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Abstract 

This research investigates the operationalisation of activity-based funding (ABF) and 

its impact on the organisational control system and prevailing culture in the acute sector of a 

public healthcare organisation in South East Queensland. In doing so, it addresses the 

overarching research question: 

How do control mechanisms shape the organisational culture in public hospitals? 

Over the past 30 years, there have been two fundamental shifts in the way public 

hospitals are funded, structured, and managed. The first was the shift from healthcare 

organisations being characterised as professional bureaucracies to being managed as quasi-

market bureaucratic organisations. This shift was caused by the initial introduction of new 

public management (NPM) ideology and more recently, the introduction of ABF. These 

changes represent a decreed set of external managerial controls imposed onto a pre-existing 

deeply entrenched culture dominated by medical professionalism, which resulted in ongoing 

tension and conflict between managers and clinicians. The second fundamental shift 

represents changes in health service delivery, which was previously a one-on-one relationship 

between a doctor and patient, to being characterised by a systems-based approach involving 

multidisciplinary teams and coordinated care. However, these two fundamental shifts 

counteract each other; on one hand, increased managerial control and focus on cost and 

efficiency have alienated clinical groups, and on the other hand, the multidisciplinary, 

coordinated care approach relies on collaboration and cooperation between healthcare 

professionals and with management. 

Studies that examine ABF tend to focus on measureable outputs. Therefore, empirical 

research that considers the organisational cultural implications of ABF are scarce, particularly 

studies conducted in Australia. In addition, research that focuses on understanding and 

rebuilding inter-professional relationships tends to ignore the influence of externally imposed 
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controls and internal control mechanisms. Therefore, this research draws on existing theory 

around organisational control and organisational culture in order to explore the link between 

these two constructs. It aims to develop a better understanding of how control mechanisms 

shape the organisational culture in public hospitals, and the influence of external forces, and 

provide insights as to how organisations can work towards overcoming the ongoing conflict 

between managers and clinicians.  

This research used a mixed methods sequential exploratory, examination and 

verification/explanation design, and adopted a multilevel (organisational, group, and 

individual), and multiple cultural perspectives (integration, differentiation, and 

fragmentation) approach. The study was conducted in three phases: Phase 1 was the 

organisational-level qualitative exploratory phase, which involved interviews with senior 

managers. Phase 2 was the group-level quantitative examination phase, which involved a 

survey among a sample of hospital staff including managers. Findings were examined from 

multiple cultural perspectives, and a comparative analysis was then undertaken to identify 

similarities and discrepencies between the two datasets. Findings from the integration and 

comparative analysis were then summarised into three propositions. Finally, phase 3 was the 

individual-level verification/explanation phase, which was conducted with a stratified sample 

of hospital staff including senior managers. It involved an open-ended survey designed to 

verify the three narritives and explain any discrepancies in the research findings.  

Overall findings indicate that external forces and organisational control mechanisms 

play a critical role in shaping organisational culture, and that multiple types of culture coexist 

within the organisation. In the context of this study, there are two competing external forces: 

(1) the application of NPM ideology and ABF, which represent an integrated culture 

dominated by managerialism; and (2) professional institutions that represent a differentiated 

culture dominated by professionalism. These competing forces permeate the boundaries of 
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the organisation, thus creating a disconnect between the strategic apex of the organisation and 

its operational core. This situation leads to ambiguity and inconsistent fluctuating behaviours 

depending on the situation and context of interactions at an organisational, group, and 

individual level, which represents a fragmented culture.  

This research concludes that the organisation can be seen as the interface between two 

competing forces (managerialism and professionalism). As such, the role of the organisation 

is to establish a control system that is designed to facilitate, enable, and enhance the 

coordination of work and relationships between colleagues within the organisation, as well as 

external stakeholders. Therefore, this research supports and extends the findings of 

Noordegraff (2015), and argues that the role of managers is not to control health 

professionals by creating a business-like culture. Rather, it is to acknowledge that culture is 

shaped through connections between the operational core, middle managers and strategic 

apex, and to actively promote a shared responsibility for coordinating work (standards, 

processes and procedures), authority (structure, reporting requirements, governance) and 

organisational culture (values). 
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1.1 Background to the research 

This study investigates the operationalisation of activity-based funding (ABF) within 

a large public-sector healthcare organisation in South East Queensland through an 

organisational culture lens and addresses the overarching research question: 

How do control mechanisms shape the organisational culture in public hospitals? 

