred to as 

‘disorder’ and is the most under theorised domain in the Cynefin Framework in terms of 

leadership (Fulop & Mark, 2013). The domain of disorder reflects those decision making 

contexts where there is disagreement amongst decision makers on the nature of the issue and 

the most appropriate approach. Disorder occurs because decision makers individually make 

sense of issues from different and often conflicting perspectives (Kurtz & Snowden, 2003). 

For example, individuals whose preferred approach is aligned with the simple domain will 

seek to control the situation through mandated policy and business rules. Experts will 

advocate for the collection of more data and a fuller analysis of the situation, and those who 

lean towards the complex domain will draw on narrative accounts of their experience (Mark, 



 

 

 

 

  

72 
   
 

2006). The more important the issue is to an individual, the more they will seek to pull it 

towards their preferred approach, resulting in tension and disorder (Kurtz & Snowden, 2003).  

 

The Cynefin Framework can be perceived as a multi-ontology sense-making approach 

because it reveals multiple possible decision making contexts. By revealing that decision 

making contexts other than ‘ordered’ are possible, leaders are prompted to take into account 

different ontological perspectives when they make sense of their situation. However, given 

that the Cynefin Framework has its origins so firmly rooted in cognitive science (Browning & 

Boudes, 2005), it could also be argued that this description is misleading, and the Cynefin 

Framework actually reinforces single ontology sense-making. As discussed above, the 

Cynefin Framework is a cognitive tool which focuses on individuals and their cognitive 

abilities. The approach to leadership promoted by the Cynefin Framework assumes subject-

object relations and therefore reflects entitative (Hosking & Morley, 1991; Hosking, 2005) 

discursive practices. In practical terms, this entitative framing implies that the decision 

making context is the setting for making decisions.  Leaders use the Cynefin Framework to 

make sense of, and create, individual and collective knowledge about their context. This 

knowledge is then used to guide the course of decision making. When the Cynefin 

Framework is used in this way, subject-object relations are constructed and maintained. For 

example, the leader (subject) creates knowledge (object); knowledge is used by the leaders 

(subject) to influence the actions of followers (object); knowledge (subject) influences the 

course of action (object); the leader (subject) is separate to the decision making context 

(object) and manages it; and cognitive advantage (subject) achieves success over others 

(object). In subject-object relations such as this, the subject assumes power over the object 

(Hosking & Morley, 1988; Hosking, 2005; Hosking, 2007).  

 

There is, however, an emerging view amongst several relational leadership scholars that to 

attribute power to the leader (subject) in the leadership relationship is naïve (Fairhurst, 2007; 

Grint, 2005a; Hosking, 2007; Hosking & Shamir, 2012; Peck & Dickinson, 2009a). These 

relational scholars advocate that leadership is a relationship between persons and the social 

context at a given point in time. The leadership relationship is an ongoing social construction 

created between persons and their context. It is a relationship where power might be 

constructed as are other relations, such as ‘power with’, a more participative leadership 

approach where appointed leaders and others are given equal voice or ‘power to’ relations, 
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and where leadership is viewed as more distributed. This social constructionist approach to 

leadership therefore implies that leadership cannot be fully understood (theoretically or 

empirically) unless the construction processes that occur between person and context as part 

of the leadership relationship are acknowledged (Grint, 2005a; Hosking, 1988; Peck & 

Dickinson, 2009a).  This interactive and on-going relationship between person and context 

that is a part of the leadership relationship is not recognised in the entitatively oriented 

discursive practices upheld by the Cynefin Framework. The usual entitative framing of the 

Cynefin Framework (Kurtz & Snowden, 2003; Snowden & Boone, 2007) assumes subject-

object relations between leaders and context, leaders and followers and leaders and 

knowledge. When the Cynefin Framework is framed as a tool for practitioners, other ways of 

relating are not acknowledged. This raises questions about whether, when entitatively framed, 

the Cynefin Framework actually supports multi-ontology sensemaking and can facilitate the 

change in thinking amongst leaders that is intended.  

3.4 ‘Other’ constructions of leadership as decision making  

 

‘Subject-object’ is a key descriptor that is used to highlight the points of difference between 

an entitative and relational framing of leadership (Hosking, 2005). Entitatively oriented 

discursive practices assume that persons and context are stable, bounded entities. For 

example, in healthcare, there is a rational leader who directs the course of collective decision 

making and the ‘known’ (fact and expert knowledge) is privileged over other forms of 

knowledge such as experience (Fulop & Mark, 2010; Fulop & Mark, 2013). In contrast, 

relationally oriented discursive practices consider persons and context as an on-going social 

construction which opens up the possibility for social reality to be constructed in ways other 

than subject-object (that is, leader-follower) relations (Hosking, 2005). By revealing the 

possibility for ways of relating other than subject-object relations, relationally oriented 

discursive practices offer the potential for constructing leadership (Hosking, 1988; Hosking 

& Morley, 1988), organisational learning (Hosking & Bouwen, 2000; Morley & Hosking, 

2003) and leadership development (Hosking, 2007; Fulop & Day, 2010) in radical new ways. 

Once the possibility of relations other than subject-object relations are revealed, the potential 

of relationally oriented discursive practices might facilitate new approaches to leadership as 

decision making can become part of new conversations about leadership (Fulop & Mark, 
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2013; Hosking, 2007; Morley & Hosking, 2003). As soon as subject-object relations are 

problematised, then it is possible to see that there are other ways for social reality to be 

constructed and other perspectives entertained. For example, individuals other than those in 

appointed leadership positions and even the tools and resources (Denis, et al., 2010) that are 

available in a particular institutional setting can take an active role in the leadership 

relationship. Similarly, when subject-object relations are not assumed, then all forms of 

knowledge are perceived as having a contribution to make (Hosking, 2007).   Un-tying 

decision making from subject-object relations provides the opportunity for multi-ontology 

sensemaking to be seen as integral to skilful relating. This paradigm shift is particularly 

relevant in healthcare where single-ontology sensemaking, which predominantly engages 

with fact and expert opinion, is preferred (Mark, 2006; Mark & Snowden, 2006).  

 

Although entitative and relational discursive practices are incommensurate in their underlying 

ontological assumptions, to adopt a relationally oriented approach does not imply that 

entitative paradigms are being rejected. Rather, relationally oriented discursive practices 

imply that subject-object relations are one of many possible on-going constructions (Hosking 

& Shamir, 2012). Compared to entitative, relationally oriented discursive practices open up 

multiple possibilities for how new ideas, new ways of relating, and innovation might come 

about. For example, when a relational stance is adopted, a cognitive approach such as the 

Cynefin Framework; or a social constructivist approach such as Grint’s (2005a) typology of 

problems, power and authority; or Hosking’s early social constructionist theory of leadership 

as organising (Hosking, 1988; Hosking & Fineman, 1990); or Hosking’s later relational 

constructionist dialogic orientation to leadership (Hosking, 2011a; Hosking, 2011b; Hosking 

& Shamir, 2012), are all possible leadership constructions. Orienting decision making 

processes towards an entitatively oriented Cynefin Framework may therefore serve to restrict 

what might be perceived as the sources for leadership for those tasked with leadership. By 

tying decision making processes to subject-object relations, the Cynefin Framework may 

limit the potential for new ideas. In other words, if the entitatively oriented discursive 

practices prevail, then subject–object relations only will prevail (Hosking & Shamir, 2012) 

and leadership as decision making will be tied to the cognitive acts of individuals.  However, 

if relationally oriented discursive practices prevail, then there is the potential for leadership to 

be socially constructed in multiple ways.  
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Realising the potential for relations other than subject–object shifts the focus of any 

theorising of leadership towards relational processes (Hosking, 1988). Individuals (the 

subject) are no longer assumed as the source for leadership but rather it is relational 

processes, through which other leadership relations are made possible, that act as the source. 

This relational perspective of leadership also shifts the thinking as to where power and 

influence are thought to lie (Hosking, 2007). For example, leaders are no longer positioned as 

the decision makers who use the Cynefin Framework to guide their (cognitive) choice of 

decision making approach. Instead they are contributors to the relational processes that are a 

source for leadership and the means for constructing a way forward for participants (Hosking, 

1988; Hosking & Morley, 1988). However, despite the fact that an entitative framing of the 

Cynefin Framework is typically adopted, there are some practical examples from Snowden’s 

work with practitioners that reveals how the Cynefin Framework can be used to facilitate 

what is understood in this thesis as multi-ontology sensemaking (that is, the potential for 

other relations including subject-object relations to evolve).  

 

The Cynefin Framework is used in workshop settings as an action learning tool. These 

workshops are called the Sensemaker Foundation Workshops and are delivered to 

international audiences by Cognitive Edge, the commercial owner of the Cynefin Framework. 

There is a Cognitive Edge workshop activity called contextualisation (Kurtz & Snowden, 

2003, p. 471) where participants build their own version of the Cynefin Framework based on 

their collective sensemaking of issue scenarios that they are given as part of the activity. 

Participants use the domains to contextualise issues or situate these issues in relation to one 

of five possible ontologies. In this type of activity the local, cultural and historical contexts 

that participants bring to the discussion influence whether the issues are contextualised in the 

terms of the ordered domains (simple and complicated) or the unordered domains (complex 

or chaos). In some instances participants find it difficult to agree on the particular domain in 

which to situate an issue, and therefore an issue may be situated in the domain of disorder. If 

an issue is contextualised in terms of the simple domain, subject-object relations, where 

objective knowledge (subject) is privileged over other forms of knowledge such as expert 

opinion or narrative (subject), are implied. Leaders (subject) use factual knowledge to make 

decisions that define the course of decision making (object). Similarly, if issues are 

contextualised in terms of complex, then narrative accounts of experience are counted as the 

most valid form of evidence to guide the course of decision making. When workshop 
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activities such as this are viewed from a relational standpoint, it is possible to perceive the 

Cynefin Domains as something other than descriptors that reflect contexts. Rather, they can 

be perceived as discursive practices (Holstein & Gubrium, 2005). The simple and 

complicated domains can be perceived as entitatively oriented discursive practices and the 

domains of complexity and chaos can be perceived as relationally oriented discursive 

practices. Disorder, however, while it is less well theorised, can be perceived as discursive 

practices in competition which arise when decision making is made difficult by cognitive, 

social, political and emotional issues (Fulop & Mark, 2013).  

 

In the Sensemaker Foundation Workshops (Kurtz & Snowden, 2003), participants are asked, 

as a follow on activity to contextualisation to identify what could be done to address a real 

world issue that has been contextualised as complex during a workshop activity. Using what 

Cognitive Edge describes as the ‘Forwards Backwards’ methodology, participants are asked 

to  draw on their own experiential knowledge to identify how the real world issue they 

selected could have been addressed differently and what the impact of different approaches 

might have been. In this activity, narrative is emphasised as a source of evidence for decision 

making. Workshop facilitators use this activity to highlight how narrative can trigger 

innovative and creative thinking. However, this activity, as it is coordinated in the workshop, 

only serves to shift the knowledge preferences of participants from objective knowledge to 

narrative. This could be argued as another version of single ontology sense-making where 

participants choose narrative knowledge over fact and expert opinion. In contrast, if this 

activity was framed relationally, it would take a different course. Firstly, participants would 

be made aware that a decision making task such as this triggers opposing discursive practices 

or social disordering and that disordering reflects the starting conditions for decision making. 

Secondly, discursive practices reflective of the other four domains would be encouraged and 

recognised as having making a valuable contribution to decision making.  Participants would 

be guided to be open-minded about, and actively engage with, all discursive practices. By 

engaging with competing discursive practices, participants in this activity would engage in 

what this thesis defines as ‘multi-ontology sensemaking’. When a relational approach to this 

activity is adopted, decision making processes are untied from entitative subject-object 

relations. For the decision maker to select a particular decision making approach, the Cynefin 

domains can then be re-framed as the discursive practices and discourse-in-practice that 

contextualise decision making processes rather than as  descriptions of the context.  
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3.5 The Cynefin domains as discursive practices 

 

To take a relational standpoint on the Cynefin Framework is to perceive it as a discourse 

(Denis, et al., 2010) enabling the practices of skilful relating incorporating multi-ontology 

sensemaking. The ordered domains which include the simple and complicated domains 

reflect what Hosking (Hosking, 2005) described as subject-object relations. They assume 

cause and effect relationships between persons (subject) and contexts (objects) whereby it is 

possible for persons to design interventions and predict their impact. In the ordered domains, 

when faced with choice, participants make rational decisions (Kurtz & Snowden, 2003; 

Mark, 2006). In contrast, the ontologies of unorder and disorder can be perceived as 

opportunities for relations other than subject-object relations. ‘Unorder’ is a term used by 

Kurtz and Snowden (2003) to suggest something other than order. It is not the opposite of 

order, but rather something that is between order and a lack of order. The ontology of unorder 

assumes that, for example, the impact of an intervention cannot be known or predicted, but 

rather will emerge; in other words, other relations can emerge during decision making. 

Similarly, disorder reflects social contexts where there are a) participants who push for their 

context to be perceived as ordered and who promote subject-object relations; and b) 

participants who advocate for their context to be perceived as unordered and who are open to 

relations other than backwards and forwards transactions between persons, or persons and 

context, to produce rational outcomes (Hosking, 2011a).  

 

Given the uptake of the Cynefin Framework by practitioners in workshop settings, it appears 

to be a language that describes different ontologies in a way that has meaning for both 

healthcare practitioners and leadership scholars (Fulop & Mark, 2013). It is therefore a useful 

language for framing the discursive practices that participants bring to decision making, and 

that are maintained, sustained and changed during decision making. For example, in 

healthcare, discursive practices are entitative and reflective of an ordered ontology.  

Leadership as decision making is associated with an individual who is perceived to make 

rational and objective decisions that serve the interests of followers. In contrast, if discursive 

practices were relational, then leadership would be perceived as a social construction where 

all members of an organisation can have influence in the course of decision making – which 

is akin to an unordered ontology. Leaders, that is, individuals in formally recognised 

leadership roles, no longer assume power over the thoughts, actions and behaviours of others. 
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Rather, it is possible for other power relations to be constructed between an individual 

appointed to a leadership position and the people with whom they work alongside. Relational 

discursive practices allow for other relations to be constructed and so distributed forms of 

leadership can emerge (Hosking, 2007; Hosking, 2011b; Hosking & Shamir, 2012).  

 

However, not only are the Cynefin domains characterised by the nature of the relations 

between persons and persons and context (subject-object relations or other), but they also 

articulate different discourses-in-practice (Fulop & Mark, 2013). For example, the domains 

that reflect order (simple and complicated) are associated with factual and expert talk. The 

unordered domains of chaos and disorder reflect discursive arenas in which factual, expert 

talk and narrative could feature. The complex domain is a discursive arena that would feature 

narrative. The Cynefin domains articulate the discursive practices that serve as parameters for 

decision making and shape whether participants construct subject-object relations or other. 

The language of the Cynefin Framework articulates how participants construct particular 

contexts and how they use factual, expert talk and narrative talk.  

 

In summary, the relationally oriented approach to leadership as decision making adopted in 

this thesis views leadership as a sensemaking process whereby participants influence and 

negotiate a social order that advances the achievement of a task or goal or a project 

(Fairhurst, 2007; Hosking, 1988; Hosking & Fineman, 1990). This process of negotiation is 

influenced by discursive practices that provide resources and tools in the form of culturally 

accepted ways of thinking and working, for decision making. Discursive practices provide the 

ideas, logic, assumptions, artifacts and particular ways of talking that constitute people, 

identities and knowledge (Barge & Fairhurst, 2008; Denis, et al., 2010; Fairhurst, 2011; 

Holstein & Gubrium, 2005). In sensemaking, the resources afforded by discursive practices 

are used by actors individually and collectively to create meaning which and can involve 

using tools such as a Cynefin type approach.  The cultural meanings that constitute particular 

discursive practices are communicated and shared through discourse-in-practice. Discursive 

practices are therefore an integral part of, and influenced by, localised discourse-in-practice 

(Fairhurst, 2007; Holstein & Gubrium, 2005). Fairhurst (2007) and Hosking (2011b) both 

used the term, ‘con-text’ to describe this relationship. Text is the material representation of 

discourse-in-practice and can be in spoken or written form. Each action by a participant 

during decision making becomes text the moment it is spoken, and then context, becoming 
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part of discursive practice. Text provides resources for on-going sensemaking. The social 

interactions involved in decision making are therefore neither text nor context but rather con-

text. This understanding of con-text is different from Hosking’s  (Hosking & McNamee, 

2006; Hosking, 2005; Hosking, 2007) more relational meaning of con-text. Hosking’s 

approach is to focus on the processes of relating rather than the inter-relationship between the 

‘what’s and the ‘how’s of leadership as decision making.  

 

Choice is an inherent part of leadership when it is understood as decision making (Grint, 

2005a; Hosking & Morley, 1988; Hosking & Fineman, 1990; Morley & Hosking, 2003) 

because participants have to make choices between courses of action. Choice is also a key 

aspect of the Cynefin Framework when it is framed as a decision making tool for leaders 

(Snowden & Boone, 2007). Leaders consider the nature of their decision making context and 

make judgments on the most appropriate decision making approach. However, although 

choice is recognised by Snowden, the texture of the organising processes (Hosking & 

Fineman, 1990) that constitute choice is not acknowledged. The term ‘texture’, as used by 

Hosking and Fineman (1990), relates to connectedness in social interactions, social relations 

and their improvising and emerging nature. Acceptability of actions leads to social ordering 

and re-ordering. The texture of decision making processes adds complexity because relations 

between actions and context are complex. Individual participants and groups will describe 

and judge their decision making context differently, depending on previous interactions, the 

task or project, and the organising processes that comprise skilful relating. This in turn will 

influence values and interests and the social actions to which participants will make a 

commitment. During decision making, participants interact socially to evaluate what is 

important to them and create a sense of social order. Developing a shared social order is 

complex because it is a negotiated process where individuals have different starting points. 

Developing a shared social order begins when there is a real or anticipated change. As 

different values and interests begin to be expressed in and through social interactions, social 

disordering unfolds. Collectively, participants have to create a decision making context that 

reflects their collective preference for a particular kind of social ordering. Decision making 

begins in disorder and will ultimately lead to particular values and interests being favoured 

over others (Fulop & Mark, 2013).  
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Participants must deal with these cognitive, social, political and emotional processes to get 

out of disorder and onto a decision making path which is acceptable to all (Fulop & Mark, 

2013; Hosking, 1988; Hosking & Fineman, 1990; Morley & Hosking, 2003). In the process 

of moving out of disorder, certain discursive practices (for example, subject-object relations) 

and discourse-in-practice (for example, factual or expert talk or narrative) talk are promoted 

over the others. Leadership is required at this switch of social ordering to facilitate multi-

ontology sensemaking and ensure that a single ontology does not dominate too early in the 

decision making process (Fulop & Mark, 2010). The Cynefin Framework is therefore a 

discursive tool that can trigger a multi-ontology conversation and influence the ordering of 

values and interests. For example, when used in workshop settings by participants, the 

domains of the Cynefin Framework would not be treated as categories or labels with 

predefined meanings; rather, they would become known in relation to the issues they were 

dealing with, and through the interactions of participants working together to develop a 

shared appreciation of both their decision making context and how to act (Kurtz & Snowden, 

2003). Using the Cynefin Framework in skilful ways can help participants move out of 

disorder and to create a shared social order. While participants are in disorder, there is the 

potential for them to construct and re-construct multiple relations by drawing upon factual, 

expert and narrative talk before settling on a particular social order that in the end will reflect 

their decision making approach.  

 

Fulop and Mark (2010; Fulop & Mark, 2013) argue that healthcare professionals are more 

comfortable with a social order that values the known and serves to promote factual and 

expert knowledge during decision making. Social ordering in this context is therefore likely 

to sustain single ontology sense-making and construct subject-object relations, which is a 

feature of professional sensemaking and a key problem for leadership in healthcare (Fulop & 

Mark, 2013).  

3.6 Skilful relating 

 

Central to Hosking’s early theory of leadership as organising (Hosking, 1988; Hosking & 

Fineman, 1990), is the social constructionist assumption that our sense of social order is a 

practical accomplishment achieved through ‘the contextual, embodied, ongoing interpretive 

work of people’ (Cunliffe, 2008, p. 124). Social order is not assigned by the knowing 
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individual, but rather created as participants interact to achieve a task (Fairhurst, 2007). 

Social ordering is a process of influence and negotiation (political) through which 

participants come to terms with, and accept, a social order which may result in losses or gains 

for them but which makes enough sense so that there is a level of acceptability that allows 

them to go along with how a decision is made (Hosking, 1988; Hosking & Fineman, 1990; 

Morley & Hosking, 2003; Fulop & Mark, 2013).  The extent to which leadership also 

encourages innovation and creativity, is related to the flexibility of social ordering. 

Leadership that is able to deal with change requires a social ordering that is sufficiently 

flexible to handle the different values, interests, preferences and identities of participants and 

secure their on-going participation and engagement with change (Hosking, 1988; Morley & 

Hosking, 2003). At the centre of the idea that leadership is organising, is the notion that there 

are cognitive, social, political and emotional, (the latter added by Fulop & Mark (2010; 

2013)) processes which must be handled skilfully if flexible social ordering is to be achieved 

(Hosking & Morley, 1988; Hosking & Fineman, 1990; Morley & Hosking, 2003) and 

decision making is not to be tied down prematurely to, for example, single ontology sense-

making (Fulop & Mark, 2013). Hosking and Fineman (1990, p. 588) argued that an ‘actors 

context is made of and made by their relationships with other people’. In these relationships 

the values, interests and preferences of participants come together and con-text is created as 

participants negotiate around and make sense of their relationships and social interactions. It 

is social because they are helped by (and hindered by) and help (and hinder) others to 

construct a social order that will deal with their values, interests and preferences so that it 

makes sense to them to commit to what is decided. It is also considered social because 

participants move around their decision making context, that is, they participate in 

networking and this is inherently political as well. As social order is being negotiated, they 

enter into relationships with others, building an understanding of their own views in relation 

to others and how to influence the values, interests and preferences of other participants. This 

networking is important because it is the opportunity for social learning; participants learn 

from others and negotiate new evaluative descriptions of their decision making task which 

can lead to new ideas and ways of thinking (Hosking, 1988). Relationships are made which 

will result in losses for some and gains for others and participants have different resources 

(cognitive and material) that they can draw upon during the negotiation to achieve influence. 

For these reasons, flexible social ordering is inherently political, and difficult to promote and 

sustain (Hosking & Fineman, 1990; Morley & Hosking, 2003). Social ordering is an 
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emotional process where feelings such as elation and satisfaction may be associated with 

negotiations that serve to protect and promote individual interests, and where anger and 

frustration may arise when values have to be compromised. Fulop and Mark (2013) 

highlighted the fact that in healthcare, doctors in particular, adopt a medical model to protect 

themselves from the negative emotions of dealing with patients and this can spill over onto 

other areas of their work such as management decision-making and so constrain the extent to 

which the emotional aspects of a dilemma are dealt with in their professional sensemaking.  

Under these circumstances, social ordering may therefore come at an emotional cost for some 

participants. Handling tension, difference in values, and the emotional consequences 

(whether positive or negative) and their influence on others are characteristics of skilful 

relating (Hosking, 1988; Hosking & Fineman, 1990; Morley & Hosking, 2003).  

 

Fulop and Mark (2010; Fulop & Mark, 2013) argued that healthcare professionals are 

somewhat different from many others because they are generally more comfortable with a 

social order that values the known and serves to promote factual and expert knowledge 

during decision making. Social ordering in this context is therefore likely to sustain single 

ontology sense-making and construct particular subject-object relations. The notion of skilful 

relating in healthcare poses particular challenges, particularly for the idea of flexible social 

ordering, whereby intelligent social actions are kept in check (Fulop & Mark, 2013). 

Intelligent social actions occur when there is a perceived disconnect in the cognitive 

processes and decision making is such that participants are not going to go along with how 

decisions are reached. Leadership requires understanding how this can occur and working 

with expertise and known ways of problem solving to encourage multi-ontology sensemaking 

(Hosking, 1988; Hosking & Fineman, 1990; Morley & Hosking, 2003).  

 

The encouragement of multi-ontology sensemaking in healthcare as a way of dealing with 

disorder, requires at the very least the presentation of narrative evidence for evaluation by 

participants. However, as the emergence of a new  narrative, evidence based medicine 

(NEBM) movement (Charon & Wyer, 2008; Goyal, et al., 2008) in healthcare highlights, 

narrative is not typically a feature of clinical decision making and clinicians may need some 

assistance if narrative is to become a part of their routine decision making. A key strategy in 

the NEBM approach to address the absence of narrative in clinical decision making is 

teaching health professionals to be able to work with narrative in their clinical practice 
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(Goyal, et al., 2008). However, when this dilemma is viewed from a relational standpoint, a 

solution other than developing the cognitive skills of healthcare practitioners is revealed. For 

multi-ontology sensemaking to be achieved, relational processes that entail the cognitive, 

social, political and emotional aspects of introducing narrative knowledge to decision making 

are needed in a setting where discursive practices are entitative and single ontology 

professional sensemaking is usual practice (Fulop & Mark, 2013). This could be situations 

where, for example, clinical experts are arguing for a particular course of action based on 

quantitative research published in peer reviewed journals and currently accepted best 

practice, and consumers are advocating for another course of action based on their experience 

of health services. If multi-ontology sensemaking is to be achieved, decision making 

processes must be handled skilfully to face the challenges that professional sensemaking 

presents every minute of the day. Challenges include: the outrage of experts that experiential 

evidence is being perceived as equivalent to research generated evidence; the frustration and 

anger of consumers who have given up their time to participate in the decision-making 

process and resent that they are not being heard; and the politics that the notion of 

incorporating the views of consumers may be perceived as insulting to the reputations of 

specialist clinicians who have generated much of the research evidence.  

 

Fairhurst’s (Fairhurst, 2007) term ‘con-text’ is useful for highlighting that it is the linguistic 

contributions of leaders that allows for the cognitive, social, political and emotional aspects 

of decision making to be recognised as integral to multi-ontology sensemaking, intelligent 

social actions, and flexible social ordering. Con-text comes about through talk-in interaction 

(Fairhurst, 2007, p. 6). Talk-in- interaction is the social process of conversing with others; 

talk is the ‘doing’ of discourse, whereas text is the ‘done’; text is a representation of what has 

been said. Hosking (Hosking, 1988) argued that leaders emerge in the course of interactions. 

Leaders are therefore not necessarily those individuals appointed to formal leadership 

positions, but rather they could be perceived as those who are ‘talked into being’ (Fairhurst, 

2007). Specifically, leaders may be identified in retrospect by the ‘text’ that they contribute 

during the course of decision making, the influence of their ‘text’ on the values and interests 

of others, and the social order that is constructed. Participants can therefore be identified as 

more or less skilful in decision making (Hosking, 1988; Hosking & Morley, 1988) by the 

influence of their ‘text’ in achieving a flexible social order, that is, a social order that can 

effectively deal with the inherent cognitive, social, political and emotional challenges of 
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decision making that get one out of disordering. Constructing con-text can therefore be 

perceived as a discursive framing of the relationship between persons and context during 

social ordering.  

 

The leaderful acts that Hosking (1988) identified as contributing to the construction of social 

order, could include texts offered up by participant talk during decision making. The manner 

in which a particular text is incorporated into con-text will define how particular values, 

interests and preferences are ordered in relation to others. When faced with an issue, and 

therefore in the space of disorder, participants cognitively, individually and collectively, 

develop ‘scripts’ or descriptions of new situations as they perceive them (Hosking & Morley, 

1988; Fulop & Mark, 2013). These scripts are similar to the sensemaking accounts that 

Fairhurst (2007) identified as a form of text. Participants collectively explore, support and 

suppress different descriptions of the change until they have developed an understanding of 

the issue that they are facing and possible courses of action (Hosking & Fineman, 1990; 

Morley & Hosking, 2003). A course of action is selected when a particular description is 

favoured and there is sufficient support for it to get translated into action. The scripts that get 

accepted as the basis for action are the most persuasive; they describe in ordinary language, 

threats and opportunities in relation to the values and interests of participants. They bring 

particular values into focus, and suggest ways in which resources can be used to promote 

them (Hosking, 1988; Morley & Hosking, 2003).   

 

Action, which could include text that supports the participants’ values and interests, is framed 

as intelligent social action that is always fragile because it can come unstuck very easily 

when clinicians for example, decide that a decision is so unacceptable to them that the 

intelligent thing for them to do is to work around, outside or against what the course of action 

that was decided (Fulop & Mark, 2013; Hosking & Finneman, 1990; Hosking & Morley, 

1988). Endorsement and acceptance of a particular text is a process of negotiation (Fulop & 

Mark, 2013). Leaders are identified by the persuasiveness of the text and cognitive schemas 

that are developed and the extent to which particular texts and schemas are accepted by other 

participants and used as the basis for action. Texts are not imposed; rather, they are 

developed when participants engage in trial debates with themselves and others (Hosking & 

Morley, 1988). Through this process of negotiation, text is contextualised and becomes con-

text. By encouraging trial debates where different text is examined, leaders can facilitate the 



 

 

 

 

  

85 
   
 

construction of a flexible social order. Participants are recognised as leaders because they 

facilitate the construction of text that is perceived by others to represent their values and 

interests. Text therefore embodies the underlying cultural orientation of participants as well 

as social interactions; and in doing so, deals with the cognitive, social, political and emotional 

aspects of handling different discursive practices.  Skilful relating may therefore refer to 

leadership processes that facilitate the construction of text that is: inclusive of different 

discursive practices; supports multi-ontology sensemaking; leads to flexible social ordering; 

and contains intelligent social action.  

 

Social ordering, as discussed above, is a cognitive process whereby matters of fact and 

matters of value are negotiated. In contrast to the cognitive scientific understandings of 

cognitive processes discussed earlier (Dervin, 1998; Peck & Dickinson, 2009a), which 

emphasise the cognitive acts of individuals, a social psychological understanding of cognitive 

processes views them as the processes whereby participants, through their relationships with 

other people, develop evaluative descriptions which reflect their values, interests and 

preferences as they see them (Hosking & Fineman, 1990). Evaluative descriptions are 

developed in relation to the values and interests of others. They address, for example, matters 

such as: the extent to which participants want change; the fact that the losses of some 

participants may be beneficial for other participants who might be seen as competitors; and 

the emotional responses of participants when their values are compromised. The cognitive 

process of developing evaluative descriptions is shaped by the social, political and emotional 

aspects of organising and is how contextualising occurs. It is a complex package deal. The 

decision making task is therefore not only the cognitive process (individual and collective) of 

working out which course of action is the best course of action to choose, but it is also the 

management of the social, political and emotional con-text of decision making. For example, 

as previously discussed when the Cynefin Framework is viewed from a relational standpoint, 

subject-object relations are not assumed. The Cynefin domains are discursive practices which 

represent three ontological viewpoints: order, unorder and disorder, and therefore there is the 

potential for single ontology or multi-ontology sensemaking. Decision making in healthcare 

is typically driven by objective evidence, assuming that in most instances the impact of 

interventions can be known. Discursive practices in healthcare are largely around order and 

predictability (Mark, 2006; Mark & Snowden, 2006) and the entrained approach is single 

ontology sensemaking (Fulop & Mark, 2013). In a decision making environment such as this, 
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with a strong entitative culture, the potential for multi-ontology sensemaking can therefore 

only be realised if participants can negotiate disorder in a way that accommodates narrative 

evidence, as well as fact and expert opinion, and can deal with the cognitive, social, political 

and emotional aspects of introducing narrative (an estranged ontology) (Fulop & Mark, 

2013). The inter-relationship between discursive practices and discourse-in-practice is 

therefore a way of understanding how healthcare professionals frame their world and the 

implications of a particular framing – that is, how entitative discursive practices influence 

their decision making.   

 

Skilful relating brings together and manages different discursive practices so that any points 

of difference between them converge onto a position which is acceptable to those who are 

part of the decision making process. Acceptability is achieved through discourse-in-practice 

which has also been conceptualised as linguistic performances (Barge and Fairhurst, 2008). 

New lines of action are accepted because the process of convergence is transparent and 

makes sense (Hosking, 1988; Morley & Hosking, 2003). Skilful relating finds ways of 

articulating, respecting and preserving the points of difference between discursive practices. 

It encourages open minded thinking, building what Morley and Hosking (2003, p. 82) 

referred to as, ‘cultures of productivity’. Cultures of productivity are dominated by open, 

actively minded thinking which throws up different lines of thinking and the possibility for a 

course of action to be selected that is not the one that was initially favoured. Discursive 

practices are a resource (Barge & Fairhurst, 2008; Fairhurst, 2011; Grint, 2005a) for the 

creation of cultures of productivity; and discourse-in-practice is the means through which 

they are talked into being. Cultures of productivity therefore support the accomplishment of 

decision making tasks (Morley & Hosking, 2003). This idea of building cultures of 

productivity through actively open-minded thinking is relevant to the idea of multi-ontology 

sensemaking (Fulop & Mark, 2013) which is promoted in this thesis as a leadership process. 

Multi-ontology sensemaking (when framed from a relational stance) implies open 

mindedness about the nature of relations, which in healthcare settings, implies that an 

ontology other than order is possible. Therefore, in healthcare, to actively engage with the 

notion of multi-ontology sensemaking, is to be cognitively challenged about the assumptions 

that underlie the entitative discursive practices that (re)construct single ontology sensemaking 

and lead to rigid social ordering.  
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Open mindedness is a starting point for theorising how skilful relating is put into action. 

However, there are other skills which could possibly be recognised as skilful relating and 

serve to identify leaders in decision making. While leaders are acknowledged for their 

knowledge of a specific issue and its setting (Hosking & Morley, 1988), they are also 

recognised because they actively seek to understand how others have made sense of their 

predicament. Using the information they gather, leaders develop text or scripts that frame the 

information they have gathered in ways which appeal to the values and interests of 

participants. Leaders develop persuasive texts to influence the lines of action to which 

participants subscribe (Barge & Fairhurst, 2008; Fairhurst, 2007; Hosking, 1988; Hosking & 

Morley, 1988; Hosking & Fineman, 1990; Peck & Dickinson, 2009a). These texts enable 

sense (individual and collective) to be made of the anticipated or real change to the status 

quo; identify whether the skills and resources that are available match the demands of the 

decision making task; and build understanding of the cognitive, social, political and 

emotional implications of different lines of action.  When framed in terms of the Cynefin 

Framework, leaders engage in networking both to develop an understanding of the discursive 

practices that set parameters for decision making and to decide whether there is a prevailing 

ontology. However, networking is more than a means of developing knowledge bases; it is 

also an organising process which can be undertaken more or less skilfully (Hosking, 1988; 

Hosking & Morley, 1988) 

3.7 Conclusion 

 

This chapter has examined, from a relational standpoint, how leadership can influence 

decision making. It has focused on skilful relating which incorporates multi-ontology sense-

making, flexible social ordering and intelligent social action in the context of professional 

sensemaking. The language of the Cynefin Framework has been used to articulate the 

practical implications of multi-ontology sense-making and to introduce the notion of 

‘disorder’ as the starting point for decision making (Fulop & mark, 2013). The Cynefin 

Framework has been supplemented with the concepts flexible social ordering and intelligent 

social action (Hosking, 1988; Morley & Hosking, 2003) to further theorise leadership as 

decision making in clinical networks. This theoretical approach suggests that when leadership 

is viewed from a relational perspective individuals are not the source of leadership but rather 

relational processes are. Relational processes such as multi-ontology sensemaking, intelligent 
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social action and flexible social ordering are theorised as a means for socially constructing 

leadership during decision making.  In this chapter, Hosking’s theory of leadership as 

decision making (Hosking, 1988; Hosking & Fineman, 1990; Hosking & Morley, 1988; 

Morley & Hosking, 2003) and Fairhurst’s (2007; 2011) discursive leadership approach have 

been brought together with the Cynefin Framework (Kurtz & Snowden, 2003; Snowden, 

2005; Snowden & Boone, 2007) to develop a relationally oriented approach to empirically 

examining leadership as decision making in healthcare networks. An important theme in this 

chapter has been con-text (Fairhurst, 2007). In order for leadership as decision making to be 

understood, that is, why decision making takes a particular course, due consideration must be 

given to both the hows and whats of leadership construction (Holstein & Gubrium, 2005) that 

is, the professional sensemaking processes that constitute leadership and the resources and 

tools that are available. This chapter has suggested that there are multiple dimensions to 

understanding the hows, whats and whys of leadership. Leadership construction is an on-

going interaction between discursive practices and discourse-in-practice (Fairhurst, 2007; 

Fairhurst, 2011; Grint, 2005a; Hosking, 1988; Morley & Hosking, 2003; Peck & Dickinson, 

2009a). Leadership as decision making is difficult because it is a cognitive, social, political 

and emotional process (Hosking, 1988; Hosking & Fineman, 1990; Morley & Hosking, 2003; 

Fulop & Mark, 2013). Leadership cannot be fully understood by focusing solely on cognitive 

processes (Hosking & Fineman, 1990; Peck & Dickinson, 2009a; Fulop & Mark, 2013). 

Understanding the cognitive processes that constitute leadership needs to be supplemented 

with an understanding of the con-text for leadership construction, which includes the social, 

political and emotional issues in an institutional setting. The fact that leadership processes are 

defined by the discursive practices as well as discourse-in-practice (Fairhurst, 2007; Peck & 

Dickinson, 2009a) must also be recognised if our understanding of leadership as decision 

making is to be advanced. Holstein and Gubrium (2005) argued that this inter-relationship 

between discursive practices and discourse-in-practice defines the institutional talk of an 

organisation. They suggested that institutional talk (Heritage, 2004; Heritage, 2005) is a 

useful lens through which the hows, whats and whys of social reality can be examined. For 

example, in healthcare discursive practices are entitative and prioritise factual and expert 

knowledge which is enacted locally as rational decision making (Mark, 2006; Mark & 

Snowden, 2006). This interaction between discursive practices and discourse-in-practice 

maintains and sustains an ordered ontology leading to the entitatively driven institutional talk 

which has been argued in this chapter to have implications for leadership as decision making 
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in settings such as clinical networks. Figure 3 is a conceptual representation of the overall 

theoretical approach developed and adopted in this thesis to empirically examine the 

implications of skilful relating, for decision making around difficult organisational dilemmas 

in healthcare networks.  

 

Figure 3: Skilful relating - multi-ontology sensemaking 

 

 

 

In this chapter discursive practices and discourse-in-practice have been brought together 

under a relational leadership framework. This theoretical approach has revealed new insights 

into how leadership might influence decision making in clinical networks. Relational 

leadership has been theorised as being inclusive of and valuing multiple viewpoints and types 

of knowledge. The openness and flexibility of a relational approach to leadership allows for 
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the development of transitional space (Hosking & Bouwen, 2000) that can support creative 

thinking. In the context of decision making and the language of the Cynefin Framework, the 

notion of transitional space is akin to disorder because it is a conversational space from where 

multi-ontology sensemaking can develop. A relational approach focuses on professional 

sensemaking (White, 2002), which has been underplayed in the relational leadership 

literature to date (Fulop & Mark, 2013), and is sensitive to the cognitive, social, political and 

emotional nature of decision making.  The leadership implications of being relationally aware 

could therefore include moving away from the typical scientific-bureaucratic responses to 

difficult organisational dilemmas such as departmental reviews led by experts, policy 

mandates and organisational re-structuring. In a context such as Queensland Health, where 

discursive practices are entitative, relational processes are not likely to be recognised as a 

source for leadership and innovation. A purpose of this thesis is therefore to generate 

empirical material that speaks to the prevailing entitative discursive practices in healthcare 

and opens up the possibility of a new leadership conversation. This thesis attempts to turn the 

attention of practitioners and academics to understanding the relational processes of 

leadership rather than persons and organisations. However, the theoretical and empirical 

approach that has been adopted also seeks to reveal the influence of the institutional setting 

and associated discursive practices on decision making.  The following research questions are 

used as the framework for empirically examining the leadership implications of a relational 

approach to leadership as decision making in clinical networks:  

 

1. How can skilful relating change the course of decision making in clinical networks? 

2. What are the resources under which skilful relating can emerge during the course of 

decision making in clinical networks?  

3. Why does skilful relating emerge during decision making in clinical networks?   
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Chapter 4 Relationally oriented methods for examining leadership as  

  decision making  

4.0 Introduction  

 

This chapter will describe how an analytics of interpretive practice framework has been 

applied to the empirical examination of leadership as decision making in clinical networks.  It 

will discuss why institutional talk analysis (Heritage, 2004; Heritage, 2005; ten Have, 2001; 

Schegloff, 1992) was chosen over other methods such as conversation analysis (Drew, 2005; 

Goodwin & Heritage, 1990; Heritage, 2011) to examine skilful relating and the implications 

for decision making. In addition, it will explain the methodological choices that were made in 

order to reconcile the tension between the relational perspective on leadership adopted in this 

thesis and the problematic nature of the context in which the research is set. Specifically, the 

entitative discursive practices relating to leadership and decision making that prevail in 

Queensland Health which were discussed in Chapter Two will be considered. This study has 

a strong relational orientation; however, given the institutional setting, a pragmatic decision 

was made to adopt a social constructionist approach with some key concepts from relational 

constructionism rather than a pure relational constructionist approach (Hosking, 2005; 

Hosking, 2008; Hosking & Shamir, 2012). This chapter will highlight the points of difference 

between social constructionism and relational constructionism in order to reveal the reasons 

for the pragmatic approach (Creswell, 2009; Klenke, 2008) that was adopted and for the 

linguistic focus of the research.  

4.1 Entitative and relational influences on research methodology 

 

Two contrasting paradigms have been the focus of this thesis: entitative (a positivistic notion 

of knowledge) and relational (co-constructed knowledge). ‘Entitative’ is a broad term 

developed by Hosking and others (Dachler & Gergen, 1995; Hosking, 1988; Hosking, 2005; 

Hosking & McNamee, 2006; Hosking & Shamir, 2012; Uhl-Bien & Marion, 2009) which 

centres on objects with characteristics and embodies themes described elsewhere in the 

literature as objectivism, the received view of science and positivism (Guba & Lincoln, 1994; 

Hosking & McNamee, 2006; Klenke, 2008). An, ‘entitative style of thinking’ (Hosking, 

2007, p. 2) perceives scientific enquiry as a vehicle for uncovering the true nature of 
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phenomena which exist separately from and independent of the researcher. Social reality 

consists of bounded, independent entities, including people and knowledge which have 

characteristics that define them (Guba & Lincoln, 1994; Neuman, 2003). The relationship 

that exists between entities is understood in terms of subject-object relations (Hosking, 2005) 

and has implications for research methodology. Specifically, subject-object relations assume 

an active subject and passive object. Researchers (subject) use their methods of scientific 

enquiry to discover knowledge about an independent and separate phenomenon (object). The 

characteristics of the Object (physical and/or cognitive) explain the actions, relationships and 

outcomes observed by the researcher (subject). The researcher (subject) is perceived as the 

creator of knowledge and knowledge is the property of a rational thinking mind which is used 

by researchers (subject) to influence those who do not have particular knowledge (object) 

(Hosking, 2005; Hosking, 2008; Hosking, 2011b).   