Over the last 30 years, ongoing health system reforms have continued to advocate the 

neo-liberalist new public management (NPM) ideology and economic rationalisation. The 

introduction of this approach was intended to create a more business-like culture within 

public sector healthcare organisations in order to curb escalating costs (Bezes et al., 2012; 

Farnham & Horton, 1996). A fundamental shift in the way healthcare organisations were 

structured and managed occurred as a result of this change, putting an end to the golden age 

of medical professionalism and giving rise to managerialism as the dominant culture 

(McKinlay & Marceau, 2002). More recently, in line with the NPM approach, Australia and 

many other Organisation for Economic Cooperation and Development (OECD) countries 

have adopted ABF as the dominant funding model for public hospitals (Department of Health 

Victoria, 2014; Lowe & Doolin, 1999; Palmer, Martin, & Guyatt, 2013; Street & Maynard 

2007; UBC Centre for Health Services and Policy Research, 2014). The introduction of ABF, 

with its emphasis on cost and activity as a means for allocating resources, further legitimised 

the authority of managers and increased reliance on hospital information systems and 

financial data to satisfy reporting requirements (Abernethy & Brownell, 1997). In addition, 

the increasing emphasis on efficiency and changes in the way services are delivered and 

managed have resulted in a shift from a one-on-one relationship between doctor and patient 

to a systems-based approach that relies on collaboration and cooperation between healthcare 

professionals (Gittell, 2009; Gittell & Douglass, 2012).  
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The introduction of NPM was met with a great deal of resistance from the medical 

profession, as their previous level of power and authority was overtaken by managerial 

control (Bezes et al., 2012; Jones & Dewing, 1997). This situation caused a “them and us” 

rivalry between managers and clinicians. Emerging research suggests that new innovative 

managerial approaches are being implemented to find a new common ground (Carvalho, 

2014; Johansen, Olsen, Solstad, & Torsteinsen, 2015; Kippist & Fitzgerald, 2014; McGivern, 

Currie, Ferlie, Fitzgerald, & Waring, 2015; Noordegraaf, 2015); however, research in this 

area is still in its early days, and studies are often conducted from a managerial perspective. 

We also know from the literature that ABF has been both praised and criticised. Overall, 

ABF has been praised for improvements in efficiency (Palmer et al., 2014; UBC Centre for 

Health Services and Policy Research, 2014), but criticised for causing reductions in quality 

and equity of access (D. Z. Louis et al., 1999; Lowe, 2000; Sansoni, Eagar, Loggie, & Boxall, 

2013; Street & Maynard 2007). Overall, studies in relation to ABF tend to focus on 

measurable outputs; however, empirical studies looking at the cultural consequences of ABF 

are rare, and research conducted in Australia is particularly scarce. Therefore, this research 

addresses the operationalisation of ABF and its impact on organisational culture in public 

hospitals. More specifically, this research investigates how staff feel about ABF and how it 

influences their behaviour, interrelations, and “the way things are done” in the context of a 

large public-sector healthcare organisation in South East Queensland. In doing so, it 

examines the theoretical link between organisational control and organisational culture. 

Both organisational control and organisational culture have been recognised for their 

critical roles in improving organisational performance and effectiveness (Davies, Nutley, & 

Mannion, 2000; B. T. Gregory, Harris, Armenakis, & Shook, 2009; Hartnell, Ou, & Kinicki, 

2011; Sorenson et al., 2014; Wilkins & Ouchi, 1983). However, the link between these two 

constructs remains unclear. While some authors assume that organisations can create and 
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control culture (Ashkanasy, Wilderom, & Peterson, 2011; Flamholtz, 2012; Gogheri, 

Nawaser, Vesal, Jahanshahi, & Kazi, 2013; Mouton, Sine Nørholm, & Gabrielsen, 2012), 

others argue that culture is an organisation’s personality and therefore cannot be directly 

controlled by management (Alvesson, 2012; Martin, 2002; Meyerson, 1991; Smircich, 1983). 

Therefore, this research aims to develop a better understanding around the link between these 

two constructs and how they influence and interact with one another by answering the 

following three research subquestions:  

1. In what ways has NPM and ABF succeeded in creating a business-like culture in 

within the public hospitals? 

In answering this question, this research investigates whether or not clinicians’ 

attitudes and beliefs have changed to be more consistent with managerial attitudes and 

beliefs, and whether or not clinicians are considering financial implications when making 

decisions about patient treatment. In addition, this research investigates whether or not there 

is an integrated managerialist culture throughout the organisation.  

2. What strategies (cultural controls) does the organisation use to create and control a 

desired culture and overcome historical tensions between managers and clinicians? 

In answering this question, this research examines the organisational value system, 

and the use of organisational development strategies such as hybrid roles, ranking logics, and 

relationship programs. 