 

These ontological and epistemological assumptions become problematic in a relationally 

oriented study such as this which seeks to explore discursive practice, discourses-in-practice, 

and the dynamic interplay between the two. They are problematic for the study of skilful 

relating and the implications for decision making on three fronts. Firstly, the methodologies 

that are aligned with entitative thinking seek to discover knowledge which is free from the 

values and interests of the researcher, the study participants, and the institutional setting 

(Guba & Lincoln, 1994; Hosking, 2005; Neuman, 2003). As discussed in Chapter Two, the 

institutional setting for this research and the experiences of the researcher have significantly 

influenced the study design and framing of this thesis. They have been a source of knowledge 

for the development and design of this study which seeks to reveal a new perspective on 

leadership and decision making in clinical networks rather than develop objective knowledge 

on the topic of leadership in the context of decision making. Secondly, the entitative 

perspective assumes that social reality is ordered, tied to fact and expert opinion, and 

reflective of rigid social ordering. In contrast, a relationally oriented understanding of 

decision making assumes multiple realities (Hosking, 2005; Hosking & McNamee, 2006; 

Uhl-Bien & Marion, 2009) and that relations other than subject-object can be constructed 

(Hosking, 2005; Hosking, 2007; Hosking, 2008).  Thirdly, the entitative perspective deals 

with context as separate from the issue under empirical examination; context is a set of 

environmental conditions in which empirical inquiry takes place (Hosking, 2005; Hosking & 

McNamee, 2006). Consequently, in studies such as this, an entitative approach would deal 
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with the cognitive, social, political and emotional aspects of decision making as possible, 

confounding factors that must be controlled in order to reveal the generalisable ‘truth’ about 

leadership and decision making in clinical networks. The entitative perspective does not 

acknowledge the possibility of a dynamic relationship between, for example, human 

behaviour and its context; therefore, according to the entitative worldview, there is no con-

text. It is therefore not a useful perspective from which to approach the empirical 

examination of leadership as decision making in an institutional setting where there the 

prevailing discursive practices have a significant influence over how leadership is socially 

constructed in the day to day decision making of clinical networks. An entitative approach to 

empirical inquiry is therefore unable to enhance our understanding of the peculiarities of 

leadership as an organising process through which decision making is played out in different 

institutional settings.  The relational nature of the research problem meant that an entitatively 

oriented research methodology was not suitable for this study. The challenge for this research 

was therefore to develop a relationally oriented methodology which would appeal to the 

prevailing entitative discursive practices of Queensland Health and be able to add new 

knowledge and insights about leadership practice.   

4.2 Relationally oriented methods  

 

The relational perspective challenges the assumptions of the entitative perspective outlined 

above. Most significantly, it does not assume subject-object relations, but considers 

knowledge of self and other to be a relational reality, that is, (re)constructed from relational 

processes and known only in relation to self and others (Cunliffe, 2008; Hosking, 2005; 

Hosking & Bouwen, 2000; Hosking & Shamir, 2012; Uhl-Bien, 2006). There are a number of 

research paradigms which construct relations in ways other than subject-object which 

include: social constructivism, social constructionism, and relational constructionism 

(Hosking, 2005; Hosking, 2006). Social constructivist thinking blurs the notion of subject-

object relations by rejecting the view that reality is out there waiting to be discovered through 

empirical inquiry (Hosking, 2005; Hosking, 2006). Social constructivists perceive that 

humans cannot know how social reality really is; rather, people combine their knowledge of 

what they see and experience, with what they think, to make sense of their world (Hosking, 

2005; Hosking, 2011b; Klenke, 2008; Uhl-Bien, 2006). However, although social 
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constructivism is distant from the notion that there is one true version of social reality, the 

focus of empirical inquiry remains on generating subjective or objective knowledge of social 

reality (Guba & Lincoln, 1994; Hosking, 2005; Klenke, 2008; Neuman, 2003). While social 

constructivism is relational in that it accepts that there are multiple realities, it emphasises 

individual cognition and thus reverts to subject-object relations when dealing with the 

relationship between persons and knowledge (Hosking, 2005; Hosking, 2006; Hosking, 

2011b). In this type of empirical inquiry, the researcher generates knowledge about an 

external reality which provides the basis for future action.  

 

Social constructionism was prominent in Hosking’s early theorising on leadership and 

decision making.  Hosking (2011b) identified social constructionism as having five themes 

which include: scientific theorising and empirical inquiry always involve some form of 

construction; there is not one true description of social reality – rather, our understanding of 

our world  is built upon and developed over time as new knowledge is generated; language is 

action, and is the vehicle for social construction rather than a representation of social reality 

as it is known to exist; science is viewed as a social practice, but separate from everyday life 

and knowledge is always subjective (to some degree) because it is contextual; and finally, 

relations other than self-other are possible, and the dominant self-contained, bounded subject 

is just one possible construction.  While social constructionism blurs subject-object relations 

and sets limits to the objectivity of knowledge, it still considers knowledge as separate from 

the social world that is being examined. Within the paradigm of social constructionism, and 

aligned with these broad themes, there are different orientations which impact on how social 

science research is designed and undertaken. Cunliffe (2008) suggested it is useful to think of 

the different orientations to social constructionist-based research as a continuum of 

underlying assumptions regarding the nature of social reality and how knowledge is 

constructed. At one end of the continuum, sensemaking processes are central to the social 

constructionist understanding of how social reality is created. Sensemaking is a local-

cultural-historical process where individuals, who have their own experiences and ways of 

making meaning, work individually and collectively, through language and social 

interactions, to make sense of their world. At this end of the continuum, social reality is 

objectified to some degree – that is, it can be understood to exist in the form of conversations, 

documents and social practices. In the context of leadership as decision making, researchers 

working at this end of the continuum might be interested in examining sensemaking 
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processes as discursive practices, and how they structure social order in a particular 

institutional setting (Cunliffe, 2008; Fairhurst, 2007; Holstein & Gubrium, 2005; Uhl-Bien, 

2006).  

 

At the other end of the social constructionist-based research continuum sits what is referred to 

as a relational constructionist orientation (Cunliffe, 2008; Holstein & Gubrium, 2005; 

Hosking, 2008; Hosking, 2011b). The key themes of social constructionism described above 

focus on construction, multiple realities, inter-subjective knowledge (to some degree), 

subject-object or other relations, language as social action and empirical inquiry as social 

practice (Cunliffe, 2008; Hosking, 2011b). A relational constructionist approach to empirical 

inquiry applies these themes differently to construct a perspective that differs from a pure 

social constructionist discourse in the following ways: social reality is considered in terms of 

relational processes; relational processes are given ontology rather than, for example, 

persons, cognitive processes or individual knowledge (Hosking, 2005; Hosking, 2008; 

Hosking, 2011b; Hosking & Shamir, 2012). Language is significant because it is the means 

of social construction. Specifically, language is the medium for what Hosking (Hosking, 

2011b, p. 52) refers to as ‘inter-acting’. Inter-acting is a relational process through which 

people come together to co-construct relations in and through language-based interactions. 

Through speaking, hearing, listening, signs and symbols, local realities are constructed. 

Relational constructionism focuses on the hows of relating; it does not take into account the 

context (or whats) of relating or the outputs of relational processes (the whys). Relational 

constructionism therefore seeks to generally explore the social construction of local realities 

rather than examine the social construction of a particular reality (Hosking, 2011b; Hosking 

& Shamir, 2012). When a relational constructionist approach to empirical inquiry is adopted, 

relational processes are considered to continually (re)construct social reality. As a result, 

there can be no ‘point in time’ construction of knowledge about social reality as there could 

be in a social constructionist approach (Hosking, 2011b; Hosking & Shamir, 2012).  

 

In social constructionist based research, power typically sits with the process of constructing 

knowledge (objective-subjective to some degree). In relational constructionism, power is a 

feature of all relational processes whereby new acts always supplement earlier acts, which 

together define how relational processes unfold. In this paradigm, power lies in relational 

processes because they can open up or close down construction possibilities regarding 



 

 

 

 

  

96 
   
 

different ways of relating (Cunliffe, 2008; Hosking, 2011b; Hosking & Shamir, 2012). In 

empirical inquiry, a relational constructionist discourse deviates from a social constructionist 

discourse by not dealing at all with the whats of social construction and only paying attention 

to how particular relational realities are (re)constructed. It does not seek to develop an 

understanding of the contextual sensitivity of the social construction process which can then 

help to explain why social practices are the way they are in a particular setting. Rather, 

relational constructionist oriented empirical inquiry is conducted for the purposes of opening 

up possibilities for new and different ways of socially constructing knowledge and relations 

between the researcher and others (Cunliffe, 2008; Hosking, 2005; Hosking, 2011b; Hosking 

& Shamir, 2012).  

 

Relational constructionism is an approach to empirical inquiry which emphasises dialogue 

and reflexivity rather than critique (Hosking, 2005; Hosking, 2011b; Hosking & Shamir, 

2012). Reflexivity means the researcher is required to think critically about how their actions 

and the language that they use shape the responses of others and the course of their inquiry. 

Relational constructionism requires researchers to accept and enter into dialogue with all 

world views. They have to consider and be sensitive to how they contribute to the 

construction of knowledge when relating with others, rather than being the stand-outside, 

independent researcher (Cunliffe, 2008; Hosking, 2011b). An example of relational 

constructionist-based research is Cunliffe and Eriksen’s (2011) empirical study of relational 

leadership and Federal Security Directors (FSDs). In this study leadership was conceptualised 

as a moral and dialogical practice embedded in the everyday experiences of the FSDs. 

Ethnographic data including interviews with FSDs were examined to reveal words and 

moments that could raise awareness amongst them of their relations with others and the 

leadership implications. Using this data, Cunliffe and Eriksen (2011) were able to develop an 

understanding of what being relationally aware in leadership might mean. They suggested 

that dialogue, which entails talking with others versus talking to others, is central to relational 

leadership. In particular, they referred to open dialogue in which there is no pre-set 

viewpoint. Other aspects of relational leadership revealed by their analysis included: noticing 

points of difference in moments of conversation and accepting responsibility for taking these 

up as opportunities for creating understanding; respecting and being responsive to difference 

of opinion; being accountable to others for our opinions and being able and willing to explain 

decisions and actions to others; and being sensitive to what is going on in the conversation – 
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looking, listening and anticipating. Cunliffe and Eriksen (2011) used a relational 

constructionist approach to reveal to the FSDs and others a general way of being a 

relationally aware leader. As such, Cunliffe and Eriksen (2011) sought to offer a compelling 

construction of leadership that raised awareness of how one might be thoughtful and careful, 

and have integrity in relations with others with a view to opening up possibilities for new 

ways of relating. This study is useful in that it highlighted how the key points of difference 

between a relational constructionism approach and social constructionism play out in 

empirical inquiry.  

 

Hosking (2005; 2011b) advocated that relational constructionism is an ‘empty’ theoretical 

approach which emphasises the ‘hows’ of reality construction (in this case leadership).  

Cunliffe and Eriksen’s (2011) empirical material revealed how this approach to empirical 

inquiry results in a general framing of relational leadership which in this instance, gives no 

acknowledgement to the prevailing discursive practices of the FSD’s institutional setting. 

Hosking’s early theorising, which framed leadership as cognitive, social, political and 

emotional (Hosking, 1988; Hosking & Fineman, 1990; Hosking & Morley, 1988; Hosking & 

Fineman, 1990; Morley & Hosking, 2003), drew on an eclectic range of theories which 

included social science, cognitive science and psychology (Hosking, 1988). Hosking’s recent 

move towards a more general theory of relational leadership (Hosking, 2011a; Hosking & 

Shamir, 2012) reflects a linguistic turn in her work which, as discussed above, has 

implications for empirical inquiry. While this broader and more general idea of relational 

leadership presents some new and exciting developments, it presents two key problems for a 

thesis such as this where the research problem being examined is the how, what and why of 

multi-ontology sensemaking. This thesis seeks to explore skilful relating which promotes 

multi-ontology sensemaking in decision making (hows) and it has argued that leadership is a 

special kind of organising that involves cognitive, social, political and emotional factors. 

Therefore, while it has taken the stance that relational processes, such as skilful relating, are 

critical for handling the different, often competing, values and interests of participants in a 

way which sustains on-going participation (Hosking, 1988; Hosking & Morley, 1988; 

Hosking & Fineman, 1990; Morley & Hosking, 2003) (Hosking, 1988; Hosking and Morley, 

1988; Hosking and Fineman, 1990), it also advocates that leadership requires dealing with the 

whats and whys and not privileging one form of analytics (discourse-in-practice) over the 

other (discursive practice).  
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4.3. Hybridised methodology for examining leadership as decision 

 making 

 

Cunliffe and Eriksen’s (2011, p. 445) intention in their study of relational leadership with the 

FSDs was to offer a ‘compelling construction’ of leadership’. Rather than just providing local 

knowledge of relational leadership, it is empirical material, designed to draw others into a 

reflexive dialogue on leadership which can open up possibilities for understanding leadership 

in new ways. The empirical material presented in the paper is not intended to provide a more 

or less objective description of how things really are, but rather change the way that 

leadership discourse is constructed. The authors are not constructed as the powerful subject, 

that is, as knowing about the FSD’s leadership experience and as such being able to give 

advice to others on the practice of leadership. Hosking (Hosking, 2011a; Hosking, 2011b; 

Hosking & Shamir, 2012) referred to this structuring of relations as soft, self-other 

differentiation which implies that there are multiple ways of understanding the FSD’s 

experience. In this construction of relations, there are soft lines of differentiation between the 

researcher and others including the research participants (Hosking, 2011a), in this case, the 

FSD. Power in these relations therefore lies in the on-going relational processes that 

(re)construct leadership discourse as well as relations between Cunliffe and Eriksen 

themselves and the FSD. This soft construction of relations between the researcher and the 

research participants is a radical departure for the more differentiated researcher-researched 

relations constructed in the entitative-based approach of research that prevails in healthcare 

organisations (Mark, 2006; Mark & Snowden, 2006). The researcher is positioned as the 

subject who has research expertise, which they use to generate more or less subjective 

knowledge, which they formulate in the form of findings and then use to advise, teach or 

inform others. This construction of relations is referred to as ‘hard’ self-other differentiation, 

which is revealed by the use of terms such as ‘evidence’, ‘fact’ and ‘probability’ in the 

entitative discourse of research.  Hard self-other relations are representative of the ordered 

ontology described by the Cynefin Framework and more rigid social ordering (Fulop & 

Mark, 2013). In contrast, ‘soft’ self-other differentiation reflects the disordered and unordered 

ontologies of the Cynefin Framework, that is, more flexible social ordering which 

accommodates the ordered, un-ordered and disordered and includes factual, expert and 

narrative based conversation.  
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Relationally oriented research methods are a radical departure from the hard researcher-

researched relations that are typical of healthcare organisations and problematic when, as in 

the case of this thesis, the target audience has an entitative orientation and the received view 

of science is the prevailing research paradigm. An entitative-based approach to research 

which assumes subject-object relations exists between the researcher and the researched 

constrains (Hosking, 2005) the way in which leadership, decision making and clinical 

networks are framed in empirical inquiry. For example, as previously argued, clinical 

networks are framed as bounded entities and as such they can be separated from and 

understood independently of the world in which they exist. Clinical networks are entities 

which can be observed and objectively evaluated. Relationships between organisational 

members are perceived to operate as subject-object relations and therefore leadership is 

considered in terms of leaders (as the subject) and others (as the object) for example, 

followers. When leadership relationships are framed in this way, power (to influence social 

ordering and the course of decision making) lies with the subject (Hosking, 2007; Hosking, 

2011a). Entitative–based research views knowledge as a commodity which takes the form of 

facts, and it attempts to purge any value judgements in healthcare. Knowledge produced by 

standardised and controlled methodologies is typically valued over knowledge produced by 

more subjective research methodologies. Facts can only be contested with facts of equal 

empirical status and language (written and oral) is the tool that communicates the facts (Guba 

& Lincoln, 1994; Klenke, 2008; Neuman, 2003).  

 

Guba and Lincoln (1994) identified several aspects of the entitative-based research paradigm 

which renders it less useful for a study such as this one which seeks to examine relational 

processes and must deal with the prevailing influence of particular organisational discursive 

practices on both the research design and the research problem.  Firstly, entitative-based 

research methodologies strive to distil the essence of leadership and in doing so favour 

standardised and controlled study designs. Context, a critical aspect of relationally oriented 

leadership, is treated as a variable which is ‘controlled for’ during the analysis. Consequently, 

the influence of context on relational processes, and the influence of relational processes on 

context, are not addressed.  Secondly, entitative-based research’s pursuit of objective and 

value free knowledge can disconnect the lived experience of participants from the theory 

generated hypotheses that are its focus. Theory generated hypotheses reflect prior research 

which does not always reflect what people know to be real and can therefore be perceived by 
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participants as irrelevant. Relationally oriented leadership is something that is lived and 

therefore methodologies that privilege outsider knowledge over participant experience may 

evoke feelings of ‘that’s not us’. The initial study reported in Chapter Two is a case in point. 

 

In order for relationally oriented leadership to be considered empirically, these entitative 

assumptions must be temporarily put to one side. Instead, the following assumptions about 

leadership, decision making and clinical networks and must be considered plausible. 

Networks and network leadership are not discrete commodities waiting to be discovered. 

Leadership comes about through relational processes which are a part of participant 

sensemaking, now framed in this thesis as professional sensemaking. Professional 

sensemaking that would be considered to reflect leadership, draws upon factual, expert and 

narrative knowledge or in the terms of the Cynefin Framework, involves a multi-ontology 

perspective. Professional sensemaking involves dealing with both discursive practices and 

discourse-in-practice. Relationally oriented leadership therefore involves being sensitised to 

the prevailing discursive practices of the institutional setting and adopting discursive 

practices which are appealing to them. However, appealing does not imply complying with 

the rules and assumptions that go along with particular institutional discursive practices. 

Relationally oriented leadership also involves handling the cognitive, social, political and 

emotional aspects of opening up possibilities for approaching an issue in a different way or 

suggesting an alternative solution. An example of this is White’s (2002) ethnographic study 

of paediatricians and inter-professional talk which examined the decision making processes 

and practices of clinicians negotiating a clinical diagnosis in a multi-disciplinary team setting. 

These clinicians built a ‘not just a medical case’, they argued for a social-psychological 

solution rather than a medical one. When framed relationally, the possibility for 

transformation and change lies in understanding the whys of professional sensemaking rather 

than in individuals appointed to formally recognised leadership positions.  

 

Any empirical examination of relationally oriented leadership must therefore be positioned 

within a research paradigm which assumes softer self-other relations than an entitative 

approach and positions relational processes at the centre of the empirical inquiry. While 

social constructionism supports both of these assumptions, it reflects a continuum of 

methodological approaches (Cunliffe, 2008) to examine the social construction of, for 

example, leadership. As discussed above, at one end of the continuum sits social 
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constructivism, the notion that reality is subjective and objectified to some degree. This 

contrasts with the far end of the continuum where reality is perceived as intersubjective and 

an always emerging reality and where sits relational constructionism, a perspective which 

neglects the role of context in construction processes. Relational constructionism also erases 

any line of demarcation between the researcher and the researched, perceiving empirical 

inquiry as intervention or action research. This thesis frames leadership as decision making 

and argues that leadership can be revealed in a healthcare setting by examining professional 

sensemaking for skilful relating. It also adopts the stance that context has an active role in the 

social construction of leadership and is an inherent part of professional sensemaking.  Social 

constructionism, which supports a subjective, objectified notion of reality (Cunliffe, 2008; 

Hosking, 2005; Klenke, 2008), is more accommodating of these viewpoints than relational 

constructionism and therefore this research is positioned towards the social constructionist 

end of Cunliffe’s (2008) continuum. This thesis has adopted a relationally oriented social 

constructionist approach rather than pure relational constructionism to examine the hows, 

whats and whys of leadership as decision making.  However, not all social constructionist-

based research translates into methods that deal with the hows and the whats of social 

construction processes in order to examine the whys; and furthermore, empirical research 

which seeks to address all of these aspects requires a hybridised methodological approach 

(Holstein & Gubrium, 2005). 

 

White’s (2002) ethnographic study of paediatricians and inter-professional talk is an example 

of a study which generated empirical material on the influence of discursive practices on 

discourse-in-practice during clinical decision-making. The study examined the decision 

making processes and practices of clinicians negotiating a clinical diagnosis in a multi-

disciplinary team setting. It described how clinicians, by narrating their ideas about the 

underlying causes of a child’s presenting symptoms, formulated a reading of the child’s 

symptoms which promoted the case as a particular type of case – that is, a medical case, a 

psychosocial case and a ‘not just medical’ case. Arguing for a case to be accepted as ‘not just 

[a] medical case’ was highly contested terrain. Arguing for a case to be ‘not just medical’ was 

a departure from the evidence based factual approach typically used for working up medical 

cases, and promoted by current approaches to medical education (Bleakley, 2005). 

Consequently, when a clinician undertook the task of shifting a case from being a ‘medical 

case’ to one which required a social intervention, they ran the risk of developing a reputation 
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for being zealots about social issues or unfairly punishing parents. Clinicians were under 

pressure to build their case as ‘not just [a] medical case’ with the same degree of certainty as 

a medical case which could be argued on the basis of the child’s physical symptoms and the 

known underlying medical causes. Clinicians responded to this pressure with different 

linguistic techniques. They built up an aura of certainty around ‘not just medical’ cases by 

repeatedly telling stories which were oriented to persuade their peers that the case required a 

social solution. They also dealt with the different points of view that challenged their 

position. This study illustrates how in healthcare the prevailing discursive practices, in this 

case an evidence based decision making, was a significant influence on the clinician’s 

discourse-in-practice. White’s study offers empirical material describing professional 

sensemaking in a healthcare setting. It reveals that the inter-relationship between the whats 

and the hows of social construction is active in healthcare settings and has implications for 

how health professionals handle issues where there are several possible courses of action. It 

illustrates how professional sensemaking was a way of dealing with the dominant discursive 

practices of a particular institutional setting and the risks for clinicians who chose to 

incorporate more subjective knowledge than usual into their decision making. White’s study 

is of particular relevance to this research because it shows how the clinician’s linguistic 

approach, that is, persuasive stories of the child’s condition, shifted the course of the clinician 

towards a social rather than purely medical intervention. Albeit White did not frame her 

findings in this way, her empirical material reveals the dynamic inter-relationship between 

the hows and whats of decision making processes and how this inter-relationship constructed 

talk, particular to that institutional setting, that changed the course of clinical decision 

making. White’s study highlights the potential empirical value of a hybridised analytical 

strategy which can deal with both the hows and whats of decision making.  

4.4 Analytics of interpretive practice and institutional talk 

 

Holstein and Gubrium (2005) suggested that an analytics of interpretive practice approach 

incorporating methods such as institutional talk analysis (Heritage, 2004; Holstein & 

Gubrium, 2005; Heritage, 2005) is useful for the empirical examination of the hows, whats 

and whys of social phenomena which could include leadership construction. While Holstein 

and Gubrium (2005) recognised that institutional talk may have some limitations with regards 
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to fully revealing the whys of social construction, they argued that it is still a useful approach. 

In this study, these limitations were addressed by incorporating the notion of multi-ontology 

sensemaking. The analytics of an interpretive practice approach are described as ‘a skilled 

juggling act, alternately concentrating on the myriad hows and whats of everyday life’ which 

is referred to as, ‘analytic bracketing’  (Holstein & Gubrium, 2005, p. 496) . The intention of 

analytic bracketing is to develop a contextualised picture of everyday language-in-use. The 

researcher moves back and forth between discourses-in-practice and discursive practice, 

paying attention to one while always being cognisant of the other. Analytical bracketing is 

therefore an approach that allows for the con-text of professional sensemaking to be 

empirically examined. It provides a methodology for relational processes such as skilful 

relating and multi-ontology sensemaking for decision making in clinical networks to be 

revealed in the everyday conversations in meetings of clinical networks. 

 

The research problem that is the focus of this thesis has arisen out of a real situation where it 

was observed that leadership may have a role to play in enhancing decision making in clinical 

networks. It is intended that an empirical understanding of the role of leadership as decision 

making in clinical networks will lay the foundations for developing leadership approaches 

that support clinicians working in these settings to achieve their goals. The development of 

this thesis is perceived as an intervention that might trigger a new conversation on leadership. 

However, not only was this thesis oriented towards and committed to informing leadership 

practice and the day to day decision making in clinical networks, it took place in an 

institutional setting where the prevailing discursive practices were entitative. Given this 

thesis’s orientation to practice and the circumstances under which it was developed, that is, to 

overcome some of the limitations of the preliminary quantitative study mentioned in Chapter 

Two in addressing the research problem and meeting the commitment made to the clinical 

networks, the choices made in relation to research methodology were pragmatic (Creswell, 

2009; Klenke, 2008).  

 

The main method chosen for the study was an analysis of institutional talk (Heritage, 2004; 

Heritage, 2005; Schegloff, 1992). Institutional talk is a hybridised approach to conversation 

analysis (Heritage, 2005; ten Have, 2001) that overcomes some of the criticisms of pure 

conversational analysis (Heritage, 2005; Holstein & Gubrium, 2005). Most of the early work 

on conversation analysis focused on the sequential organisation of talk in ordinary 



 

 

 

 

  

104 
   
 

conversation. It was based on the premise that all forms of social life are largely constructed 

and managed in and through conversation between persons. Relationships, our sense of who 

we are as individuals and in relation to each other, are created, maintained and sustained in 

conversational interactions (whether face to face or other). Conversation is a form of social 

action and therefore, when conversation is analysed, the interactions that constitute social 

reality are being examined (Drew, 2005). The term ‘conversation analysis’ is applied to a 

basic analysis of ordinary conversation, which describes the general structuring of social 

interactions and does not examine any relationship between talk and its setting (Drew, 2005; 

Goodwin & Heritage, 1990; Heritage, 2005).  

 

The notion of institutional talk builds on conversation analysis to examine particular 

characteristics of talk in relation to its institutional setting (Schegloff, 1992). Institutional talk 

analyses conversation from the perspective that the institutional setting may place some 

constraints on social interaction (Heritage, 2004; Heritage, 2005; Schegloff, 1992). For 

example, institutional talk takes into account that interactions in an institutional setting such 

as a clinical network are tied to a particular activity such as decision making and the social 

identities of participants such as the clinical network chair, doctor or nurse. The interaction is 

constrained by a set of commonly accepted rules on what is an allowable contribution – for 

example rules such as patients will not be specifically identified during the meeting. The 

interaction is also framed by a set of procedures which govern how the interaction in settings 

such as the clinical network meeting begins: for example, when the chair opens the meeting. 

Institutional talk’s particular emphasis on context is a key reason as to why it was selected as 

the main study method. However, as noted by Heritage (2004; 2005), institutional talk also 

focuses on the achievement of an institutional goal. As discussed previously in Chapter 

Three, a key aspect of leadership as decision making is the advancement of a task or goal that 

is important to others (Fairfurst, 2007; Grint, 2005; Hosking, 1988; Hosking & Fineman, 

1990). Consequently, a method such as institutional talk, which allows leadership to be 

studied as part of the sequential achievement of a task and takes into account the institutional 

setting, is particularly useful for examining leadership as decision making in a clinical 

network.  

 

However, while institutional talk appeared useful for examining the use of discursive 

practices and discourse-in-practice and their implications for decision making, it had to be 
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supplemented with other methods that could further contextualise the analysis of the 

institutional talk of the clinical network. Institutional talk was supplemented by incorporating 

thematic analysis (Maitlis, 2005), turning point analysis (Smith, 2003) and the language of 

the Cynefin Framework (Kurtz & Snowden, 2003; Snowden, 2005; Snowden & Boone, 

2007). Specifically, thematic analysis (Maitlis, 2005) was used to generate additional 

empirical material on the types of issues that were the focus of the clinical network’s decision 

making. Turning point analysis was used to identify particular types of interactions that 

changed the course of decision making. The language of the Cynefin Framework was used to 

describe the discursive practices and discourse-in-practice that reflected the institutional talk 

of the network in terms of multi-ontology sensemaking. The Cynefin Framework provided a 

language that was meaningful to healthcare professionals and could articulate why decision 

making in a clinical network took the course that it did and the implications of this for 

leadership. This was achieved using analytic bracketing which focuses on exploring the 

dialectics of the hows and whats of social reality construction (Holstein & Gubrium, 2005). 

Analytic bracketing is a principle that I adopted as part of my analytical approach and it 

became part of my analytical routine. For example, in instances where discourse-in-practice 

(hows) were the focus of my attention, I was cognisant that discursive practices were also at 

play and asked questions about the nature of discursive practices, returning to them and 

further exploring them over the course of the analysis. Using analytic bracketing in this way 

to explore the interplay between the hows and whats, I was able to understand the whys of 

skilful relating in the everyday life of a clinical network.     

4.5 Analysing the institutional talk of clinical network meetings 

 

Institutional talk analysis can generate empirical material that describes how speakers 

methodically and sequentially construct their point of view in conversational practice. 

Broadly, it is used to examine: the features of talk that are typical of a particular institutional 

setting; the social practices, actions, stances, ideologies and identities that are being 

constructed in talk; and the social consequences of particular interactional practices 

(Heritage, 2005). In other words, institutional talk is a method which can be used to examine 

the hows (interactional practices in a particular institutional setting), the whats (institutional 

practices, beliefs, and ideologies etc.) and the whys (the social consequences) of relational 



 

 

 

 

  

106 
   
 

processes.  Institutional talk recognises that there is a relationship between the cultural 

understandings (or discursive practices) of the institutional setting and the organisational talk 

(or discourse-in-practice). When institutional talk is applied to the notion of leadership as 

decision making in clinical networks, the impact of particular discursive practices on the 

social construction of leadership and the discourse-in-practice that constitutes leaderful acts 

(Fairhurst, 2007; Grint, 2005; Hosking, 1988), can be examined. An analysis of institutional 

talk therefore provides a means of generating empirical material that could reveal the 

presence or absence of skilful relating in the form of multi-ontology sensemaking, and the 

implications of this for leadership as decision making. However, while institutional talk 

allows for the hows and whats to be considered, it might also be criticised for the analytical 

bracketing approach into a ‘set of recipe-like analytic directives’ (Holstein & Gubrium, 2005, 

p. 497). The potential criticism that institutional talk is an overly mechanical approach, was 

tempered  in this study by supplementing it with other approaches such as thematic analysis 

(Maitlis, 2005), turning point analysis (Smith, 2003) and the Cynefin Framework (Kurtz & 

Snowden, 2003) to explore the hows, whats and whys of skilful relating and to reveal 

recognisable constellations of local accomplishments (Holstein & Gubrium, 2005).  

 

Institutional talk analysis aims to identify what is distinctive about an institutional interaction. 

Each institutional interaction has a ‘unique fingerprint’ which is the result of the inter-

relationship between discursive practices and discourse in practice (Heritage, 2004, p. 225). 

Institutional interactions have been shown to be distinctive in relation to turn-taking 

organisation, overall structural organisation, turn design, sequence organisation, lexical 

choices made by participants, and asymmetries in institutional interactions (Heritage, 2004; 

Heritage, 2005). These different dimensions of institutional talk are inter-related, where each 

one is part of the next higher dimension. Lexical choice is part of turn design; turn design is 

part of sequence organisation; and sequence organisation is part of overall structural 

organisation and turn taking. However, asymmetry is different in that it is related to all 

dimensions. Inherent in all institutional interactions, which could include healthcare, there is 

variation in participant experiences, which manifests as variations in technical knowledge, 

institutional know-how and the right, to use knowledge (Heritage, 2005); variation which  

can be revealed in all dimensions of institutional talk (Heritage, 2004). Analysis of each of 

these inter-related dimensions can therefore reveal how discourse in practice transforms, and 

is transformed by, the discursive practices of an institutional setting. Each of the dimensions 
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of institutional talk described above was examined in this study. For the pragmatic reasons 

discussed previously in this chapter, the video-recordings of the meeting conversations 

collected as part of the initial preliminary study were used as the source of data for an 

analysis of the institutional talk of clinical networks. 

4.5.1 Turn-taking organisation 

 

Conversation analysis is based on the theoretical premise that sequences of action are a part 

of the context and that an action is understood only in relation to the previous actions from 

which it emerged (Drew, 2005; Goodwin & Heritage, 1990; Heritage, 2005). Social context 

is therefore created through the sequential organisation of interaction and all interactions 

therefore involve some system of turn-taking. Regardless of the topic or participants or 

setting, conversation involves one speaker taking a turn followed by another. Turn taking 

analysis examines how words, clauses and sentences are put together in interaction, and what 

they do, rather than their content or meaning (Drew, 2005).  Turn taking is considered a first 

order concept from which a view of the way conversation is organised and the conversational 

practices that support a particular way of organising conversation can be built (Drew, 2005; 

Goodwin & Heritage, 1990). Turn-taking analysis relates to the sequence and temporal form 

of interaction process, for example, the size of the turn, how many units (words, clauses and 

sentences in the interaction) and the order in which speakers talk.  Fairhurst (2007) suggested 

that the sequence and temporal form of interaction processes can describe the nature of 

relations between a leader and others and are therefore useful for revealing the organising 

processes that constitute leadership. For example, Weick and Roberts (1993 cited in 

Fairhurst, 2007) used an analysis of acts, interacts and double interacts to investigate 

collective mind in high reliability organisations. Every ‘turn at talk’ in a conversation has the 

potential to open up or close down participant opportunities for action and how future action 

is interpreted and progressed (Heritage, 2004). Turn-taking analysis can therefore be used to 

describe the construction or de-construction of subject-object relations (Hosking, 2005). In 

particular, turn-taking analysis could reveal whether the power to construct other relations or 

maintain subject-object relations resides with particular actors and how individual actors 

contributed to social ordering (Fairhurst, 2007).    
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At a basic level turn-taking analysis focuses on the ‘machinery’ (Holstein & Gubrium, 2005, 

p. 488) of conversation and does not necessarily relate to leadership. However, when turn 

taking analysis is applied to the empirical examination of decision making, it can be used to 

reveal the dynamic interplay between social interactions and context, and as such, is relevant 

for understanding leadership (Fairhurst, 2007).  In this study, turn-taking analysis was 

contextualised to the examination of leadership as decision making by supplementing it with 

the concept of turning point analysis. Turning points are a concept used in organisational 

research by several scholars including Snowden in educational workshops (Cognitive Edge 

Network, 2013) and Smith (2003) in his analysis of stories on career paths of furniture 

craftsmen. According to Smith, the turning point is the point in a story where the conclusion 

becomes inevitable to the listener. Smith gives an example of a turning point as the point in 

the craftsman’s story where he realises that to be a furniture maker was his ultimate career 

goal. At this point in the story, its conclusion becomes apparent because a turning point is 

revealed. In this study, which was interested in the consequences of particular social 

interactions on the course of decision making, Smith’s turning point approach was adopted 

and used to mark a change in the direction of a conversation. However, unlike Smith’s study, 

data was in the form of naturally occurring conversation rather than interview derived 

coherent stories or single author anecdotes. Smith’s way of using turning point analysis was 

therefore modified to suit this material.  

 

Turning points were defined as verbal statements or statements which make a change in the 

direction of the conversation inevitable and the direction of the change obvious to an 

observer. Turning points reveal the organising effect of interactions on the achievement of a 

task (Fairhurst, 2007), which in this study is decision making. For example, as conversation 

unfolds, new topics are continually introduced. Participant sensemaking builds on and shapes 

these topics morphing them into other topics in what appears to be the natural course of 

conversation.  However, at certain points, verbal statements’ are made which direct 

participant sensemaking in a particular direction.  These instances in conversation are what I 

have defined as turning points. Turning points occur when participant sensemaking is 

directed by a verbal statement or statements that make a change in the course of decision 

making and the direction of the change inevitable. In this study, turning points are perceived 

as the point in the conversation where the course of decision making becomes apparent; at a 

turning point, the course of conversation may take another direction or be sustained. 
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Examining turn-taking from the perspective of turning points can reveal what Boden (1994 

cited in Fairhurst, 2007, p. 30) refers to as the ‘unseen organisation’ exposing for example, 

the orientation to hierarchy of a social interaction.   In this study, turning point analysis was 

used to generate material that might reveal whether there was an ‘unseen’ order to turn taking 

in the meeting conversation that might be relevant to an empirical understanding of 

leadership as decision making.  

4.5.2 Overall structural organisation  

 

In this component of institutional talk, the focus of the analysis shifts from an individual turn 

to the overall shape or pattern of the interactions over time (Drew, 2005). While in ordinary 

conversation, turns flow freely according to the inclinations of the actors, institutional talk 

often has an overall structural organisation that is related to the setting. An overview of the 

structural organisation of a conversation is generated by identifying individual phases and 

examining whether they appear in a particular order – for example, in a consultation with a 

general practitioner, the overall structure of the conversation can be described in terms of the 

following phases: opening, presenting complaint, examination, diagnosis, treatment and 

closing (Heritage, 2005).  In institutional talk analysis, the intention of describing the overall 

structural organisation of a conversation in terms of phases or activities is not to categorise 

each section of an encounter or develop a framework for describing every conversation in a 

particular setting. Rather, each section relates to the achievement of a sub-task in the 

conversation. When the sections of the conversation that relate to the sub tasks are laid out in 

sequence, they can reveal whether or not the participants are oriented towards achieving an 

overall task/s in their interactions (Heritage, 2005). For example, in this context where 

decision making is the focus of empirical inquiry, the overall structural organisation of a 

conversation might show that the talk that constitutes decision making is organised in a 

particular way. Hosking’s (1988) theoretical view of decision making focuses on decision 

making tasks which can be identified individually or collectively during sensemaking. These 

tasks are the issues around which decisions are made and they reflect a real or anticipated 

change to the status quo. Revealing these issues or conversational tasks is therefore relevant 

to understanding leadership because these issues represent the tasks of leadership (Fairhurst, 

2007). 
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In this study, examining the overall structural organisation of the conversation involved two 

steps: examining the issues that were the focus of the sub-committee’s decision making, and 

mapping the conversation according to the issues.  Maitlis’s (Maitlis, 2005) study of 

organisational sensemaking was adopted as the approach for identifying issue themes. 

Maitlis’s study was a longitudinal observational study involving three British Symphony 

orchestras. Using an iterative constant comparative approach, categories of emerging issues, 

sensemaking activities, stakeholder groups and sensemaking outcomes were developed. The 

outcomes of this study included the identification of four forms of sensemaking: guided 

organisational sensemaking, restricted organisational sensemaking, fragmented organisational 

sensemaking and minimal organisational sensemaking.  While this study was in a different 

setting and had a different focus, the structured method for thematic analysis was a useful 

guide for the complex task of unpacking the meeting video of the clinical networks to 

identify the decision making tasks.  

 

The use of discursive methodologies is a relatively new development in leadership research 

and as such, analytical methods are driven more by the context and the empirical material 

than theory (Fairhurst, 2007). Boje (2001) identified two types of themes (etic and emic) 

which can be developed from a thematic analysis of narrative text such as the video-

recordings of the clinical network meetings.  ‘Etic’ refers to themes that are derived from 

previous research, the literature and other theories, whereas ‘emic’ refers to themes that are 

generated from the narrative text. Conversation analysis requires that any themes used to 

describe participants’ actions and context must be derived from the orientations that are 

expressed by the participants themselves (Goodwin & Heritage, 1990). The primary purpose 

of thematic analysis in this study was to describe the issues that the clinical network 

generated while making sense of their leadership task/s which therefore, according to the 

conversation analysis approach, had to be emic themes. Once revealed, a map of the issue 

themes was developed to describe the overall structural organisation of the meeting 

conversation.  Turn taking systems in themselves are not indicative of institutional talk nor 

does institutional talk necessarily have a specialised system of turn taking. However, where 

specialised turn taking systems do characterise institutional talk, they strongly structure the 

activities, opportunity for action and meanings that are constructed within them and are 

therefore an important first step in understanding talk in particular institutional settings 
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(Drew, 2005; Heritage, 2005). Together, turning points and issue themes provided the 

framework for detailed analysis and the interpretation of the institutional talk of the clinical 

networks.  

4.5.3 Sequence organisation 

 

Heritage (2005, p. 123) described sequence organisation as the ‘engine room of interaction’. 

It is through specific actions, organised in sequences, that participants manage the tasks that 

are the focus of their interaction. The sequential organisation of talk can therefore reveal the 

opening up or closing down of particular courses of action (Heritage, 2004). This study of 

leadership is based on the theoretical premise (argued in Chapter Three) that multi-ontology 

sensemaking is an aspect of skilful relating and reflective of leadership as decision making. 

Multi-ontology sensemaking (when framed from a relational stance) has been theorised in 

Chapter Three as being cognitively free or untied from the assumptions that underlie the 

discursive practices that establish and sustain single ontology sensemaking and lead to more 

rigid social ordering. In healthcare, this implies being freed from the mantra of entitative 

discursive practices that assume order and the requirement for objective evidence (Mark, 

2006), and being open to narrative evidence as well as fact and expert opinion. Multi-

ontology sensemaking relies on participants to generate narrative accounts or tell stories of 

their experiences as well as to make factual and expert based contributions. In conversation 

analysis the production of a story can be considered as a conversational task (Goodwin & 

Heritage, 1990). This understanding of story is similar to what Fairhurst (Fairfurst, 2007, p. 

41) described as ‘episodes’ or ‘scripts’; a sequence of interactions that have their own logics 

and an opening and a closing statement. Stories, in conversation analysis, are considered a 

mode of action within a social interaction which are promoted or constrained by the 

interactional sequence in which they emerge (Goodwin & Heritage, 1990; Fairhurst, 2007). 

The occurrence of stories is therefore influenced by the con-text in which they are produced. 

For example a story consists of multiple units or utterances. Therefore to tell a story, 

participants must be allowed an extended turn at talk which is a departure from general turn 

taking procedures that typically allow for single unit turns (Goodwin & Heritage, 1990). As 

discussed above, while narrative accounts or stories are an aspect of multi-ontology 

sensemaking, in healthcare, narrative sits outside the prevailing evidence based discursive 
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practices that comprise rational decision making (Fulop & Mark, 2013). It cannot therefore 

be assumed that narrative talk will be a feature of discourse-in-practice in healthcare and 

more specifically, clinical networks.  

 

As discussed in Chapter Three, the Cynefin Framework describes three possible forms of 

knowledge that can be used by participants as a linguistic resource: factual, expert and 

narrative based conversation (Kurtz & Snowden, 2003). ‘Factual’ describes the practice of 

exchanging verifiable information which, given that data from meeting conversation was 

being used to generate empirical material, could include the minutes from previous meetings, 

documented project plans, policy statements and facts and statistics about cancer services. 

‘Expert talk’ relates to the opinion of an individual who could be considered an expert and 

reflects conversational practices which seek the viewpoint of others such as the professional 

viewpoint of a clinician expressed either verbally or in peer reviewed or other publications. 

‘Narrative’ refers to the more subjective stories people tell when recounting events, or telling 

stories. This understanding of narrative is akin to Ricoeur’s (1984, p. 150 cited in Boje, 2011, 

p. 2) definition of story, whereby a story tells of personal experiences and  

 

 ‘describes a sequence of actions and experiences done or undergone by a certain 

 number of people, whether real or imaginary. These people are presented either in 

 situations that change or as reacting to such change. In turn, these changes reveal 

 hidden aspects of the situation and the people involved, and engender a new 

 predicament which calls for thought, action or both’ (Ricoeur, 1984, p. 150 

 cited in Boje, 2011, p. 2).  

 

Examining the sequential organisation of talk therefore has the potential to reveal whether the 

professional sensemaking of the network incorporates factual, expert and narrative based 

knowledge. For example in White’s (2002) study of the professional sensemaking of 

clinicians (although conversation analysis was not the method used) clinicians used a range 

of linguistic resources which included factual, expert and narrative knowledge in the 

presentation of ‘not just a medical case’. This type of medical case required a social-

psychological intervention as well as a medical intervention and was therefore at odds with 

the evidence based discursive practices that underpin clinical decision making. Building on 

White’s empirical material that revealed that it was possible for clinical decision making to 

be multi-ontology, the sequential organisation of the network’s talk was examined for 

instances of factual, expert and narrative knowledge in order to reveal whether the full range 
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of linguistic resources needed for multi-ontology sensemaking was available to participants 

in their decision making.  

 

The language of the Cynefin Framework was adopted as a descriptor for the kinds of 

linguistic resources available to the network members for professional sensemaking, 

particularly the construction of multi-ontology sensemaking, to occur.   

4.5.4 Turn design and lexical choice 

 

Interaction sequences are made up of ‘turns at talk’ and therefore examining turn design is an 

important supplementary analysis for describing the institutional distinctiveness of interaction 

sequences (Heritage, 2004; Heritage, 2005).  Turn design relates to two distinct aspects of an 

individual’s turn at talk. When a participant designs a ‘turn at talk’ they select what will be 

included in that turn, based on the action that they wish to achieve, and they will be specific 

about the language they choose to accomplish the action (Drew, 2005; Heritage, 2004; 

Heritage, 2005). Analysis of the sequential organisation of talk sought to reveal whether the 

conversational spaces (Hosking & Bouwen, 2000) that the network co-constructed as they 

worked through their issues incorporated factual, expert and narrative discourse-in-practice.  

Depth and richness to this picture of these conversational spaces was further developed by 

examining how factual, expert and narrative turns were designed. This part of the analysis not 

only sought to broadly describe factual, expert and narrative turns, it also examined 

participants’ openness to narrative based knowledge. Narrative is not typically a feature of 

the decision making that typifies the evidence based discursive practices of healthcare (Bate, 

et al., 2008; Goyal, et al., 2008). It cannot therefore be assumed that, where there is a 

narrative turn, it will be accommodated.  The language choices of participants therefore play 

a part in constructing conversational spaces where narrative is accommodated.  ‘Turns at talk’ 

are made up of words, and participants design turns by choosing particular words over others. 

Lexical choice implies that there are language choices for the participant. For example, a 

speaker can refer to themselves as ‘I’ or ‘we’, typically using “we” when referring to the 

institution of which they are a member. Lexical choice is a very precise action in which a 

participant can chart one course of action in conversation over another (Heritage, 2005). The 

participants’ choice of words can shape whole sequences and the whole pattern of the 
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interaction (Heritage, 2004). Under the rubric of turn design, the lexical selections of 

participants in decision making were also examined to reveal whether there were linguistic 

choices in relation to participant use of narrative that characterised the institutionality of the 

network’s talk or discursive practices.  

4.5.5 Asymmetries in interaction  

 

Examining interactional asymmetry can provide insight into the nature of discursive practices 

in specific institutional settings. Participants often strategically alter the interaction sequence 

of a conversation to achieve particular institutional objectives (Heritage, 2004; Heritage, 

2005). For example, Maynard (1991 cited in Heritage, 2005) identified that clinicians design 

specific interaction sequences for preparing patients for bad news. In such a scenario, patients 

are invited to describe their own understanding of their medical problem before the clinician 

reveals the diagnosis. This conversational practice reflects a strategic altering of the relations 

between the doctor and the patient where the doctor typically takes and retains control of the 

interaction (Heritage, 2004; Heritage, 2005). Asymmetry in interactions has been noted as a 

point of difference between institutional talk and ordinary conversation (Heritage, 2004) 

because the symmetry of an interaction has been altered by its institutional setting. Heritage 

(2004) identified four different aspects of institutional talk where asymmetry might be 

observed: asymmetry in participation; asymmetry in ‘knowhow’ about the interaction and the 

institution in which it is taking place; and asymmetry in knowledge, and rights to knowledge. 

Given the particular interest of this study in multi-ontology sensemaking, and hence 

asymmetries in participation, institutional ‘knowhow’ and epistemology were examined.  

 

Asymmetry in participation seeks to reveal the extent to which individuals contribute to a 

conversation in a particular institutional setting. There are several forms of asymmetry in 

participation that can exist, that is, between the speaker and the hearer of a turn, between the 

speaker and the person expected to respond, between persons who have more influence over 

the topic than others, and between individuals whose contributions shape the outcomes of a 

conversation, and those whose contributions have little influence (Heritage, 2004). In this 

study, particular attention was paid to asymmetry in participant influence over the topic of 

conversation and the course of decision making. Asymmetry in participation was explored 
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because, as Fairhurst (2007) highlight, it might reveal whether influence sits with particular 

actors and the extent to which the construction of leadership is distributed amongst actors. 

Asymmetry in institutional ‘knowhow’ can arise from the tension that can exist between 

persons who have had an experience that is personal and unique to them and the perspective 

of the institution for whom the individual’s experience is just part of routine work. This gap 

in understanding can be very stressful for the individual who has little awareness of the 

broader institutional perspective and therefore little understanding of the point of a particular 

action. This type of asymmetry is particularly apparent in the doctor-patient relationship 

where a patient will bring their own singular experience to their interaction and the doctor 

will bring their professional judgement derived from their handling of patients with similar 

experiences. Tension manifests when the generalised institutional perspective results in an 

action that the individual feels is restrictive, at odds with their experience, and irksome 

(Heritage, 2004). As discussed above, despite being critical for multi-ontology sensemaking 

and the generation of creative adaptive solutions, narrative knowledge is not readily 

incorporated into the evidence based decision making processes that are typical in healthcare 

experiences. This analysis will examine whether there is asymmetry in the use of factual and 

expert ‘know how’ and narrative or experience based ‘knowhow’ during decision making and 

if so, how this impacts on the course of decision making (Heritage, 2004).  Epistemological 

cautiousness relates to the extent to which participants will avoid taking a firm stance on an 

issue. This type of cautiousness is common in medical diagnosis. Epistemological 

cautiousness is often accompanied by the use of specialised knowledge to substantiate any 

claims that actors make. In medical contexts, expert knowledge is considered as being 

epistemologically superior (Heritage, 2004; Heritage, 2005). In this study, asymmetry in 

knowledge was examined to reveal any epistemological cautiousness that might have existed 

in participants’ use of fact, expert, and narrative during decision making. It was selected for 

analysis because given the prevailing entitative discursive practices in healthcare 

organisations, it was possible that participants might have been more cautious about drawing 

on narrative over fact or expert opinion.  
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4.6 Selecting the study conversation and the meetings 
 

 

The empirical material generated in this study was derived from the meeting videos of seven 

clinical cancer network sub-committees that were established under the CanNET program 

(Cancer Australia, 2013) and that participated in the quantitative study described in Chapter 

Two. Since this thesis sought to examine how leadership could enhance decision making in 

clinical networks and lead to innovative solutions to difficult organisational dilemmas, I 

reviewed all of the meeting videos for all of the seven network sub-committees to try to 

identify where the Cancer Care Network (CCN) was thinking creatively and innovatively 

about their dilemmas. While this assessment of the network sub-committees decision making 

was subjective, it was a contextualised process which drew upon my 10 years’ experience 

working with clinical networks and observing the same type of solutions, that is, best practice 

protocols, clinical assessment tools and clinical guidelines being adopted. In the network sub-

committees I was looking for ideas other than the above, typical approaches being identified 

and developed. Overall I identified that the network sub-committees were similar in that they 

drew upon ‘known’ interventions such as those listed above and invested their efforts in 

tailoring them to local care processes. At this point in the research I perceived that I was 

dealing with a negative event because the meeting conversation of the network sub-

committees revealed few signs of what was theorised in Chapter Three as relational 

leadership and skilful relating (Barge & Fairhurst, 2008; Cunliffe & Eriksen, 2011; Hosking, 

1988; Hosking & Fineman, 1990; Hosking & Morley, 1988; Hosking & Shamir, 2012; 

Morley & Hosking, 2003). Therefore, given the absence of what I understood to be creative 

and innovative talk, I considered it unlikely that I would be able to reveal instances of 

relational leadership in the network sub-committees. However, one network did stand out 

from the others in that it was what I perceived as ‘dilemma rich’ in comparison to the others 

which I selected the term ‘dilemma poor’ to describe. While all seven network sub-

committees had issues to deal with, there was one where dilemmas appeared to be actively 

generated by its members who frequently sought each other’s views and opinions and 

incorporated these views into their sensemaking. There appeared to be openness to new 

dilemmas being raised, which made their decision making more complex. This contrasted 

with the meeting conversations of the other networks which I considered overall as ‘dilemma 

poor’.  
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The extract of the meeting conversation below has been taken from the meeting of a network 

sub-committee that was perceived as ‘dilemma poor’ and therefore, not analysed in detail in 

this thesis. It is a typical example of the dominant discourse that led to meeting conversations 

being perceived as dilemma poor. In the meeting that this extract is taken from participants 

were deciding what goals and activities the network might pursue.   

 

S2 So, what's your goal? 

B That the patient is fully informed about our cancer care coordinator service 

S2  Could you simplify that?  

J I think we just need to make them aware that there is a person that they can contact 

when it’s near to their next appointment, especially at diagnosis as they’ve got lots of 

appointments. 

S2  What about, every person has an identified cancer care coordinator? 

K  And it might not be a cancer care coordinator, it might be a breast care nurse. 

S2 That's a really simple solution. 

M So then, that’s it. 

S And then guidelines and processes can be developed. 

Chair So every patient with a new diagnosis meets with a cancer care coordinator 

J A single point of contact for the patient. 

S Because you can do a whole lot of work around that. For gynae-oncology for example 

you can take that statement, that overarching statement. This means that every gynae-

oncology patient will get a card with the cancer care coordinator contact on it and a 

brochure that explains the surgery.  

 

In this extract participants have identified that patients might not be fully informed about the 

cancer care coordinator service and that this could be an area of service improvement on 

which the sub-committee could focus. However, as was typical of the other sub-committees 

when issues like this arose, participants didn’t seek out and explore the views and 

experiences of everyone sitting at the table. In this example they didn’t explore how informed 

patients were about cancer care coordinators and how this impacts on their individual practice 

and their patients. Instead, they very quickly grasped onto the issue and it became a solution 

without further discussion. In the other instances similar to this, and across the other network 

sub-committees, issues were handled as though they were a question that needed an answer 
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or a simple problem that needed a solution. Most often decision making played out as a single 

ontology approach which in this case rapidly led participants to select the development of an 

information pamphlet for patients on the cancer care coordinator as one of their activities. As 

a consequence their issue of concern, i.e. patient understanding of the cancer care coordinator 

role, was never developed as a dilemma for the sub-committee because fewer attempts were 

made to seek out different viewpoints and incorporate them into their professional 

sensemaking. When a single ontology approach, such as this prevailed and was the dominant 

discourse of the sub-committee I observed, the meeting conversation was described as 

dilemma poor. In the only network sub-committee that was selected for in depth analysis this 

happened less often and as a result, their meeting conversation was perceived as dilemma rich 

in comparison to the others.  

 

I perceived that, this notion of ‘dilemma rich’ meeting conversations might be explained by 

exploring the cognitive, social, political and emotional aspects of their decision making 

which are a representation of the values and interests of participants (Hosking, 1988; Hosking 

& Fineman, 1990; Morley & Hosking, 2003), in this case the network members, and central 

to leadership as decision making.  Consequently, despite the absence of what I perceived as 

creative and innovative solutions, my supervisors and I, after they also had reviewed a 

selection of the meeting transcripts and videos, agreed that the network sub-committee with 

the dilemma rich meeting conversations showed the most potential for revealing something 

about relational leadership and the network sub-committee that was selected for inclusion in 

the thesis.   

  

To preserve the anonymity of the sub-committee I selected, I will refer to it as the CCN. In 

addition there were also practical issues relating to the organisation of network meetings that 

I perceived could impact on the quality of the empirical material that could be generated from 

the meeting video and which also supported the selection of the CCN network. These 

included the following: the CCN met regularly, meeting 14 times over 12 months; it was one 

of the longest running sub-committees; it had little turnover in membership; it had the most 

face to face meetings and more members regularly attended the meetings than in the other 

networks. The brief of the Cancer Care Network was broad and they had the freedom to 

approach it in whatever they perceived to be the most appropriate way. The Cancer Care 

Network had 10 members representing general practice, cancer care coordinators from 
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regional metropolitan centres, nursing executive, and radiation therapy. I will refer to the 

brief of the CCN as ‘service improvement’. 

The first and third meetings of the CCN were selected for detailed analysis, which totalled 

three hours and 40 minutes of CCN meeting time. Many of the members lived out of 

Brisbane and the sub-committees regularly used teleconferencing. The meetings that were 

selected for detailed analysis were the initial face-to-face meetings of the Cancer Care 

Network where all but one member attended. The sub-committee member who was absent 

from meetings one and three did not participate in any of the other meetings. The choices 

made in relation to the number of clinical networks and meetings selected for detailed 

analysis were based on the premise that, the intention of this study was to generate sufficient 

empirical material to reveal to an entitative audience that multi-ontology sensemaking, 

flexible social ordering and intelligent social action were plausible and that they may have 

leadership implications in complex decision making. Sufficient material was generated from 

this analysis of two of the CCN’s meetings.    

 

Naturally occurring conversation captured by video-recording the clinical network meetings 

was the source of empirical material for this study. The meetings were recorded using two 

Sony Handycams and eight Apple iPod nanos equipped with amplifiers and lapel 

microphones. The cameras were set up in two opposite corners of the meeting room. They 

were visible to the meeting participants but positioned discretely out of their direct line of 

sight. The iPods were positioned on the table beside each meeting participant. The video 

cameras were positioned to allow full view of the faces of all participants. The microphones 

were positioned on the lapel approximately 20cm below the chin. The video camera and 

iPods were running at least 5 minutes before the meeting started and were not stopped until 

the meeting was officially closed by the chair. If a participant needed to leave the meeting, to 

for example, answer their telephone or pager, they disconnected the microphone from their 

lapel and exited the room. On their return to the meeting they re-attached the microphone to 

their lapel. The meetings were held in hospital meeting rooms and educational venues. 
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4.7 Generating the empirical material 

 

Video recordings of live interactions are required for understanding how tasks are achieved 

during social interaction (Heath, 2011). The meeting video captured as part of the preliminary 

study was therefore a valuable source of empirical material for developing a rich description 

of relational processes such as skilful relating. An important precursor to video-recording live 

conversations is gaining the trust and cooperation of participants, and extensive fieldwork is 

typically an important part of gaining this trust (Heath, 2011). However, in this research 

extensive fieldwork was less important as there was already a trustful working relationship 

between the researcher in her role as Manager QCCAT and the study participants.  

 

The role of video in observational research is not solely for gathering qualitative data. Rather, 

video is a methodological resource to enable analyses that demonstrate how participants 

orient to particular tasks or practices in social interaction. Video captures verbal interactions, 

body movements and how the physical environment is used during social interactions (Heath, 

2011). In this research the analysis opportunities afforded by the meeting video that was 

available have only been partially used. The intention of this first study is to raise awareness 

amongst healthcare practitioners of the notion of skilful relating during decision making. 

Therefore, since an analysis of verbal interactions was sufficient to generate empirical 

material to reveal the plausibility of skilful relating analysis, non-verbal interactions was not 

included in this study. This analysis focused on verbal interactions only with the view that a 

richer description of skilful relating looking at the other aspects of human interactions could 

be developed in a follow-up study.   

 

The video recordings of two meetings (Meeting 1, 41.28 minutes; and Meeting 2, 101.11 

minutes), both involving nine participants, were analysed. The video recordings were 

transcribed using the following multi-step process. Each video was watched in its entirety 

three times. A narrative account of each meeting conversation was prepared, which included 

a high level description of the key events over the course of the meeting conversation. This 

summary included descriptive statements, in chronological order with time stamps, 

summarising the different phases of the conversation. It assisted me in navigating back and 

forward over the course of a meeting conversation and between videos during the more 
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detailed analysis of institutional talk, which included partial transcriptions of the sections of 

the video as required for the analysis.  

 

There have been several approaches used in this analysis to address the issue of the validity 

of the interpretations of the data made by the researcher throughout this analysis. This was 

felt to be particularly relevant to the credibility of this analysis for two reasons. Firstly the 

video recordings have only been partially utilised with the analysis focusing on the verbal 

interactions of participants. Secondly, the researcher’s interpretations have not been reviewed 

by the study participants. This study was designed to generate proof of concept data to 

support (or otherwise) the idea that skilful relating was an aspect of decision making and had 

implications for leadership. Given this proof of concept aim, incorporating participant 

feedback on the empirical material generated, was scoped as being outside of this study. It 

could, however, be the focus of future research, which is discussed in Chapter Seven. The 

approaches that were used to optimise data validity included questioning the ‘apparent 

validity’ of the data by considering, for example, whether or not the findings resonated with 

day to day experiences in working with networks; and validation through ‘next turn’ and 

deviant cases (Perakyla, 2011). Validation through ‘next turn’ is an approach where the 

subsequent interactions of a participant demonstrate whether the analyst’s interpretation of an 

utterance is aligned with the way the utterance was handled by participants. Subsequent turns 

are used as proof that the researcher’s interpretation is a valid interpretation of the utterance. 

Heath (2011) suggested that this technique in particular, is critical for credible conversation 

analysis.  Deviant cases are examples of text which depart from the typical patterns of an 

interaction. Perakyla (2011) encouraged analysts to seek out deviant cases in order to test the 

researcher’s hypotheses about conversational phenomena and strengthen their findings. 

However, there is another overarching aspect of data validity which must be addressed when 

analysing institutional talk: was the institutional context the reason for social interactions 

being constructed in the particular way they were? Institutional talk analysis is concerned 

with revealing that social interactions are specific to or responsive to the constraints of a 

particular institutional setting (Heritage, 2005). It is an analysis of the inter-relationship 

between the hows, whats and whys of social construction. In this research, the hows of social 

construction refer to discourse-in-practice, and the whats refer to discursive practices 

(Holstein & Gubrium, 2005). As discussed in Chapter Three, this dynamic inter-relationship 

reflects how social interactions are constrained by, or responsive to, context – or in other 
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words, the discursive practices of a particular institutional setting. As is required by 

institutional talk analysis, this hybridised approach (Holstein & Gubrium, 2005)  goes beyond 

examining the relationship between the entitative aspects of context such as the network 

membership or study setting and the social interactions. Paying attention to both discursive 

practices and discourse-in-practice, and examining the inter-relationship between them, 

issues concerning the institutional validity of the study findings can be addressed.  This 

hybridised approach is not applied to just one component of institutional talk analysis such as 

turn taking organisation. Rather, it is an analytical practice (Holstein & Gubrium, 2005), 

applied to all of the dimensions of the institutional talk of the Cancer Care Network to expose 

the relevance and implications of institutional context on social interactions. 

4.8 Summary  
 

This purpose of this research is to examine the leadership implications of skilful relating and 

the possibilities of multi-ontology sensemaking during decision making in clinical networks. 

Skilful relating has been theorised as multi-ontology sensemaking, flexible social ordering, 

and intelligent social action. Skilful relating is a relational process which is co-constructed in 

and through social interactions (Hosking, 1988; Hosking & Morley, 1988; Morley & 

Hosking, 2003; Uhl-Bien, 2006).  A key focus of this empirical study is therefore relational 

processes – the social processes of organising that constitute leadership as decision making. 

However, although this research is relationally oriented, it is being undertaken in an 

institutional setting where the dominant discursive practices of decision making, leadership, 

networks and research are entitative (Fulop & Day, 2010; Fulop & Mark, 2010; Fulop & 

Mark, 2013). Therefore, in order to balance the tension between these two opposing 

paradigms, a relationally oriented-social constructionist methodology has been developed.  

 

The three research questions (section 1.4) examine three inter-related aspects of leadership 

and decision making which Holstein and Gubrium (2005) would describe as the hows, whats 

and whys of social reality construction. Specifically, how leadership as decision is socially 

constructed through institutional talk; what the discursive resources and tools available for 

the social construction of leadership as decision making are; and why decision making takes 

the particular course that it does. Although understanding the hows, whats and whys is critical 

for advancing our understanding of leadership (Fairhurst, 2007; Peck & Dickinson, 2009a), 
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achieving this empirically, is challenging (Holstein & Gubrium, 2005). A hybridised 

methodological approach, which supports the researcher in examining the hows while at the 

same time being cognisant of the whats, and vice versa, was therefore required which, in this 

research, led to the adoption of institutional talk.  

 

Institutional talk analysis is a hybridised method which recognises that there is an inter-

relationship between the hows, whats and whys of social construction. In doing so, it provides 

the methodological means to examine constructs such as relational processes, their impact on 

the processes of social construction and their consequences. Institutional talk analysis can be 

described in terms of six areas in which to probe the talk of institutions: turn taking 

organisation, overall structural organisation, turn design, sequence organisation, lexical 

choice, and asymmetries in interaction (Heritage, 2004). All six of these aspects of 

institutional talk were examined in this study. The empirical material generated from this 

analysis was contextualised further for the research topic, leadership as decision making, by 

supplementing these methods with the Cynefin Framework (Kurtz & Snowden, 2003; 

Snowden, 2005; Snowden & Boone, 2007), thematic analysis (Maitlis, 2005), and turning 

point analysis (Smith, 2003). Thematic analysis and turning point analysis were adopted as 

analytical techniques that focused the analysis specifically on decision making. These 

techniques revealed the issues and dilemmas that the CCN had to deal with and the particular 

way in which different issues were handled. This material was important for developing 

practical understanding of the course of the Cancer Care Network’s decision making. 

However, the contribution of the Cynefin Framework was different. Instead, it provided a 

language which gave practical meaning to the relational notion of leadership as multi-

ontology sensemaking, which is recognised as a challenge for healthcare professionals. This 

hybridised and supplemented methodology was used to generate empirical material on the 

Cancer Care Network’s institutional talk during meetings. This empirical material will be 

presented in Chapter Five.
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CHAPTER 5 Institutional talk analysis 

5.0 Introduction 

 

As discussed in Chapter Four, institutional talk analysis examines the following six 

dimensions of talk: turn taking organisation, overall structural organisation, sequence 

organisation, turn design, lexical choice, and asymmetry in participation, institutional 

‘knowhow’ and epistemology (Heritage, 2004; Heritage, 2005). In this study institutional talk 

analysis is applied to a sub-set of the video recordings of the CCN meetings, and the 

empirical material generated is presented in this chapter. As discussed in Chapter Four, 

institutional talk analysis was supplemented with thematic analysis (Maitlis, 2005), turning 

point analysis (Smith, 2003) and the Cynefin Framework. Thematic analysis was adopted as a 

means for generating contextual data on the conversational tasks that were being achieved 

during the network’s decision making, and turning point analysis was used to identify the 

particular types of interactions that changed the course of decision making. The language of 

the Cynefin Framework was used to articulate the linguistic resources, specifically the use of 

factual, expert and narrative by the network during decision making. This chapter begins by 

presenting the empirical material for each dimension of institutional talk analysis that was 

undertaken. It begins with the higher order analysis of turn taking organisation, including 

turning point analysis, to reveal whether the institutional talk of the CCN is characterised by a 

particular pattern of turn taking. Following on from this, the order of analysis is the overall 

structural organisation of talk including thematic analysis; sequence organisation, including 

the language of the Cynefin Framework; turn design; and lexical choice. Asymmetry in 

interaction is embodied in all dimensions of institutional talk and therefore it is examined in 

the context of the empirical material generated by analysing the other analytical dimensions 

(Heritage, 2004).  The chapter concludes by pulling together the empirical material on each 

dimension of institutional talk analysis to describe the institutionality of the network’s talk 

and its effect on multi-ontology sensemaking and skilful relating.    
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5.1 An analysis of institutional talk 

 

The data presented in this section are from an analysis of the meeting conversations of the 

CCN. In order to protect the privacy of individual participants, the chair is referred to as 

‘Chair’ and the other members by an alpha-numeric number that was assigned when 

transcribing the meeting video. The CCN had ten members. Eight members had clinical roles 

in either a metropolitan or regional cancer service, and one of these was a regional General 

Practitioner.  The ninth member was a project officer appointed to support the network, and 

the Manager QCCAT, who was responsible for the project funding, was also a member. Nine 

of the members attended both of the meetings that were used for this analysis. One member 

did not participate in any of the meetings but contributed by commenting on any resources 

that the network developed and providing input via email between meetings. Therefore, 

although the network had ten members, only nine participated in the meetings. The chair was 

appointed after an expression of interest process was opened to any cancer care clinician by 

the Nursing Directors of the formal Area Health Service Cancer Network, identified in 

Chapter Two. A description of the key characteristics of each network member is outlined in 

Table 3 below.  

Table 3: Key characteristics of the CCN members 

 

Identifier Gender Professional Role Type of Cancer Centre 

where the network 

member worked 

Chair F Cancer care coordinator Regional 

M1 F Breast care nurse Regional 

M2 M Cancer care coordinator Metropolitan 

J1 F Cancer care coordinator Regional 

J2 F Cancer care coordinator Regional 

K1 F Radiation therapist Metropolitan 

C1 F Radiation therapist Metropolitan 

A1 F Project officer Queensland Health 

S1 F Manager QCCAT Queensland Health 
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M9 M GP Regional General 

Practitioner 

 

CCN meetings took place in a formal meeting room in a tertiary hospital. CCN members sat 

around a table in the centre of the room, and seating was assigned on a first come first served 

basis, as there were no designated seating arrangements. Video cameras were positioned 

discretely in two corners of the room diagonally across from each other. The meeting papers 

were distributed to members via email prior to the meeting. Network members brought their 

own copies to the meeting. The purpose of the CCN was to identify and develop a service 

improvement intervention that would enhance partnerships between cancer care services and 

general practitioners and patients.  

 

The methods used for analysing the institutional talk of the CCN, described in detail in 

Chapter Four, are summarised in Table 4 below. 

 

Table 4: Overview of the steps involved in the analysis of the CCN's institutional talk 

 

Data Analysis 

Stage 

Tasks Outputs 

Turn taking 

organisation 

including turning 

points 

Analysis of participant turns at talk to 

identify turning points and decision 

points.  

Set of 8 turning points. 

Overall structural 

organisation 

including 

thematic analysis 

List all issues discussed by the CCN 

and collation into groups of ‘like’ 

issues. 

Identification of issue themes and 

grouping individual issues by issue 

theme. 

Identification of two higher order 

themes and collating the issue themes 

according to the higher order themes. 

Set of 8 issue themes. 

Two higher order themes 

Mapping of the meeting 

conversation incorporating 

issue themes and turning 

points and decision points.   
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Mapping the issue themes in 

chronological order with a meeting and 

time identifier. Developing the mapping 

of turning points and decision points to 

incorporate issue themes.   

Sequence 

Organisation 

Transcription of all instances of factual, 

expert and narrative talk with a meeting 

and time identifier. 

Organise transcribed text in time 

sequence. 

Developing the mapping of issue 

themes, turning points and decision 

points to incorporate factual, expert and 

narrative talk.   

Mapping of interaction 

sequences of fact, expert and 

narrative talk, issue themes, 

turning points and decision 

points. 

Turn design Organise the transcribed extracts of 

factual, expert and narrative talk into 

three separate groups and review each 

group individually for any underlying 

themes. 

Examples of how factual, 

expert and narrative talk were 

designed. 

Narrative talk grouped into 

two higher order themes: 

technical and experience 

narrative.  

Lexical choice Analysis of the specific language used 

by participants when constructing 

technical narrative and experience 

narrative. 

Examples of participants’ use 

of language for technical and 

experience narrative. 

Incorporation of narrative talk 

and the higher order themes 

into mapping of issue themes, 

interaction sequence, turning 

points and decision points. 

Interactional 

asymmetries 

Identifying instances of interactional 

asymmetry in the mapping of issue 

themes, interaction sequence, turning 

Examples of instances of 

asymmetry in participation, 

epistemological preferences, 
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points and decision points design of 

factual, expert and narrative talk. 

institutional know how.  

5.1.1 Turn taking, including turning point analysis   

 

Turn taking is considered a first order concept which represents the way conversation is 

organised and the conversational practices that support a particular way of organising 

conversation (Drew, 2005; Goodwin & Heritage, 1990).   In this study turn-taking analysis is 

being used to uncover the process of social ordering that underpins the network’s decision 

making.  This is achieved by focusing on turning points (Smith, 2003). As discussed in 

Chapter Four, a turning point marks a change in the direction of conversation. Smith (2003) 

defined turning points as verbal statements or statements which make a change in the 

direction of the conversation inevitable and the direction of the change obvious to an 

observer. Turning points are useful for revealing whether there is a particular pattern of turn 

taking directing the network’s interactions.  

 

Analysis of the meeting video from both network meetings identified eight turning points. 

These are outlined in Table 5 (p.129).  

 

Two turning points (turning point 1 - meeting 1/16.02 and turning point 2 - meeting 1/25.48), 

which were typical of the others, have been selected to illustrate how the emergent and free 

flowing nature of participant sensemaking can be curtailed and directed by a verbal 

statement/s and the pattern of turn taking that typically brought about a turning point. An 

extract of the meeting conversation including the conversation leading up to the turning point 

and the turning point statement/s is presented.  The verbal statements that are considered to 

constitute the turning points are shaded grey. A brief description of the topic of conversation 

and the meeting processes are provided as additional contextual information.  
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Table 5: Turning points (TP) 

 

 Meeting/

Time 

Speaker Turning Point 

TP 1 1/16.02 Chair “So, I wondered, in terms of our partnerships, and 

because we have a GP on our panel, and keeping 

that in mind, I wondered if we should look at 

follow-up. Not follow-up per se. But the follow-up 

phase. And I did think I would give you some of my 

ideas just to get you started”. 

TP 2 1/25.48 Chair “Alright, coming back to our need for three goals”. 

TP 3 1/34.25 M1 

 

J2 

 

Chair 

“Isolation is a big issue for older people”. 

 

“Yes even the practical support”. 

 

“I think if we just look at the idea of a toolkit”. 

TP 4 1/40.1 Chair 

 

 

 

 

S1 

 

Chair 

 

 

 

 

 

M2 

 

Chair 

“We have got to be aware that we are one of 12 

working parties. So we need to make sure that our 

work is articulated but also discrete, to the extent 

that we don’t need to be doubling up everywhere”. 

 

“And take advantage of the…”. 

 

“Yeh, that’s right. 

Just keeping in mind with that (pointing to article) 

the whole idea with GP communication. 

I know that one of the other groups is looking at 

that fairly well”. 

 

“Ok, Ok”. 

 

“So we can relax on that a bit.” 

TP 5 3/9.42 Chair “Really want to keep going with that, but we might 
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just get back to the agenda. If everybody’s got a 

copy of that?”  

TP 6 3/39.52 Chair 

 

 

K1 

 

Chair 

 

 

K1 

 

Chair 

“I think the majority of people are very concerned 

about what their follow-up schedule should be”. 

 

“Oh, yes”. 

 

“And at the moment there is very little uniformity 

with that”. 

 

“Yes, Yes”. 

 

“And I guess, I think that was another thing that we 

could attempt in terms of partnerships. The GPs are 

going to play a much larger role in years to come if 

we can start getting them, the systems happening 

now…”. 

TP 7 3/41.34 Chair “I hear what you are saying. But I actually don’t 

quite agree with it. Cos all of the reading that we’ve 

done has come to the development of [Wellness 

Plan documents for patients which include a 

treatment summary] these. Like we haven’t just 

come from, like we haven’t just plucked this out”. 

TP 8 3/51.04 Chair 

 

 

K1 

 

 

A1 

“But we have got a pretty specific brief here 

though, in this meeting as it is”. 

 

“Mmm, Mmm” 

 

“We might try. 

Just thinking about the limited amount of time we 

have.” 

TP 9 1.23.50 A1 “I just wondered because time is getting away, if 
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people wanted to review the literature and get back 

to me with some key principles?” 

 

 

TURNING POINT 1  ‘PRE-EXISTING AGENDA’   

 

Description: This turning point sets the direction for the CCN’s project. The members are 

discussing what they perceive to be the nature of their project brief. In particular, they discuss 

who cancer care coordinators partner with to deliver cancer services.  However, after a short 

round robin exercise, initiated by the chair, seeking ideas on their key partners in cancer care, 

the focus of conversation suddenly shifts. The chair takes a turn at talk in which she uses the 

contributions of the other network members as the logic for presenting her perception of the 

patient journey. She draws a diagram of her understanding of the cancer patient’s journey on 

a piece of paper in the centre of the table (unable to be viewed by the camera). She uses this 

conceptual diagram, together with her expert opinion, to redirect the topic of conversation.  

The conversation moves away from seeking and sharing the opinions of the network 

members on the range of possible focus areas for their program of work. Instead, the chair 

presents her proposal that the focus of the CCN’s project should be improving the follow-up 

phase of the cancer patient’s journey. This new direction is accepted by participants. 

However, it is at the expense of seeking more ideas and fully exploring ideas of the other 

network members. 

  

Extract 1 

 

1 

2 

Chair Ok, well who are we partnering with? As cancer care coordinators who 

do we partner with? 

3 J2 Patients 

4 Chair Most importantly. Possibly? Yep. 

5 M2 GPs, consultants. 

6 M1 The whole lot [inaudible]. 

7 

8 

Chair Yeh, GPs. I think that it is good that we do split up the GPs and the 

consultants. 
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9 M1 Yes, sure 

10 Chair I think they are essentially two distinct groups. Aren’t they? 

11 M2 Yes, Yes 

12 

13 

Chair And maybe consultants they could be consultants/multi-disciplinary 

team. 

14 M1 Yes 

15 J2 Yes 

16 

17 

Chair And if we look at those models of multi-disciplinary care that we talked 

about at the last meeting. And again Michael I do apologise. 

18 M2 Oh I have got [inaudible] 

19 

20 

Chair Oh you do, great. You know there’s that link between the community 

care and the hospital care. 

21 J2 The private and the public sector. 

22 M2 Particularly.  

23 J2 There’s all the community services. It’s just… 

24 Chair It’s pretty big isn’t it? 

25 J2 Yes it’s huge. 

26 

27 

28 

28 

30 

Chair Because it’s so big I think we have really got to drill down. I think 

we’ve really got to do something that’s manageable and also something 

that we can change. Because there’s no point in deciding that we are 

going to change the way doctors perform follow-up, because that’s 

completely out of our scope. 

31 M1 Yeh. 

32 

33 

34 

Chair So we can actually do something that we can actually work. Yeh, the 

non-government organisations and the community support sector. 

They’re all pretty important. 

35 

36 

J2 And also the families and carers. They link in with the health 

professionals. 

37 

38 

39 

40 

Chair Absolutely. OK if we go back to the actual workshop and the work we 

did on that day. Um, these are the sorts of things that we came up with, 

Umm. I was thinking through all of this last night. I was thinking about 

Partnerships and if the patient is the centre of the journey, what are the 
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41 

42 

43 

44 

45 

46 

47 

48 

49 

50 

51 

52 

53 

54 

55 

56 

57 

58 

59 

Partnerships that are most going to impact on them? 

If I come back to a diagram and you’ve probably all seen it before 

because I do it ad nausea. But if we focus on the patient journey, so that 

is diagnosis, treatment and that can be either in-patient treatment or out-

patient treatment, plus or minus pall care.  

Oh, plus or plus pall care, that’s not a good sign is it!  

Um, and then follow-up. So that’s essentially every one of our patients’ 

journeys in different ways.  

When we first started looking at our role as cancer care coordinators we 

found that this part [pointing to paper] was done very well and we 

really didn’t need to be that involved. And we found that this part was 

done very well [pointing to paper] and we didn’t really need to be that 

involved. But we thought these two areas [pointing at paper] were a big 

concern. 

So coming back to that, I just wonder if the ideas of us, cancer care 

coordinators, articulating into services. We don’t need to go and do 

chemotherapy. The chemotherapy units do the chemotherapy and they 

do it very well. What we need to do is get the patients in there, and in a 

timely fashion and all those types of things. 

60 

61 

62 

63 

Chair So, I wondered, in terms of our partnerships, and because we have a GP 

on our panel, and keeping that in mind, I wondered if we should look at 

follow-up. Not follow-up per se. But the follow-up phase. And I did 

think I would give you some of my ideas just to get you started. 

 

 

This extract highlights the pattern of turn taking that was typical of the CCN. It shows that 

typically, turn taking was organised according to the chair’s contributions. For example most 

often the topic of the conversation was set by the chair, “Ok, well who are we partnering 

with? (line 1). By purposefully inviting others to contribute to her chosen topic, that is, “As 

cancer care coordinators who do we partner with?” (line 2), the chair also set the direction of 

the conversation. As a result of this approach, the turns at talk taken by others default to 

either passive agreement or build further on the topic of conversation put forward by the chair 

(lines 7-24). Overall turn taking was organised in a way that promoted the perspective being 
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put forward by the chair and allowed the course of the conversation to be directed by the 

chair’s contributions. The extent that this pattern of turn taking shaped the course of the 

conversation is revealed at the turning point when the chair’s idea to focus on the follow-up 

phase, was the topic taken forward.   

 

TURNING POINT 2  ‘BACK TO THE FUTURE’ 

 

Description: While discussing what the network members understand about Wellness Plans 

in cancer care, the need for a change in the language used by the cancer community is raised. 

The network members discuss how the language of cancer care needs to change from being 

about surviving cancer to striving for wellness. Even though this kind of shift in language 

represents a significant cultural shift for most multi-disciplinary cancer teams, the network 

members are passionate and enthusiastic about the need for this change in practice to come 

about. However, just as they begin to explore the idea that the CCN might have a role in 

bringing about this type of culture change, their discussion on this topic is curtailed and 

redirected towards a project imperative, to develop, agree and document three goals for their 

program of work.   

 

Extract 2.0 

 

1 

2 

3 

4 

5 

Chair So I just wondered about ‘Wellness Plan’, it gives it a different 

language, it gives it a new language, it gives a patient. I actually, when 

they first started bandying the term ‘survivor’ around I actually 

objected to it a bit. I read this really interesting article about how we use 

language around cancer that is all about war, fight and….. 

6 M2 Yes, fight the battle. 

7 Chair And desperation. And I thought survivor fitted right in with that. 

8 

9 

10 

M1 You know, I had a patient say to me at one point. She said, ‘you know 

M1 I have read about all this battle with cancer, I’m waiting for the 

battle’. 

11 Chair Yes. 

12 M2 You know, 
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13 

14 

Chair They kind of feel slack if they are not in their factices. As opposed to 

being fatigued [laughing]. 

15 J2 Yes, I heard similar to that. I tend to, I like cancer with a little c. 

16 

17 

18 

19 

20 

21 

Chair Yes, exactly. So that’s where I thought maybe we needed to change the 

language, so make it a Wellness Plan. And I was thinking it should just 

be the follow-up stage. But I think that maybe that is something we can 

think about. With Dr B saying yesterday that survivorship should begin 

at point of diagnosis, do we put in a Wellness Plan? Right at the start, is 

that what we do? 

22 

23 

M2 Yes, absolutely. Look I couldn’t agree more. Work toward surviving, 

from (pause) the beginning. 

24 Chair Yes 

25 M2 Because. 

26 Chair Wellness.  

27 

28 

29 

30 

31 

M2 Because, that’s exactly it, wellness. Because people go through the 

treatment phases, all the modalities, with an incredible amount of 

support either as an in-patient or an out-patient. And then at the end of 

treatment it is a really difficult thing, for them to move on. And they 

feel like they have been, you know, forgotten about. 

32 

33 

34 

Chair Mmm. And the research supports that very strongly. They say that up to 

three months after active treatment they fall in a complete hole, and 

they just don’t get enough support. 

35 M2 Yes, we should start over here, as far as a Wellness Plan goes. 

36 Chair Yes, exactly. 

37 M2 And working towards it. 

38 Chair Embed it in the culture of the treatment. 

39 M2 Yes. 

40 Chair That’s a big goal. 

41 M2 Yep, it’s huge. 

42 Chair I know that. 

43 

44 

J2 It’s a starting point. A change for the mindset for people. You know it’s 

got to start somewhere. 
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45 

46 

47 

48 

49 

Chair Oh, all right. Coming back to our need for three goals, short term, 

medium, long term.  

Oh, but OK. 