3. In what ways does the external environment (healthcare system or funding model, 

professional identity) inhibit or enhance the organisation’s ability to create and 

control a desired culture?  

Overall, answering these three subquestions will help to answer the overarching 

research question, thus developing a better understanding around the theoretical link between 
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organisational control and organisational culture, and providing insights as to how 

organisations can work towards rebuilding the relationship between managers and clinicians. 

Overcoming these historical tensions will not only improve efficiency, but also improve staff 

wellbeing and, most importantly, patient care.  

1.2 Theoretical lens 

This research examines the operationalisation of ABF through a cultural lens. In this 

way, it seeks to build on existing theoretical understanding of the link between organisational 

control and organisational culture, by adopting a multiple cultural perspective approach 

(Martin, 2002). Researchers tend to adopt either an objective or subjective ideological 

approach to studying organisational culture. The objective ideology sees culture as something 

that an organisation has, and therefore culture can be treated as a variable consisting of 

certain attributes that can be measured and manipulated at will. Cultural studies grounded in 

objectivism tend to be quantitative, and focus on the tangible aspects of culture such as 

visible artefacts, rituals and stories, and the espoused values of the organisation. In contrast, 

the subjective ideology sees culture as something that an organisation is, and therefore cannot 

be so easily manipulated at will. Cultural studies grounded in subjectivism focus on the 

intangible aspects of culture, and acknowledge ambiguity and paradox in contexts and 

situations that cause fluctuations and cultural inconsistencies.  

This study incorporates both objective and subjective ideologies in order to develop a 

complete cultural picture from multiple perspectives. It adopts a three-perspective approach 

proposed by Martin (2002). Organisational culture can be observed from an integration 

perspective, which assumes that the organisation has one dominant type of culture that is 

homogenous and consistent throughout (Martin, 2002). Integration cultural studies are 

generally conducted from a managerialist perspective (e.g., Balthazard, Cooke, & Potter, 

2006; Barney, 1986; Bourn & Ezzamel, 1986; Nieminen, Biermeier-Hanson, & Denison, 
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2013; Schein, 2006; Tsui, Zhang, Wang, Xin, & Wu, 2006). Organisational culture can also 

be observed from a differentiation perspective, which assumes the organisation to consist of 

multiple subcultures, each with their own unique traits and firm cultural boundaries (Martin, 

2002). Differentiation cultural studies are generally interested in relationships between 

subcultures that may be enhancing, conflicting, or independent (Martin, 2002; e.g., Degeling, 

Kenedy, Hill, Carnegie, & Holt, 1998). Organisational culture can also be studied from a 

fragmentation perspective, which assumes no cultural consensus, constant flux, and situation-

specific variations. Subcultural boundaries are blurred and individuals are self-fragmented 

(Martin, 2002; e.g., Grant, Parry, & Guerin, 2013; Stokes, Baker, & Lichy, 2016). This study 

adopts a multiple cultural perspective approach by incorporating all three cultural 

perspectives (integration, differentiation, and fragmentation).  

1.3 Methodology  

Given the complexity of the topic and the aim to develop a complete cultural picture 

of ABF from multiple perspectives, this research required an approach that was not limited to 

one specific viewpoint or method. Rather, it required an open mind and the flexibility to use 

multiple methods that were best suited to exploring an existing problem in hospital 

management. Therefore, this research adopted a “pragmatic” world view (Creswell, 2009). 

Pragmatism is orientated towards exploring problems in real life scenarios and focuses on the 

practical consequences of the research findings (Creswell, 2009; W. S. Saunders, 2007). In 

addition, pragmatism does not subscribe to any one philosophical stance (Creswell, 2009); 

rather, it views knowledge or truth as a consequence of interactions within and between 

groups of individuals and the environment, which ultimately creates reality (Schuh & Barab, 

2008). Therefore, it allows the researcher to choose a combination of both quantitative and 

qualitative methods that are best suited to exploring the topic and answering the research 

questions (Teddlie & Tashakkori, 2003).  
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The pragmatic approach is consistent with my own philosophical beliefs. I am 

predominantly leaning towards an interpretive paradigm as I believe that reality is socially 

constructed and cannot be fully controlled. I also believe that there is no absolute truth; that 

truth is created through existence in the context of one’s own reality. Therefore, each 

individual’s perspective is equally valid. In saying that, however, I am also a pragmatist; I am 

very much centred on contributing to the greater good through problem solving and finding 

solutions to real issues that are affecting society as a whole. I believe this can be achieved by 

applying theory, generating evidence, and then translating that evidence into practice.  

Therefore, the pragmatic paradigm was ideally suited to this research for two reasons. 