First we should probably reach consensus that a Wellness Plan is a 

good idea. Do you think so? 

 

Once again turn taking centres on the chair. In this instance the chair introduces the topic of 

conversation, “So I just wondered about Wellness Plan, it gives it a different language, it 

gives it a new language” (line 1). Unlike what happened in Extract 1.0, rather than use a 

question to set the direction of the conversation, the chair gives her expert opinion, “I 

actually, when they first started bandying the term ‘survivor’ around I actually objected to it a 

bit”, (line 2). However despite this different approach, once the topic has been selected, turn 

taking is organised in the same way as was seen in Extract 1.0. The chair’s nominated topic, 

the language and culture of cancer care, is incrementally built upon by the contributions from 

other participants until it is established as the topic of conversation. While, the turning point 

in this extract, unlike that in Extract 1.0, reflects a complete change in the topic of 

conversation, the topic that the chair establishes as the direction of the conversation is still a 

topic nominated by the chair (lines 38 – 46). Extract 2.0 is another example which highlights, 

albeit in a different way, the chair centric pattern of turn taking that was typical of the CCN. 

 

The above extracts highlight how turn taking was centred around the chair’s contributions 

and their influence on the topic and direction of the conversation. Turn taking was organised 

in a way that prioritised the viewpoint of the chair and constrained the conversation to topics 

nominated by the chair.  This ordering of ‘turns at talk’ empowered the chair to exert 

significant influence over the direction of the network’s decision making. The extent to which 

the chair was able to influence the course of decision making is evident when Extract 1.0 is 

contrasted with Extract 2.0. In Extract 1.0 the turning point is purely confirmation that the 

course of decision making initiated by the chair, that is, to focus on the follow-up phase of 

the patient journey, will be sustained. Extract 2.0, on the other hand, highlights that the turn 

taking empowers the chair to embed her topic of interest into their decision making and shut 

down other topics. In Extract 2.0 the topic, ‘language of cancer’, is treated as a distraction 

from the network’s core business, ‘the project goals’, and shut down (lines 56-46). Based on 

this analysis of turn taking, the institutional talk of the CCN could be described as chair 
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centric. Turn taking was organised in a way that allowed the chair to lead the sub-

committee’s decision making in two ways.  It empowered the chair to set the topic of 

conversation and direct the course of decision making towards topics that were favoured by 

the chair, that is,   topics that were oriented towards the organisational aspects of managing 

their network such as goal setting, keeping within scope, and defining the project deliverables 

or the technical aspects of cancer care such as referral and communication systems between 

providers and documented protocols and plans. As is evident from the nature of the turning 

points presented in Table 5, turn taking allowed the chair’s management oriented imperatives 

to be pursued regarding the discovery and exploration of new concepts and ideas such as 

changing language and culture of cancer care, which emerged during the conversation. 

 

Turning point analysis also revealed that there were several instances in the conversation 

where consensus from the network members was intentionally sought by the chair.  Although 

these meeting milestones were not always associated with a turning point, the turning point 

described in Extract 2.0 provides an example.  

 

48 

49 

Chair First we should probably reach consensus that a Wellness Plan is a 

good idea. Do you think so? 

 

These instances of consensus or agreement seeking are described as decision points. In total, 

five decision points were identified over the course of the two meetings (four decision points 

in Meeting One and one decision point in Meeting Three). In order to ascertain whether this 

material was relevant to skilful relating, decision points were incorporated into the mapping 

of the overall structural organisation of the conversation which is described in section 4.5.2.  

 

5.1.2 Overall structural organisation including thematic analysis 

 

In this part of the analysis, the focus shifts from individual turns at talk to the overall pattern 

of interactions over the course of each meeting. This is achieved by using thematic analysis to 

describe the meeting conversation in terms of phases and exploring whether they appear in a 

particular order (Heritage, 2004; Heritage, 2005). Once the different issues are identified, a 
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map of the meeting conversation showing the sequence in which they occur is developed.  

The purpose of mapping the meeting conversation in this way is not to develop a description 

of the structural organisation of the institutional talk of the CCN. Rather, each issue that is 

identified relates to the achievement of a sub-task which, when mapped in sequence, can 

reveal the tasks that the CCN seek to achieve in their interactions. In this study of leadership 

as decision making, a conversational task relates to what Hosking (1988) describes as real or 

anticipated changes to the status quo. They reflect the issues that the network has to handle 

and develop in order to achieve their goal – whatever they perceive this to be. In this study 

the overall structural organisation of the conversation therefore relates to the issues around 

which decision making was structured. In the language of the Cynefin Framework, the issues 

relate to disorder (Kurtz & Snowden, 2003). 

 

As described in Chapter Four, Maitlis’s (Maitlis, 2005) method of thematic analysis was used 

to reveal the issues that were the focus of the network’s decision making. Each video was 

watched three times and descriptions of the issues discussed by the network recorded on flip 

chart paper. The meeting number (1 or 3) and the time that an issue was discussed (for 

example 1.06.47) were also recorded for easy reference back to the meeting video. Using an 

iterative process of reviewing the video segments relating to the issues that had been recorded 

on the flip charts, the issues were collated into groups of ‘like’ issues. By repeatedly 

reviewing the video and the issues collated under each group, the issue groupings were re-

worked and refined. After several iterations the issues were grouped into the following eight 

issue themes:      

 

1. Getting to know each other  

2. Defining the scope of the ‘Partnerships’ brief 

3. Developing a Network Wellness Plan  

4. Changing the culture of cancer care  

5. Involving GPs  

6. Meeting the needs of radiotherapy patients  

7. Educating patients 
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8. Patients have psychosocial needs 

 

The issues grouped according to their themes are described in Table 6 below. Each issue has 

a meeting number and time identifier.  

 

Table 6: Issues grouped by theme 

 

1. Getting to know each other  

 

A new member joins the network  1 1.14 

Understanding the strengths and weaknesses of the 

network and exploring who contributes what skills to the 

group 

1 3.17 

Providing new members with an overview of the work 

done to date so that they can participate. 

3 10.06 

 

2. Defining the scope of the ‘Partnerships’ brief 

 

Our brief is Partnerships, what should be our focus? 1 10.45 

The network are required to identify a short, medium and 

long term goal 

1 11.39 

What does the term ‘Partnerships’ mean? 1 12.22 

Any service improvement intervention that the network 

undertakes needs to be achievable 

1 14.11 

The follow-up phase may be good place for them to focus 

and implement a few projects  

1 16.02 

Survivorship is a possible area for them to focus on but, 

what does survivorship mean? 

1 21.26 

This is a large project we need to plan the project 1 26.08 

We have decided on our goals, how will we achieve our 

goals? 

1 41.16 
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What project support and other resources are available?  1 1/11.39 and 

1/29.27  

 

3. Developing a Network Wellness Plan  

 

Patients don’t take up the opportunity of attending the 

‘Living Well’ program 

1 16.21 

What constitutes a Wellness Plan? What are the 

components of a Wellness Plan? 

1 27.09 

Need to stay out of the medical domain. Choose 

something achievable 

1 35.21 

How do they know there is the need for a Wellness Plan? 1 32.5 

How do we find out about the needs of our patients? 1 36.51 

We have decided on our goals, how will we achieve our 

goals? 

1 41.17 

When is the best time to implement a Wellness Plan? 

Which part of the patients’ journey i.e. after first 

treatment? 

1 44.2 

Some of the templates are too busy, 'way too much 

information' 

3 23.37 

Multiple partners and have to communicate with them in a 

language they can understand and just the right amount of 

detail. 

3 24.39 

Patients don’t need to know all the information. Give 

them the basic information and tell them where to get 

more. There is lots of information on the different aspects 

of survivorship that need to be communicated. 

3 27.04 

 

Using the content of the literature search to guide what to 

put in the treatment summary versus jumping straight into 

designing the form. 

3 30.28 

How do they get to the relevant patient population i.e. 

everyone who needs a survivorship plan? There is no link 

3 32.32 
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between the tertiary centres and the local services. This is 

required if you are going to try and implement a 

survivorship plan and use it as a communication tool. 

Must be sure we don’t overwhelm patients 3 1.06.47 

Rural centres are often too small for a Wellness Program 

for patients to attend 

3 1.07.54 

The principles of a survivorship plan have to be decided. 

Deciding on the approach across the AHS 

3 1.13.12 

The Wellness Plan cannot cover all of the information that 

patients with different cancers on different treatments 

might need. 

3 1.21.07 

 

4. Changing the culture of cancer care  

 

There is a perception that survivorship is not currently on 

the 'radar' in some centres 

1 19.52 

There is a need to change the language of cancer from 

'survivorship' to 'wellness' 

1 24.27 

They need to embed ‘wellness’ in the current treatment 

dominated culture of cancer care 

1 25.37 

Survivorship needs to be embedded in the patients’ 

psyche. Empower patients enough to be their own care 

coordinator 

3 39.08 

 

 

 

 

5. Involving GPs 

 

Strengthening partnerships with GPs could benefit cancer 

patients 

1 16.02 

GPs are uninformed/don’t have the knowledge to manage 1 20.18 
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follow-up 

GPs are needed in follow-up care for cancer patients 1 22.3 

Should we do needs analysis of GPs? 1 39.24 

GPs are going to have a significant role in follow-up in the 

future 

3 39.57 

How much do GPs know about managing radiotherapy 

patients with complications? 

3 41.21 

GPS have limited knowledge of follow-up care and they 

are not sure of the role that GPs want 

3 1.02.51 

 

6. Educating patients 

 

Patients go missing between treatment centres and as a 

result get poor information on the next steps of their care 

1 20.18 

Patients make quite big life decisions after treatment 

without much psychosocial input 

1 33.54 

Opportunity exists for allied health professional 

involvement which does not normally exist 

1 35.34 

How do we find out what the [information] needs are for 

individuals? 

1 36.51 

What is the right time [for patients] to educate them on 

wellness. When are patients ready? 

1 44.2 

Patients don’t take up the opportunity of attending the 

‘Living Well’ program 

3 16.21 

Delivering good education to patients is difficult in the 

public system 

3 44.15 

When is the right time [for patients] to implement the 

survivorship plan? 

3 1.09.32 

Rural centres are often too small to deliver a Wellness 

Program for patients to attend 

3 1.09.32 

Diagnosis of cancer is a very teachable moment. People 

may be likely to think about lifestyle change when they 

3 1.13.22 
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are first diagnosed. Cancer care coordinators need to pick 

up on this. 

A ‘form’ cannot provide all of the education needed, will 

still rely on individual health professionals 

3 1.20.27 

Consent is an opportunity to educate patients but currently 

patients are not asked to give consent for treatment. 

3 1.22.04 

 

7. Meeting the needs of radiation therapy (RTH) patients 

 

Issue Meeting Time 

discussed 

(mins/secs) 

The psychosocial needs of RTH patients are poorly met, 

this is a recognised gap which is relevant to survivorship 

3 5.06 

Patients finishing RTH do not have an identified carer. 3 36.52 

Radiation oncologists could be more involved in patient 

education and follow-up care. 

3 49.3 

RTH patients have specific needs in relation to patient 

education 

3 51.04 

Education for RTH patients is uncoordinated 3 1.20.39 

 

 

 

 

 

  

8.  Patients have psychosocial needs   

 

Issue Meeting Time 

discussed 

(mins/secs) 

Psychosocial support for patients is limited 1 33.54 
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The iterative process of reviewing the material on the eight issue themes described above 

revealed two overarching issue themes. The eight issue themes were grouped into two higher 

order themes called ‘management’ and ‘cancer care’. The ‘management’ theme related to the 

technical aspects of managing the network and service improvement and included, getting to 

know each other, defining the scope of the ‘Partnerships’ brief and developing an Area 

Health Service (AHS) Wellness Plan). The ‘cancer care’ theme related to the challenges the 

network participants faced as clinicians in the day to day of cancer care and included, 

changing the culture of cancer care, involving GPs, meeting the needs of radiotherapy 

patients and educating patients). Issues that related to the ‘cancer care theme were akin to 

what Bate et al. (2008, p. 8) referred to as the ‘the messy right brain human or people aspects’ 

of healthcare improvement. ‘Cancer care’ issues related to the human and cultural challenges 

faced by people with cancer and clinicians looking after cancer patients. In contrast, the 

‘management’ issues related to organisational challenges of being a network and identifying 

and implementing a service improvement initiative that would show improvements in cancer 

services. Issues grouped under these two higher order themes (management and cancer care) 

were used as the framework for mapping the overall structural organisation of the meeting 

conversation. The issues, identified by issue theme, were recorded in chronological order 

with a meeting and time identifier, in a spread sheet.  

 

A key aspect of this study was to examine how skilful relating might influence the course of 

the network’s decision making. As discussed in Chapter Three, institutional talk analysis was 

supplemented with turning point analysis (Smith, 2003) to expose changes in the direction of 

the conversation. Therefore, as well as revealing the organising effects of particular patterns 

of turn taking on the course of a conversation, covered in Section 5.1.1, turning point analysis 

was used to uncover instances where the network oriented to or away from a particular issue 

theme.  Since turning point analysis generated additional contextual material on the 

network’s decision making, they were included along with issue themes and decision points 

when mapping the overall structural organisation of the conversation, which is presented as 

Figure 4.0. Mapping the conversation in this way was useful for revealing the broad issues 

that the CCN oriented to and away from during decision making. Over the course of this 

chapter, this approach to mapping conversation is further developed to include the findings 

from turn design, sequence organisation and lexical choice analyses.  
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Examining the organising and structuring of the meeting conversation in terms of the issue 

themes, turning points, and decision points, reveals that the network’s institutional talk was 

oriented towards management issues rather than issues faced by patients and clinicians in 

their day to day experiences in delivering cancer care. Management issues relating to, for 

example, resources, project scope and goals, objectives, evaluation measures, evidence-based 

decisions and guidelines and protocols were emphasised. This orientation was particularly 

evident at the point of transition in the conversation from a management issue to a cancer 

care issue. This transition from a management issue to a cancer care issue was ‘seamless’ in 

that there was no turning point identified. In comparison, the transition from a cancer care 

issue to a project management issue was marked by a turning point. As revealed in Section 

5.1.1, turning points most often signified the chair changing the direction of the conversation. 

The chair centric pattern of turn taking redirected the conversation away from cancer care 

issues to management issues, steering the conversation to explore technical left brain (Bate, et 

al., 2008) issues rather than the messy right brain issues that relate to the human aspects or 

aesthetics of cancer care which include issues such as being a good practitioner, poor 

communication, and not always knowing what to do.  

 

This empirical material begins to describe the institutionality of the network’s talk. It starts to 

reveal the inter-relationship between discursive practices and discourse in practice. For 

example, the discursive practice of orientating the conversation towards management issues 

is related to turns that close down talk on cancer care issues.  This influence is revealed 

within the first 15 minutes of the first meeting which is shown by Extract 3.0 on page 141.  
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Figure 4: Mapping conversation by issue and issue theme  

Mapping - incorporating turning points and decision points 

 

MEETING ONE 

 

TYPE OF ISSUE ISSUE THEME 

Phase 1 (1.14 – 16.11) 

Management Getting to know each other 

Phase 2 (16.11 – 22.44) 

Management Defining the scope of the ‘Partnerships’ brief 

TURNING POINT 1 

Phase 3 (22.44-25.49) 

Cancer Care Changing the culture of cancer care 

TURNING POINT 2 

Phase 4 (25.49 – 33.58) 

Management Defining the scope of the ‘Partnerships’ brief 

DECISION POINT 

Phase 5 (33.58-34.51) 

Cancer Care Patients have psychosocial needs 

TURNING POINT 3 
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Phase 6 (34.51 - 42.14) 

Management Defining the scope of the ‘Partnerships’ brief 

TURNING POINT 4 

DECISION POINT 

Phase 7 (42.14 - 44.39) 

Management Developing a Network Wellness Plan 

DECISION POINT 

DECISION POINT 

 

 

MEETING THREE 

 

ISSUE ISSUE THEME 

Phase 1 (1.34 – 5.05) 

Management Getting to know each other 

Phase 2 (5.05 – 9.42) 

Cancer Care 
Meeting the needs of radiation therapy 

patients 

TURNING POINT 5 

Phase 3 (9.48 – 31.21) 

Management Developing a Network Wellness Plan 
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Phase 4 (32.32 – 40.29) 

Cancer Care Meeting the needs of radiotherapy patients 

TURNING POINT 6 

Phase 5 (40.29 - 41.16) 

Management Developing a Network Wellness Plan 

Phase 6 (41.16 – 41.44) 

Cancer Care Involving GPs  

TURNING POINT 7 

Phase 7 (41.44 – 44.15) 

Management Developing a Network Wellness Plan 

Phase 8 (44.15 - 51.14) 

Cancer Care Educating patients 

TURNING POINT 8 

LUNCH 

Phase 9 (59.4 - 1.20.28) 

Management Developing a Network Wellness Plan 

Phase 10 (1.20.28 - 1.22.07) 

Cancer Care Educating patients 
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Phase 11 (1.22.07 – 1.23.54) 

Cancer Care Patient consent 

TURNING POINT 9 

Phase 12 (1.23.54 – 1.26.16) 

Management Developing a Network Wellness Plan 

DECISION POINT 

 

 

Extract 3.0  Meeting 1 (10.42) 

 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

Chair Our focus is Partnerships, and we’ve got a fair bit to achieve. If, if we 

have a look at the plan, essentially, the purpose, the project plan. 

They’ve got on here things like, the purpose of the project.  

So what are we hoping to achieve?  

What changes will be introduced? 

[Exchange papers across table] 

And so the scope of the project, the limitations, and the guidelines of 

the working group.  

I think that is going to be really important for the group. 

The memberships sorted. 

The key activities, the benefits and the measures. 

Briefly speaking and I think this is my understanding, and I can be 

corrected if I am wrong, but we were talking about, the idea for our 

project itself. 

We kind of need three goals out of it.” 

 

In Extract 3.0 from Meeting One we can see how the actions of the chair establish their brief, 

Partnerships, as a project to be managed, placing particular importance on organisational 
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imperatives such as time frames, project scope, the membership and goal setting. This 

discourse-in-practice is sustained by the chair centric pattern of turn taking presented in 

Section 5.1.1 and related turning points. The powerful influence of this discursive orientation 

to management issues is also evident from the occurrence of decision points. While the 

transition between a cancer care issue and a management issue is marked by a turning point, 

the transition from one management issue to another is marked by a decision point. It appears 

that the network only actively seeks agreement on the progression of issues relating to the 

management of their project, thereby framing them as key milestones in the network’s 

decision making. Decision point and turning points both represent discourse-in-practice 

shaped by management oriented discursive practices. This empirical material suggests that 

the institutional talk of the network is heavily oriented towards ‘right brain’ management 

issues at the expense of exploring issues related to the human and cultural challenges faced 

by patients and clinicians. The institutionality of the network’s talk may therefore restrict the 

discourses available to them (the whats) for their decision making. 

5.1.3 Sequence organisation 

 

The sequential organisation of talk can reveal how particular courses of action are opened up 

and closed down and the impact of particular interaction sequences on future courses of 

action (Heritage, 2004).  This study has a particular interest in the occurrence of factual, 

expert and narrative talk because their presence or absence may reveal whether the network’s 

professional sensemaking creates the conversational space for single ontology sensemaking 

or multi-ontology sensemaking or both. Hence the aim of describing the sequential 

organisation of the network’s talk was to uncover whether factual, expert and narrative talk 

occurred and if so, the sequence. The first step in this analysis was to review the meeting 

video for instances of factual, expert and narrative talk. The section of video associated with 

each occurrence was transcribed, noting the meeting number and time. The sections of 

transcribed text were organised in time order to show the sequence in which they occurred. 

Each complete video was reviewed at least three times, an iterative process of returning to the 

video to review segments of text in relation to the descriptors, factual, expert and narrative 

talk, was adopted. In order to generate empirical material that could reveal the effects of 

particular interaction sequences on decision making, this data was incorporated into the 
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mapping of issue themes and turning points described in Figure 1 and Sections 5.1.1 and 

5.1.2.  The material was compiled in this way because bringing it together might reveal 

whether conversational spaces supportive of multi-ontology sensemaking were being created; 

if they were being created, were they sustained; and did their occurrence relate to the issue 

theme being dealt with by the network at a point in time?  This mapping for Meetings One 

and Three is presented in Appendix 1. A colour coding scheme is used to visually emphasise 

particular elements of the mapping and highlight the key findings.  The following colours 

have been assigned: management issues - green; cancer care issues - dark orange; turning 

points - lilac; and decision points - maroon. Narrative based talk was assigned the colour 

light orange so that it could be easily identified in the more detailed conversation mapping.  

This coding scheme has been used throughout the analysis. 

 

The empirical material on interaction sequence highlights that there were instances of factual, 

expert and narrative talk throughout both meetings. Examining this material in the context of 

the two issue themes revealed that factual, expert and narrative turns were an aspect of the 

network’s decision making on both management and cancer care issues. Overall, talk around 

management issues and talk around cancer care issues were hybrids of the three kinds of turn. 

Regardless of whether a cancer care issue or a management issue was the focus of 

conversation, the presence of factual, expert and narrative talk indicates that there was an 

opportunity for multi-ontology sensemaking. However, while narrative was a part of the 

network’s decision making around management and cancer care issues, closer examination of 

the interaction sequence (Appendix 1) uncovered that narrative consistently appeared as part 

of the lead into a cancer care issue. Extract 4.0 is a typical example of one of these interaction 

sequences.  In Extract 4.0 the network are finishing their critique of Wellness Plan documents 

that were developed by other cancer services in Australia and internationally (lines 1-13).  
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EXTRACT 4.0 NARRATIVE LEADING INTO TALK ABOUT A CANCER 

 CARE ISSUE 

 

   Description of 

Turns at Talk 

Issue 

Theme 

1 

2 

A1 That’s very good. The information sheet, it 

folds and fits into an envelope. 

EXPERT 

M
an

ag
em

en
t 

3 Chair Ah, that’s good.  

4 

5 

M1 There is an awful lot out there. Isn’t there? 

There really is. 

 

6 

7 

8 

S1 There is yeh, and you won’t be able to use 

all of them but you will be able to pull 

from the best, the best of the best, to make 

the best. 

 

9 J2 Yeh   

10 

11 

12 

13 

M2 I think, um, it should all start at a point as 

well. I think where that failed, from my 

point of view. Well it didn’t fail from our 

point of view, cos’ I worked privately. 

 

    

14 Chair Mmm NARRATIVE 

15 

16 

M2 So, once we had a patient, that patient was 

ours, we captured that patient. 

 

C
an

ce
r 

ca
re

 

17 Chair Yes  

18 

19 

20 

21 

22 

23 

24 

25 

M2 We followed them right through. Whereas 

publicly you see, and we made sure that, it 

sounds like a Nazi, and that’s probably, 

why, where I get upset in relation to 

education. We made sure our patients were 

educated and if they didn’t want to come 

then that was their obligation. But once we 

got them in that chair we hammered 
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26 

27 

everything we could home to them 

anyway.  

So, they had the option to go, but they… 

27 

29 

Chair But you still had to provide something for 

them to take…. 

EXPERT 

30 

31 

M2 But we caught them in that chair… NARRATIVE 

32 Chair Yes  

33 

34 

M2 And we gave them the education session. 

And they can’t move with a canula in 

them. 

 

35 Chair Yeh  

35 M2 When you’re giving them chemo…  

36 J2 Captive audience  

37 M2 [laughs]   

38 A1 I’ve done that too [laughing]  

39 

40 

41 

42 

43 

M2 And that’s what it is. It’s capturing a group 

that you can educate. And, I think, the 

whole process should start with a decent 

education session somewhere. [Pause] But, 

it’s… where is it going to take place? 

 

44 

45 

J1 Who? And the quality of the educator. And 

then, I suppose if they are in the chair. 

EXPERT 

46 

47 

48 

K1 But presumably a qualified oncology nurse 

who’s delivering chemotherapy is able to 

educate a patient. 

 

49 

50 

51 

52 

M2 That’s a factory though. I challenge you to 

go down there and to educate a patient 

100%. And to what they deserve to be 

educated. 

53 

54 

M2 I have worked there and I know it is 

completely impossible. We give education 

NARRATIVE 
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55 other than, on the day of treatment. 

56 

57 

Chair I was going to say. We don’t do it on day 

of treatment. 

 

58 M1 No way, absolutely not.  

59 

60 

M2 You are just cheating the patient, and you 

are just cheating yourself. 

 

61 M1 You are not doing it any justice.  

63 

63 

M2  If you wanna be a good practitioner then 

you are selling your soul to the devil. 

 

64 

65 

K1 Could you not book them into education 

sessions? 

EXPERT 

M
an

ag
em

en
t 

66 

67 

68 

M1 Well, we don’t have the opportunity to do 

that here. It’s something that I want to 

become the driver for in time. 

 

69 

70 

Chair Start a nurse led clinic.  We have a 

separate nurse led clinic. 

NARRATIVE 

71 

72 

A1 We implemented that about 5 years ago, a 

nurse led clinic at hospital N for patient 

education. 

 

73 

74 

75 

Chair Mmm. And it’s a very formalised process, 

it’s a tick, you tick absolutely everything, 

and you sign that you’ve educated them on 

each individual… 

 

76 

77 

M2 See that’s something that they’re trying to 

put in place here. Yeh it’s.. 

 

78 J2 A challenge EXPERT TALK 

79 M2 It’s actually something…   

80 

81 

82 

Chair It probably streamlines the process, having 

the education checklist and makes it very 

easy, everything is all there. 

 

84 

84 

A1 And then they’re introduced to the 

treatments sooner by the nurses and after 
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that. 

85 M1 Yes  

86 M2 Yeh  

87 

88 

89 

90 

92 

A1 You know it’s a journey. The, the national 

framework introduces all of those strategic 

points for patient education and 

information. So that’s Chapter 5, it is 

really about the survivorship and follow-

up. 

FACT 

 

The example illustrates how, through the introduction of narrative (line 15), the network’s 

conversation is led towards a cancer care issue, which has been identified previously as 

reflecting the day to day human and cultural challenges faced by patients and clinicians rather 

than the management aspects of organising a project or service. This empirical material 

suggests that narrative talk may be a source for what Bate et al (2008, p. 8) and (Rycroft-

Malone, et al., 2004) refer to as, ‘right brain’ issues, bringing them to the forefront of the 

network’s decision making. It is therefore possible that narrative talk around cancer care 

issues can create conversational spaces supportive of multi-ontology sensemaking. Narrative 

prompts the network to start thinking of service improvement from a human, cultural and 

aesthetic perspective as well as the more entrained technical and scientific perspective which 

focuses on evidence, measurement and other organisational improvement technologies (Bate, 

et al., 2008). The introduction of narrative into conversation may therefore mark the 

beginnings of multi-ontology sensemaking in the CCN. However, as mentioned above, this 

analysis also revealed that narrative did not only occur when leading into a discussion on 

what has been described as a cancer care issue. There were instances of narrative talk over 

the course of both meetings, and while it was typically associated with the lead into cancer 

care talk, this was not the only occasion for narrative talk.  Therefore while this analysis 

revealed that multi-ontology sensemaking was possible for the network because narrative 

prompted them to consider more relational ‘right brain’ issues, it does not fully explain the 

role of narrative in professional sensemaking. This issue will be further explored in the next 

sections on turn design and lexical choice.   
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5.1.4 Turn design  

 

Factual, expert and narrative talk have been theorised in this thesis as linguistic 

discourses/resources (Fulop & Mark, 2013; Holstein & Gubrium, 2005; Snowden & Boone, 

2007) for single and multi-ontology sensemaking. They are important in creating the 

conversational spaces (Hosking & Bouwen, 2000; Morley & Hosking, 2003; White, 2002) 

for sensemaking to occur.  In this study, the aim of examining how turns at talk are designed 

is to develop a deeper, practical understanding of these conversational spaces.  Describing, 

with empirical examples, how factual, expert and narrative turns manifest in live conversation 

can contribute to our practical understanding of factual, expert and narrative talk as linguistic 

resources/tools. The meeting videos were reviewed and all occasions of factual, expert and 

narrative based talk were identified and the relevant extracts transcribed onto three separate 

flip charts, one each for factual, expert and narrative talk. Samples of extracts from the 

meeting video typical of factual, expert and narrative talk are presented in Tables 6, 7 and 8.   

 

Table 7: Examples of factual talk 

 

1. Project 

Management 

 

Chair 1 

2 

3 

4 

5 

For our project itself, the idea that, we kind of 

need three goals out of it. We need a short term 

goal, a medium term goal and a long term goal. 

And the time frames for those, we’ve got about 

18 months to achieve the long term goal. 

2. Cancer 

Statistics 

K1 1 ”We have 200 patients a day”. 

3. Strategy 

Documents 

A1 1 

2 

The National Framework identifies all of those 

strategic points for education, nineteen points. 
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Table 7: Examples of expert talk 

 

1. Publication Chair 1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

Thank you A. You sent me some very interesting 

journal articles, and some of those really looked at 

the fact that the majority of follow-up care is purely 

psychosocial. That most people don’t find a 

reoccurrence at a follow-up appointment and that 

basically they are just going. And the people affected 

by it are anxious up to the appointment, and then 

greatly relieved after the appointment. So it actually 

forms a psycho-social function. And I’ve got that 

paper here. I will show it to you. 

2. Professional 

Opinion 

 

Chair 

 

J2 

Chair 

 

 

 

 

M2 

 

Chair 

 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

14 

Where I come from no-one has ever mentioned 

survivorship issues so it’s not. 

A big focus at the moment. 

No. But it certainly needs to be. 

Well it was interesting with Dr B saying yesterday, 

‘survivorship starts from the day you are diagnosed’. 

So from the day you’re diagnosed you are a survivor. 

And you’d get a different concept probably, from 

everyone in this room. 

And it is a very broad concept and I think that offers 

both challenges and opportunities. 

3. Opinion 

Seeking 

Chair 

 

Chair 

1 

 

2 

I don’t know about GPs. What do you think? 

 

I will take that a little bit further but, I might just ask 
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 3 what M2 thinks, if you don’t mind? 

4. Information 

Giving 

M2 1 

2 

3 

I haven’t had a lot of time to think about it. And I 

know I am just new but, the main thing that I thought 

of was GPs and post discharge follow-up. 

 

Table 8: Examples of narrative talk 

 

1. Patient 

Experience 

 

M1 1 

2 

3 

4 

5 

6 

Patients go through the treatment phases, all the 

modalities, with an incredible amount of support 

either as an in-patient or an out-patient. And then 

at the end of treatment it is a really difficult thing 

for them to move on. And they feel like they have 

been, you know, forgotten about. 

2. Clinician 

Experience  

K1 1 

2 

3 

4 

5 

6 

7 

8 

Cos, I have had conversations with various 

cancer care coordinators and cancer liaison 

nurses. And what people are saying to me, from 

the point of view of Cancer Liaison Nurses, that 

patients having radiation therapy. When they’re 

finished, particularly rural patients when they are 

discharged back to their local area these local 

cancer care coordinators have no way, of picking 

them up.  

3. Clinician 

Experience  

M2 

 

 

C1 

M2 

 

 

Chair 

M2 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

It’s got when their next appointment is. It’s got 

their admission date, why they were actually 

admitted. 

It’s like a hand held record. 

It’s got notes. It’s got who their consultant is, 

what treatment they’re having. It’s fantastic. It’s 

got a list of expected side effects. 

Did people use it? 

Yes, we wouldn’t do without it. Patients have to 

use it. We write their blood counts, we write 
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11 everything in it. 

 

These examples capture the range of factual, expert and narrative turns that were offered up 

by participants as linguistic resources. They reflect the resources that were available for 

professional sensemaking and for creating conversational spaces supportive of either single 

or multi-ontology sensemaking. This empirical material brings to life, and gives practical 

understanding of, the way in which the network through their interactions create the 

opportunity for either single or multi-ontology sensemaking to unfold. It adds depth to our 

understanding of the sequential organisation of the network’s turns at talk described in 

Section 5.1.3 above in terms of the sequence of factual, expert and narrative talk.  For 

example, this material on turn design reveals that, in a conversational space supportive of 

single ontology sensemaking the network’s talk would include material such as statistics, 

policy standards on acceptable practice, and the findings of research published in peer 

reviewed journals. These were the types of resources that were available to the network for 

single ontology sensemaking. In contrast, a conversational space supportive of multi-

ontology sensemaking would feature the above interactions but also include stories of 

clinician and patient experiences of cancer care services.   

 

So far, this analysis has revealed that, as was the case with the clinicians in White’s (2002) 

study of professional sensemaking, the network participants had available to them the full 

range of linguistic resources required for multi-ontology sensemaking (factual, expert and 

narrative talk). By drawing upon knowledge in the form of statistics, policy standards, 

research, and patient and clinician experiences of cancer care, they had the important 

ingredients to create conversational spaces that were supportive of multi-ontology 

sensemaking. However, when interaction sequence was examined in Section 5.1.3, it was 

uncovered that the presence of narrative may not just be indicative of the opportunity for 

multi-ontology sensemaking.  While the role of narrative in relationally re-orienting the 

network’s decision making was an important finding, it did not account fully for all instances 

of narrative talk. This ‘leftover’ narrative, that is, narrative that appeared in instances other 

than the transition between management issues a cancer care issues, is akin to what Boje 

(2001) referred to as ‘antenarrative’. Antenarrative is important empirical material which falls 

outside the categories and themes generated by analytical approaches such as institutional 
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talk analysis, and as a result, remain unexplored.  This ‘leftover’ narrative could therefore not 

be ignored and was addressed by re-examining the empirical material that was generated on 

interaction sequence and turn design.  Reviewing the transcripts of all the instances of 

narrative talk identified that there were two broad themes running through this material: a 

technical theme and an experience theme.  Transcribed extracts of text for both narrative 

themes are presented in Appendix Three. Narrative with a technical theme typically described 

the ‘workings’ of cancer services. The following extract is an example of a narrative with a 

technical theme:  

 

 “I would identify the lead clinician and their first follow-up appointment. I would 

 make sure that before active treatment they would have their next appointment; I 

 think that’s an important point. Um, an attendance at, for us, Moving on Living Well, 

 and if they don’t come to that they get the written information that goes along with 

 that. Again, all of that is in a form that goes into a folder. Each speaker comes along 

 and talks about it and gives them the written information to take home. So if they 

 don’t come to the talk we should at least be giving them, and that’s not something we 

 do”. 

 

In contrast, narrative talk with an experience theme typically took the form of a personal 

account of a patient or clinician experience.  

 

 “Cos, I had a little man this morning who’d been to his GP at the weekend. He had 

 treatment three weeks ago and everything was still bleeding. And the GP said, ‘I just 

 don’t know what to do’”. 

 

Empirical understanding of these narrative themes was further developed when the lexical 

choices made by participants when constructing their narrative, were examined.  

5.1.5 Lexical choice 

 

Lexical choice implies that participants choose the specific language that they use (Heritage, 

2004; Heritage, 2005) when, for example, they are constructing narrative. Participants’ 
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choice of words can shape whole sequences and the future pattern of the interaction 

(Heritage, 2004). The language chosen by the network members in their construction of 

narrative that had been flagged as having an experience theme was compared to narrative 

with a technical theme. This analysis uncovered the fact that, unlike technical narrative, when 

participants told experience narratives, they used language and constructed it in a way that 

gave it an emotional tone. In experience narrative, the network members chose language and 

constructed these narratives in a way that had the power to trigger feelings such as frustration, 

concern, sadness, humour; empathy and professional dissatisfaction or feelings of ‘that’s not 

good enough’ in others. These language choices included phrases such as, “patients are 

reluctant”, “there’s a bit of a problem”, “[patients] feel like they have been forgotten about”, 

“how scared [the patient] was”. In contrast, technical narrative was marked by the lack of 

words and phrases that could give this narrative an emotional tone. Technical narratives were 

constructed using factual language which made no reference to the experience of anyone 

involved or related to the events being described. The following narrative extracts are 

examples to illustrate this point of difference and show how language choice influenced the 

narrative theme that developed when the same issue was being discussed. They have been 

taken from separate parts of the meeting conversation where the role of GPs in cancer care 

was being discussed.   

 

ISSUE THEME: Involving GPs 

Technical theme 

 

 “We start the education process when they ring us or, we ring them. I suppose with 

 radiation therapy, with different tumour sites it depends on what you are having 

 planned and treated”. 

 

 “We send chemotherapy treatment plans via CSCAT to the GP when [patients] are 

 starting through Medical Objects. Medical Objects is a software system that we use to 

 send GPs information.” 

 

Experience theme 
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 “Cos I had a little man this morning who’d been to his GP at the weekend cos he had 

 treatment 3 weeks ago and everything was still bleeding. And the GP said, ‘I don’t 

 know what to do’”. 

 

 “We use a language about cancer that is about war and fight and I thought the term 

 ‘survivor’ fitted right in with that. But you know, I’ve had a patient say to me, ‘I’ve 

 read about all this battle with cancer and I’m still waiting for the battle’ ”. 

  

In the first extract, the language used gives a factual description of the systems that are used 

to involve GPs in the patient’s care. In this extract, the language chosen makes no reference 

to the GPs’ or other health professionals’ experiences of this system and as such, although 

this is a narrative account of how GPs are involved, there is no relational connection for the 

listener. Unlike technical narrative, experience narrative incorporates language that makes the 

listener feel a sense of awe, humour and empathy and that relationally orients the listener to 

the patient or clinician’s experience. Conroy (2010, p. 91) uses the language of epic, comic, 

tragic and romantic to capture the relational effect that some narratives can have on listeners. 

Each of these story modes has a different emotional effect. For example, epic invites the 

audience to marvel at the hero’s achievements; the comic invites laughter; the tragic invites 

feelings of compassion and awe at the protagonists’ suffering; and the romantic invites 

feelings of sentimentality and love. In this study a key point of difference between narrative 

with an experience theme and narrative with a technical theme, the feelings that experience 

narrative can evoke in the listener.  The language chosen for these personal accounts of 

patient and clinician experience appeared to orient the network’s talk towards the right brain 

(Bate, et al., 2008), relational human and cultural aspects of cancer care. Experience 

narratives could therefore be considered a discursive practice that lead to cancer care issues 

being brought to the fore during decision making.  

 

In the final phase of this analysis, the empirical material on narrative theme was incorporated 

into the mapping of issue themes, interaction sequence and turning points. This mapping, 

which is included in Appendix 2.0, revealed that it was experience narratives that typically 

lead into talk on cancer care issues. Experience narrative was more prevalent in talk on 

cancer care issues than technical narrative, and technical narrative was more prevalent in talk 

around management issues. However, it should be noted that while technical narrative was 
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more dominant in talk around management issues, there was still some experience narrative – 

it just emerged less often. In contrast, the opposite was the case for talk around management 

issues. Based on these findings, it appears that narrative might have several roles in the 

network’s decision making roles, dependant on the narrative theme. This material suggests 

that a role of experience narrative in network discourse was to relationally orient discursive 

practices and establish and maintain a right brain discourse-in-practice concerned with the 

human and cultural aspects of cancer care.  In contrast, the role of technical narrative was to 

uphold managerial discursive practices and maintain a technical/scientific discourse-in-

practice.  

 

This empirical material on turn taking, overall structural organisation, sequence organisation, 

turn design, and lexical choice also highlights what Heritage (2004; 2005) referred to as 

‘interactional asymmetries’. The network’s pattern of turn taking prioritises the contributions 

of the chair allowing her to take and retain the initiative in the interaction, shape the topic of 

conversation, and direct the conversation towards management issues. In this network, 

managerial discursive practices, characterised by factual and expert talk and technical 

narrative, are dominant. As a result, there is an epistemological preference for objective 

knowledge and asymmetry in the use of expert knowledge over patient and clinician 

experience. The network’s managerial discursive practices do not easily accommodate patient 

and clinician experience as a valid source of knowledge for decision making. By favouring 

the factual knowledge offered by experts, further asymmetry in institutional knowhow is 

created. These asymmetries create tensions which add to the socio- political and emotional 

aspects of decision making emphasised by Hosking (Hosking, 1988; Hosking & Fineman, 

1990; Morley & Hosking, 2003)  in her theory of leadership as decision making. It appears 

that single-ontology sensemaking may therefore be adding to the difficulties of decision 

making rather than skilfuly dealing with the different values and interests of participants.   

 

5.2 The leadership implications of institutional talk  

 

Institutional talk analysis seeks to reveal what is institutional about talk in a particular 

organisational setting. The institutionality of talk is an outcome of a dynamic inter-
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relationship between discourse in practice and discursive practices (Fairhurst, 2007; Heritage, 

2004; Heritage, 2005). Holstein and Gubrium (2005) referred to this inter-relationship as the 

hows and whats of social construction. They argued that, only when the hows and whats of 

social reality construction are considered, can why’ social reality is the way it is, be 

understood.  The institutional talk of the CCN has been examined from the dimensions of 

turn taking, overall structural organisation, interaction sequence, turn design (including the 

lexical choices made by participants in conversation and asymmetries in participation), 

epistemology, and institutional knowhow. This analysis had a particular focus on skilful 

relating. It aimed to develop an empirical understanding of the hows and whats of the 

network’s decision making, why the network’s decision making took the course that it did 

and whether the network’s decision making approach could be considered skilful in this 

institutional setting. In other words, the findings from this analysis describe the 

institutionality of the network’s talk and the implications for leadership as decision making. 

In Chapter Three multi-ontology sensemaking was theorised as a key part of skilful relating 

and important for the development of creative and innovative solutions. Multi-ontology 

sensemaking has therefore been a key focus when describing the institutionality of the 

network’s talk.   

 

The empirical material presented in this chapter describes the dimensions that distinguish the 

CCN’s institutional talk. It revealed that turn taking was centred on the contributions of the 

chair which directed the conversation towards issues relating to the managerial aspects of 

their project and the organisation of quality cancer care. Discourse-in-practice was technical / 

scientific in nature, which led to talk around the more relational, human / cultural aspects of 

cancer care being closed down prematurely. Management issues were discussed and 

developed at the expense of the ‘right brain’ issues relating to the human and aesthetic 

challenges faced by patients and clinicians. Although managerial discourse-in-practice and 

the more relationally oriented discourse-in-practice which centred on the human / cultural 

aspects of cancer care had a different focus, both kinds of talk were hybrids of factual, expert 

and narrative talk. The presence of factual, expert and narrative talk, regardless of the issue 

being discussed, indicated that the network had the linguistic resources to construct 

conversational spaces that supported multi-ontology sensemaking. However, although 

narrative was an overall feature of talk around both types of issues, it was narrative with a 

technical theme that typically dominated managerial discourse-in-practice. In contrast, 
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relationally oriented discourse-in-practice was typically dominated by narrative with an 

experience theme.  