First, it allowed me to combine both quantitative and qualitative methods, which was critical 

for understanding the impact of ABF on organisational culture at the organisational, group 

and individual levels, and for developing a complete cultural picture from multiple 

perspectives. Second, it allowed me to focus on the reality of a situation within the context of 

ABF: to construct what was happening from different perspectives, interpret and analyse the 

findings, and draw conclusions in light of current theory and evidence.  

This research used a sequential exploratory, examination and verification/explanation 

strategy, which was conducted in three phases, and incorporated qualitative and quantitative 

methods, as shown in Table 1.1. 
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Table 1.1: Three phases incorporating three perspectives for a complete cultural picture 

Phase Phase 1 Phase 2 Phase 3 

Level of 

analysis and 

Perspective 

Strategic 

organisational level,  

Managerial 

perspective 

Group level 

(aggregate data) 

Operational 

perspective 

Individual level 

Individual perspective 

 

Study 

sample 

Senior managers  

(n = 14) 

Sample of hospital 

staff across 

professional sub-

groups and 

hierarchical levels (n 

= 60) 

Selected sample to 

represent range of 

perspectives (n = 8) 

Inquiry Exploratory Examination Verification/Explanation 

Methodology Qualitative Quantitative Qualitative/Quantitative 

Methods Interviews  Survey Open-ended survey 

As shown in Table 1.1, this research was multilevel, in that it combined 

organisational, group, and individual levels of analysis. It was also multiperspective in two 

ways. First, it considered both the strategic managerial perspective and the operational 

clinical perspective. Second, it used a multiple cultural perspective approach whereby each 

level of analysis is considered from integration, differentiation, and fragmentation 

perspectives. 

While the qualitative and quantitative components conducted in Phases 1 and 2 were 

designed as “stand-alone” studies, the overall methodology was weighted towards the 

qualitative methods, which are ideally suited to examining the world from different points of 

view (Taylor & Bogdan, 1998). Qualitative research emphasises self-reflexivity, context, and 

thick description, which are necessary for exploring the covert, taken-for-granted 

characteristics of culture (Tracy, 2013). This enabled depth of enquiry and multiplicity of 

perspectives within the specific context of ABF, which was required to develop a complete 

cultural picture. 
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1.4 Delimitations of scope and key assumptions 

The context of this study is the operationalisation of ABF within the Gold Coast 

Hospital and Health Services (GCHHS). Therefore, the focus of this study is on hospital staff 

perceptions of ABF and resource allocation in general. While this research is interdisciplinary 

and crosses into the domains of finance and economics, its purpose is to examine ABF from 

anthropological and sociological perspectives. Therefore, it does not include any type of 

financial or economic analyses, as these are considered beyond the scope of this study. 

Furthermore, it does not include any measurement of patient outcomes or hospital 

performance; this study focuses specifically on the organisational goals, the way performance 

is measured, and the impacts of this on staff and the culture of the organisation.  

While the introduction of ABF may have an impact on a broad range of health 

services either directly or indirectly, the scope of this study was limited to admitted acute care 

in public hospitals. There were two reasons for this: First, because at the time of commencing 

this research in 2014, admitted acute care was the only domain using ABF with a nationally 

accepted basic grouping in Australia. Second, limiting the scope of this research allowed for 

the greater depth of enquiry in a particular context that was required for this study. Therefore, 

this study was conducted within the acute sector of the GCHHS, which incorporates two 

hospitals, the Gold Coast University Hospital and Robina Hospital. Given that this research 

was conducted within the one organisation, the research findings are context-specific and 

therefore transferability to other contexts may be limited. Nonetheless, findings from this 

research make important theoretical, practical, and methodological contributions. 

1.5 Research contributions 

This research makes a significant contribution in three key areas: (1) theory: link 

between control and culture; (2) practice; and (3) methodology.  
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1.5.1 Contribution to theory: link between control and culture 

This research examines theoretical links between control mechanisms and 

organisational culture from multiple cultural perspectives. Incorporating the integration, 

differentiation and fragmentation perspectives represents a novel approach that provides 

greater clarity and builds on existing theory by extending beyond the limitations of single 

perspective studies.  

Findings from this research challenge the assumption that organisations can create 

and control culture, or that managers can use organisational culture as a control mechanism to 

change employee behaviour at will (Flamholtz, 2012). However, while managers cannot 

directly control culture, the organisational control system that is developed by management 

has a major influence in shaping the organisational culture. In this way the organisational 

control system can be seen as the interface between competing forces from the external 

environment that permeate the organisational boundaries. Organisational control systems can 

either be seen as means for ensuring compliance and for measuring outputs to detect poor 

performance, or they can be seen as a means for facilitating and enhancing work capabilities. 

Findings from this research suggest that control systems that adopt an authoritarian approach 

that represent managerialist ideology, top-down decision making, and performance targets 

that prioritise financial concerns over clinical accountability are likely to alienate staff and 

create a culture that is adversarial. In contrast, organisational control systems that adopt a 

collegial approach that represents a shared ideology reflecting common goals and shared 

vision are more likely to enable managers and clinicians to rebuild their relationship based on 

trust and mutual understanding. That is not to say, however, that organisational control 

systems should not monitor compliance and performance, but rather, performance measures 

need to be clinically relevant and compatible, which would reduce variation in their 

application and enable them to be used as clinical decision-making tools. A more balanced 
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approach with as much emphasis on clinically relevant performance measures, as financial 

data, would facilitate and support work processes and protocols and reduce the need for 

excessive levels of bureaucratic control.  

Further to the previous point, findings from this research support the notion that 

control and culture are inherently linked. Therefore, changes to the organisational control 

system will have implications for the organisational culture. Conversely, if managers wish to 

address cultural issues, they must also consider the organisational control system and the 

influence of external forces. Failure to do so means that any attempts made at changing the 

culture will have only minimal, superficial impact. Findings from this research build on 

current theoretical understandings around the link between control and culture by proposing 

that value systems are the critical link between these two constructs because of the 

fundamental influence they have in controlling behaviour. In the context of this research there 

are three value systems that drive behaviour; organisational values, professional values and 

personal values, and different value systems become dominant depending on the context of a 

situation and the relationship between those involved. A high level of differentiation between 

these value systems is likely to lead to a differentiated or fragmented culture, while a low 

level of differentiation is likely to lead to a more integrated culture. However, the aim for 

organisations is not to change the values of professional groups or individuals, but rather to 

acknowledge that multiple value systems coexist, and develop an organisational value system 

based on commonalities and a unified vision.     

1.5.2 Contribution to practice 

Findings from this research provide insights into how policies and external controls 

associated with ABF and professional identity operate as competing forces that permeate the 

boundaries of the organisation and create tension within the organisation’s internal 

environment. They also provide an understanding as to what types of strategies and 
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approaches can be used to overcome historic divisions between managers and clinicians, and 

highlight the need for managers to develop a better understanding of the impact that resource 

constraints and excessive bureaucratic control have on clinicians in their daily work. 

However, findings from this research also support the argument that ongoing tension between 

managers and clinicians is a systemic problem and therefore requires a systemic solution 

(Glouberman & Mintzberg, 2001b). Managers cannot resolve this issue alone. Given that the 

organisational control system is primarily designed in response to the external controls, 

managers need support from the government in developing funding models that are not so 

restrictive to allow for funds to be allocated to other services outside the hospital to manage 

demand, and better cater for local needs. Managers also need support from healthcare 

institutions to encourage clinicians to have a stronger involvement in the decision making 

around the business side of health (Noordegraaf, Schneider, Van Rensen & Bosalie, 2015). 

1.6 Methodological strengths 

Much of the literature on mixed methods research emphasises the idea of using both 

quantitative and qualitative data as a means for validating or triangulating research findings 

(Creswell, 2009; Creswell, Klassen, Plano Clark, & Smith, 2011; Alexander Massey, 1999; A 

Massey & Walford, 1999; Maudsley, 2011; Tracy, 2013). Alternatively, mixed methods 

research can be used to supplement each other using a complimentary design or for expansion 

(Greene & Caracelli, 1997). However, this research used mixed methods research as building 

blocks to create a complete picture from multiple perspectives, which represents an integrated 

holistic design (Greene & Caracelli, 1997). The qualitative interviews conducted in Phase 1 

set the scaffold for the research by allowing for exploration of issues in relation to the key 

topics of this research, being the healthcare system, organisational control system, and 

organisational culture. However, the interviews only presented the senior manager, 

organisational-level perspective.  
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The Phase 2 survey conducted among a sample of hospital staff within the GCHHS 

then provided the “bricks and mortar” of the research by examining the attitudes and beliefs 

of staff around the key topics of the research from a group-level, operational perspective. 

This allowed for comparison between the strategic intent of the organisation, and the actual 

day-to-day operations. However, the purpose of the integration and comparative analysis of 

the two datasets was not for validation. In fact, it was expected that there would be 

consistencies and inconsistencies in the findings, both of which made valuable contributions 

to this research.  

Phase 3 was then used to verify and explain the research findings, and complete the 

picture by providing an individual-level perspective. The use of an open-ended, multimethod 

survey not only provided the practicality of quantifying the level of agreement with the 

propositions, it also provided the opportunity for additional explanation and understanding, 

which contributed to the richness of the research findings.   