Narrative with a technical theme was constructed using factual language and described the 

‘workings’ of cancer services. For example, technical narrative would typically describe the 

content of an education program, the systems for referring patients to cancer services and the 

tools used to communicate with patients and other clinicians. Narrative with a technical 

theme was an outsider description (Hosking, 2007) of the technology and scientific aspects 

(Bate, et al., 2008) of cancer care. These narratives made no reference to the experience of 

anyone involved or related to the events being described. Therefore, despite having a 

narrative element, managerial discourse-in-practice focused on technical and scientific detail.  

Talk around management issues was reflective of what was theorised in Chapter Three as 

single ontology sensemaking, heavily oriented towards fact and expert opinion and entitative 

ways of relating, which include dealing with person and context as separate entities. In 

contrast, relationally oriented discourse-in-practice around cancer care was characterised by 

narrative with an experience theme. Experience narrative incorporated language that made 

the listener experience feelings such as awe, humour and empathy. Narrative with an 

experience theme oriented the listener to right brain issues relating to patient or clinician 

experience. This relationally oriented discourse-in-practice was therefore more reflective of 

multi-ontology sensemaking where expert, fact and technical and experience narrative were 

all accommodated. The inclusion of experience narrative broadened the resources available to 

the network during decision making. The networks were no longer restricted to working with 

verifiable information on the technical and scientific aspects of cancer care. Rather, clinician 

and patient experience, a resource not typically accommodated in the dominant entitative 

discourse of healthcare (Fulop & Mark, 2013; Mark, 2006; Mark & Snowden, 2006), was 

available to them during decision making.  However, despite having the available resources, 

the opportunity for multi-ontology sensemaking to be maintained and sustained was limited 

in practice. Relationally oriented talk on cancer care was typically shut down by managerial 

discourse-in-practice. Consequently, since relationally oriented talk (which was inclusive of 

experience narrative) was the avenue for multi-ontology sensemaking, the potential of a 

multi-perspective approach to decision making was not realised.  

Closing down relationally oriented discourse-in-practice was a lost opportunity that had 

implications for the network. This analysis was based on the theoretical premises, argued in 
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Chapter Three, that when those involved in decision making are presented with difficult 

organisational dilemma, there is social disordering (Fulop & Mark, 2013). When social 

disordering unfolds, participants have the opportunity to create contexts for themselves, 

supportive of multi-ontology or single ontology sensemaking. In situations where difficult 

organisational dilemmas arise, which are cognitive, social, political and emotional in nature, 

then multi-ontology sensemaking is a means for new and innovative ways of thinking about 

these complex issues to emerge. In this analysis, I have observed that despite the full range of 

linguistic resources being available and hence the opportunity for multi-ontology 

sensemaking, the network typically reverts to single ontology sensemaking. In reverting to 

single ontology sensemaking, the network proceeds to frame relational, ‘messy right brain’ 

issues (Bate, et al., 2008, p. 8) as technical and scientific challenges which they develop by 

adopting evidence based rational decision making. However, despite single ontology 

sensemaking being the default approach for the network, there were instances where multi-

ontology sensemaking prevailed, albeit briefly. Examining these occasions of multi-ontology 

sensemaking more closely reveals that institutional talk has implications for decision making 

in the CCN and ultimately leadership.  

Figure 5.0 has been developed to illustrate the implications of institutional talk for decision 

making in the CCN. It is based on an extract of text from Meeting Three, Phase Six. In this 

interaction, the network is discussing whether, given that a GP might go for long periods of 

time between looking after a person with cancer, would they know what to do?  

 

 

 

 

 

Figure 5: The implications of institutional talk for decision making 
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When a member of the network asks the others whether they think that GPs know how to 

care for patients with cancer, there is social disordering. At this point, the network has 

options: to create a conversational space supportive of single ontology sensemaking, or one 

which is supportive of multi-ontology sensemaking. In the first instance, the network 

responds to social disordering by reaching for factual and expert knowledge which results in 

technical/scientific discourse-in-practice: What does the evidence tell us? What do we know 

to be the right thing to do?  In doing this, their dilemma, that is, ‘How well can GPs look after 

cancer patients?’, is framed in managerial terms, a discursive practice that leads them to 

consider ‘treatment protocols for GPs to use as decision making resources’, as the solution. 

However, part way through this conversation, a participant describes a recent encounter with 

a patient where the patient tells a tragic story about experiencing long term rectal bleeding 

post radiotherapy, and how his GP did not know how to help him.  On hearing of this 

patient’s experience, the network changes the focus of their sensemaking, and the 

conversation moves from treatment protocols to discussing how patients rely first and 

foremost on their GP when they are in trouble. As a result, their discourse-in-practice starts to 

deal with the relational aspects of their dilemma. This relationally oriented discourse-in-
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practice leads to conjecturing about what it must be like to be a GP in that situation. 

Gradually, through their conjecturing, their thinking changes and the issue at the forefront of 

their decision making is no longer the GP’s lack of technical knowledge. Rather, it is their 

concern for the vulnerability of GPs who are faced with patients with serious side effects and 

“just don’t know what to do”. The network’s conjectural talk is ‘dilemma rich’ in that it 

brings to the surface and begins to explore the cognitive, social, political and emotional 

aspects of their dilemma. Conjectural talk is revealed in the empirical material as relationally 

orientated talk, which contrasts with the technical/scientific discourse-in-practice which 

emerged as the CCN’s initial response to social disordering.  Conjecture talk was a free 

flowing and speculative discourse-in-practice which explored how to support GPs’ care for 

people with cancer. Their ideas are no longer about ‘known’ technical resources such as 

protocols and checklists. Instead, they start to conjecture about the feasibility of a 24 hour GP 

helpline, an idea that represented a new way of working with GPs, and one they had never 

before considered.  

The notion of conjectural talk has emerged as an important point of difference between the 

CCN and the other network sub-committees that were not selected for analysis in this thesis. 

As discussed in Chapter Four, the meeting conversations of the CCN stood apart from the 

those of other network sub-committees in that they were ‘dilemma rich’ in comparison to the 

other networks. The approach adopted in the CCN was one which sought views and opinions 

from the other participants. Everyone was encouraged to have their say and as a result the 

possibilities that different opinions would be expressed and new dilemmas would surface, 

were realised. There appeared to be openness to surfacing new dilemmas so that they could 

be incorporated and developed as part of professional sensemaking. This contrasted with the 

meeting conversations of the other networks, which overall could be described as ‘dilemma 

poor’, as little attempt was made to seek out different viewpoints; and if difference of opinion 

did arise, it was acknowledged, but not incorporated into participants’ professional 

sensemaking. To illustrate this point, a sample of a meeting conversation from one of the 

networks that shows the concept of ‘dilemma poor’ is attached as Appendix 3. This extract is 

typical of the professional sensemaking that led to a dilemma poor meeting conversation. It 

illustrates how when issues were raised by participants they were not always developed into 

dilemmas, explored and made sense of by participants. In this example, taken from the first 

meeting of a network sub-committee, the chair begins the meeting by describing to the other 
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participants what they will be doing. Her report is based on meetings she has had outside of 

the sub-committee with a nursing director at the hospital and her own background research. 

In this extract, a concern is raised by a participant that, what the chair has proposed is 

different from what they understood to be the purpose of the group. The chair, or any other 

participants, makes no attempt to ascertain the views of the other members. Instead the chair 

responds with a description of the process for selecting the project that she describes,  

“From that workshop there were four presentations and three were chosen as the 

priority, of which ….. this was one of them. So what I, I’m not sure, I’m not sure if I 

sent that through to you. This was the summary of the communication project that 

was presented at the workshop in June. So from there, people nominated what groups 

they were going to be involved in. So from there, got together with D, who sort of 

went through the nominations for the group and elected people. And here you are”. 

In this example the chair does not deal at all with the participant’s concern that the scope of 

the sub-committee is not what she understood and, as she says, “does not seem to be 

consistent with anything that I can remember”. Instead of promoting a discussion the chair 

uses the following orienteering analogy, “I don’t really care how I get from A to B, as long as 

I get there”, to nullify these concerns. As a result the opportunity for this issue to be further 

developed and discussed by participants was suppressed. This single ontology approach was 

typical of how this chair dealt with issues that were raised by participants and is reflective of 

what I observed frequently happening in the other sub-committees. This single ontology 

approach was perceived as dilemma poor meeting conversation with limited opportunity for 

relationally oriented leadership and multi-ontology sensemaking.  

In contrast, the first meeting of the CCN incorporated several round-robin exercises where 

members were asked to share their views on, for example, the strengths and weaknesses of 

the network, and who cancer care coordinators should partner with. This approach generated 

dilemmas, such choosing between different ideas, without which there is no opening for 

conjectural talk. Dilemma rich conversations such as those identified in the meeting video of 

the CCN are akin to Fulop and Mark’s (2013) theoretical view that social disordering is the 

starting point for decision making. Dilemma rich conversations can therefore be perceived as 

conversational spaces that hold the possibility for different opinions in the form of experience 

narrative to emerge and conjectural talk unfold. Reflecting back to my initial review of the 



 

 

 

 

  

170 
   
 

meeting conversation of the network sub-committees not selected for detailed analysis,  it is 

therefore plausible that what I first identified as being ‘dilemma poor’ professional 

sensemaking, may partly reflect an absence the discourse-in-practice which I have described 

as conjectural talk in the meeting conversations of the other networks.  

The extract of meeting conversation, illustrated in Figure 5.0 above, illustrates a dilemma rich 

conversation with the potential for multi-ontology sensemaking to lead to creative and 

innovative decision making. Conjectural talk is uncovered as a discourse-in-practice through 

which new ideas can develop during multi-ontology sensemaking. Unfortunately, however, 

the institutionality of the network’s talk constrained conjectural talk and prematurely shut 

down multi-ontology sensemaking. These opportunities were lost because of the 

technical/scientific discourse-in-practice that dominated professional sensemaking and 

resulted in single ontology sensemaking.  The network’s underlying preference for left brain 

(Bate, et al., 2008) issues or their managerial discursive practices, as revealed by the chair’s 

orientation towards management issues, sustained the network’s pattern of turn taking, turn 

design and lexical choice which did not allow the human and social aspects of cancer care to 

be developed as a source for creative and innovative solutions.  

The empirical material presented in this chapter describes the institutional talk of the CCN as 

interplay between entrained managerial discursive practices and technical/scientific 

discourse-in-practice which results in a relationally bare decision making approach. It shows 

empirically how single ontology sensemaking, despite being challenged by a relationally 

oriented discourse-in-practice, restricted the network’s ability to explore issues other than the 

technical and scientific issues that typically preoccupy decision making in healthcare. Given 

the difficult nature of the network’s brief, which was to improve the quality of cancer care by 

developing strong partnership between clinicians and patients, their single ontology approach 

to decision making could be considered less skilful than the multi-ontology approach that 

they consistently shut down. Single ontology sensemaking reflects more rigid social ordering 

and is less skilful, in this context because it does not deal with the cognitive, social, political 

and emotional aspects of difficult organisational dilemmas. In this study institutional talk 

analysis has been used to expose how a single ontology approach to decision making can 

suppress the relational  issues which are an important part in any quality improvement effort 

in healthcare (Bate, et al., 2008) even though they are challenging (Fulop & Mark, 2013). In 

this network institutional talk was revealed as a source of cognitive social, political and 
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emotional, tension rather than a means for skilfuly handling differences in the values and 

interests of participants. The contributions of these empirical insights for enhancing our 

understanding  leadership as decision making in a clinical network that have been presented 

in this chapter will now be discussed chapter six.
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CHAPTER 6 Relationally oriented leadership as decision making 

6.0 Introduction 

 

This chapter will highlight how the theoretical limitations of the Cynefin Framework and 

relational leadership theory led to the development of a relationally oriented approach that 

fits with the emerging leadership practice paradigm (Denis, et al., 2010; Izatt-White, 2011; 

Peck & Dickinson, 2009a; Raelin, 2011). To achieve this, three practice based narratives 

describing decision making in a clinical network context have been developed to complement 

the empirical material discussed in Chapter 5. The first narrative describes the entitative 

framing of networks and approach to leadership as decision making that is typical in 

healthcare (Mark, 2006; Mark & Snowden, 2006). The second narrative describes the 

relational, idealised framing of clinical networks and approach to leadership as decision 

making (Fairhurst, 2007; Fulop & Mark, 2010; Fulop & Mark, 2013; Hosking, 1988; 

Hosking & Fineman, 1990; Hosking & Morley, 1988; Morley & Hosking, 2003; Uhl-Bien, 

2006). The third narrative illustrates the new empirical insights into relational leadership 

practice and decision making offered in this thesis. It describes the messy and inevitably 

disordered nature of decision making that has been theorised as possible in relational 

leadership theories (Fulop & Mark, 2013) but, that until now, has never been studied 

empirically in healthcare. It demonstrates the utility of institutional talk as both theory and 

method and how it has been successfully used to bridge theory and research practice. 

However, as well as describing three possible ways in which leadership as decision making 

might be socially constructed (entitative, relational and disordered), the narratives also show 

how clinical networks can be relationally re-framed as decision-making contexts influencing 

the course of decision making and what is perceived as skilful relating. The cognitive, social, 

political and emotional processes involved in skilful relating are used to understand and 

explain the whys of relational leadership as a social disordering in practice that has the 

potential to promote multi-ontology sensemaking. This shifts the analysis to the leadership 

challenges of professional sensemaking. 
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6.1 Contextualising relational leadership theory using institutional talk  

 

While Hosking’s relational theory of leadership as decision making (Hosking, 1988; Hosking 

& Fineman, 1990; Hosking & Morley, 1988; Morley & Hosking, 2003) and the Cynefin 

Framework (Kurtz & Snowden, 2003; Snowden, 2005; Snowden & Boone, 2007) were 

highly relevant to the organisational dilemma on which this thesis has focused, both theories 

had elements which were problematic once the notion of context was framed in terms of 

institutional talk. However, it was this theoretical challenge that led to the unusual approach 

of using institutional talk to theoretically and methodologically inform this empirical study of 

leadership as decision making in a clinical network context. The Cynefin Framework is 

posited as a multi-ontology sense-making tool which helps leaders make sense of when to use 

a structured, ordered management approach based on planned outcomes or when to adopt an 

un-ordered approach where outcomes are emergent (Snowden & Boone, 2007).  

 

The Cynefin Framework was useful in this thesis because it offered a language for talking 

about relational leadership that was relevant to the entitatively oriented thinking around 

leadership, decision making and complexity which, as I have argued throughout this thesis, 

prevails in Queensland Health. However, the Cynefin Framework was a cognitive science 

approach to leadership (Browning & Boudès, 2005; Kurtz & Snowden, 2003). It is  framed 

around a cognitive interpretation of sense-making which is tied to knowledge making 

(Browning & Boudès, 2005) and as such, it sustains what Hosking (2005; Hosking, 2008) 

referred to as divided and individualised subject-object relations as the basis for theorising 

leadership. This entitative framing of the Cynefin Framework assigns subject-object relations 

to persons and context and neglects that relations between, for example, leaders and context, 

and leaders and knowledge can be socially constructed in ways other than subject-object 

(Denis, et al., 2010; Holstein & Gubrium, 2005; Hosking, 2011a; Hosking & Shamir, 2012). 

The Cynefin Framework was problematic for this thesis which sought to enhance 

understanding of leadership as decision making by moving away from entitative thinking and 

re-framing leadership and clinical networks relationally. It did not offer an adequate way in 

which to explore the organisational dilemma I had observed, which was the repeated failure 

of networks to move beyond tried and known ways of dealing with cancer treatment and 

intervention regimes. The empirical material I collected confirmed this notion but only to a 
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point and in fact, challenged my understanding that relational leadership was an ‘either or’ 

proposition (relational or entitative) as the literature seemed to suggest. It also challenged the 

assumption that the cognitive, social, political and emotional processes are of equal salience 

in explaining relationally oriented leadership in terms of professional sensemaking and 

sensegiving (Maitlis, 2005).  

 

Hosking’s relational theory of leadership as decision making was initially appropriated in this 

thesis because it stood apart from the accepted competency based approach that originated in 

the NHS (Bolden & Gosling, 2006a; Bolden & Gosling, 2006b) and had been adopted by 

Queensland Health (Crethar, et al., 2009). It was unusual and appealing because it framed 

leadership as a social organising process which encompassed cognitive, social, political and 

emotional processes. That it included cognitive processes was important, because 

professional identity is very much about exceptionally strong valuations and valuing, interests 

and preferences of agents and task logics that are quite distinct in healthcare because of their 

single ontological bias (Fulop & Mark, 2013; Hall & White, 2005; Mark & Snowden, 2006). 

Any notion of professional sensemaking in healthcare has to acknowledge that there is a 

cognitive aspect to the relational approach. Hosking’s work was also one of the few relational 

theories of leadership, excluding Grint (2005) and Fairhurst (2007), to link leadership to task 

accomplishment and argue that decision making was central to understanding leadership 

under certain circumstances (Fulop & Mark, 2013; Hosking, 1988; Hosking & Fineman, 

1990; Hosking & Morley, 1988; Morley & Hosking, 2003). This relational view starts with 

the assumption that leadership is always a social ordering process involving the values and 

interests of participants in which the creation of flexible social ordering is paramount to 

fostering creativity and innovation and breaking out of entrained patterns of thinking and 

problem solving (Hosking & Morley, 1988; Morley & Hosking, 2003; Uhl-Bien, 2006). 

Skilful relating refers to how flexible social ordering can be promoted and this thesis has 

argued that multi-ontology sensemaking is a contextualising process that can be harnessed in 

practice to alter professional sensemaking. Skilful relating can be attributable by others to an 

individual or collective or both, and is accomplished through either disruption to, 

preservation of, or the disintegration of, a social order that always involves both discursive 

practices and discourse-in-practice. Social ordering is always also a process of disordering 

and is political to the extent that it always involves the potential for some to gain or lose from 

the outcomes that are reached. The leadership challenge is to be able to align the different 
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values and interests of active, constructive and interpretive agents until they converge onto a 

position which is acceptable to those involved and gets them onside. Acceptability has to be 

negotiated as a collective endeavour. It is also a struggle because of the disordering involved, 

which takes place through the interplay of discursive practice and discourse-in-practice 

(Holstein & Gubrium, 2005; Hosking & Fineman, 1990), and which also begins to account 

for new lines of action (Hosking, 1988; Hosking & Fineman, 1990; Morley & Hosking, 

2003). This cognitive process of negotiating an acceptable social order that promotes the 

values and interests of participants is described as intelligent social action (Fulop & Mark, 

2013; Hosking & Fineman, 1990).  

 

Intelligent social action draws on two forms of expertise that are also recognised in the 

Cynefin Framework (Fulop & Mark, 2013). The first is the generalisable expertise that is 

required to understand the type of issue that is being faced which, if using the Cynefin 

Framework, would result in the issue being understood as simple, complicated, complex, or 

chaos. The second type of expertise is the knowledge gleaned from past experiences which 

can be used to inform how best to deal with an issue. Together, these forms of expertise 

create or shape one particular context over another, making intelligent or unintelligent social 

action possible (Fulop & Mark, 2013). The leadership challenge during decision making is 

therefore to ensure that social ordering stays flexible and that particular expertise is not 

allowed to dominate discourse-in-practice and thus constrain professional sensemaking in 

ritualistic and narrow ways (Fulop & Mark, 2013; Hall & White, 2005; Snowden & Boone, 

2007; White, 2002).  Skilful relating is needed to articulate, respect and preserve any points 

of difference between discursive practices. It is said to require a special kind of dialogue that 

encourages open-minded thinking (Morley & Hosking, 2003) and brings about conversations 

where, in the language of the Cynefin Framework, all four ontologies have the possibility of 

being entertained (Fulop & Mark, 2013).  Open-minded thinking can result in what Morley 

and Hosking (2003, p. 75) talk about as ‘cultures of productivity’ where different lines of 

thinking are thrown up and the possibility of a different course of action being pursued 

emerges. Skilful relating amongst those involved achieves this by dealing in appropriate ways 

with the cognitive, social, political and emotional challenges that come with choosing one 

course of action over another. Fulop and Mark (2013) highlighted that Morley and Hosking 

(2003) elaborated on the idea of intelligent social action in terms of cognitive tuning, 

reinforcing the fact that relationally oriented leadership approaches often fail to appreciate 
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that cognitive processes are also an important function of leadership because they are the 

means through which individuals fill gaps in their knowledge in order to promote and make 

acceptable a particular position to themselves and others. This ‘cognitive tuning’ (Morley & 

Hosking, 2003, p. 74) is not only guided by particular kinds of knowledge, it is also informed 

by different conversations and different values and interests. Morley and Hosking (2003) 

suggested, a view that is also supported by Fulop and Mark (2013) that this process of 

cognitive tuning can explain why individuals often engage in limited conversations and can 

become too confident that they understand the world, revealing a confidence that in 

healthcare can be construed as expert decision making.  

 

Although the notion of skilful relating, as a special kind of dialogue which is appreciative of 

other viewpoints and perspectives, is still a part of Hosking’s theorising on relational 

leadership, it has distanced itself from decision making as central to understanding 

leadership. Hosking’s theorising has developed into a general dialogic theory of leadership 

(Fulop & Mark, 2013; Hosking, 2011a; Hosking & Shamir, 2012). This dialogic approach 

emphasises language, dialogue and narrative and how people shape meaning in everyday 

conversation through responsive dialogue and reflexive practice (Cunliffe, 2008). It promotes 

the idea that leadership is embedded in everyday dialogical practices and advocates that 

small, seemingly insignificant interactions are important in the construction of open dialogue 

because they create understanding and respect. This standpoint has a strong moral-ethical 

theme which emphasises working with, and being respectful of differences, rather than using 

persuasion, instruction or other similar means to influence the sensemaking of others 

(Cunliffe & Eriksen, 2011; Hosking, 2011a; Hosking & Shamir, 2012). However, in turning 

towards a general dialogical theory of relational leadership, Hosking focuses solely on how 

leadership is socially constructed. In doing so she waters down the importance of context in 

shaping the relational processes (Fairhurst, 2007; Peck & Dickinson, 2009a) that she argues 

is constitutive of leadership (Hosking, 2011a; Hosking & Shamir, 2012).  

 

Hosking introduced the notion of subject-object relations (Hosking, 2005) to articulate the 

points of difference between her more recently adopted dialogical approach from other social 

constructionist theories of leadership such as  constitutive  (Grint, 2005; Peck & Dickinson, 

2009a) and discursive leadership theories (Alvesson & Sveningsson, 2003; Barge & 

Fairhurst, 2008; Collinson, 2005; Fairhurst, 2007; Fairhurst, 2011; Kelly, et al., 2006) 
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discussed in Chapter Three. Subject-object relations are characteristic of an entitative 

thinking where one entity is constructed as Subject which acts, knows, speaks for, shapes or 

structures another entity, referred to as Object. The entitative perspective constructs leaders, 

scientists and researchers as Subjects when they act to build knowledge (objective or 

subjective) about the Object or how an Object is constructed; knowledge which is then used 

as the basis for social action (Hosking & Shamir, 2012).  In contrast, a dialogic theory of 

leadership considers the relationship between persons and context as an on-going social 

construction that is other directed. Subject-object relations are replaced by the notion of self-

other relations where there are multiple voices in on-going dialogue rather than the hierarchy 

of knowledge and expertise inherent in entitative Subject-Object relations. In this approach, 

the local realities that are socially constructed in and through dialogue are not transformed 

into knowledge about the nature of social reality. There is, therefore, no knowing subject with 

knowledge or other power over an object but rather, constitutive relational processes that 

leave open the possibility for social reality to be constructed in any number of ways. There is 

no fixed or known understanding of an issue or dilemma, no right or wrong or better or 

worse. Instead of, for example, there being leadership theories to describe how leadership is, 

or should be, in a given context, there are constitutive relational processes that exist in and 

through dialogue which can construct leadership relations as participative and more equal 

than subject-object relations (Hosking, 2007; Hosking & Shamir, 2012). Hosking (Hosking, 

2011a) advocated her theory as not a theory, but an empty theory and a method of relational 

construction, and was not concerned about other interpretations or readings of leadership. 

Hosking’s theorising of relational leadership is thus a binary model where relational is an 

alternative way of theorising leadership to entitative (Hosking, 2005; Hosking & Shamir, 

2012). However, as highlighted by Shamir (2012), in the empirical world, this binary 

approach is problematic. 
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6.1.1 The problems of a binary approach 

 

The following two narratives have been developed to illustrate Hosking’s binary 

entitative/relational approach and how the empirical material in this thesis has led to a 

reconceptualisation of the approach of relational leadership practice as decision making. They 

are practical representations of entitative and relational conceptualisations of networks and 

leadership as decision making. The first narrative will illustrate networks as organisational 

entities. It describes the entitatively driven decision making that has been argued in this thesis 

as typical in healthcare settings (Mark, 2006; Mark & Snowden, 2006) and regularly leads 

decision making down a technical / scientific (Bate, et al., 2008) path. The second narrative 

describes the relationally oriented decision making which has been theorised as ‘ideal’ 

Hosking & Morley, 1988; Morley & Hosking, 2003; Hosking & Shamir, 2012; Peck & 

Dickinson, 2009a)(Fairhurst, 2007; Hosking, 1988; Hosking & Fineman, 1990; Hosking & 

Morley, 1988; Morley & Hosking, 2003; Hosking & Shamir, 2012; Peck & Dickinson, 

2009a) and important in healthcare settings (Fulop & Mark, 2010; Fulop & Mark, 2013). It 

frames clinical networks as decision making contexts that can develop and progress creative 

and innovative decision making through multi-ontology sensemaking, flexible social ordering 

and skilful relating. Creativity and innovation in this context are perceived as new ways of 

thinking and dealing with issues that emerge out of the open-minded thinking (Morley & 

Hosking, 2003) that reflects skilful relating.  

 

The narratives presented below are practical examples that have the status of regular or 

typical occurrences (Izatt-White, 2011) in healthcare and how leadership as decision making 

could play out in practice, depending on the orientation that is adopted. The narratives are 

based on what has been learnt from the empirical material in Chapter 5. However, they have 

not been drawn directly from this empirical material for two reasons. Firstly, the network 

sub-committees each had different service improvement goals and I did not want to over-

emphasis one particular network and its activities. Secondly, the narratives are intended as 

illustrations of the typical and idealised perspectives on leadership as decision making in 

healthcare that are theorised in the literature but have yet to be substantiated with empirical 

material. As practical illustrations of leadership as decision making in a clinical network 

context, they provide material for comparing and contrasting both approaches and teasing out 
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whether, and in what other ways of theorising, leadership as decision making might be 

possible. Having the three different narrative illustrations to compare and contrast helps to 

explore the interplay between the hows, whats and whys of leadership as decision making 

which promotes critical consciousness (Holstein & Gubrium, 2005).  

 

The narratives are developed around an organisational dilemma which requires the collective 

commitment of a clinical network and of Queensland Health to progress.  The dilemma 

depicted is one that clinical cancer networks in Queensland Health will increasingly face as 

more comparative data on population outcomes, (Queensland Health, 2012) and the outcomes 

of cancer treatments across individual Hospital and Health Services, become available 

(QCCAT, 2012). The narratives describe a situation where data are publically released that 

shows higher rates of 30 day mortality for complex cancer surgery done in low volume 

hospitals compared to higher volume hospitals. In response to this, Queensland Health 

announces that $500,000 will be made available to establish a Cancer Surgery Network. The 

Cancer Surgery Network will be responsible for developing and implementing strategies to 

reduce variation in outcomes for patients undergoing cancer surgery. The network has been 

asked to ensure that limiting complex surgery in the regional and rural hospitals that could be 

classified as low volume is a key strategy. As is the usual practice, the network will be 

chaired by an emeritus surgeon from a major tertiary hospital and led by a steering group 

comprising surgeons and healthcare executives. There is one surgeon from a regional hospital 

on the network steering committee; the other members are from metropolitan hospitals. There 

are no representatives from organisations external to Queensland Health such as consumer 

organisations or general practice. There has been a political backlash from rural and regional 

communities and consumer advocacy groups. Typically, the Australian Medical Association 

and the Royal Australian College of Surgeons have condemned the data as open to 

misinterpretation and expressed outrage that they had not been consulted prior to its release. 

Also typically, surgeons in rural and regional hospitals are angry because they believe that 

the report describes them as being less skilled than their colleagues working in the larger 

metropolitan hospitals. The Cancer Surgery Network is faced with a difficult dilemma or 

dilemmas.  
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6.1.2 Entitatively driven leadership  

 

This narrative illustrates the typical entitative approach to decision making in healthcare and 

its leadership implications for practice. Following the public release of the data on 30 day 

surgical mortality, Queensland Health is presented with a significant dilemma that triggers 

social disordering. 

 

Theoretical 

Description 

Narrative 

Social disordering Triggered by the public release of a data on higher 30 day 

mortality rates for cancer surgery in low volume hospitals in 

Queensland. The opposition and the newspapers are claiming 

that the Government was hiding this information from the 

public who have the right to know this type of information 

where it is available.  

Ordered ontology 

Network is an 

organisational entity 

Network provides 

leadership  

The leaders of 

organisational 

development and 

change are the 

Network Executive 

members 

The Director General Queensland Health establishes the 

‘Cancer Surgery Network’.  The network is allocated $500,000 

and given the mandate to do whatever it needs to ‘fix’ complex 

cancer surgery in Queensland. The Director General has 

selected the Cancer Surgery Network chair, established a 

network executive and selected its members. Individuals have 

been appointed to the Network Executive on the basis of their 

clinical knowledge, expertise and experience. They will provide 

the leadership required to deliver organisational change and 

improve outcomes for patients. The Network Executive 

members are ‘experts’ in their field who know what needs to be 

done and how. They have clinical credibility and therefore the 

surgical community will adopt their recommendations.  

Rigid social ordering Queensland Health convenes the first meeting of the newly 

established Cancer Surgery Network Executive to discuss the 

unexplained variation in 30 day mortality revealed by the data.  
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At the Network meeting the Department advises that, based on 

these statistical analyses, it will no longer fund hospitals for 

selected complex cancer surgical procedures if they perform 

less than 5 per year.   

Technical/scientific 

discourse 

 

The implications of the data, which identifies the low volume 

hospitals with poorer outcomes, for Queensland Health and the 

hospitals concerned, are discussed. There are concerns 

regarding the number of medico-legal claims that could be 

made against Queensland Health, the surgical competency of 

the surgeons working in smaller hospitals and the 

appropriateness of current clinical guidelines. The feasibility of 

ceasing to fund low volume hospitals and how this intervention 

should be implemented is the focus of their conversation. 

Technical narrative 

 

 

A QH representative talks about how NSW hospitals have been 

advised that their outcomes for complex cancer surgery will be 

routinely monitored and funding ceased for complex 

procedures if 30 day mortality rates fall outside acceptable 

limits. QH’s priority is to minimise the political backlash and 

negative publicity that the Government is experiencing. 

Discursive practices 

are management 

oriented 

 

Single ontology 

sensemaking 

A Departmental representative makes a presentation to the 

network outlining the rising costs of surgery related medico-

legal claims for Queensland Health. It is predicted that further 

increases in medico-legal costs will result in cuts to surgical 

budgets at individual hospitals. In contrast, reducing the 

number of medico-legal claims would result in significant cost 

savings which could be invested back into clinical services. It is 

the opinion of the Queensland Health Legal Unit that complex 

cancer surgery should be stopped in low volume hospitals and 

only performed in two metropolitan tertiary hospitals.  The 

Cancer Surgery Network supports this position. 
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‘Complicated’ solution 

 

The Cancer Surgery Network, on behalf of the Queensland 

Health Department, issues a public statement outlining their 

position.   The Cancer Surgery Network is asked to prepare a 

position paper outlining the rationale for their decision.   

Rigid social ordering 

is sustained 

A joint Cancer Surgery Network / Queensland Health position 

paper is published. The Cancer Surgery Network is given 

additional funds to develop and implement a project to 

routinely monitor and report on where complex cancer surgical 

procedures are being performed. Any low volume hospital that 

performs a complex procedure will be financially penalised.  

The Network must now identify clinicians to participate in the 

development and implementation of a system for monitoring 

and routinely reporting if complex cancer surgery is performed 

outside the two designated hospitals.   

 

In this narrative, rigid social ordering is the response to social disordering. A rigid social 

order is established early on in this narrative when Queensland Health establishes the ‘Cancer 

Surgery Network’. They turn to clinician experts to act on behalf of others and identify a 

solution to their dilemma. They decide that their course of action will be to stop complex 

cancer surgery being done in low volume hospitals. Their decision was informed by 

published literature and expert opinion that the most highly trained surgeons work in the 

tertiary metropolitan hospitals and that the larger hospitals were better equipped to deal with 

complex surgical cases.  However, although their decision was based on the best available 

evidence, they failed to deal with the human and cultural issues such as: surgeons may not 

want to work in regional and rural hospitals if the more technical cases are to be sent 

elsewhere; patients would have no choice but travel to Brisbane away from their families for 

surgery; and this course of action goes against the Government’s political pledge to provide 

health services closer to home for regional and rural Queenslanders. This rigid social order is 

developed and maintained by technical/scientific discourse-in-practice.  The discursive 

practices that shape discourse-in-practice are strongly oriented towards management issues, 
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for example, the formal presentation of financial data and medico-legal risk. The interplay 

between discourse-in-practice and discursive practice leads to single ontology sensemaking, 

resulting in rational decisions made on behalf of others. Rigid social ordering is apparent in 

this narrative from Queensland Health’s quickness to tie the Cancer Surgery Network down 

to a course of action. Their approach constrained the Network’s thinking to the ‘known’, thus 

hindering their ability to improvise and be innovative. It also neglected the cognitive 

challenge of appreciating and managing the different values and interests of those involved 

and the social, emotional and political implications (described above) of choosing one course 

of action over another. This approach reduced the likelihood that the organisational change 

they sought would be achieved and sustained.  

 

In this narrative, technical/scientific discursive practices inhibit multi-ontology sensemaking 

and support single-ontology sensemaking which maintains rigid social ordering. Drawing 

from the empirical material presented in Chapter Five, one would anticipate that in the 

meeting conversations of this Network, the system of turn taking would prioritise managerial 

issues such as the reliability and validity of data and mechanisms for implementing a new 

funding model. The underlying managerial discursive practices of the Network serve to 

establish and sustain evidence-based decision making and rigid social ordering. As was 

observed in Chapter Five, the contributions of the chair could play a critical role in the single 

ontology approach that is adopted. For example, ‘turns at talk’ might be designed to ensure 

that the linguistic resources of factual and expert talk and technical narrative were readily 

available. Turning points and decision points could be used to shut down relationally oriented 

discourse-in-practice. The meeting conversation in this Network would be characterised by 

asymmetries (Heritage, 2004). Interactional asymmetry and asymmetry in institutional 

knowhow would occur, whereby the technical/scientific contributions of at least one 

participant with the content expertise that is theorised as being needed to understand the type 

of issue that is being faced (Morley & Hosking, 2003) would likely dominate and over-ride 

relationally oriented discourse-in-practice which would seek out the different views, opinions 

and experiences of the network members. Single ontology sensemaking, which emphasises 

objective knowledge, would result in meeting conversation which was dilemma poor with 

fewer choices as to the best solution available.  This single ontology approach would 

manifest as epistemological asymmetry.  
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6.1.3 Relationally led leadership 

 

This narrative illustrates an idealised, relationally led approach to decision making. 

 

Theoretical 

Description 

Narrative 

Social disordering Triggered by the public release of data on higher 30 day 

mortality rates for cancer surgery in low volume hospitals in 

Queensland. The opposition and the newspapers are claiming 

that the Government was hiding this information from the 

public, who have the right to know this type of information 

where it is available. Surgeons, working in regional and rural 

hospitals, are angry that outcomes data has been released 

without any consultation or notification. They are frustrated and 

feel unprepared to deal with the concerns of patients and their 

families. 

Queensland Health 

creates the opportunity 

for professional 

networking around the 

issues of complex 

cancer surgery and 

patient outcomes 

 

Queensland Health announces that they are looking to 

professional networks between and within groups of surgeons, 

their professional organisations, hospitals and surgical units 

across Queensland, Australia and internationally to work with 

them to identify what can be done to ensure that patient 

outcomes for complex cancer surgery are equitable across the 

state.  

 

Flexible social 

ordering 

 

 

 

 

Factual, expert and 

narrative (technical 

Queensland Health hosts a statewide forum to engage in a 

dialogue around unexplained variation in outcomes for complex 

cancer surgery. The forum is open to all interested parties –

however, in addition, over 120 clinicians, consumers, hospital 

administrators and non-government organisations are invited. 

 

At the forum, representatives from QLD, NSW and Victoria 

present data on outcomes for complex cancer surgery in low 
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and experience) 

discourse-in-practice. 

 

 

 

 

 

 

Discursive practices 

facilitate widespread 

involvement by 

participants. They 

bring the human and 

cultural aspects of 

complex cancer 

surgery into 

professional 

sensemaking. 

 

Multi-ontology 

sensemaking 

 

Flexible social 

ordering 

 

 

 

 

 

volume hospitals.  A literature review on the issue had been 

undertaken and a summary of the review circulated prior to the 

forum. Local referral protocols are exchanged and clinicians are 

encouraged to talk about how they are used in the different 

hospitals. Participants share stories of their experiences as 

patients, carers and surgeons working in regional and remote 

hospitals.  

 

At the forum additional outcomes data are presented on large 

posters around the room. Participants are encouraged to view the 

posters (as in an art gallery) and talk to each other about what 

this means to them. Participants continue these discussions in 

groups of twelve around tables. Their discussions are recorded 

and they are asked to note down what they believe is a sensible 

course of action.  During the forum, participants spend some 

time talking about how the rural and regional surgical units 

decide which patients to refer to a larger hospital for their 

surgery. They express their concern that the issue is more 

complex than, low volume equals poor outcomes, and therefore 

should be stopped. They believe that a solution must consider 

that rural and regional hospitals already find it difficult to recruit 

surgeons as well as consider the damage that the release of the 

data has had on the professional reputation of many regional and 

rural surgeons. Regional surgeons share their experiences of 

how difficult it is to say to elderly patients that they cannot have 

their surgery locally and report that many elderly patients are 

distressed at the possibility of going to a Brisbane hospital.  

Networks are socially 

constructed decision 

making contexts. 

Following the round table discussions, forty participants indicate 

that they would like to continue to work with Queensland Health 

on this issue. They refer to themselves as a professional network 



 

 

 

 

  

186 

 

 

Intelligent social 

action 

 

with a special interest in complex cancer surgery. There is 

overall agreement that the short term solution is not to penalise 

low volume hospitals, as many of them have good outcomes. It 

makes sense to participants that the first step is to give the 

individual hospitals their own data with some comparative 

examples of outcomes from similar hospitals and ask them to 

establish local user groups which include consumers and other 

community members. 

  

Skilful relating 

 

Relationally oriented 

solutions 

 

This is a new approach never before suggested. However, after 

listening to all points of view and discussing them, participants 

feel that this approach will help deal with the different views 

and opinions that exist, judgments that are being made by 

individuals on which hospitals should be allowed to perform 

complex cancer surgery, the frustrations of regional and rural 

patients who feel they are receiving ‘second class’ care and the 

surgeons who are angry that their professional reputation has 

been jeopardised. They also recognise that it will allow those 

most affected but often neglected, that is patients, to have input 

into the decision making.  

  

Intelligent social 

action 

 

Queensland Health accepts this new approach as sensible and 

can appreciate why the Network have decided not to pursue their 

preferred course of action.  However, cognisant that Queensland 

Health has clinical governance responsibilities and that their 

approach will take time, the Network agrees to develop 

guidelines for complex cancer surgery and develop 

recommendations on the clinical capabilities that are required by 

hospitals that choose to perform complex cancer procedures. 

The Network will seek to get these guidelines endorsed by the 

Royal Australian College of Surgeons.   
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Leaders 

 

The clinicians recognised as leaders following this exercise, 

were those whose contributions to the conversations encouraged 

and allowed all participants to have a say and share their ideas 

and opinions.  They consistently contributed to discussions in 

ways that ensured all suggestions were appreciated and 

considered as viable options. 

 

Skilful relating 

Cultures of 

productivity 

The Forum participants feel that their involvement is valued and 

is making a difference. The Department congratulates the 

Network on its progress.  

 

The second narrative contrasts with narrative one in that social disordering is negotiated 

through the development of  flexible social ordering; Queensland Health and the Cancer 

Surgery Network take time to listen and understand before deciding that they will first 

provide feedback data to individual hospitals. However, even when they do decide, the course 

of action they adopt is open to other views and opinions and consequently works to sustain 

flexible social ordering. In this narrative there are no quick decisions, but rather an on-going 

process of negotiation where new social realities are co-constructed collaboratively (Hosking, 

1988; Morley & Hosking, 2003; Uhl-Bien, 2006).  Participants demonstrate skilful relating 

by dealing with, rather than ignoring, the cognitive, social, political and emotional issues that 

surround them (Hosking, 1988; Hosking & Morley, 1988; Morley & Hosking, 2003).  For 

example, the Network avoids, through an open consultative process that is accepted by 

Queensland Health, political pressure to adopt an entitatively driven approach to finding a 

solution quickly. They recognise that for an appropriate solution to be identified and 

sustained, they must allow as many clinicians and other interested parties as possible to make 

sense and to judge for themselves the nature of the dilemma, the different solutions and how 

they will be affected by them. They are aware that all possible courses of action will serve the 

interests of some better than others. They also recognise that clinicians in the larger tertiary 

facilities may have resources such as political influence available to them that those in 

smaller hospitals do not. The Network knows that they rely on the collective participation of 

their peers to enact and sustain change. They are sensitive to the fact that the credibility of 

regional and rural surgeons is at stake and that losing surgeons in the smaller hospitals would 
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mean that Government imperatives to improve access would not be achieved. The network is 

a relationally led decision-making context from the outset, in which skilful relating enables 

multi-ontology sensemaking and flexible social ordering.  This flexible, open-minded, 

relational response to social disordering would be positioned at the far end of Cunliffe’s 

(2008) continuum of social constructionism discussed in Chapter Three. It would also be seen 

as promoting reflexivity at several levels and allowing the taken for granted regularity of 

occurrences and events surrounding cancer networks to be destabilised. In a highly 

professionalised context, such as a clinical network, cognitive tuning (Morley & Hosking, 

2003) becomes a critical process. The experiences of others must be judged and accepted as 

valid sources of information during decision making.  Individuals in positions such as the 

chair, therefore play an important role in enabling the adoption of a relational approach such 

as the one described in narrative two. 

In the second narrative, skilful relating and flexible social ordering (Hosking, 1988; Hosking 

& Morley, 1988; Hosking & Fineman, 1990) create a conversational space (Hosking & 

Bouwen, 2000) that accommodates fact, expert opinion and narrative as clinician experience 

and opens up the opportunity for new ideas to emerge. For example the forum is facilitated in 

a way that encourages open-minded thinking (Morley & Hosking, 2003). It is organised in a 

way that enables multi–ontology sensemaking where all three forms of knowledge: factual 

(outcomes data), expert (published evidence) and narrative (patient and clinician experience) 

are incorporated. Participants are allowed to view material in self-organising groups and 

discuss what the material means to them with their peers, and so discursive practices do not 

tie discourse-in-practice to a particular ontology. Clinicians exchange anecdotes about their 

own experiences dealing with similar issues. This is in contrast to the formal presentation of 

data by someone in a leadership position as described in narrative one.  Discourse-in-practice 

reflects management issues, for example, medico-legal issues as well as human and social 

issues such as professional reputations, and community perceptions that surgery in regional 

and rural areas is second class. While the chosen course of action did not completely satisfy 

all interests, that is, Queensland Health’s political imperative to stop surgery in low volume 

hospitals, it made sense to participants and Queensland Health in particular stayed engaged. 

The approach and the processes used were skilful, and as a result, their chosen course of 

action was perceived as intelligent (Hosking & Fineman, 1990; Morley & Hosking, 2003) 

because it took into account different interests and values and on what terms those involved 
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would do business (Fulop & Mark, 2013). The process was transparent and participants had 

the opportunity to consider the implications.  

In this narrative, multi-ontology sensemaking, flexible social ordering, skilful relating and 

intelligent social action led to a new decision making approach. Multi-ontology sensemaking, 

flexible social ordering and skilful relating were achieved by the salient contributions of a 

few individuals who were subsequently recognised as the Network leaders. These individuals 

contributed to the discussions and debates in ways that made sure the interests and values of 

everyone involved were handled so that even those who had the most to lose stayed involved 

and were engaged. Clinician participation in decision making into the future was self-

organising and self-sustaining and a culture of productivity was established (Morley & 

Hosking, 2003). This idealised representation of leadership as decision making illustrates 

how a relationally-led approach is skilful because it facilitates multi-ontology sensemaking 

and deals with the human and cultural issues associated with a change in the status quo and 

having to choose one course of action over another, and not just the technical (Bate, et al., 

2008). The solutions that emerged were innovative because they included something other 

than technical and scientific interventions such as guidelines which are often typical of this 

context (Mark, 2006).  Through skilful relating, the Network managed to break free of their 

entrained approach to decision making in a way that effectively dealt with the cognitive, 

social, political and emotional issues associated with securing collective commitment to 

change.  

In contrast to a transcript of meeting conversation from the first narrative, in the second 

narrative, relationally oriented discursive practices which were consultative and opinion 

seeking, could be anticipated to prevail in establishing and sustaining multi-ontology 

sensemaking and flexible social ordering. Meeting conversation from the second narrative 

would likely be dilemma rich with lots of options and ideas on future courses of action and 

choices to be made. Once again, individuals in position such as the chair would have a critical 

role to play in establishing this relationally oriented approach. Instead of shutting down 

experience narrative turning points that directed discourse-in-practice to open up, allow and 

incorporate them into professional sensemaking. Turn taking would balance the extent to 

which managerial and relational issues were decided. Turns would be designed to include 

factual, expert, technical and experience narrative. Asymmetries in interaction, 

epistemological and institutional knowhow would be reduced.  
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The entitative and relational notions of leadership illustrated by these two narratives represent 

two possible ways that leadership as decision making can emerge but the theory drives this 

account and not empirical findings. It lacks the reality check that comes from a practice-

based focus. Relational leadership emphasises on-going relational processes which are 

constitutive of leadership. It reflects a relational-constructionist view that focuses on 

understanding the on-going construction of leadership (Hosking, 2005; Hosking, 2011a; 

Hosking & Shamir, 2012). Relational realities are not questioned, judged or critiqued in order 

to make them known, as is the case of the entitative perspective (Hosking & Shamir, 2012).  

6.1.4 The binary trap 

 

Understanding leadership in terms of entitative and relational is a binary approach that frames 

relational as an alternative discourse to entitative which can enhance our understanding of 

leadership. However, Shamir (2012) argued that the entitative perspective is inevitable in any 

dialogue around leadership. He points out that in order to advance the notion of relational 

leadership Hosking must tell others about her relational constructionist framing of leadership. 

Shamir (2012) argued that, in doing so, she questions existing perspectives and makes value 

judgements on them to promote a relational constructionist approach. Consequently, in order 

to achieve her goal, Hosking, inevitably, must participate in entity construction. Shamir 

perceived that the relational perspective alone is a naïve standpoint which does not take into 

account that in the real world it is probably a meld of relational and entitative. While Shamir 

(2012) acknowledged the entitative perspective, he also warned that there may be negative 

consequences in over-privileging this viewpoint. For example, he identified that knowledge 

can be used as the basis to exclude different ideas and the voices of people who can and 

should have influence. When this happens, as was the case in the first narrative when the 

technical expertise of a select few clinicians was relied upon, multi-ontology sensemaking 

may be jeopardised, flexible social ordering constrained, and creative thinking stifled (Fulop 

& Mark, 2013).  

Shamir’s dialogue with Hosking is useful for this discussion because he has theorised, using 

examples from his own experience, how the entitative/relational binary does not always fit 

with social reality. It highlights that when applied in empirical contexts such as this thesis, a 

‘grey area’ between entitative and relational can become apparent and binary notions of 
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social reality that made sense theoretically become muddled as the dynamic, dialectical, 

collective and situated nature of ‘doing’ leadership emerges (Denis, et al., 2010). The 

neatness of the Cynefin Framework, and other similar representations (Fulop & Mark, 2013), 

becomes problematic from a practice perspective. Therefore, while this binary approach was 

useful for differentiating relational leadership, it left no conceptual space for leadership in 

clinical networks to be understood as anything other than entitative or relational. It led to the 

initial assumption that the thesis could only give a negative account of relational leadership 

practice in clinical networks. In theory at least, leadership is either the entitatively driven 

single ontology approach illustrated by the first narrative, or the idealised and highly elusive 

relationally led approach described in the second narrative. The binary approach implied that 

before I could begin to theoretically or empirically develop further the notion of leadership as 

decision making, I had to adopt either an entitative (ordered, rigid and single ontology) or 

relational (open, flexible and multi-ontology) stance. In particular, there was no opportunity 

to examine other theoretical understandings of leadership, such as that proposed by Fulop and 

Mark (2013). Fulop and Mark argued that leadership is highly contextualised and the starting 

point for understanding leadership as decision making is neither order nor unorder, but 

disorder. The entitative/relational binary notion of leadership was therefore a poor fit for 

empirically examining leadership as decision making in a messy context such as healthcare 

(Denis, et al., 2010; Fulop & Mark, 2013) which might be a meld of both relational and 

entitative perspectives. It neglected to account for the possibility that other theoretical 

constructions of leadership than entitative and relational were possible.   

 

The entitative discourse of the Cynefin Framework and Hosking’s binary approach to 

relational leadership discussed above, were not the only issues that made them theoretically 

problematic for examining leadership as decision making in a clinical network context. 

Another key issue was the way that they dealt with context. Both relational leadership theory 

and the Cynefin Framework could be criticised for not addressing the dynamic inter-

relationship between the relational processes that constitute leadership and the institutional 

setting, in particular the decision making resources that are afforded by particular contexts 

(Fairhurst, 2007; Holstein & Gubrium, 2005; Peck & Dickinson, 2009a). The Cynefin 

Framework, when used in practice, assumes subject-object relations. Leaders are framed as 

the decision makers who generate knowledge of context and in doing so define the decision 

making context for others. This approach puts boundaries around person and context and 
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ignores any possibility that context might influence the social construction of leadership 

(Fairhurst, 2007; Peck & Dickinson, 2009a). Albeit in a different way, Hosking’s dialogical 

approach to relational leadership also neglects to consider that context as an institutional 

process might influence leadership construction in regular and predictable ways. Hosking 

emphasises relational processes (Hosking, 1988; Hosking & Morley, 1988; Hosking & 

Fineman, 1990; Hosking, 2011a) but neglects to consider that the relational processes that 

constitute leadership have limits (Holstein & Gubrium, 2005; Peck & Dickinson, 2009a) as 

well as dialogic origins (Hosking, 2011a; Hosking & Shamir, 2012). Consequently, while 

Hosking’s approach was a new way of theoretically framing leadership, it was problematic in 

the same way as Grint’s (2005) typology of problems, power and authority was problematic 

for Peck and Dickinson (2009a); it neglected to consider the influence of the institutional as 

‘..an environing and constraining social world’ that is just as influential on the social 

construction of leadership in everyday practice and face-to-face situations, as Cancer 

Network meetings.  

 

The empirical dilemmas discussed above were overcome by using an analytics of interpretive 

practice framework (Holstein & Gubrium, 2005) and institutional talk (Heritage, 2004; 

Heritage, 2005). An analytics of interpretive practice framework overcomes what Holstein 

and Gubrium considered risky for researchers. They warned against asking how questions, 

(such as in Cunliffe and Erikson’s (2011) study of relational leadership in Federal Security 

Directors, discussed in Chapter Three), without having a method for examining the whats and 

whys of social construction. The hows in this framework relate to discourse-in-practice, that 

is, social interactions; and the whats relate to discursive practices, that is,  the institutional or 

cultural Discourses that are resources for social reality construction, also referred to as tools 

and resources by Denis et al. (2010). Holstein and Gubrium (2005, p. 493) emphasised, just 

as did Hosking and Fineman (1990), that, ‘not just anything goes’ when social order is being 

constructed and there are cultural and institutional influences at play. An analytics of 

interpretive practice framework focuses on the interplay between discourse-in-practice and 

discursive practices so that the whys can be understood. It does not prioritise one over the 

other and does not focus on their synthesis. By focusing on the interplay between discourse-

in-practice and discursive practices, this framework is a resource for understanding why, in 

this case leadership as decision making, is organised in a particular way. In an empirical 

setting, an analytics of interpretive practice framework overcomes concerns about neglecting 
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the influence of context in the social construction of leadership (Denis, et al., 2010; Fairhurst, 

2007; Fairhurst, 2009; Peck & Dickinson, 2009a) and the dangers of binary 

conceptualisations of social reality such as entitative and relational (Hosking & Shamir, 

2012). It emphasises the importance of understanding the whys, the interplay or the space 

between the hows and whats that can reveal the inevitably messy and disordered (Denis, et 

al., 2010; Fulop & Mark, 2013) space between idealised positions such as entitative and 

relational when they are applied to empirical settings (Hosking & Shamir, 2012). Hosking’s 

dialogic turn has also made this more difficult because the cognitive, social, political and 

emotional are no longer considered, yet they are all implicated in the institutional context and 

the notions of regulation and control (Fulop & Mark, 2013). 

6.2 Analytics of interpretive practice and institutional talk 

 

Holstein and Gubrium (2005) proposed that institutional talk is a mode of qualitative inquiry 

which is sensitised to social interactions and their institutional manifestations; it is therefore a 

methodological approach that is a good fit for their analytics of interpretive practice 

framework. Institutional talk does not integrate an analytics of discourse-in practice with an 

analytics of discursive practice, but rather it relates to the space in-between. By giving careful 

consideration to the hows while being mindful of the whats and vice versa, institutional talk 

enables the whys of social reality to be better understood. Institutional talk is the the inter-

relationship between relational processes and context when leadership as decision making is 

being constructed, which can help explain why leadership is the way that it is in institutional 

settings. Holstein and Gubrium (2005) argued that while discourse-in-practice (hows) can tell 

us how social interactions are organised and progressed, on its own, it reveals little about 

where or what meanings will be created and developed through social interactions in different 

institutional settings. However, when discursive practices and discourse-in-practice are 

considered together, such as in institutional talk analysis, they are a starting point for 

revealing why discursive actions such as decision making unfold in specific directions e.g. 

single ontology sensemaking or multi-ontology sensemaking and the consequences of a 

particular direction, for example, rigid social ordering or flexible social ordering, the 

presence or absence of skilful relating and intelligent or unintelligent social action. 

Theoretically, institutional talk was a good fit for this empirical study because when the 
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constitutive relational processes (hows) and the resources and conditions (whats) are 

considered alongside Hosking’s (1988) idea that leadership as decision making is cognitive, 

social, political and emotional, later added by Fulop and Mark (2010), institutional talk, 

which is the interplay between the constitutive hows and whats and whys, becomes 

empirically useful. 

 

 Institutional talk could accommodate both the Cynefin Framework and relational leadership 

theory while dealing with the theoretical issues discussed above. As discussed in Chapter 

Three, the Cynefin domains reflect different discursive practices, that is, cultural 

understandings of social reality which have different ontological assumptions, for example, 

order (simple and complicated) where cause and effect relationships exist; and rational, 

where evidence based decision making is possible. In the domain of unorder (complex, 

chaos) where cause and effect relationships cannot be discerned, narrative is the starting point 

for decision making (Kurtz & Snowden, 2003) and discursive practices are relationally 

oriented in that they consider the social, political and emotional aspects of decision making. 

Framed in this way, the Cynefin domains are practical descriptions of the constitutive whats 

(Holstein & Gubrium, 2005) of decision making and as such are a language for describing in 

practical terms, discursive practices in a particular institutional setting. However, as discussed 

by Fulop & Mark (2013) the Cynefin domains can also be framed as discourse-in-practice 

that acts to contextualise discursive practice – for example, the complicated domain reflects 

an expert discourse-in-practice. The Cynefin domains also offer a practical description of the 

social interactions or constitutive hows of decision making. Therefore, because institutional 

talk focuses on the interplay between the hows and whats of social reality, there was the 

flexibility to use the Cynefin Framework in either of these ways. Institutional talk analysis, 

because it captured the interplay between the hows, whats and whys of leadership as decision 

making, overcame the risk that the Cynefin Framework’s entitative orientation would 

constrain the type of empirical material that this thesis could generate on why decision 

making takes a particular course in a clinical network context.    

 

Institutional talk’s analytical emphasis on the interplay between the hows and the whats open 

up the opportunity to explore the whys, which in this thesis have been argued to include the 

cognitive, social, political and emotional issues that ultimately define leadership as decision 

making.  Consideration of the whys also overcame the theoretical concern that Hosking’s 
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relational constructionist approach to leadership was idealistic (Hosking & Shamir, 2012) and 

might not allow the messy and disordered reality of leadership in organisations such as 

healthcare (Denis, et al., 2010; Fulop & Mark, 2013) to be investigated. Institutional talk is a 

hybridised approach to conversation analysis that examines particular characteristics of talk 

in relation to their institutional manifestations (ten Have, 2001; Heritage, 2004; Heritage, 

2005). It is based on the premise that an institutional account gives salience to constraints on 

social interaction (Schegloff, 1992) which seems to be the case in healthcare settings. As 

previously mentioned, institutional talk analysis examines the following six key dimensions 

of conversation: turn-taking organisation, overall structural organisation, sequential 

organisation, turn design, lexical choices made by participants and asymmetries in 

institutional interactions. In this study, each of these analytical dimensions, when further 

contextualised by the use of thematic analysis (Maitlis, 2005) and turning point analysis 

(Smith, 2003), was used successfully to overcome the theoretical issues associated with using 

the Cynefin Framework in a relationally oriented study and the binary understanding of 

relational leadership that has been promulgated in the literature (Hosking & Morley, 1988; 

Hosking & Morley, 1991; Hosking, 2011a; Uhl-Bien, 2006) to give meaningful insights into 

the constitutive hows, whats and whys of decision making in the Cancer Care Network. In 

addition, the inclusion of Fulop and Mark’s (2013) ideas that social disordering is the starting 

point for decision making, opened up the space for the whys to also be considered in this 

analysis of relational leadership and skilful relating. 

6.3 The hybridised nature of leadership as decision making 

 

The third narrative was developed to illustrate the empirical value of institutional talk and 

how it has been relationally fine tuned to the cognitive, social, political and emotional 

processes that are central to the theoretical notion of skilful relating. This narrative gives a 

different perspective on institutional talk. Rather than being framed as a descriptive term used 

to differentiate talk in general conversations from talk in a particular institutional situation 

(Heritage, 2005), this narrative illustrates institutional talk as a means for social action 

(Holstein & Gubrium, 2005). It reveals how the discursive practices and discourse-in-practice 

in the Cancer Care Network could both hinder as well as enable multi-ontology sensemaking, 

flexible social ordering and skilful relating. Albeit it was not the focus of this thesis, this third 
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narrative also makes a useful contribution to a practical understanding of what it means to 

relationally re-frame networks from organisational entities to relational realities in leadership 

terms. It provides a practical example of networks as relational realities that are socially 

constructed in and through the social interactions of individuals dealing with a dilemma; a 

framing of networks that is atypical of the conceptualisation of networks usually adopted by 

network scholars (Cunningham, et al., 2012; Goodwin, et al., 2004; Paulsen, et al., 2010). In 

this narrative, clinical networks are contextualised as messy and the social disordering noted 

in decision making is, contrary to current relational leadership theory (excluding Fulop & 

Mark (2013), neither entitatively driven nor relationally oriented, but a hybridisation of the 

two.  It describes how skilful relating is important for dealing with the cognitive, social, 

political and emotional nature of on-going negotiations in professional sensemaking when 

intelligent social action of participants is hoped for and needed (Fulop & Mark, 2013; 

Hosking, 1988; Hosking & Morley, 1988; Morley & Hosking, 2003). It illustrates how skilful 

relating can open up a conversational space (Hosking & Bouwen, 2000) that supports multi-

ontology sensemaking and flexible social ordering and leads to the exploration and 

development of both entitative and relational perspectives. This narrative reveals institutional 

talk as an important resource for using social disordering as an opportunity to generate new 

ways of framing, thinking about, and progressing difficult organisational dilemmas. The way 

this occurs is through what is termed ‘conjectural talk’ that is different from the dialogic 

ideas discussed above. 

 

Despite recognition that healthcare is a highly professionalised context (Fulop & Mark, 2013; 

White, 2002) where participants find it easiest to work with the known, that is, fact and 

expert opinion (Mark, 2006), it is a messy and disordered institutional environment which 

makes leadership as decision making difficult (Denis, et al., 2010; Fulop & Mark, 2013). One 

of the reasons for this is the difficulty in achieving a flexible social order in highly 

professionalised contexts where there are strong entitative values and interests. In these 

contexts there is a high risk that decision making is so ritualised (Fulop & Mark, 2013), that 

social ordering is tied down to a rigid social order before problems have been adequately 

explored. Another difficulty is the politics of sensemaking where individual values and 

interests influence the interpretations of events, the persuasiveness of new scripts and the 

determination of the values, interests and scripts that are upheld and built upon, and the ones 

that disappear. In the case of healthcare, single ontology sensemaking is often the approach 
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that dominates and shapes the future course of decision making. Emotional processes are also 

highlighted by Fulop and Mark (2010) as making decision making challenging. In this 

setting, emotional responses to a change in the status quo are often overwhelmed by the 

technical and scientific rationality characteristic of managerial and clinical practice (Bate, et 

al., 2008; Denis, et al., 2010; Mark, 2006; Rycroft-Malone, et al., 2004). Since 

technical/scientific approaches do not typically deal with emotional processes, they remain a 

sticking point for flexible social ordering. These challenges suggest that while leadership as 

decision making is not straight forward, it is worse than elsewhere in professional 

sensemaking where talking about the notion of multi-ontology sensemaking would be a 

radical departure from current practice (Fulop & Mark, 2013).   

 

The empirical material presented in Chapter Five reveals the messy and disordered nature of 

decision making and the fragility of skilful relating. It supplements the typical and idealised 

theoretical descriptions of leadership as decision making described above by uncovering a 

third possible way of dealing with social disordering. Instead of institutional talk being 

entitatively-driven or relationally led, institutional talk is a ritualised, rehearsed and restrained 

‘tussle’ between entitative (single ontology) and relational (multi-ontology) positioning by 

participants. This ‘tussle’ or positioning reveals contradictions, confusion and avoidance 

when considered in terms of the two idealised notions of relational leadership discussed 

above. Skilful relating becomes a matter of being able to encourage what I term ‘conjectural 

talk’, which is not the same as multi-ontology sensemaking, but rather a precursor to the 

realisation of it. This more dialectic form of leadership as decision making is illustrated in 

this third narrative which constitutes the key contribution of this thesis to the understanding 

of relational leadership as decision making in clinical network contexts. It mirrors what 

occurred in the network narrative reported in Chapter 5.  

 

Theoretical 

description 

Narrative 

Social disordering Triggered by the public release of a data on higher 30 day 

mortality rates for cancer surgery in low volume hospitals in 

Queensland. The opposition and the newspapers are claiming 

that the Government was hiding this information from the 
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public, who have the right to know. Surgeons working in 

regional and rural hospitals are angry that outcomes data has 

been released without any consultation or notification. They are 

frustrated and feel unprepared to deal with the concerns of their 

patients and the families. 

Ordered ontology 

Network is an 

organisational 

entity 

Network provides 

leadership  

The leaders of 

organisational 

development and 

change are the 

Network Executive 

members 

The Director General Queensland Health establishes the 

‘Cancer Surgery Network’.  The network is allocated $500,000 

and given the mandate to do whatever it needs to ‘fix’ complex 

cancer surgery in Queensland. The Director General has 

selected the Network Chair, established a Network Executive 

and selected its members. Individuals have been appointed to 

the Network Executive on the basis of their clinical knowledge, 

expertise and experience. They will provide the leadership 

required to deliver organisational change and improve outcomes 

for patients.  

Rigid social 

ordering 

 

Technical/scientific 

discourse-in-

practice 

Managerial 

discursive practices  

 

Queensland Health convenes the first meeting of the newly 

established Cancer Surgery Network Executive to discuss the 

unexplained variation in 30 day mortality revealed by the data.  

At the Network meeting a Departmental representative formally 

presents the data in the report and circulates a position paper 

that has been prepared prior to the meeting. Additional data on 

the potential lives lost and medico-legal risks and costs 

associated with allowing low volume hospitals to continue to 

perform complex cancer surgery is also presented. The 

Department states that from June 2013 they will fund only two 

tertiary hospitals in Queensland to perform complex cancer 

surgery.   

Multi-ontology 

sensemaking 

The Network Chair and Executive members are nervous that by 

not allowing regional and rural surgeons and consumers any 
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Skilful relating 

 

Flexible social 

ordering 

 

 

The opportunity for 

networking around the 

issues of complex 

cancer surgery and 

patient outcomes is 

created. 

 

Intelligent social action 

 

 

 

 

opportunity to be involved in decision making they will feel 

even more alienated. They argue, based on their past 

involvement with other contentious issues, for a broader group 

of interested parties to be involved. They believe that those 

living and working in regional and rural areas have had 

experiences that can inform their decision making.  There is 

much at stake for clinicians and patients: professional 

credibility, the health and welfare of patients and families and 

the negative publicity associated with the outpouring of anger 

and frustration at the health department, given the recent 

Bundaberg experience.  Queensland Health agrees that they 

should not be hasty to come to a decision and agrees that the 

role of the Network Executive will be to look to the professional 

networks between and within groups of surgeons, their 

professional organisations, hospitals and surgical units that exist 

across Queensland, Australia and internationally and work with 

them to identify what can be done to ensure that patient 

outcomes for complex cancer surgery are equitable across the 

state. Both parties agree that the most sensible next step is to 

convene a statewide Forum 

 

Flexible social 

ordering 

 

Relationally oriented 

solution 

 

Queensland Health hosts a statewide forum to engage in a 

dialogue around unexplained variation in outcomes for complex 

cancer surgery. The forum is open to all interested parties; 

however, in addition, over 120 clinicians, consumers, hospital 

administrators and non-government organisations are invited. 

The forum is communicated as an opportunity for all interested 

parties to work together to understand the needs and concerns of 

clinicians and consumers and identify a way forward that is 

acceptable and sensible.  

 

Managerial discursive The Network Executive tries to organise the forum in a way that 
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practices 

Factual, expert and 

technical narrative 

discourse-in-practice. 

 

Single-ontology 

sensemaking 

 

Rigid social ordering 

prevails 

 

promotes listening and dialogue. They suggest that the format 

should encourage networking and small group discussions with 

the opportunity for participants to suggest and develop local 

solutions rather than reach one statewide solution.  However 

Queensland Health argues that this is the time when they should 

be demonstrating leadership and sharing with participants what 

the evidence and experts know to be the right approach and has 

been shown to work overseas. The forum is run as 8 x 20 

minute presentations from international and local experts with a 

panel discussion.  The panel discussion is dominated by 

technical questions about data integrity, statistical thresholds for 

mortality, and surgical volume, service capability and surgeon 

credentialing. 

  

Relationally oriented 

discursive practice  

Expert discourse-in-

practice 

The conversational 

space needed for 

conjectural talk is shut 

down. 

Turning point 

 

A consumer tells the panel a story about her father receiving his 

surgery in a regional centre, having complications, eventually 

being transferred to Brisbane and dying. The panel deals with 

this by reassuring the woman that this will never happen again 

because complex surgery is unlikely to happen in a hospital that 

size in the future. Her experience is not explored further and she 

leaves the forum soon after this interaction.  

 

Managerial discursive 

practice 

Single ontology 

sensemaking 

Rigid social ordering 

Leaders 

The forum ends with a closing statement from the Director  

General that the Cancer Surgery Network, which represents the 

clinical leaders in this field, will consider the forum discussion 

and make recommendations for the future of complex cancer 

surgery in Queensland. 

 

The institutional talk described in the third narrative is different from the first two because it 

reflects a hybridised form of professional sensemaking. This is particularly evident because, 
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although entitative thinking prevails, there are instances where the relational perspective 

comes to the fore and the potential for a new decision making approach is revealed. A key 

point of difference between this narrative and the two previous narratives was that in this 

narrative, the social, political and emotional aspects of decision making, highlighted by Fulop 

and Mark (2013) as being particularly challenging in healthcare, were part of the process. For 

example, the network executive were able to get Queensland Health to acknowledge the 

frustration of clinicians and the extent of the community’s outrage and be more flexible and 

open about how to deal with their dilemma and possible solutions. Unlike narratives one and 

two where the transition from disorder to an acceptable social order is smooth, in this 

narrative, the transition involves to-ing and fro-ing (Fulop & Mark, 2013) between entitative 

and relational: between managerial discursive practices and relationally oriented discursive 

practices; relational discourse-in-practice and technical/scientific discourse-in-practice; single 

ontology and multi-ontology sensemaking; rigid and flexible social ordering.   

 

This narrative articulates two key points of difference between professional sensemaking in 

the theorised views of institutional talk presented in Chapters one to three of this thesis and 

the professional sensemaking uncovered in the empirical material presented in Chapter Five.  

Firstly, it illustrates the potential for experience based narrative to relationally re-orient 

managerial discursive practices and technical/scientific discourse-in practice. Secondly, it 

illustrates the power of managerial discursive practices which construct a technical/scientific 

discourse-in-practice to: overwhelm relationally oriented discourse in practice; shut down the 

conversational space needed for conjectural talk and ultimately multi-ontology sensemaking; 

constrain social ordering; and reduce the capability for creative problem solving.  

 

Examples of instances like this, where the relationally oriented discursive practice of sharing 

experience altered professional sensemaking, existed in the meeting conversation of the 

CCN. One example, already been presented in Section 5.1.4, is presented below. In the 

extract below, the experience narrative has been shaded in yellow. 

 

Chair So I just wondered about, umm, Wellness Plan. I thought it gives it a 

different language, it gives it a new language, it gives it a patient…. 
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Chair I actually, when they first started banding the term survivorship 

around I actually objected to it a bit. I read this really interesting 

article around how we use language around cancer that is all about 

war, and fight and …. 

M2 Fight the battle. 

Chair And desperation. And I thought that survivor fitted right in there. 

M2 You know I had a patient say to me at one stage. She said to me “M1, 

you know I have heard about all this battle with cancer. You know I 

am waiting for the battle”. 

Chair Yes they feel like they’ve been done short if they feel like they’ve not 

been in their army gear. 

J2 Yeh. I’ve heard similar to that. I write cancer with a little ‘c. 

Chair So that’s where I thought we may need to change the language, make 

it a Wellness Plan. Now I was thinking that it should just be the 

follow-up stage but I think that maybe something we can think about. 

With Dr B saying yesterday that survivorship begins at diagnosis, do 

we put in a Wellness Plan right at the start? Is that what we do? 

M1 Yes absolutely. Look I couldn’t agree more. Work toward surviving, 

from the beginning. 

Chair Yes. 

M1 Because…. 

Chair Work towards wellness,  

M1 And, that’s exactly right, wellness. People go through the treatment 

phases and the modalities etc. an incredible amount of support, either 

in-patient or out-patient. And then at the end of treatment it is a really 

difficult thing for them to move on, and they feel like they have been 
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forgotten about and they don’t have that actual contact with the…. 

Chair And the literature supports that very well. They say that at first, up to 

three months after active treatment then they fall in a complete hole. 

And they just get no support. 

M2 If we start from over here... [Gesturing to one side of the table) 

Chair Right. 

M1 As far as a Wellness Plan goes. 

Chair Yes, exactly. 

M1 And working towards…. 

Chair Embed it in the culture of, the treatment. 

M2 Yes. 

Chair That’s a big goal. 

M2 Yes, it’s huge. 

Chair I know that…. 

J2 It’s a starting point, isn’t it? 

Chair A starting point. 

J2 A change for the mindset of people. 

Chair Yep. 

J2 And it’s got to start somewhere. 

Chair Oh, alright. Well, coming back to our need for three goals. Turning point 

 

This extract from the CCN meeting conversation illustrates how experience narrative 

broadens the linguistic resources available to the network during decision making. 
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Participants are no longer restricted to working with verifiable information on the technical 

and scientific aspects of cancer care. Rather, clinician and patient experience, a resource not 

typically accommodated in the dominant entitative discourse of healthcare (Mark, 2006; 

Mark & Snowden, 2006; Fulop & Mark, 2013), is made available, just as, in the third 

narrative, the discourse-in-practice of experience narrative relationally re-orients professional 

sensemaking. It evoked feelings of aspiration amongst participants, leading them to talk about 

cultural change and their potential role in changing the culture of cancer care from being 

treatment focused to emphasising wellness. Together, narrative three and this empirical 

material reveal how relationally oriented discourse-in-practice can shift professional 

sensemaking from single to multi-ontology. By accepting narrative with human and cultural 

themes as a legitimate discursive practice and credible resource, participants are forced to 

deal with the cognitive, social, political and emotional issues which, as is illustrated above, 

can lead them to conjecture about other possible solutions. This relationally led professional 

sensemaking opens up the potential for new ideas. In this context, relationally oriented 

discursive practices and discourse-in-practice can create conversational spaces in which the 

technical as well as human and cultural issues associated with any new line of action are 

considered. Relationally oriented discursive practices could therefore be considered as 

resources for skilful relating.  

Experience narrative prompts participants to notice both the relational and technical aspects 

of their dilemma. However, as the scenario highlights and the empirical material reveals, it 

must be skilfuly introduced so that it is maintained and developed if it is to lead to conjectural 

talk, multi-ontology sensemaking, intelligent social action and ultimately the creative 

adaptive solutions that are required in healthcare (Minas, 2005). In contrast to the idealised 

approach to decision making described in the second narrative, relationally oriented 

discursive practices do not always lead to a relationally oriented discourse-in-practice and 

vice versa. Conjectural talk can be shut down and multi-ontology sensemaking and flexible 

social ordering prevented. Relationally oriented discursive practices can be overwhelmed by 

managerial discursive practices such as turning points that promote management issues over 

the human and cultural issues and that prioritise managerial viewpoints.  In the third narrative 

and the empirical material on the CCN, turning points are revealed as powerful discursive 

practices that can shut down the open-minded discourse-in-practice associated with multi-

ontology sensemaking, flexible social ordering and intelligent social action. The on-going 
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opening up and shutting down of an open-minded discourse-in-practice is an outcome of the 

‘tussle’ referred to at the end of Chapter Five between managerial and relationally oriented 

discursive practices.  It is a third way in which social disordering might be handled and is 

illustrated in Figure 6.0 (p.207). 

Figure 6.0 illustrates how, in practice, when managerial discursive practice make available 

only factual, expert and technical narrative resources, single ontology sensemaking will be 

adopted to produce entrained technical/scientific solutions. However, as was revealed by the 

empirical material, even in highly professionalised contexts, discourse-in-practice is a hybrid 

of factual, expert, technical and experience narrative. Experience narrative can emerge and 

can be incorporated into professional sensemaking as conjectural talk which can achieve 

multi-ontology sensemaking. However, multi-ontology sensemaking is a professional 

sensemaking approach, atypical of highly professionalised contexts such as healthcare that 

are most comfortable with single ontology sensemaking (Fulop & Mark, 2010; Fulop & 

Mark, 2013). It is therefore likely that managerial discursive practices, such as turning points, 

will be applied when experience narrative, which brings relational issues to the surface, is 

shared in order to steer professional sensemaking back towards a single ontology approach. 

This to-ing and fro-ing marks the beginnings of the ‘tussle’. However, there are instances 

where experience narrative achieves a strong foothold and is incorporated and developed as 

part of professional sensemaking as conjectural talk. Experience narrative introduces 

relationally oriented themes to decision making which are inherently cognitive, social, 

political and emotional and therefore must be handled skilfuly if they are to lead to the 

development of relationally oriented solutions to balance the technical/scientific solutions 

that are normally adopted. When leadership as decision making is relationally oriented, both 

managerial and relational perspectives are dealt with, leading to social actions that are 

perceived as intelligent and that can begin to build cultures of productivity within the 

network. 

In the case of the CCN, it was the chair who consistently directed the conversation towards 

issues relating to the technical and scientific aspects of delivering cancer care. The chair used 

turning points as a discursive practice to close down any relationally oriented discourse-in-

practice such as experience narrative. As discussed in Chapter Three, leadership as decision 

making is a cognitive process that manages values and interests (Hosking & Fineman, 1990). 

Values and interests are reflected in the discursive practices of individuals that articulate 
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values of relevance and what is important to an individual or collective (Barge & Fairhurst, 

2008; Holstein & Gubrium, 2005; Hosking & Fineman, 1990). Evidence in the form of 

internal data and best practice reports are highly rated forms of evidence amongst healthcare 

managers. Similarly internally developed information is considered most useful for 

managerial decision making (Liang, et al., 2011).  The importance placed on these sources of 

knowledge by healthcare managers suggests that the chair’s use of turning points was a 

habitual discursive strategy for directing the network towards the forms of evidence and the 

best practice approach that she perceived as relevant and important. Turning points such as 

those illustrated by the following extracts are examples of how the chair’s contributions 

steered the course of decision making in a direction that reflected the entitative values of the 

institutional setting.  

Turning point 5 (from Table 5 in Chapter 5) 

“Really want to keep going with that, but we might just get back to the agenda. If 

everybody’s got a copy of that?” 

Turning point 7 (from Table 5 in Chapter 5) 

“I hear what you are saying. But I actually don’t quite agree with it. Cos all of the 

reading that we’ve done has come to the development of [Wellness Plan documents 

for patients which include a treatment summary] these. Like we haven’t just come 

from, like we haven’t just plucked this out”.   

 

Turning points like these examples closed down any relationally oriented conversation, 

thereby constraining the contributions of others to be in line with the entitative approach 

which the chair (and healthcare in general ) perceives as relevant and important for leadership 

as decision making. Single ontology dominance in the network meetings was achieved by the 

sensegiving approach of the chair. By sensegiving in a way that appealed to the network’s 

underlying entitative values, the chair not only defined what acceptable discourse-in-practice 

was, but reinforced and maintained the single ontology sensemaking that prevails in 

healthcare and is incorporated into entitative discursive practices.   
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6.3.1 Sensegiving not just sensemaking 

 

Sensegiving is a highly contextualised process through which individuals influence the 

interpretations of others by the use of persuasive or evocative language. Sensegiving is not 

just the use  of linguistic techniques such as narrative, it is an institutionalised form of social 

practice where linguistic resources are used in a manner and at a particular time that makes 

sense in a given context and in a way that adheres to the discursive practices of the 

institutional setting (Maitlis & Lawrence, 2007). Maitlis and Lawrence’s (2007) study of 

enablers and triggers of sensegiving in symphony orchestras is particularly relevant to this 

study because it offers some insights into why sensegiving by the chair developed as an 

overwhelming influence on the CCN’s sensemaking. Maitlis and Lawrence (2007) identified 

two categories of sensegiving enablers. The first category of enablers relates to discursive 

abilities which include issue related expertise and legitimacy which affect the actors’ degree 

of skill to construct accounts and the credibility of their accounts. The second category of 

enablers, which includes sensegiving opportunities and issue-related organisational 

performance, is process facilitators. When there is ample opportunity to influence the  
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Figure 6: The 'tussle' between relationally oriented and managerial discursive practices 
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interpretations of others, those involved will engage in sensegiving. However, sensegiving by 

individuals in formal leadership positions rely less on opportunity and more on the issue-

related performance of their organisation which frees up their time to engage in sensegiving.  

Sensegiving is framed in Maitlis and Lawrence’s (2007) study as political because it seeks to 

influence others to make sense of a situation along the same lines as the sensegiver. As a 

form of influence, there is uncertainty associated with sensegiving and whether those whom 

the sensegiver seeks to influence will accept the definition of social reality that is being 

proposed. A sensemaking gap occurs when the social reality that is being proposed differs 

from the preferences of other participants. This sensemaking gap has been identified as a 

trigger for sensegiving as participants attempt to further influence the negotiation of an 

acceptable social order in line with their values and interests (Hosking, 1988; Maitlis & 

Lawrence, 2007). In the case of the CCN, the chair’s sensegiving, which was contextualised 

by managerial discursive practices and characterised by technical/scientific discourse-in-

practice (Bate, et al., 2008), achieved single ontology dominance and rigid social ordering. 

This was appealling to the values and interests of those involved and aligned with the 

underlying entitative discursive practices of the CCN and Queensland Health more broadly. 

In this context, it was therefore unlikely that those engaged in professional sensemaking 

would perceive a sensemaking gap between the chair’s sensegiving and their values and 

interests and would therefore be accepting of the chair’s influence. This alignment of the 

chair’s managerial sensegiving approach and the prevailing entitative discursive practices of 

the institutional setting may therefore explain why the sensegiving approach of the chair was 

so influential in maintaining single ontology sensemaking and why the CCN accepted this 

rigid social ordering. In the highly professionalised context of the CCN, by occupying the 

social position of the Network Chair would also serve to legitimise the sensegiving role of the 

individual in that position. In the case of the CCN, the sensegiving role of the chair was 

further legitimised because, as mentioned in Chapter 4, although self-nominated, typically, 

the network sub-committee chairs were approved by a nursing director who was related to the 

network. In this context, an influential sensegiving role for the chair would have been 

assumed, thereby enabling the chair to easily adopt the dominant sensegiving role that was 

observed in the CCN meetings. In the case of the CCN, professional credentials further 

legitimised the sensegiving role of the chair. The chair of the CCN was an experienced cancer 

care coordinator and had presented and chaired sessions at workshops, state and national 
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conferences run by peak organisations. Her previous work experience also included 

developing, implementing and evaluating cancer survivorship programs for patients. These 

credentials gave the chair the discursive capability that Maitlis and Lawrence (2007) allude to 

as an enabler of sensegiving. However, although the chair had the expertise and legitimacy 

required for sensegiving, as discussed previously in this chapter, she adopted an open and 

consultative style of interacting from the outset. As a result, the meeting conversation of the 

CCN was dilemma rich and there were ample opportunities for others to engage in 

sensegiving and to influence the network’s sensemaking of the difficult dilemmas they 

encountered. As is revealed by the range of issues that the network identified (Table 6 in 

Chapter 5), the CCN members took these opportunities and actively engaged in sensegiving 

by  offering their ideas and opinions on, for example, where partnerships need to be 

strengthened and how this might be achieved. Maitlis and Lawrence (2007) (also supported 

by Hosking’s (1988) theory of leadership as decision making) identified that complex 

sensemaking environments were an important trigger for sensegiving because they create 

instances for sensegiving in which leaders must strive to help others make sense of an 

ambiguous situation. The dilemmas that constitute complex sensemaking environments and 

create the occasions for sensegiving are not necessarily those associated with significant 

organisational change. Sensegiving can also be triggered by the mundane issues (Alvesson & 

Sveningsson, 2003) that are a part of everyday organisational life, but still difficult to work 

through because they are cognitive, social, political and emotional (Denis, et al., 2010; Fulop 

& Mark, 2013; Hosking, 1988). In the case of the CCN, a dilemma rich sensemaking 

environment was created by the chair’s open and consultative approach to their task of 

improving the day to day partnerships between health professionals themselves and between 

health professionals and patients, which in turn was a trigger for participant sensegiving.  

Experience narrative introduced cognitive, social, emotional and political issues such as the 

psychosocial needs of radiotherapy patients, and the vulnerability of general practitioners into 

the network’s sensemaking environment. These relational issues made it more difficult for 

the CCN to decide what to do by using fact and expert opinion alone, and the chair found 

herself pushed outside the realm of single ontology sensemaking. Under these circumstances, 

sensegiving, in the form of turning points, was a discursive strategy to simplify decision 

making and re-establish managerial discourse-in-practice and to maintain single ontology 

sensemaking and rigid social ordering. Turning point 7 (cited above) is an illustration of the 
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single ontology influence of the chair’s sensegiving. Turning point 7 occurs in the context of 

disagreement between the chair and another participant about the usefulness of a Wellness 

Plan document for improving the coordination of care for radiotherapy patients from regional 

centres. Based on her experience, the radiation therapist argues that a Wellness Plan 

document would do little to improve the experience of patients who, for example, as flagged 

by another participant, might visit the, “GP at the weekend cos he had treatment 3 weeks ago 

and everything was still bleeding. And the GP said, ‘I don’t know what to do’”. In this 

example, which is typical of the chair’s sensegiving approach, the chair’s response is to 

reference back to the literature review, that is, technical/scientific reference material that they 

have previously compiled. In doing so, the chair’s sensegiving simplifies the complexity that 

is introduced when participants are asked to consider patient experience. Another example of 

where the chair’s sensegiving approach has the same effect is illustrated by Extract 1, turning 

point 1, in Chapter Five. These are both typical examples of how the chair gives sense to 

ambiguous situations by focusing on technical strategies such as scoping the project to ensure 

manageability, working within the influence of the cancer care coordinator role, keeping to 

the decisions made at the initial workshop, and structuring discussions around models of care.  