Therefore, this research is multidimensional in three ways. First, it is multilevel in that 

it examines the organisational, group and individual levels of analysis. Second, it examines 

all three levels from three cultural perspectives (integration, differentiation, and 

fragmentation). Third, it incorporates both objective and subjective approaches by 

considering both positivist and interpretivist ideologies. In addition, Phase 3 of this research 

was used to verify and explain the findings from the integration and comparative analysis of 

results from Phases 1 and 2. As such, this iterative, multidimensional methodological 

approach was designed to create a complete cultural picture.  

1.7 Outline of the thesis 

This thesis is presented in 10 chapters. The first chapter, being the introductory 

chapter, provides background information regarding the research issue, identifies the research 



14 

 

aims and theoretical lens, and presents a brief description of the methodology and research 

contributions. Chapter 2 then reviews the literature in relation to organisational culture, and 

Chapter 3 presents a literature review around organisational control and a brief overview of 

health system reforms. Chapter 4 presents the context of this research. It focuses specifically 

on the external context, being the Australian healthcare system and the introduction of ABF, 

and the internal context being the organisation in which the research was conducted 

(GCHHS). Chapter 5 then describes the mixed methods sequential study design used for this 

research, and the methods used for data analysis and integration of qualitative and 

quantitative data.  

Results are then presented over the following four chapters. Results from the Phase 1 

qualitative exploratory study are presented in Chapter 6 and results from the Phase 2 

quantitative examination study are presented in Chapter 7. Results from the integration and 

comparative analysis of findings from Phases 1 and 2 are then presented in Chapter 8, and the 

findings from the Phase 3 verification/explanation study are presented in Chapter 9. Finally, a 

discussion of the research conclusions is presented in Chapter 10.  

1.8 Definitions of terms 

Activity-based funding (ABF): A way of funding hospitals whereby they get paid for the 

number and mix of patients they treat (Independent Hospital Pricing Authority, 2016a) 

Bureaucracy: An organisation that relies on the formalisation of behaviours to achieve 

coordination (Mintzberg, 1983). 

Case-mix: A consistent method of classifying types of patients, their treatment and 

associated costs (Australian Government: Department of Health, 2013).  



15 

 

Clinician: a person qualified in the clinical practice of medicine, psychiatry, or psychology, 

as distinguished from one specialising in laboratory or research techniques or in theory 

(Merriam-Webster Dictionary, 2016).  

Diagnosis-related groupings (DRG): Admitted patient classification system that provides a 

clinically meaningful way of relating the number and type of patients treated in a hospital 

(i.e., its casemix) to the resources required by the hospital. Each DRG represents a class of 

patients with similar clinical conditions requiring similar hospital services. The classification 

categorises acute admitted patient episodes of care into groups with similar conditions and 

similar usage of hospital resources, using information in the hospital morbidity record such as 

the diagnoses, procedures, and demographic characteristics of the patient (Australian Institute 

of Health and Welfare, 2016). 

Middle managers: Middle-line managers with formal authority who connect the operating 

core with the strategic apex. They include front-line managers and supervisors, and unit 

managers (adapted from Mintzberg, 1983, pp. 14–15).  

National efficient price (NEP): The price the government pays to public hospitals per 

patient, based on the average cost of treating each type of patient (Independent Hospital 

Pricing Authority, 2016b).  

National weighted activity unit (NWAU): A measure of health service activity used to 

determine the NEP (Independent Hospital Pricing Authority, 2016b).  

Operational core: Staff who perform the basic work related directly to delivering healthcare 

to patients (adapted from Mintzberg, 1983, p. 12). 

Operational level: Incorporates middle managers and operational core, including all 

technical and support staff who are involved (directly or indirectly) with the overall 

functioning of the organisation and caring for patients.  



16 

 

Organisational control: A set of mechanisms – both processes and techniques – that are 

designed to increase the probability that people will behave in ways that lead to the 

attainment of organisational objectives (Flamholtz, 2012). 

Organisational culture: The social construction of the organisation, which is determined by 

the level of permeability of boundaries of normality, effective group differentiation, and lack 

of sustained cohesion or of sustained fragmentation (J. Fitzgerald, 2002). 

Professionalism: A set of institutions that permit the members of an occupation to make a 

living while controlling their own work (Freidson, 2001, p. 17).  

Staff: Employees of Gold Coast Hospital and Health Services.  