The chair’s sensegiving created order in a context of social disordering, which in turn led to 

single ontology dominance.  

The sensegiving influence of the chair which led to single ontology sensemaking is an 

illustration of the collective, situated, dialectical, dynamic nature of leadership practice 

(Denis, et al., 2010). In the case of the chair of the CCN, the chair’s sense seeking approach 

facilitated an active sensegiving network (Denis, et al., 2010; Hosking, 1988) which enabled 

collective sensemaking (Barge & Fairhurst, 2008).  Turning points were sensegiving tools 

developed within the discursive practices of the institutional setting to achieve single 

ontology sensemaking. However, by pursuing single ontology sensemaking, the chair 

inadvertently constrained the network’s capacity for multi-ontology sensemaking, flexible 

social ordering and intelligent social action. While this approach protected and promoted the 

entitative values and interests of the CCN and led to a leadership gain in the present in that an 

acceptable social order was constructed (Denis, et al., 2010), there were negative 

consequences for the network’s decision making in the longer term. As Denis, et al. (Denis, 

et al., 2010) pointed out, leadership influence in the present can become problematic in the 

longer term as the dynamic nature of leadership plays out. In the case of the CCN, the 
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sensegiving approach of the chair, which maintained single ontology sensemaking, became 

problematic when the human and cultural dilemmas that made delivering quality cancer care 

difficult surfaced in the meeting conversation, and the sensemaking environment became 

progressively more complex (Maitlis & Lawrence, 2007). The chair unwittingly made 

decision making more difficult on two fronts. Firstly, as discussed in Chapter 5 and above, 

situated practices (Denis, et al., 2010), such as the chair’s senseseeking approach, generated a 

dilemma rich environment in which issues relating to the human and cultural as well as the 

technical/scientific aspects of cancer care had to be dealt with.  Secondly, the chair’s 

sensegiving approach ignored and did not assist the CCN to deal with the relational issues 

that had been brought to the surface through the chair’s senseseeking approach.  The dilemma 

rich sensemaking environment that the chair facilitated, which encompassed both managerial 

and relationally oriented issues, sat outside the entitative comfort zone of both the chair and 

the broader network. The dilemma rich sensemaking environment brought the cognitive, 

social, political and emotional aspects of the network’s decision making to the fore, which in 

turn resisted the managerial discursive practices and discourse-in-practice being promulgated 

during the meeting conversation. This resistance and its flow-on effects reflect what Denis, et 

al. (2010) referred to as the dialectic and dynamic dimensions of leadership which I have 

identified in my empirical material as a ‘tussle’ between entitative and relational perspectives 

(Figure 6.0).  

The term ‘tussle’ is intended to reflect the textural qualities (Hosking & Fineman, 1990) of 

discourse-in-practice, the toing and froing between technical, scientific and relationally 

oriented talk that generates resistance. For example, in this study, the chair designed her turns 

at talk in a way that upheld managerial discursive practices and technical/scientific discourse-

in-practice. This occurred despite the resistance generated by relationally oriented discursive 

practices and at the expense of multi-ontology sensemaking and flexible social ordering. As 

well as describing the dialectic and dynamic nature of leadership, the term ‘tussle’ is also 

used to capture the potential of institutional talk to be a resource for leadership as decision 

making. For example, even in the entitatively driven settings such as a clinical network, 

sensegiving practices can generate dilemma rich, relationally sensitised sensemaking 

environments where the active resistance from relationally oriented discursive practices 

generates the potential for multi-ontology sensemaking and flexible social ordering. 

However, importantly, this research also suggests that institutional talk’s potential as a 
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resource for leadership as decision making will only be realised if there is skilful relating. 

Skilful relating is needed because it respects and preserves different viewpoints, values and 

interests, and facilitates listening and dialogue to encourage open minded thinking (Morley & 

Hosking, 2003). In doing so, skilful relating handles the tussle between entitative and 

relational discourse-in-practice so that conjectural talk can occur and multi-ontology 

sensemaking and flexible social ordering prevail.  

Conjectural talk is the means through which multi-ontology sensemaking is achieved. 

However, if this is to happen, conjectural talk must first be cognitively accepted by those 

engaged in professional sensemaking. One of the weaknesses of relational leadership theory 

and empirical studies (Fulop & Mark, 2010; Fulop & Mark, 2013) is that they give equal 

value to the four main leadership processes and have not been sensitive enough to the 

problem of cognitive binds or inertia. As revealed by the empirical material from this study, 

in professional sensemaking in clinical networks of the type studied in this thesis, the 

cognitive acceptance of conjectural talk could not be assumed and was the last to be 

achieved. Even though conjectural talk was enabled, it was always suppressed by the 

professional sensegiving of the chair, which maintained and sustained the entitative 

discursive practices and discourse-in-practice of the institutional setting. In the terms of the 

meetings reported, this empirical material suggests that intelligent social action (Hosking & 

Fineman, 1990; Morley & Hosking, 2003) comes only when conjectural talk is accepted and 

multi-ontology sensemaking and flexible social ordering have been achieved for however 

long that might be.  

6.4 Institutional talk as a leadership resource for practitioners 

 

Institutional talk reflects the dynamic relationship between discursive practices and 

discourse-in-practice (Heritage, 2004; Heritage, 2005; Holstein & Gubrium, 2005). This 

thesis has argued that institutional talk can be socially constructed in ways that may or may 

not entail multi-ontology sensemaking and flexible social ordering. It has shown empirically 

how, despite resistance in the form of relationally oriented discursive practices and discourse-

in-practice, single ontology sensemaking and rigid social ordering often prevail. This notion 

of volatility in social ordering processes revealed by the empirical material and illustrated by 

the third narrative, is central to the proposition that institutional talk can be framed as a 
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resource for relational leadership practice as decision making. While it can allow entrained 

approaches such as single ontology sensemaking and rigid social ordering to prevail, it is also 

an opportunity because, as Holstein and Gubrium (2005) argued, social realities, once 

constructed, can just as easily be undone. Holstein and Gubrium (2005) and Raelin (2011) 

(albeit focusing on different topic) both argued that uncovering the constructive fluidity and 

malleability of social realities uncovers the potential for change. In this instance, the fluidity 

of social realities in institutional talk was uncovered. In the case of the CCN, the fluidity of 

social reality was revealed by the on-going ‘tussle’ between relationally oriented and 

technical/scientific discourse-in practice as shown in the conjectural talk that also emerged. 

In the CCN, relationally oriented discursive practices which incorporated narrative as a valid 

source of knowledge, were a source for change; and managerial discursive practices were a 

source of stability. It is therefore this fluidity of institutional talk that renders it as a resource 

for practitioners in handling disorder. Institutional talk is the means through which they can 

participate in the construction of a social order that will serve their interests and values and be 

accepted by the collective so that creative and innovative solutions can emerge. 

 

This thesis has generated empirical material that suggests there are three possible ways in 

which institutional talk can be constructed during decision making: entitatively-driven, 

relationally led, and hybridised. Holstein and Gubrium (2003) argued that the empirical 

contribution of empirical material like this that captures the hows, whats and whys of social 

reality to reveal, for example, the processual and highly contextualised nature of leadership 

(Barge & Fairhurst, 2008; Denis, et al., 2010; Fairhurst, 2007; Hosking & Morley, 1988; 

Peck & Dickinson, 2009a), provides the basis for social action. The material presented in this 

thesis is not purely a cognitive resource, that is, another illustration of, for example, Denis’s 

(2010) portrayal of leadership practice as dynamic, collective, situated and dialectical. It is 

also a resource for those interested in the practice of leadership. Leadership-as-practice 

(Raelin, 2011) is one way of framing this practical orientation to understanding leadership 

which focuses on the relational processes that constitute ‘doing’ leadership in everyday 

situations (Denis, et al., 2010). It encompasses the notion that leadership is a collaborative 

process that leads to the co-creation of a leadership community. In this way, Raelin (2011), 

just like Denis, et al. (2010), argued that the ‘doing’ of leadership is a collective and leaderful 

process. It is a collaborative effort where people accomplish difficult things together, often in 

difficult environments. Raelin (2011) suggested that a practical orientation to leadership such 
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as this enables practitioners to reflect on their own actions and, in light of these reflections, 

re-construct their activities in ways which are in their mutual interest.  

 

When a leadership practice viewpoint is also adopted, the narrative material presented in this 

thesis can be framed as a leadership tool (Denis, et al., 2010) that can assist practitioners to 

better understand the consequences of their professional sensemaking. The narratives that 

were developed as part of this discussion can be used as reference material for practitioners 

when they talk together, act together and think together about their contribution to leadership 

as decision making, and how they can co-construct a new reality in their work environment 

(Denis, et al., 2010; Holstein & Gubrium, 2005; Fulop & Mark, 2013). In particular, the 

empirical material presented in this thesis highlights to practitioners that through their day to 

day interactions, although they do not control their decision making context, they can still 

develop leadership capacity (Denis, et al., 2010; Raelin, 2011). By understanding the whys of 

leadership as decision making in terms of skilful relating, practitioners can co-create 

institutional talk that achieves cognitive acceptance of the relational perspective, or whatever 

perspective is required to achieve multi-ontology sensemaking and flexible social ordering. 

Having empirical material that distinguishes entitatively driven discursive practices and 

discourse-in-practice from relationally oriented discursive practices and discourse-in-practice, 

can enable critical reflection on how they themselves respond to others in conversation and 

how this can lead to different situations (Cunliffe, 2001; Barge, 2004). It assists practitioners 

to examine individual and collective professional sensemaking (Barge & Fairhurst, 2008) as 

well as individual sensegiving approaches in complex sensemaking environments (Maitlis & 

Lawrence, 2007). In particular, practitioners can reflect upon the influence of their 

sensegiving in the creation and sustaining of the conversational spaces needed for conjectural 

talk, which is a precursor for multi-ontology sensemaking and intelligent social action. With 

an understanding of these relational leadership skills (Denis, et al., 2010), practitioners might 

learn how to maintain conjectural talk long enough for multi-ontology sensemaking to take 

hold so that both the technical/scientific and the relational are considered in their 

development of creative solutions.  
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6.5 Conclusion 

 

The contributions this thesis has made to developing practitioner understanding of skilful 

relating and leadership as decision making in a clinical network context are best summarised 

by returning to the research questions that framed this thesis.  

 

Research Question 1 

How can skilful relating change the course of decision making in clinical networks?  

This thesis has generated empirical material that demonstrates how the absence of skilful 

relating can affect how professionals deal with problems and dilemmas in the setting of a 

clinical network. Theorising the starting point for decision making as disorder (Fulop & 

Mark, 2013) was the opening for revealing how skilful relating can change the course of 

decision making. Social disorder describes a ‘messy’ context where participants rely on each 

other to achieve an acceptable social order, where there are emotions at stake, and the playing 

field is not level, in that some individuals have more resources to draw upon to influence 

social ordering than others (Hosking, 1988; Hosking & Fineman, 1990). Social disorder is 

particularly messy in the highly professionalised context of healthcare which can be 

perceived as a ‘tussle’ between entitative and relational perspectives. There is reluctance 

amongst those who uphold managerial discursive practices to consider anything other than 

the ‘known’ as a resource for their decision making. While relationally oriented discursive 

practices such as the sharing of clinician and patient narratives about cancer care can be a part 

of professional sensemaking, they are not always developed and relationally oriented –

discourse-in-practice is not sustained. Skilful relating reflects the careful handling of these 

opposing perspectives, and if realised, can lead to multi-ontology sensemaking, flexible 

social ordering, and intelligent social action. In doing so, skilful relating ensures that decision 

making is not prematurely tied down to a known solution. By creating a conversational space 

where all perspectives are given a voice and heard conjecturing about what could be takes 

hold, all possibilities are explored. This open-minded thinking frees participants from 

entrained discursive practices and allows new ideas to emerge. Skilful relating also has a role 

in sustaining creative thinking. Dealing with the cognitive, social, emotional and political 

aspects of negotiating an acceptable social order is the means through which skilful relating 
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works to encourage long term participation and to change the course of decision making –

aligning it closer to an organisational and institutional understanding of leadership.     

 

Research Question 2 

What are the resources for skilful relating during the course of decision making in clinical 

networks?  

 

Relationally oriented discursive practices provide resources for skilful relating. In this study 

relationally oriented discursive practices were discursive scripts describing patient and 

clinician experiences of cancer care. These scripts incorporated the cognitive, social, political 

and emotional aspects of the network’s dilemmas, bringing them to the surface so that they 

had to be dealt with. In doing so, relationally oriented discursive practices provided the 

discursive material needed for skilful relating.  

 

Social disordering can also be framed as an important resource for skilful relating. As well as 

being the starting condition for decision making, social disordering is also the contextualising 

process in which skilful relating is most needed (Fulop & Mark, 2013).  It is a messy, 

disordered decision making context, characterised by a ‘tussle’ between entitative and 

relational discursive practices, and therefore the place where skilful relating is most needed 

(Denis, et al., 2010; Fulop & Mark, 2013). Skilful relating will create contexts where leaders 

contribute to the conversations in ways which give both entitative and relational perspectives 

a voice. Conjectural talk will be enabled and discourse-in-practice will incorporate both 

technical/scientific and social/cultural themes. In the institutional setting of a clinical 

network, it is the social/cultural themes in particular that leaders skilfully encourage and 

develop so that they are not overcome by dominant entitative discursive practices. 

Relationally aware leaders  (Denis, et al., 2010) are therefore a key resource for skilful 

relating because they are the change agents (Raelin, 2011) that can encourage decision 

making processes that are flexible and do not get tied down too quickly to the ‘known’. 

Enabling conjectural talk is an important part of skilful relating. In particular, it is needed to 

gain cognitive acceptance of relationally oriented themes and issues so that multi-ontology 

sensemaking is the decision making approach that is adopted as intelligent social action. 

Skilful relating uses the dynamic relationship between discursive practices and discourse-in-
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practice that constitutes institutional talk to progress difficult organisational dilemmas and 

achieve change that is sustained.   

 

Research question 3 

Why does skilful relating emerge during decision making in clinical networks?  

 

While Hosking’s (1988) key contribution to relational leadership theory was to identify the 

cognitive, social, political aspects of decision making, with emotional being added later by 

Fulop and Mark (2010), it has not been empirically studied in relation to the problem of new 

conversations in healthcare, institutional context and professional sensemaking, and multi-

ontology sensemaking.  This research has revealed that skilful relating is likely to emerge in a 

clinical network where there is a relationally skilled leader or leaders. In their absence, 

relationally oriented discursive practices will be either absent or overcome by managerial 

discursive practices that lead to an entitatively-driven discourse-in-practice. Under these 

circumstances, sensemaking will favour the technical and scientific as the resource for 

decision making at the expense of the cognitive, social, political and emotional aspects of 

decision making. The senseseeking actions of a leader or leaders will determine whether the 

human/social aspects of a dilemma surface as well as the technical and scientific. 

Senseseeking actions create a dilemma rich environment that is a complex sensemaking 

environment (Maitlis & Lawrence, 2007) which feels ambiguous and unclear to those 

involved. Dilemma rich environments are highly contextualised cognitive, social, political  

and emotional decision making contexts which require skilful relating if the dilemma is to be 

resolved in a way that takes into account the interests and values of those involved and leads 

to intelligent social action. Just as social disordering is the starting point for decision making 

(Fulop & Mark, 2013), a dilemma rich environment is the starting point for skilful relating. In 

contexts which are dilemma poor, as was the case of the networks excluded from this analysis 

(refer to Appendix 3), single ontology sensemaking gives the illusion that things are 

straightforward and not messy (Denis, et al., 2010), thereby negating the need for skilful 

relating.  

 

Conjectural talk is also an important enabler of skilful relating because it is the discourse-in-

practice that deals with the cognitive, social, political and emotional and occurs in a 

conversational space where leader/s’ sensegiving can work skilfuly to ensure that the 
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relational as well as the technical is incorporated into professional sensemaking and 

transformed into new ways of thinking about, talking about, and dealing with difficult 

dilemmas. Leader/s are skilful in that they work towards and gain cognitive acceptance of the 

relational by those involved in decision making. However, in instances where leader/s fail to 

achieve this, conjectural talk is smothered by managerial discursive practices and the 

opportunity for skilful relating is lost. In highly professionalised sensemaking environments, 

even those which are dilemma rich, skilful relating is unlikely to emerge if leader/s cannot 

overcome the constraints of the institutional to achieve cognitive acceptance of the relational 

and ultimately multi-ontology sensemaking and sensegiving.  

 

The thesis has made a significant contribution to our empirical understanding of leadership as 

decision making in a clinical network. Importantly, it has also offered some insight into the 

organisational dilemma which drove this thesis: how can leadership best enhance the decision 

making capabilities of clinical networks and lead to creative and innovative solutions to 

difficult organisational dilemmas? For the first time, the Cynefin Framework and Relational 

Leadership Theory (Uhl-Bien, 2006) have been brought together in an empirical study of 

relational leadership in a clinical network context. An analytics of interpretive practice 

framework (Holstein & Gubrium, 2005) and institutional talk analysis  (Heritage, 2004; 

Heritage, 2005) have been successfully used to reveal the relational processes that are broadly 

accepted as influencing the direction of decision making (Fairhurst, 2007; Grint, 2005; 

Hosking, 1988; Hosking & Fineman, 1990; Fulop & Mark, 2010; Fulop & Mark, 2013), but 

were yet to be uncovered (Peck & Dickinson, 2009a; Raelin, 2011) in clinical network 

contexts before this empirical examination of leadership as decision making.
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CHAPTER 7 Key contributions and future directions 

7.0 Introduction 

 

This thesis has contributed both theoretically and empirically, but especially empirically, to 

our understanding of relational leadership as decision making in a clinical network context. It 

has adopted a complex and challenging approach both epistemologically and 

methodologically. By drawing on relational leadership theory (Cunliffe & Eriksen, 2011; 

Hosking, 1988; Hosking & Morley, 1988; Hosking & Fineman, 1990; Morley & Hosking, 

2003) and combining it with the Cynefin Framework for decision making (Kurtz & Snowden, 

2003; Snowden, 2005; Snowden & Boone, 2007), as well as using institutional talk both 

theoretically and empirically (Heritage, 2004; Heritage, 2005; Holstein & Gubrium, 2005), a 

new relationally-oriented understanding of skilful relating has been identified. The empirical 

focus of the thesis is the main contribution because it has, as Izatt-White (2011) argued, 

brought empirical material and the sensemaking of participants into the relational leadership 

field where there has to date been a dearth of such work. The healthcare and network context 

provided insights into “a practice as setting or ‘events-in-a-social order’” (Izatt-White, 2011, 

p. 132) approach not previously noted in this area of leadership study.  

 

While this research has been able to advance our empirical understanding of skilful relating 

and relational leadership in a clinical network context, there have been significant contextual 

challenges. The most significant has been the strength of the entitative discursive practices 

that dominate Queensland Health and define how leadership, networks and decision making 

are perceived, talked about, organised and managed. The entitative values and interests of 

Queensland Health were highlighted early on as an institutional constraint which had 

significant implications for the development of this thesis. However, it is only now that this 

thesis is near completion that the ways and extent in which entitative values and interests are 

an institutional constraint for the leadership as decision making can be fully understood. 

Entitative values and interests dominate institutional settings such as Queensland Health and, 

as was revealed in this thesis, relationally oriented discursive practices fail to get noticed as 

potential sources for leadership and the development of creative adaptive solutions. However, 
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having completed this thesis, it is apparent that the effects of these entrained values go further 

than this to also constrain how leadership is researched and practised. In this thesis, entitative 

thinking continued to exert its influence through binary interpretations of relational and 

entitative theoretical constructions of leadership and cognitive disengagement from 

relationally oriented discourse-in-practice. In this chapter the effects of entitative values and 

interests will be further discussed in terms of these two forms of institutional constraint. Their 

effects on research and implications for other practitioners and researchers seeking to 

advance our understanding of relational leadership in entitatively driven contexts such as the 

Queensland Health clinical networks, will also be explored. The study limitations will be 

discussed and areas for future research will also be suggested.      

7.1 Theoretical and methodological contributions 

 

Given that in healthcare discursive leadership practices are highly entitative (Fulop & Day, 

2010; Fulop & Mark, 2010; Fulop & Mark, 2013), finding a way to use relational leadership 

theory that had empirical credibility to inform the practice of healthcare professionals was a 

significant challenge for this thesis. Using institutional talk was critical to this endeavour as it 

problematised how the contextualising of leadership should occur when we are dealing with 

professional sensemaking. Using institutional talk led to the innovative approach of bringing 

together the above theories encompassing different ontological and epistemological 

viewpoints. Although an unusual approach, it has been used effectively to demonstrate that it 

makes a significant difference if single ontology approaches are left unchallenged, and that 

relationally-oriented leadership practice can make a difference to decision making when 

multi-ontology sensemaking arises. The findings of this thesis contribute to new ways of 

theorising relational and entitative perspectives of leadership in healthcare (Fulop & Day, 

2010; Fulop & Mark, 2010; Fulop & Mark, 2013), and balance the views of experts (theorists 

and academics) with empirical findings that can inform leadership practice (Izatt-White, 

2011). Although this is not the first time that Hosking’s theory of leadership as decision 

making and the Cynefin Framework have been brought together to further develop our 

understanding of relational leadership and decision making in healthcare settings (Fulop & 

Mark, 2010; Fulop & Mark, 2013), it is the first time they have been used together 

empirically, in this case to examine decision making in a clinical network context. The use of 
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institutional talk is highly original and seeks to address significant concerns by framing 

leadership discourses and practices through a contextualising lens. Relational leadership 

theory provided a new way of framing leadership that answered the call for a fresh approach 

to leadership in healthcare (Bolden & Gosling, 2006; Fulop & Day, 2010; The King's Fund 

Commission on Leadership and Management in the NHS, 2011) and has the potential to 

explain why some of the Queensland Health clinical networks I observed found it difficult to 

find more creative and innovative ways of addressing difficult organisational dilemmas. 

Although this was not a focus of the thesis, it also triggered a relational re-framing of clinical 

networks from stand-alone organisational entities to decision making contexts made in and 

through relational processes such as leadership (Hosking, 1988). The Cynefin Framework 

worked with this relational approach because it provided a practical language for articulating 

the notion of multi-ontology sensemaking that has been reframed in this thesis to encompass 

a relational leadership approach. It made it more plausible for engaging healthcare 

practitioners who are more comfortable working in entitatively framed ways of 

contextualising leadership (Mark, 2006; Fulop & Mark, 2013).  

 

Recently leadership research has been criticised for neglecting to consider the influence of 

the institutional setting on the social construction of leadership in general (Fairhurst, 2007; 

Fairhurst, 2009; Peck & Dickinson, 2009a), but also of relational leadership (Hosking & 

Shamir, 2012). It is argued that for leadership to be understood, relational processes such as 

professional sensemaking (White, 2002; Hall & White, 2005) must be examined as well as 

the sensegiving identified in this thesis. The institutional setting is important because it can 

constrain relational processes influencing what is ultimately allowed and accepted as 

leadership (Fairhurst, 2007; Hosking & Fineman, 1990; Peck & Dickinson, 2009a). The 

dynamic and vexed inter-relationship between relational processes and context (Holstein & 

Gubrium, 2005) was of empirical significance to this thesis because it was set in the highly 

professionalised setting of healthcare (Fulop & Mark, 2013; The King's Fund Commission on 

Leadership and Management in the NHS, 2011), typically dominated by entitatively oriented 

thinking on leadership and decision making (Bate, et al., 2008; Fulop & Day, 2010; Fulop & 

Mark, 2010). Once the institutional setting is recognised as integral to our understanding of 

leadership theory and practice, important questions about the impact of the prevailing 

entitative discursive practices of Queensland Health on the social construction of leadership 

arose as shown in Chapter Two. This led to the inevitable issue of accounting for the nature 
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of constraint or control (or the notion of entity) or as Holstein and Gubrium stated, “…not 

just anything goes” (2005, p. 493, also Izatt-White, 2011). Institutional talk helps explain 

how and what makes decision making in clinical networks take a particular, though not 

totally predictable course, as shown in Chapter 5, and the leadership implications of moving 

beyond single ontology dominance. In such a highly professionalised sensemaking situation, 

relational leadership has to be able to incorporate leadership processes and context not only in 

terms of the whats and hows but also the whys. The challenge of getting to the whys means 

working with a “hybridised analytics of reality construction at the crossroads of institutions, 

culture and social interaction”, as called for by Holstein and Gubrium (Holstein & Gubrium, 

2005, p. 492). This invites new forms of complementary analyses that can work between the 

hows and the whats to get to the whys of social construction. An analytics of interpretive 

practice framework (Holstein & Gubrium, 2005) provided insights into how this challenging 

methodological issue might be addressed. It revealed institutional talk (Heritage, 2004; 

Heritage, 2005) as a method which dealt with the hows, whats and edged towards the whys of 

social reality construction (Holstein & Gubrium, 2005). Institutional talk was identified as 

useful theory and method for revealing the interactional interplays that help explain the 

processes that regularly reproduce single ontology sensemaking but also reveal instances of 

multi-ontology sensemaking that are instructive in accounting for how relational leadership 

practice occurs (Izatt-White, 2011). As discussed in Chapter 3, this approach allows for the 

introduction of both discursive practice and discourse-in-practice to be considered. 

 

When the notion of relational processes, as presented through the lens of relational leadership 

theory, is introduced, the institutional talk approach is supplemented by a shift that allows the 

whys of leadership and decision making to be considered. It involves working between the 

hows and the whats to identify the interplay between the two forms of discourse as, in the 

case of this thesis, the ‘substantive conditions of meaning-making and social order’ (Holstein 

& Gubrium, 2005, p. 495). The focus on disorder in the Cynefin Framework provided the 

theoretical loophole (see Fulop & Mark, 2010, 2013) to get to the whys of leadership practice. 

This was done by using the idea of skilful relating in two particular ways based on Hosking’s 

early theorising on relational leadership. The concepts of ‘intelligent social actions’ and 

‘flexible social ordering’ were used as key relational constructs to explain how skilful 

relating can promote multi-ontology sensemaking, but in ways that have not previously been 

identified. A new hybridised (relational and entitative) approach to leadership in professional 
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sensemaking is suggested that builds on other approaches, for example that of Fulop and 

Mark (2010), adding new knowledge and understandings (Denis, et al., 2010; Fulop & Mark, 

2013) about the situated practices of relational leadership as decision making. 

7.2 Empirical contributions 

 

This research set out to reveal, in a way that would be acceptable to healthcare practitioners 

that the notion of skilful relating was plausible and its presence or absence had implications 

for leadership as decision making. This empirical goal was set in the highly professionalised 

context of clinical networks where an entitative discourse of leadership and decision making 

is sustained and maintained. What is therefore significant about this research is the generation 

of empirical findings that demonstrate skilful relating. A relational and therefore not typically 

accepted construct in a highly entitative institutional setting, is a key aspect of leadership as 

decision making, and is important for the generation of creative adaptive solutions (Minas, 

2005) of the type needed to progress difficult organisational dilemmas.  An important 

empirical contribution of this research is therefore to give illustrations of instances of skilful 

relating as leadership practice (Denis, et al., 2010; Raelin, 2011) in the context of a clinical 

network and the implications for decision making when it is only partially and intermittently 

achieved. 

Skilful relating is important in highly professionalised contexts such as healthcare where 

there is an emphasis on fact and expert opinion (Mark, 2006) even though when dealing with 

management issues, the sensemaking environment is  ambiguous and unclear (Denis, et al., 

2010; Fulop & Mark, 2010; Fulop & Mark, 2013). This research has provided an example of 

how in messy organisational settings (Denis, et al., 2010; Fulop & Mark, 2013), practitioners 

will actively pursue, until it is ultimately adopted, a single ontology sensemaking approach. 

As was revealed in the Cancer Care Network (CCN), the pursuit of single ontology 

sensemaking is played out in dynamic interplay between entitatively driven and relationally 

oriented social practices. This interplay reflects a resistance to relationally oriented discursive 

practices from entitatively driven discursive practices. In the example presented in this thesis, 

this interplay manifested as a ‘tussle’, which is akin to the toing and froing described by 

Fulop and Mark (2013), in the decision making arena between technical/scientific and 

relationally oriented discourse-in-practice which incorporated the human and social issues 



 

 

 

 

  

225 

 

that make organisational dilemmas so difficult to resolve. In this example, skilful relating was 

only partially and intermittently achieved; there were only brief instances of conjectural talk 

and hence the potential for multi-ontology sensemaking was limited. These circumstances led 

to the relational perspective being suppressed and the cognitive, social, emotional and 

political issues surrounding difficult organisational dilemmas not being explored. The 

absence of skilful relating can therefore lead to the opportunity for creative and innovative 

solutions being lost. Skilful relating is needed to enable conjectural talk and broaden the 

entrained single ontology sensemaking approach to multi-ontology sensemaking so that 

flexible social ordering and intelligent social action can be achieved.  

Skilful relating accomplishes multi-ontology sensemaking, flexible social ordering and 

intelligent social action in several ways. Firstly, a senseseeking action by a leader triggers 

dilemma rich sensemaking environments where the human and social aspects of difficult 

dilemmas are surfaced alongside the scientific and the technical. Secondly, relationally 

oriented sensegiving, such as narratives of personal experience, which reveal the human and 

social quandaries that make decision making difficult, are encouraged and further developed 

through conjectural talk – which I perceive to be the antecedent to multi-ontology 

sensemaking. However, as the example in this thesis demonstrates, even in dilemma rich 

sensemaking environments where there is ample opportunity for leader/s’ sensegiving to 

trigger conjectural talk and for multi-ontology sensemaking to happen, this process may not 

occur. Dilemma rich sensemaking environments and conjectural talk are not enough on their 

own to accomplish multi-ontology sensemaking. Skilful relating is also needed to achieve 

cognitive acceptance of the relational as well as the social, emotional and political issues that 

surround difficult organisational dilemmas so that they can be incorporated into professional 

sensemaking that is multi-ontology in nature. Cognitive acceptance of the relational makes it 

more likely that multi-ontology sensemaking is sustained and moves professional 

sensemaking further towards intelligent social action. When intelligent social action is 

perceived, those engaged in professional sensemaking are comfortable working within the 

flexible social order that has been created, giving creative innovative solutions the chance to 

emerge and develop.  
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7.3 Binary interpretations as institutional talk 

 

This research began because of professional frustration at the inability of many of the clinical 

networks (which involved some of the most expert and experienced clinical leaders in 

Queensland) to progress difficult organisational dilemmas.  This frustration led me to search 

for an alternative framing of leadership which was not focused on the skills and expertise of 

individuals or formally appointed leaders. This search led me to discover the theoretical 

notion of relational leadership (Cunliffe & Eriksen, 2011; Fairhurst, 2007; Hosking, 1988; 

Hosking & Morley, 1988; Hosking & Fineman, 1990; Hosking, 2011a; Uhl-Bien, 2006), 

which was a discovery for me because of my own entrained entitative thinking. Relational 

leadership theory was appealing because it emphasised relational processes as the source for 

leadership rather than individuals. Relational leadership theory identified another source for 

leadership in clinical networks which had never before been given much consideration and 

was one which I thought could inform how networks could better deal with some of the 

difficult organisational dilemmas they faced.  

 

Relational leadership theory was a radical departure from the entrained leadership approach 

of Queensland Health and healthcare organisations more broadly (Fulop & Day, 2010; Fulop 

& Mark, 2010) as well as my own professional training which could be described as technical 

and scientific (Bate, et al., 2008) and therefore entitative. Initially, my understanding of 

relational leadership theory was heavily influenced by Hosking’s approach. Hosking 

developed the idea of entitative to contrast with the idea of relational so that a full 

understanding of the relational perspective could be developed and articulated to others 

(Hosking & Shamir, 2012).  However, allowing my theorising to be guided by my entitative 

values and training, I developed a binary interpretation of these two constructs or adopted 

what Hosking (2006, p. 265) described as ‘this and that thinking’. Relational and entitative 

were framed as independent and separate, and relational was thought about as an alternative 

to entitative. Since a relational perspective had not been accommodated into the leadership 

discourse of Queensland Health, and I was looking for an alternative to the existing 

individualistic approach, I chose to focus my theorising on the dialogical theory of leadership 

being developed by Hosking (Hosking, 2000; Hosking, 2011a) and her colleagues (Cunliffe 

& Eriksen, 2011). I perceived this thesis as my opportunity to generate empirical evidence of 
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relational leadership in clinical networks and to demonstrate its impact on decision making.  

This initial binary interpretation of relational and entitative, framed them as constructs which 

were open to objective empirical inquiry and in such a way that I had to choose one over the 

other as the theoretical premises for my research.  

 

The experience described above illustrates how the entitative values and interests of the 

institutional environment in which I was immersed impacted on my actions as a researcher.  

In this instance, entitative thinking led to a binary interpretation of entitative and relational 

perspectives on leadership and their conceptualisation as independent constructs and did not 

lead me to consider that there could be interplay between these two ontologically different 

perspectives. This binary thinking was also the case in the CCN where they adopted a ‘must 

choose one or the other’ approach when dealing with managerial and human and cultural 

issues. For example, the chair selected which ideas to progress based on whether they were 

supported by ‘evidence’, or not. Reflecting on my experience as a researcher-practitioner and 

the empirical findings of my research have led me to the following conclusion, which I 

believe is of relevance to others working in this context or other highly professionalised 

contexts. Entitative thinking is a significant institutional constraint which can lead to binary 

interpretations of social realities. Binary interpretations run the risk of hiding the more subtle 

complexities of the practice of leadership as decision making in organisational contexts such 

as the clinical networks in Queensland Health. The possibility that social reality might be 

messy and disorganised (Denis, et al., 2010; Fulop & Mark, 2013) and therefore imply a 

hybridised relational-entitative notion of leadership, (as was later revealed by my empirical 

analysis and has been supported by other theorists (Fulop & Mark, 2013) and empirical 

studies (Denis, et al., 2010), is unlikely  to be revealed by the binary approach that entitative 

thinking can lead to.  I believe therefore, that there is a message for practitioner-researchers 

in my learning from completing this thesis. We need to be cautious of entitative thinking 

which can lead to binary interpretations of entitative and relational leadership paradigms and 

overshadow the possibility of uncovering the interplay (Holstein & Gubrium, 2005) that 

generates the messiness and social disordering (Denis, et al., 2010; Fulop & Mark, 2013) that 

is often the reality of leadership as decision making in practice. If this research had only 

focused on the hows, that is, relational processes, or the whats that is,   resources, tools and 

conditions for leadership, the dynamic interplay between discursive practices and discourse-

in-practice in the CCN would not have been explored. Only a partial understanding of 
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leadership as decision making would have been achieved; a source of contention for several 

leadership scholars (Barge & Fairhurst, 2008; Fairhurst, 2007; Fairhurst, 2009; Grint, 2005; 

Fulop & Mark, 2013; Peck & Dickinson, 2009a). 

7.4 Cognitive disengagement from relationally oriented leadership 

 discourse 

 

A goal of this thesis was to get healthcare practitioners, who are typically most comfortable 

working with entitative constructions, that is, ordered and predictable notions of leadership, 

research and healthcare organisations (Mark, 2006; Mark & Snowden, 2006), to accept the 

idea that relational processes such as skilful relating are an important aspect of leadership and 

much needed when dealing with difficult organisational dilemmas (Hosking & Morley, 

1988). The empirical contribution of this thesis is revealing that the day to day practice of 

leadership as decision making in a Queensland Health clinical network is a hybrid of 

entitative and relational approaches. Interplay (Holstein & Gubrium, 2005) is central to the 

hybridised relational-entitative framing of leadership as decision that was developed in this 

thesis. Understanding leadership as decision making as the dynamic interplay between 

discursive practices and discourse-in-practice is important for understanding how institutional 

constraint can manifest as, what I have termed, cognitive disengagement from relationally 

oriented discourse.   

 

Although leadership as decision making in the CCN was ultimately entitatively driven, there 

were brief instances where relationally oriented leadership practices developed. Despite the 

dominance of entitative discursive practices, relationally oriented discursive practices and 

discourse-in-practice challenged and resisted this dominance. Resistance from relationally 

oriented dilemmas brought the cognitive, social, political and emotional aspects of leadership 

decision making to the fore, forcing the CCN to find ways of dealing with the relational (as 

well as the technical/scientific dilemmas, which sat well within their comfort zone), and to 

engage in multi-ontology sensemaking. However, despite this interplay or ‘tussle’ as it is 

referred to in Chapter 6, relationally oriented discourse-in-practice was ultimately suppressed 

by the CCN’s entitative values and interests. The sensegiving strategies of the chair, 

particularly turning points, shut down conjectural talk in favour of ‘evidence’. In doing so, 
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decision making became ritualised and single ontology with little consideration given by the 

chair that others might see the situation differently (Fulop & Mark, 2013). The chair of the 

CCN used turning points to disengage from relationally oriented dilemmas and discursive 

practices. By choosing not to recognise the human/cultural themes embedded in clinician and 

patient experiences, the chair cognitively disengaged from any relationally oriented 

discourse, thereby muting the possibility (Dachler and Hosking, 1996 in Fulop and Mark, 

2013) of multi-ontology sensemaking.  Cognitive disengagement from relationally oriented 

discourse may therefore be a means through which entitative interests and values avoid 

accepting relationally oriented dilemmas and discourses and incorporating them into 

professional sensemaking, thereby enforcing single ontology sensemaking. Marshall (2008) 

highlights that, cognitive processes are often excluded in practice based approaches to, for 

example, knowledge and learning. Marshall argues that, in striving to move away from the 

theoretical notion of knowledge and learning as static and individualised and move towards 

understanding knowledge and learning in terms of highly contextualised, mutually 

constituted, social accomplishments, practice-based approaches have neglected cognitive 

processes. Marshall contends that specific practices are generated and sustained partly 

through the patterned nature of knowledge and that patterns of collective practice are in part 

guided by interlocking cognitive schemas. Cognitive schemas are implicit and taken-for-

granted and guide how emerging social realities are constituted and sanctioned. They are 

generated and continually revised by people, working together on joint activities. Marshall 

suggests that these, ‘socially shared cognitions’ (p. 420) play an important part in how 

specific situations are interpreted and what is recognised as socially appropriate action. In 

terms of this thesis Marshall’s viewpoint further supports the empirical finding that cognitive 

processes significantly influence how easily a multi-ontology approach to professional 

sensemaking in institutional contexts such as the Queensland Health clinical networks can be 

achieved. In the case of the CCN the single ontology cognitive schemas which were part of 

the institutional Discourse of Queensland Health may have made skilful relating 

incorporating multi-ontology sensemaking difficult to achieve. 

 

Grint’s (2005) typology of problems, power and authority provides another way to illustrate 

how this notion of cognitive disengagement from relationally oriented leadership discourse 

might play out. The key argument underpinning Grint’s approach is that the actions of leaders 

are not defined by the nature of the decision making situation in which they find themselves. 
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Rather, the persuasiveness of a leader’s account of a situation defines it as one of the types of 

problems in the model (critical, tame, wicked) which legitimates a particular kind of authority 

(command, management and leadership), each reflecting a particular form of power 

(coercion, calculative and normative).  In his 2005 paper (acknowledging that in his book, 

also published in 2005, he places greater emphasis on the constraint context places on a 

leader’s account of the situation (Grint, 2005) ), Grint argued that more attention should be 

paid to the persuasive approaches that decision makers adopt to give sense to situations and 

align others to their own preferred form of authority. What is perceived in this thesis as 

cognitive disengagement, that is, that cognitive disengagement from relationally oriented 

discourse is one possible means through which healthcare leaders construct a social order 

which sits within their comfort zone because it is aligned with the medically driven evidence-

based culture of professional sensemaking in healthcare settings (Fulop & Mark, 2013; 

Rycroft-Malone, et al., 2004; White, 2002), could be considered empirical evidence. In 

healthcare contexts, similar to those observed in the CCN where narrative is not typically 

accepted as a valid form of evidence (Charon & Wyer, 2008), leaders can choose to use 

discursive practices such as turning points to avoid engaging with a viewpoint which they 

perceive does not serve their entitative values and interests.  

 

While Grint’s approach is particularly relevant to the notion of cognitive disengagement in 

that it implies cognitive processes have a role in leadership, it is criticised because in doing 

so, it underemphasises the force of institutional constraint. As Peck and Dickinson (2009a) 

highlighted, Grint’s theoretical position, although relational, does not pay sufficient attention 

to the influence of rules, roles, norms and behaviours on the leader’s performance. This point 

is relevant to further understanding the notion of cognitive disengagement because it suggests 

that the cognitive preferences of leaders may lead to multi-ontology sensemaking if others 

accept this course of action (Peck & Dickinson, 2009a). However, overall it is the entrained 

professional culture and values of the institutional setting that will ultimately determine 

whether relational perspectives are cognitively accepted and incorporated as a valid form of 

evidence into professional sensemaking and not just what leaders make of their situation. In 

entitative contexts such as healthcare, overcoming cognitive disengagement from relationally 

oriented discourse during professional sensemaking may therefore be another important part 

of skilful relating if the current reliance on the trusted evidence based frameworks (Fulop & 

Mark, 2013) is to be moderated. Regardless of the skilfulness of individual leaders in 
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enabling others to be open minded (Morley & Hosking, 2003) about the type of evidence that 

counts (Rycroft-Malone, et al., 2004) and facilitating collective dialoguing where all 

viewpoints are judged as being of equal value (Hosking, 2011a), multi-ontology sensemaking 

may remain difficult to achieve. A multi-ontology approach may remain elusive if those 

leading the conversation cannot, at the end of the day, cognitively accept that the relational 

perspective is important to consider so that, as was the case in White’s study (2002) this 

perspective is dealt with during professional sensemaking. 