Senior managers: Staff working within the strategic apex of the organisation, including 

members of the Board, Executive and/or Senior Management team, with responsibilities in 

relation to finance, managing staff (clinical, non-clinical), managing activity/output 

(quantity/quality). 

Strategic apex: Staff in charge of ensuring that the organisation serves its mission in an 

effective way and also that it serves the needs of those who control or otherwise have power 

over the organisation, such as government agencies and professional institutions or unions 

(adapted from Mintzberg, 1983, p. 13).  

Strategic level: Incorporates the strategic apex and includes technical and support staff 

whose primary role and responsibilities involve organisational level strategy formulation and 

implementation.  

Value system: A coherent set of values adopted and/or evolved by a person, organisation, or 

society as a standard to guide its behaviour in preferences in all situations (Business 

Dictionary, 2016).  
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1.9 List of abbreviations 

ABF  Activity-based funding 

DRG  Diagnosis-related group 

GCHHS Gold Coast Hospital and Health Services 

HHS  Hospital and Health Service 

QH  Queensland Health 

Qual  Qualitative 

Quan  Quantitative 

NPM  New public-sector management or new public management 

MM  Mixed methods 

MMR  Mixed methods research 

OECD  Organisation for Economic Cooperation and Development 

1.10  Chapter Summary 

This thesis addresses the operationalisation of ABF and its influence on organisational 

controls and the prevailing culture in public hospitals. ABF represents a decreed set of 

contractual obligations emphasising cost and efficiency, which are superimposed onto a pre-

existing, deeply entrenched culture that emphasises patient care. Qualitative analysis of 

semistructured interviews with senior managers was used to paint an overall picture of the 

organisational-level perspective of the healthcare system, organisational control system and 

organisational culture. Quantitative analysis of survey data was then used to further develop 

this picture from the operational level perspective. By integrating the two data sets, a 

comparative analysis of the research findings was conducted to develop an in-depth 
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understanding from multiple perspectives. This thesis provides new and valuable insights into 

ways that organisations can manage the externally imposed demands of the government and 

the needs of clinicians, to enable managers and clinicians to rebuild their relationships based 

on trust, understanding, and mutual respect. Putting an end to this ongoing conflict will not 

only improve efficiency, it will also improve staff wellbeing and, most importantly, patient 

care.  
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2 Perspectives of organisational culture 
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2.1 Introduction 

There are four key areas of literature that are relevant to this research and are 

reviewed over the next four chapters, as presented below:  

Chapter 2: Organisational culture; 

Chapter 3: Organisational control, public sector healthcare reforms, professionalism and 

management in healthcare organisations; 

Chapter 4: Context: The Australian healthcare system and activity-based funding; 

Chapter 5: Methodology: Qualitative, quantitative and mixed methods. 

A total of 644 journal articles, books, government documents, and web pages were 

selected and reviewed based on their relevance to one or more of the key areas mentioned 

above.  

Given that this research is fundamentally a cultural study, Chapter 2 presents a review 

the organisational culture literature in order to identify different perspectives and definitions 

of organisational culture, and distinguish and justify the most appropriate approach that was 

adopted for this research. The literature review commences with the conceptual development 

of organisational culture and identifies two opposing perspectives that reflect objective and 

subjective views of culture. This chapter argues that a multiperspective approach is required 

in the context of this research in order to develop a complete cultural picture, rather than a 

one-sided perspective.  

2.2 Conceptual development of organisational culture  

Organisational culture can be defined as a “system of shared beliefs and values that 

guides behaviour” (Wood, Zeffane, Fromholtz, & Fitzgerald, 2006), and can be informally 

described as “the way things are done” (Deal & Kennedy, 1982; Parker, 2000). 
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Organisational culture is regarded by some as a critical element in organisational 

performance (Davies et al., 2000; Wilkins & Ouchi, 1983) and a mechanism for 

organisational control (Flamholtz, 1995; Ouchi & Wilkins, 1985), while others see it as an 

organisation’s personality (Smircich, 1983) or a metaphor for organisational life (Alvesson, 

2002a). While there is no shortage of writings about organisational culture, scholars do not 

always agree on how culture is perceived and therefore managed. In this thesis, I argue that 

culture is a critical element in organisational performance, but it is also an organisation’s 

personality, which makes it highly complex, sometimes predictable and sometimes 

unpredictable. This combination of being consistent and inconsistent makes it extremely 

challenging for managers to directly control. Therefore, it is critical to examine organisational 

culture from multiple perspectives and for managers to acknowledge the ambiguity and 

paradox of culture in order to develop a better understanding of how it can be managed. 