7.5 Pragmatic issues and logistics and limitations 

 

Given the significant support that was given to me by Queensland Health and the Clinical 

Cancer Networks to complete this thesis and the trust that was vested in me by those who 

took part, I had a responsibility to generate empirical material that could meaningfully inform 

leadership practice in clinical networks. However, given that the discursive leadership 

practices were highly entitative (Fulop & Day, 2010; Fulop & Mark, 2010; Fulop & Mark, 

2013), finding a way to use relational leadership theory that had the empirical credibility to 

inform leadership practice was difficult. As discussed in Chapters One and Two, this thesis 

was developed following an initial quantitative study on the interaction patterns of clinical 

networks engaged in decision making (Harden & Locke, 2011). The thesis developed because 

the findings from this initial study failed to address the practice based research problem that 

inspired me to start this research: how can leadership best enhance the decision making 

capabilities of clinical networks and lead to creative and innovative solutions to difficult 

organisational dilemmas? The empirical material for the initial study was generated from 

video-recordings of network sub-committees engaged in decision making. The networks 

expected that the meeting video would be analysed and that the findings from my analysis 

would be meaningful to them and that they could use this knowledge to inform their practice.  

For these reasons, a pragmatic approach was adopted and the research was designed around 

my commitment to them to use the meeting video that had been collected as part of the initial 

study in a way which was valuable empirically and practically. There were also other 

logistical issues that limited the data that were available to the video recordings of the sub-

committee meetings. As discussed in Chapter Four, the networks were time limited for 12 

months. The development of this thesis did not begin until after this 12 month period when 
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the networks had completed their projects and ceased. This logistical issue meant that it was 

not possible to capture data on the CCN’s decision making processes from other sources and 

I was limited to using the video recordings to generate empirical material. Together, these 

pragmatic issues and logistics limited the research methodologies that were possible. 

 

This research sought to develop an empirical understanding of the hows, whats and whys 

(Holstein & Gubrium, 2005) of leadership as decision making.  The video recordings of the 

network meeting conversations were a rich source for generating empirical material on the 

relational processes that constitute leadership as decision making (hows). The videos of the 

meeting conversation were also useful for generating empirical material on the discursive 

practices (whats), including the linguistic tools that were available for professional 

sensemaking and the achievement of leadership as decision making - single or multi-ontology 

sensemaking, rigid or flexible social ordering, unintelligent or intelligent social action.  

However, as Denis et al., (2010) revealed in their study, the tools that leaders use to exert 

their influence on others are much broader than linguistic tools; they also include managerial 

tools. In healthcare contexts managerial tools can include protocols, policy standards, 

guidelines and performance agreements, which are all used by leaders to move the 

organisation towards a future goal. Leadership tools such as these supplement linguistic 

resources such as the managerial and relationally oriented discursive practices identified in 

this research. However, because of the pragmatic issues and logistical factors discussed 

above, this study was limited to the video-recordings of the meeting conversations for 

generating empirical material on the hows, whats and whys of leadership. Consequently, 

although empirically significant, the material that was presented only provides a partial 

understanding of the tools and resources that were available for professional sensemaking and 

how they were used to influence sensemaking in the network. The materiality of leadership 

(Denis, et al., 2010) could therefore be better captured by qualitative techniques such as 

ethnography, where the researcher is immersed in the social context being studied and uses a 

mix of observational and interviewing techniques (Klenke, 2008) to examine how leadership 

as decision making might develop over time.  Using ethnographic techniques such as those 

used by Maitlis (2005; 2007) to examine sensemaking in symphony orchestras, could provide 

a more substantive account of the hows, whats and whys of leadership as decision making, 

than was able to be achieved in this research.  
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The practical value of relationally oriented empirical work is to open up conversation 

between the inquirer and participant. Dialoging with the research participants rather than 

seeking to ‘know about’ those being studied, is perceived as useful because it can open up the 

possibility for new kinds of conversations and establish more equal relations between the 

researcher and others involved in the research. Dialoging can facilitate different thinking on 

how to do research and interpret empirical material and make it more relevant and 

meaningful locally (Hosking, 2011). Given the relational orientation of this research, 

dialogical research practices would therefore have been useful and in line with the research 

approach. Specifically, sharing my analysis of the meeting conversations with the members 

of the CCN would have opened up the possibility of other, perhaps more relevant and 

meaningful, interpretations of the meeting video and the empirical material. Unfortunately 

however, the logistical issues discussed above meant that this was not possible and the 

findings presented, although substantial and relevant to practitioners, are limited to my 

interpretations of the network’s decision making processes.    

7.6 Future research 

 

The theoretical and empirical material presented in this thesis provides a stepping stone for 

others to advance our understanding of relational leadership in healthcare contexts. 

Specifically, it provides insights into how Peck and Dickinson’s (2009a) recently developed 

theory of performing leadership (which is also interested the hows, whats and whys of 

leadership) might be advanced. Performing leadership theory was developed to fill a 

perceived gap in current leadership theory by addressing the highly contextualised nature of 

leadership and emphasising the dynamic interplay (Holstein & Gubrium, 2005) between the 

institutional setting and leadership processes. By drawing on anthropology, sociology, 

cultural and performance studies, sensemaking theories are further developed to demonstrate 

the extent to which the institutional context can impact on leader sensegiving and 

sensemaking and collective sensemaking. Performing leadership theory identifies two kinds 

of leadership performance. The first is ‘leadership is performance’, which refers to the formal 

rituals of organisational life such as the leadership routines associated with chairing a 

meeting or approving a decision. Leadership is performance is akin to Hosking’s (1995) 

notion of entitative approaches to leadership (Peck, et al., 2009b). The second is ‘leadership 
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as performance’ which is a relational understanding of leadership and relates to the everyday 

interactions across organisations that can constitute leadership. Leadership as performance is 

not tied to any one organisational activity or undertaken for one specific purpose, but rather it 

relates to all aspects of everyday organisational life (Peck, et al., 2009). However, regardless 

of the framing of leadership performance, Peck and Dickinson (2009a) argued that the 

institutional context significantly influences the leadership performance that is possible and 

influences others.  

Peck and Dickinson (Peck & Dickinson, 2009a) identified that their theory of leadership 

performance lacked an empirical basis. With regards to the ‘leadership is performance’ 

frame, they call for an empirical examination of the types of organisational settings in which 

leadership performances take place and the opportunities and constraints that institutional 

settings place on leadership. In relation to the ‘leadership as performance’ frame, they 

suggest that empirical consideration should be given to the performance repertoires that 

leaders use in their attempts to influence the sensemaking of others and the constraints of the 

roles, rules and social organisation of institutional settings on these repertoires. In this thesis 

cognitive processes were identified as a means through which institutional context 

constrained professional sensemaking and sensegiving to be single ontology, thereby 

removing the opportunity for creative and innovative solutions to be developed. In hindsight, 

the significance of cognitive processes for the achievement of leadership as decision that 

became apparent by doing this research, warrants further theoretical consideration and has 

not been fully developed by other scholars interested in relational leadership and who 

recognise cognitive processes as an important aspect of skilful relating (Fulop & Mark, 2013; 

Hosking, 1988; Hosking & Morley, 1988; Morley & Hosking, 2003). Future research which 

adopts leadership performance theory would therefore provide an opportunity to further 

explore the cognitive aspect of skilful relating and the implications for leadership as decision 

making as well as provide an empirical basis for performing leadership theory itself. It would 

support the theoretical development of the notion of cognitive disengagement from 

relationally oriented discourse as a means through which institutional forces exercise 

constraint on and through leadership performances. However, this is only one avenue where 

further research is warranted. Peck and Dickinson (2009a), just like Holstein and Gubrium 

(2005), were particularly interested in the interplay between context and social processes 

because it is perceived as the space in which change can occur. As demonstrated by this 
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research, the empirical examination of interplay, in this case between discursive practices and 

discourse-in-practice, can advance our understanding of the leadership opportunities afforded 

by the roles, rules and social organisation (Peck & Dickinson, 2009a) of an institutional 

setting and their constraints. Peck, et al. (2009b) suggested that empirical examination of the 

relationship between setting, performativity, efficacy and the cognitive and emotional 

responses of participants to leadership performance would be a significant advance on 

existing leadership studies where the is and as aspects of leadership are typically examined in 

isolation from each other. This suggestion is also supported by Holstein and Gubrium 

(Holstein & Gubrium, 2005) albeit framed in terms of empirical studies of the hows and 

whats of social reality.   

The narratives presented in Chapter Six of this thesis could be framed as illustrations of 

leadership performance. However, in this study because of the limitations discussed above, 

the narratives were developed as examples or scenarios to articulate, in a way that had 

practical meaning, typical, idealised and hybridised notions of leadership as decision making 

in a clinical network context. However, as Peck et al. (2009a) suggested, ethnographic 

techniques could have provided richer empirical descriptions of particular leadership 

performances in a clinic network context. The narratives developed in this thesis are of value 

to practitioners because they provide empirical material on the hows, whats and whys of 

leadership decision making. However, when ethnographic techniques are used, narratives that 

specify the whens and wheres, ‘the times when and the places where those involved construct 

particular social forms in the ways they do’ (Holstein & Gubrium, 2005, p. 500) can also be 

developed. The narratives of leadership performance presented in Chapter Six, which were 

derived from institutional talk analysis, relational leadership theory, the language of the 

Cynefin Framework and my professional experience, support practitioners in exploring 

alternative possible constructions of leadership as decision making and what their role might 

be in constructing their preferred approach (Holstein & Gubrium, 2005). However, a future 

ethnographic study of leadership as decision making in a clinical network context could also 

reveal to practitioners that they have a choice in how leadership performance is constructed 

and that the course of social construction they enable has implications for decision making. In 

addition, a future ethnographic study would also provide practitioners with an understanding 

of when and where leadership performances that support intelligent or unintelligent social 

action (Fulop & Mark, 2013) can and do occur. With the understanding of relational 
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leadership that practitioners could develop from this kind of study they would be able to 

collectively re-appraise (Raelin, 2011) their experiences of leadership is and as performance. 

Practitioners would be able to recognise the times when, and instances where, skilful relating 

is needed, how they can contribute to its achievement, and the tools and resources required to 

realise multi-ontology sensemaking, flexible social ordering and intelligent social action. 

7.7 Relevance to other organisational dilemmas 

 

This thesis emerged from a practice based problem which I identified in my day to day work 

with the Queensland Health clinical networks. Rather than produce generalisable knowledge 

of leadership in clinical networks faced with a service improvement dilemma, which I have 

argued to be the typical research approach in this entitatively oriented institutional 

environment, this thesis has sought to generate empirical material that gives plausibility to the 

notion of skilful relating and relational leadership. A practical goal of this thesis was to start a 

new type of conversation about leadership as decision making which explores relational 

processes as a source for leadership rather than individual leadership competencies which is 

the current leadership development approach in Queensland Health (Crethar, et al., 2009). 

With the theoretical and empirical material contained in this thesis, this new conversation is 

possible. However, this conversation does not have to be limited to practitioners working in a 

context similar to the one in which this research is situated, that is, a cancer clinical network 

with the task of resolving a service improvement issue. I will demonstrate this by drawing on 

empirical material that I have collected as part of a research project exploring clinician 

experiences of leading and managing in Queensland Health. This material has yet to be fully 

analysed and is not published, but it is useful for giving a practice based example, from 

another context, of an instance where entrained entitative values and interests lead to single 

ontology sensemaking and rigid social ordering. This extract from a clinician story shows an 

occasion where decision making could have been enhanced by skilful relating and relational 

leadership.   

“We had a patient once who was having a heart transplant and typical Swiss cheese, a whole 

lot of events but anyway what happened was that they were using alcohol - 70% alcoholic 

chlorhexidine and it pooled under his neck in one of the drapes that wasn’t draped properly 

and they got the diathermy out and it started a fire [boof] and he got burns and he was all 
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right.  So they immediately said, “Oh my goodness, this can never happen again’, we are 

going to ban– 70% alcoholic chlorhexidine.”  I said, “Hang on, this is crazy, this is a really 

good thing.”  So they said, “No, no, it’s banned.”  So what happened?  So we started getting 

all these hip infections because they used 30% and so they weren’t prepping the skin 

properly.  So just for a one-off event when all they had to say was, you know, “Guys, if you 

are tired, be careful and don’t let it pool,” they banned alcoholic chlorhexidine - so there is a 

case in point; just stupidity”.   

 

This anecdote is an example of the extent to which institutional talk can influence decision 

making on issues not related to cancer and outside of clinical networks. The clinician sharing 

this anecdote was faced with dilemmas in his role as a senior health service executive. In this 

instance, there were strong regulatory forces and a bureaucratic style of organisation and 

centralised decision making, all typical features of a hierarchical institutional context (6 et al., 

in Peck and Dickinson, 2009).  In this example, social disordering was handled by social 

ordering and the entitative decision making approach that was adopted had negative 

consequences for patients, that is, it led to higher than usual infection rates during hip 

replacement surgery. Professional sensemaking did not readily accommodate and explore the 

experience of the clinician telling the story, which in turn led to a known solution (Kurtz & 

Snowden, 2003). However, not only were there clinical consequences, there were relational 

consequences to this entitatively driven approach. The solution that was adopted was 

perceived as ‘just stupidity’ or unintelligent social action (Fulop & Mark, 2013) and therefore 

a solution which clinicians would be unlikely to commit to in the longer term.  This extract is 

an example of how elsewhere in Queensland Health the default approach to social 

disordering is social ordering and institutional talk leads to single-ontology sensemaking and 

‘known’ solutions, oriented towards scientific and technical interventions. This entitative 

approach constrains decision making to the known, thereby hindering the ability of those 

involved to conjecture about what might be possible, improvise and innovate. This extract 

represents another occasion outside a clinical network context where skilful relating is absent 

and the cognitive, social, political and emotional aspects of a difficult organisational dilemma 

are pushed aside, and where the presence of skilful relating could have resulted in the 

clinicians’ long term commitment to change. 
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The narratives developed in Chapter Six, which describe typical, idealised and hybridised 

approaches to leadership as decision making, are tools for practitioners when faced with 

difficult dilemmas,  such as the one described above to engage in what Cunliffe (2008, p. 

134) describes as, ‘relationally responsive learning’. Relationally responsive learning 

involves more than reflecting on an event, it tasks practitioners to reflect upon how they act 

in relation to others and explore the assumptions, values and ways of relating that underpin 

how they interact with others and the impact these interactions have on others. This type of 

learning seeks to unsettle entrained thinking at the cultural, social, ideological and 

institutional level. The type of narratives presented in this thesis are able to assist with this 

because in them, practitioners can see the different ways in which they themselves can 

contribute as sensegivers and the consequences of their words and actions for professional 

sensemaking and ultimately decision making. The narratives also expose in practical ways 

how entrained entitative thinking can constrain a practitioner’s relations with others. They are 

tools (Denis, et al., 2010) that can assist practitioners to start,  

 

 ‘thinking more critically about ourselves, our actions, the types of conversations we 

 engage in, the language we use and how to carry out conversations in which (to 

 some degree) shared understandings of organisational experience allow possibilities 

 for action to emerge. Such self-reflexive practices may involve noticing certain ways 

 of talking and how particular words, phrases and gestures we use might shape 

 responses and understandings of our surroundings’ (Cunliffe, 2008, p. 135).  

 

Narrative accounts of leadership as decision making that reveal the different possible 

approaches to decision making, including the presence and absence of skilful relating, are 

particularly useful in the entitative context of healthcare settings because this kind of 

relational orientation to decision making isn’t the usual approach (Fulop & Mark, 2013). 

These types of narratives can guide practitioners in the discursive practices and discourse-in-

practice to look for when they engage in relationally responsive learning as a means of 

enhancing the practice of leadership as decision making.    
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7.8 Final comment 

 

This thesis is a useful practical example for other researchers into an unusual hybridised 

empirical approach that accounts for both the contextual constraints of an institutional setting 

and the relational processes that constitute leadership as decision making.  While the success 

of this unusual methodology for examining the highly contextualised and relational nature of 

leadership as decision making is valuable, it is the empirical insights into the importance of 

skilful relating for decision making in a highly professionalised context that is the major 

contribution of this thesis. This research has shown that, in messy and disordered (Denis, et 

al., 2010; Fulop & Mark, 2013) decision making contexts, leadership as decision making can 

manifest as a hybridised relational-entitative approach, a perspective that has not previously 

been empirically illustrated.  In addition, this thesis has empirically demonstrated that it 

makes a significant difference to decision making around difficult organisational dilemmas if 

single ontology approaches are left unchallenged and allowed to prevail. Single ontology 

sensemaking, if left unchecked, will lead to mundane decision making and fail to generate 

new ways of thinking about and talking about difficult organisational dilemmas that can 

ultimately lead to innovative solutions.   

The empirical material generated by this research illustrates how individuals, such as the 

chair of the CCN, can use discursive practices such as turning points to cognitively disengage 

from relational issues in order to maintain and sustain single ontology sensemaking. 

Individuals in authority positions are therefore critical to multi-ontology sensemaking; just as 

their entitative thinking can sustain single ontology sensemaking, then relational awareness 

(Fulop & Mark, 2013) or skills (Denis, et al., 2010) amongst those individuals has the 

potential to achieve multi-ontology sensemaking. While cognitive processes have been 

theorised as an important aspect of leadership as decision making (Hosking, 1988; Hosking & 

Morley, 1988; Hosking & Fineman, 1990; Fulop & Mark, 2013), this thesis provides a 

unique empirical example of how cognitive processes can significantly constrain and 

disadvantage professional sensemaking and of how, possibly, they need to be given greater 

attention and primacy in professional sensemaking in healthcare.   

 

This thesis also has practical value for clinicians and others involved in the day to day 

decision making around difficult organisational dilemmas in healthcare settings. These 
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narratives are tools for practitioners to reflect on leadership as decision in a practice setting. 

By describing theorised, idealised and typical leadership as decision making approaches, they 

assist practitioners in examining: entrained and default ways of thinking (entitative, relational 

or hybridised) about and approaching difficult organisational dilemmas; the impact that 

different approaches can have on the thoughts and actions of others; and ultimately, the way 

difficult organisational dilemmas are progressed and resolved. These practical examples 

support practitioners in identifying the decision making approach that is adopted in different 

situations and whether relationally oriented discursive practices fail to get noticed or get 

suppressed in favour of single ontology sensemaking. However, as well as providing practical 

tools for practitioners to engage in this type of relationally responsive learning (Cunliffe, 

2008), this research also holds a practical message for researchers who have either been 

trained in or who currently work as practitioners in healthcare contexts. They should be 

aware and cautious of entrained entitative thinking, because unwittingly it can be allowed to 

exert a significant constraining influence on what is perceived as valuable research for 

advancing understanding of relationally oriented leadership. Reflecting on where this thesis 

began, in particular on the initial quantitative study described in Chapter 2, examining 

patterns of social interactions, I believe that this thesis provides a ‘near miss’ example of how 

entrained entitative thinking could have led to ‘practising research’ rather than ‘researching 

practice’ (Mark & Snowden, 2006). 



APPENDIX 1  Turn taking and interaction sequence 

 

Mapping - incorporating issue themes, interaction sequence (factual, expert and narrative 

talk), turning points and decision points. 

 

A colour coding scheme is used to visually emphasise particular elements of the mapping and 

highlight the key findings.  The following colours have been assigned: management issues - 

green; cancer care issues - dark orange; turning points - lilac; and decision points - maroon. 

Narrative based talk was assigned the colour light orange.  

 

MEETING ONE 

 

ISSUE  ISSUE THEME  SEQUENCE 

INTERACTION 

(FACTUAL, EXPERT 

AND  

NARRATIVE TALK) 

Phase 1 (1.14 – 16.05) 

Getting to know each 

other 

Management EXPERT 

 FACTUAL  

Phase 2 (16.05 – 22.44) 

Defining the scope of the 

‘Partnerships’ brief 

Management EXPERT 

  TURNING POINT 1 

  EXPERT 

  FACTUAL 

  EXPERT 

  NARRATIVE 

  EXPERT 
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Phase 3 (22.44 – 25.49) 

Changing the culture of 

cancer care  

Cancer Care NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  TURNING POINT 2 

Phase 4 (25.49 – 33.58) 

Defining the scope of the 

‘Partnerships’ brief  

Management EXPERT 

  DECISION POINT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

Phase 5 

(33.58-34.51) 

Patients have 

psychosocial needs 

Cancer Care NARRATIVE 

  EXPERT 

  TURNING POINT 3 

Phase 6 (34.51 –42.14) 

Defining the scope of the 

‘Partnerships’ brief  

Management EXPERT 

  DECISION POINT 
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  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  FACT 

  EXPERT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  TURNING POINT 4 

  DECISION POINT 

Phase 7 (42.14 – 44.39 

Developing a Network 

Wellness Plan  

Management EXPERT 

  DECISION POINT 

  EXPERT 

  DECISION POINT 
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MEETING THREE 

 

TYPE OF ISSUE  ISSUE THEME FACTUAL, EXPERT 

AND  

NARRATIVE TALK 

Phase 1 (1.34 – 5.05) 

Getting to know each 

other  
Management FACTUAL 

  EXPERT 

Phase 2 (5.05 – 9.48) 

Meeting the needs of 

radiotherapy patients  

Cancer Care NARRATIVE  

  EXPERT 

 
 NARRATIVE  

 

  EXPERT 

  TURNING POINT 5 

Phase 3 (9.48 – 31.21) 

Developing a Network 

Wellness Plan  
Management FACT 

  EXPERT 

 
 NARRATIVE 

  FACT 

  EXPERT 
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Phase 4 (32.32 – 40.29) 

Meeting the needs of 

radiotherapy patients  

Cancer Care NARRATIVE 

  EXPERT 

 
 NARRATIVE 

  EXPERT 

 
 NARRATIVE 

  EXPERT 

 
 NARRATIVE 

  FACT 

  EXPERT 

 
 NARRATIVE 

  EXPERT 

 
 NARRATIVE 

  EXPERT 

  TURNING POINT 6 

Phase 5 (40.29 – 41.16) 

Developing a Network 

Wellness Plan 
Management EXPERT 

  NARRATIVE 
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  EXPERT 

Phase 6 (41.6 – 41.44) 

Involving GPs  Cancer Care EXPERT 

  NARRATIVE 

  TURNING POINT 7 

Phase 7 (41.44 – 44.15) 

Developing a Network 

Wellness Plan 
Management  EXPERT 

  NARRATIVE 

  EXPERT 

Phase 8 (44.15-51.14) 

Educating patients Cancer Care  EXPERT 

  NARRATIVE 

  EXPERT 

  FACT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 
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  FACT 

  TURNING POINT 8 

LUNCH 

Phase 9 (59.4 – 1.01.51) 

Developing a Network 

Wellness Plan  
Management FACTUAL 

  EXPERT 

  FACTUAL 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  FACT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 
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  EXPERT 

  NARRATIVE 

  EXPERT 

Phase 10 (1.20.28 – 1.22.07) 

Educating patients Cancer Care  EXPERT 

  NARRATIVE 

  EXPERT 

Phase 11 (1.22.07 – 1.23.54) 

Patient consent Cancer Care  EXPERT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  NARRATIVE 

  EXPERT 

  TURNING POINT 9 

Phase 12 (1.23.54 – 1.26.16) 

Developing a Network 

Wellness Plan  
Management EXPERT 
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  DECISION POINT 
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APPENDIX 2 Interaction sequence, turn design and lexical choice  

 

Mapping – incorporating extracts of narrative talk, overall structural organisation (issue 

themes), interaction sequence (instances of factual, expert and narrative based talk) and 

turning points.  

 

A colour coding scheme is used to visually emphasise particular elements of the mapping and 

highlight the key findings.  The following colours have been assigned: management issues - 

green; cancer care issues - dark orange; turning points - lilac; and decision points - maroon. 

Narrative based talk was assigned the colour light orange.   

 

MEETING 1 

 

OVERALL 

STRUCTURAL 

ORGANISATION 

(ISSUE THEME) 

INTERACTION 

SEQUENCE  

(FACTUAL, 

EXPERT AND  

NARRATIVE 

TALK) 

NARRATIVE 

THEME 

EXTRACT OF 

NARRATIVE 

Phase 1  

Management 

(Getting to know 

each other) 

EXPERT    

 FACTUAL   

Phase 2 

Management 

(Defining the scope 

of the ‘Partnerships’ 

brief) 

EXPERT   

 TURNING 

POINT 1 

  

 EXPERT   

 FACTUAL   

 EXPERT   
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 NARRATIVE Technical “So many people coming to 

Brisbane from regional 

hospitals for treatment get 

referred back”.  

 EXPERT   

Phase 3 

Cancer Care 

(Changing the 

culture of cancer 

care) 

NARRATIVE  Experience Chair “We use a language 

about cancer that is about war 

and fight and I thought   

survivor fitted right in with 

that [laughing]”.  

 EXPERT   

 NARRATIVE Experience M1 “I had a patient say to 

me, ‘You know I’ve read 

about all this battle with 

cancer and I’m waiting for 

the battle’ ”.  

 EXPERT   

 NARRATIVE Experience “Patients go through the 

treatment phases, all the 

modalities, with an incredible 

amount of support either as 

an in-patient or an out-

patient. And then, at the end 

of treatment it is a really 

difficult thing for them to 

move on. And they feel like 

they have been, you know, 

forgotten about”.  

 TURNING 

POINT 2 

  

Phase 4 

Management 

(Defining the scope 

of the ‘Partnerships’ 

brief) 

EXPERT   
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 FACT   

 EXPERT   

 NARRATIVE Technical “Basically, it’s just like the 

clinical psychologist talks, 

dietitian talks, physio talks. 

They’re talking about your 

psychosocial well-being…..” 

 EXPERT   

 NARRATIVE Technical “Physically it’s quite an 

interesting experience 

because the patients there, 

everyone comes from a 

different focus”. 

 EXPERT   

 NARRATIVE Experience “I was speaking to a patient 

yesterday and she said 

coming back after, post 

chemo and post-surgery for 

her first follow-up check-up 

how scared she was. And 

now she says she doesn’t 

want to go back to work. She 

said her whole outlook on 

life, she’s only 25 has 

changed.” 

Phase 5 

Cancer Care 

(Patients have 

psychosocial needs) 

NARRATIVE Experience Chair “And you know E 

made that really good 

point………and she said, 

‘she went back to work at 3 

months and she didn’t have 

the psychosocial input to say 

maybe that’s not a good 

decision…..A lot of people 

make quite big life 

decisions…..and maybe it 
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would be a good idea to wait 

just a couple more months 

before you leave your 

husband”.  

 EXPERT   

 TURNING 

POINT 3 

  

Phase 6 

Management 

(Defining the scope 

of the ‘Partnerships’ 

brief) 

EXPERT   

 NARRATIVE Technical “The conference I went to in 

Perth recently, they have 

what they call a KNIT which 

is ‘Kids Need Information 

Too….” 

 EXPERT   

 NARRATIVE Technical “I am just thinking about the 

support group that I am 

involved with. I’ve just 

started doing some education, 

you know, doing 

presentations in an educative 

role, and how do you actually 

find out what those needs are.  

 EXPERT   

 NARRATIVE Technical “Oh, [the Wellness Program] 

it’s not without its problems. 

We invite everybody and it’s 

only probably 25% of people 

who choose to attend”.  

 EXPERT   

 FACT   

 EXPERT   
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 NARRATIVE Technical/ 

Experience 

“We did a GP survey at our 

place and they just don’t 

want to talk to you”.  

 EXPERT   

 NARRATIVE Technical “Yes, it’s a shame G’s not 

here because he could have 

explained what he’s doing. 

He is going to be running 

some focus groups, in the 

next couple of months, across 

Queensland in order to get 

GPs views on things”. 

 EXPERT   

 TURNING 

POINT 4 

  

 DECISION 

POINT 

  

Phase 7 

Management 

(Developing a 

Network Wellness 

Plan) 

EXPERT   

 DECISION 

POINT 

  

 EXPERT   

 DECISION 

POINT 
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MEETING 3 

 

OVERALL 

STRUCTURAL 

ORGANISATION 

(ISSUE THEME) 

INTERACTI

ON 

SEQUENCE  

(FACTUAL, 

EXPERT 

AND  

NARRATIVE 

TALK) 

NARRATIVE 

THEME 

NARRATIVE 

EXTRACT 

Phase 1 

Management 

(Getting to know 

each other) 

FACTUAL   

 EXPERT   

Phase 2 

Cancer 

Care(Meeting the 

needs of 

radiotherapy 

patients) 

NARRATIVE  Experience “The Radiation 

Oncology post…. This is 

the third year we’ve had 

it up and running…..It 

became an extension of 

the scheduler’s job, what 

we found was happening 

was….additional 

questions from patients 

from professionals all 

being directed at the 

scheduler, to such 

appoint they were 

overwhelmed….so our 

manager secured 

funding, probably about 
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2 years ago for the 

position”.  

 EXPERT   

 NARRATIVE  

 

Experience “[Radiation therapists] 

touch base with patients 

before they come and 

some of them have no 

idea about what is going 

to happen to them and 

why”.  

 EXPERT   

 TURNING 

POINT 5 

  

Phase 3 

Management 

(Developing a 

Network Wellness 

Plan) 

FACT   

 EXPERT   

 NARRATIVE Technical “This is what I used 

when I worked in 

London and, that’s pretty 

much a glossary, it’s got 

appointments ….it’s 

fantastic….patients have 

to use it…..we wrote 

everything in it”.  

 FACT   
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 EXPERT   

Phase 4 

Cancer Care 

(Meeting the needs 

of radiotherapy 

patients) 

NARRATIVE Experience “Cos I’ve had 

conversations with 

Cancer Liaison nurses, 

and what people are 

saying to me…..patients 

having radiation therapy 

when they’ve finished 

and when they’re 

discharged back to their 

local area, these local 

cancer care coordinators 

have no way of picking 

them up…”  

 EXPERT   

 NARRATIVE Experience “People bypass the local 

general hospital and all 

the cancer care support 

that’s there because, 

we’ve had patients 

ringing us….saying we 

want to have our 

radiation at N and we 

say, ‘you can’t’. And 

they say ‘yes we can’, 

and we say, ‘you can’t 

you’re a public patient.  

And like these patients 

have already had their 

major surgery in the 

public system, they have 
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major head and neck 

cancers”.  

 EXPERT   

 NARRATIVE Technical “When you are 

completing radiotherapy 

on a patient, if that 

patient’s go their form, 

filling it in and you’re 

identifying a follow-up 

appointment, you’re 

identifying a Cancer Care 

Coordinator that is the 

whole purpose of the 

tool”.  

 EXPERT   

 NARRATIVE Technical “So the radiation 

therapist can probably 

give you a summary of 

every single dose, it 

would probably be 

appropriate to pass it on 

to the nursing staff 

within radiation 

oncology. Cos they’re 

allocated those 

patients…..”  

 FACT   

 EXPERT   

 NARRATIVE Technical “But that we as Care 
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Coordinators hold 

onto…… it’s not 

necessarily about 

completing every single 

one ourselves. It’s about 

putting in a system that, 

on their last fraction that 

the nurse, or whoever is 

caring for them says, 

‘Ok, it’s your last 

fraction where’s your 

treatment summary and 

I’ll just make a quick 

note of that”.  

 EXPERT   

 NARRATIVE Experience “If you said to a patient, 

well here’s a support 

group you can go along 

to this, well some people 

don’t want it. Because 

they’ve had their cancer, 

it’s treated. Well they 

say, ‘that’s done and 

dusted, that’s that part of 

my life over with’. You 

know if they’ve had 

radical treatment. I guess 

until they get a 

reoccurrence or 

something it’s not an 

issue”.   
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 EXPERT   

 TURNING 

POINT 5 

  

    

Phase 5 

Management 

(Developing a 

Network Wellness 

Plan) 

EXPERT   

 NARRATIVE Technical “We send chemotherapy 

treatment plans via 

CSCAT to the GP when 

they are starting. Medical 

objects is a ……. That 

we use on the SC”. 

 EXPERT   

Phase 6 

Cancer Care 

(Involving GPs) 

EXPERT   

 NARRATIVE Experience “Cos I had a little man 

this morning who’d been 

to his GP at the weekend 

cos he had treatment 3 

weeks ago and 

everything was still 

bleeding. And the GP 

said, ‘I don’t know what 

to do’ ”. 

 TURNING 

POINT 7 
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Phase 7 

Management 

(Developing a 

Network Wellness 

Plan) 

EXPERT   

 NARRATIVE Technical “Palliative care are trying 

it….but the biggest issue 

they face is the longevity 

of the patient…they 

would be worth talking 

to…”. 

 EXPERT   

Phase 8 

Cancer Care 

(Educating patients) 

NARRATIVE Experience “So, once we had a 

patient, that patient was 

ours, we captured that 

patient, we followed 

them right through. 

Whereas publically you 

can start to see, we made 

sure it sounds like a 

Nazi. And that’s where I 

probably get upset in 

relation to education. We 

made sure our patients 

were educated.  

 EXPERT   

 NARRATIVE Experience You can’t move when 

you’ve got a cannula in. 

When you’re giving them 

chemo [laughing]”.  
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 EXPERT   

 NARRATIVE Experience “That’s a factory though. 

I challenge you to go 

down there to educate a 

patient 100% to what 

they deserve to be 

educated. I’ve worked 

there and I know it’s 

impossible”. 

 NARRATIVE Technical “We have education 

other than the day of 

treatment”. 

 NARRATIVE Experience “I feel like you are 

cheating yourself”. 

 NARRATIVE Technical “I was going to say, we 

don’t do it on the day of 

treatment”. 

 NARRATIVE Experience “You are just cheating 

yourself and you are 

cheating the patient. You 

are not doing any justice. 

If you are a good 

practitioner, or you want 

to be a good practitioner 

then you are selling your 

soul to the devil”. 

 

 NARRATIVE  Technical “We have them in for 

three education 

sessions”. 
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 NARRATIVE  Experience “We don’t have the 

opportunity to do that 

here. I mean it’s 

something I want to 

become the driving force 

behind”. 

 NARRATIVE Technical “We implemented [a 

nurse led clinic] about 5 

years ago, a nurse led 

clinic at hospital N for 

patient education…..it’s 

a very formalised 

process”. 

 

  Experience “See, it’s something that 

we are trying to put in 

place here but, yeh, it’s 

challenging”. 

 NARRATIVE Technical “It streamlines the 

process, having the 

education checklist. It’s 

all there, it’s all very 

easy”. 

 FACT   

 EXPERT   

 NARRATIVE Technical “We start the education 

process when they ring 

us or, we ring them….I 

suppose with radiation 

therapy with different 

tumour sites……depends 
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on what you are having 

planned and 

treated…..At the moment 

the radiation therapist in 

the simulator is talking to 

them”. 

 EXPERT   

 NARRATIVE Technical “I’d like to see some 

basic information given 

to everyone, which is 

what we did in England”. 

 

“The Cancer Centre I 

worked, in the UK has, 

they have developed a 

whole series of leaflets 

relating too….and they 

have a 12 point plan for 

putting together leaflets”. 

 NARRATIVE Experience “We have a, and there’s a 

bit of a problem in 

radiation therapy. You 

know all this is 

happening and the 

radiation oncologists are 

just going their own 

merry way”. 

 EXPERT   

 FACT   
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 TURNING 

POINT 8 

  

LUNCH    

Phase 9 

Management 

(Developing a 

Network Wellness 

Plan) 

FACTUAL   

 EXPERT   

 FACTUAL   

 NARRATIVE Technical “Our specialists won’t 

give them [patients] up”.  

 

“We did a review of our 

GPs and they were 

actually brilliant”.  

 EXPERT   

 NARRATIVE Technical “Well we have the whole 

issue of different 

consultants not wanting 

to give [patients] up, so 

they just end up with 

everyone following 

them”.  

 

“Where we are we don’t 

have that issue. We share 

it basically between the 

surgeon and the 

oncologist”. 
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 EXPERT   

 NARRATIVE Technical 

 

 

 

 

 

 

 

Experience 

“We actually did a study 

on our GPs about 6 

months ago, and they are 

remarkable, they are all 

using the internet”.  

 

“You’ve probably got 

that in your own 

experience. I wonder if 

you’ve actually been to 

the GP and they 

GOOGLE it, what to do 

while you’re there, and 

you think, ‘well I could 

have done that’ ”.  

 FACT   

 NARRATIVE Technical  “We have been using 

Medical Objects to email 

the outcomes from the 

lung MDTs to GPs for 

the last 6 months with 

good outcomes”.  

 

 EXPERT   

 NARRATIVE Experience “We actually have 

patients turn up for 

radiation therapy who, 

and this is rural patients, 

who haven’t even seen a 
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radiation oncologist”.  

 EXPERT   

 NARRATIVE Technical “It needs to be flagged 

right at the start that, this 

is the journey”.  

 EXPERT   

 NARRATIVE Technical “As a cancer care 

coordinator people will 

ring me and say, ‘I am 

having problems….I link 

patients back into the 

system”.  

 EXPERT   

Phase 10 

Cancer Care 

(Educating patients) 

NARRATIVE Experience “We’ve had phone calls 

from patients, men with 

cancer of the prostate 

who’ve turned up for 

their radiation, that have 

phoned me and said, 

“I’m up every hour going 

to the toilet at 

night”…….this is just 

side effect of 

radiotherapy that can last 

up to 6 months”.  

 EXPERT   

Phase 11 

Cancer Care (Patient 

NARRATIVE Technical “In the UK patients don’t 

get to step in the door 
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consent) unless [they give signed 

consent]”. 

 EXPERT   

 NARRATIVE Experience “If you told my 

grandmother to turn up 

for a radiotherapy 

appointment then she 

would….”. 

 EXPERT   

 NARRATIVE Experience “My experience with 

patients signing an 

education form. The staff 

member in the educative 

role is saying that the 

patients are reluctant to 

sign the form, because 

legally something might 

come back”. 

 EXPERT   

 TURNING 

POINT 9 

  

Phase 12 

Management 

(Developing a 

Network Wellness 

Plan) 

EXPERT   

 DECISION 

POINT 
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APPENDIX 3 Extract of meeting conversation from a network sub- 

   committee excluded from the detailed conversation  

   analysis 

 

Chair OK. Let’s get this meeting crack’n. We have a couple of girls from 

the Gold Coast coming, so they will be here soon, hopefully. But, 

umm, from the meeting we had at the hospital, we have three 

different groups. Some of us are involved in a couple of groups. 

And, like me, thank god I am only involved in one. 

 

So we have communication. So basically, we have got to think like 

Care Coordinators and that’s what our focal point will be. So when 

we actually look at patient admission to our service, or discharge 

from our service it’s not like discharge from hospital. What we 

want, you know, how we want patients to come in to our service. 

What sort of criteria are we looking at? What sort of, I suppose 

some sort of, formal type barriers we are looking at.  

 

I have just done some quick things to identify some main objectives 

and stuff like that to help this meeting. I have also drawn up some 

barriers. Resistance to change, team role and all that sort of stuff, so 

hopefully we can get the ball rolling. 

 

[S1 puts up her hand] 

 

Yes dear. 

S1 Can we just move back a step? [Laughing] I’m a little confused 

because this doesn’t resemble… 

Chair What I have just said? 

S1 No, no, no. It doesn’t seem congruent with what we were discussing 
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our projects were going to be about at the end of that workshop. Is 

this what’s come out of that? 

Chair Yep, we had a meeting about 2 weeks ago where we.. 

S1 [interrupts] Who’s we? 

Chair All the chairs that were chosen for the three groups. 

S1 Okay 

Chair And everybody turned up and this is basically what came out of it. 

What I actually emailed off to you about communication. That was 

that thing. 

I was also dumb struck. I thought we were discussing something 

different but apparently there is some sort of electronic database 

that is going to come into existence very soon. All electronic data 

recording and all that sort of thing. So all we are looking at is 

basically, we are looking at it from our service. 

S1 So what happened to all of our research projects? 

B1 Yeh… 

S1 Cos, that’s what we thought this was about. 

B1 From that workshop. There were four presentations and three were 

chosen as the priority, of which… 

S1 Yes. 

B1 This was one of them. So what I, I’m not sure, I’m not sure if I sent 

that through to you. This was the summary of the communication 

project…  

[Passes paper to S1] 

…that was presented at the cancer care coordinators workshop in 

June. So from there, people nominated what groups they were going 

to be involved in. So from there, got together with D, who sort of 

went through the nominations for the group and elected people. And 

here you are. 

 

So, this part here is just a guide. You know, that for any project you 

have got to have your purpose, your goal, your scope. What you 
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want to do, what you want to achieve, those sorts of things. So this 

is just a bit of a guide. This is just examples, not necessarily to do 

with your particular project, it is just what they want you to direct. 

So this group has to decide what they want to achieve from the 

actual, out of the project itself. 

 6 seconds silence 

S1 I can’t actually remember what it was we were doing. 

Chair This is what we wanted to do. 

S1 But this doesn’t seem to resemble it. 

Chair No, I think the communication has been overlooked. I actually 

spoke about communication. One was about how to communicate 

with ourselves effectively, like how do we communicate with each 

other. But also how do we establish better forms of communication 

with allied health, with other medical services, like x-ray 

departments and that sort of thing. So out of all that has apparently 

come this. 

 4 seconds silence 

S1 Right 

Chair And we can, and this is all I know basically. That we have been 

given. And we chatted about what she was looking for, so the 

objectives we got were the ones here that I emailed out to you. 

S1 So that’s all for you. 

[Reading papers for 4 seconds] 

Have we got the originals? Cos I am completely lost to be honest. 

Chair That is all I have got. 

S1 Yell, well, I am just a bit flumaxed. This doesn’t seem to be 

consistent with anything that I can remember. 

Chair This is all I’ve got. 

B1 That is actually what was presented. That little sheet document 

S1 Is it? 

 5 seconds silence 

B1 In relation to the communication. The two other projects that were 
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presented. 

F1 These were those dot things. 

B1 Yep. So the two other projects are the Care Coordination Referrals 

Project and the Putting Faces to Names 

S1 Yep, well, I must be just developing Alzheimer or something. 

[Laughing] 

Chair Yep, so this is what we’ve got. I don’t really care how we come out 

at the end of it. As long as we actually get there. 

S1 Mmm. Mmm. Okay 

Chair I will just treat this like I do when I am orienteering. I don’t care 

how I get from A to B, as long as I get there. [laughing] 

S1 [Laughing] Okay, you just have to specify what B is for us. What 

are we actually going to be doing? 
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