The concept of organisational culture began to emerge in the early 1930s with the 

ideas of Elton Mayo (1933) and Chester Bernard (1938), around the need for cooperation and 

a shared common purpose for an organisation to succeed (Kummerow & Kirby, 2014). But it 

was in 1979 that the term “organisational culture” was first introduced by Andrew Pettigrew, 

in a paper titled “On studying organizational cultures”(Pettigrew, 1979), which saw the 

beginning of “modern organisational culturalism” (Parker, 2000, p. 9). This concept gained 

widespread popularity among managers and academics (Parker, 2000) resulting in a vast 

array of books (e.g. Alvesson, 2002b; Gogheri et al., 2013; Martin, 2002; Schneider, 1990; 

Wood et al., 2006), conceptual papers (e.g. Alvesson, 2002a; Braithwaite, Hyde, Pope, & 

Palgrave, 2010; Institute of Leadership Management, 2003; Koprowski, 1983; Van Maanen 

& Barley, 1985; Martin & Siehl, 1983; Mouton et al., 2012; Schein, 2010), and review 

articles (e.g. Bellot, 2011; De Witte & van Muijen, 1999; Denison, 1996; Hofstede, 1998; 

James et al., 2008; James & Jones, 1974; Schneider, Ehrhart, & Macey, 2013; Smircich, 
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1983) being published, which encompass psychological (positivist), sociological 

(constructivist) and anthropological (pragmatic) epistemologies (Allaire & Firsirotu, 1984). 

Within this extensive body of literature, there are conflicting views and little consensus 

between authors around conceptual and operational definitions, study designs and 

measurement or assessment techniques. This disparity and lack of clarity is likely due to the 

varying mindsets and philosophical stances taken by different authors according to the 

context of the research being conducted and discipline area (Allaire & Firsirotu, 1984; Bellot, 

2011; Parker, 2000; Smircich, 1983). However, these conflicting views can be broadly 

grouped into two perspectives: that culture is something an organisation has, or something an 

organisation is. It is important to understand both perspectives of organisational culture in 

order to first determine the perspective of culture that is most appropriate for this research, 

and second, to understand the strengths and limitations of each. Therefore, the following 

sections review the literature relevant to both perspectives in more detail, concluding with a 

justification of the use of a multiperspective approach in the context of this research.  

2.2.1 Organisations have culture 

The organisations have culture perspective is objective, and sees culture as an 

organisational variable (Kummerow & Kirby, 2014; Ouchi & Wilkins, 1985; Smircich, 

1983). In this way, organisational culture is seen as something that is created by those in 

command and generally consistent throughout the organisation (Mouton et al., 2012; Schein, 

1983, 1992, 2004). Therefore, specific attributes that represent culture and can be 

quantitatively measured, analysed, and manipulated by management to gain increased control 

and improve performance (Davies et al., 2000; Wilkins & Ouchi, 1983) include satisfaction, 

commitment, wellbeing, values, leadership style, rewards, and recognition (Sorenson et al., 

2014). 
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This viewpoint is supported by a number of authors – for example, Ouchi and Wilkins 

(1985), Pettigrew (1979), Schein (1990), and Hofstede (1998) – and gained widespread 

popularity throughout the 1980s among both managers and academics, largely dominating the 

organisational culture, English-language literature in North America at that time (Kummerow 

& Kirby, 2014; Schneider et al., 2013). In this way, organisational culture is seen as either an 

internal dependent variable to measure outcomes of organisational activities and processes, or 

an external independent variable to explain similarities and differences in the attitudes of 

employees (Smircich, 1983). Researchers adopting this perspective are predominantly 

grounded in a positivist mindset and adopt an etic (deductive) approach to conducting 

research, with surveys generally being the preferred method for data collection, and the 

application of statistical analysis to test hypotheses (Parker, 2000; Schneider et al., 2013). 

The focus is on material or explicit manifestations of culture such as overt patterns of 

behaviour, including work rituals, how much people are paid, what type of environment they 

work in, and so forth (Schein, 1990; Schneider et al., 2013). This approach bears similarities 

to early research on organisational climate, and consequently some studies use the terms 

“climate” and “culture” interchangeably (Ashkanasy et al., 2011; James et al., 2008; James & 

Jones, 1974; Schneider et al., 2013).  

Definitions of organisational culture proposed by authors adopting the organisation 

have culture perspective include Pettigrew (1979), who defines organisational culture as “the 

system of publicly and collectively accepted meanings operating for a given group at a given 

time” (p. 574). Similarly, Schein (1983) defines organisational culture as “a pattern of basic 

assumptions invented, discovered or developed by a given group as it learns to cope with its 

problems of external adaptation and internal integration that has worked well enough to be 

considered valid, is to be taught to new members as the correct way to perceive, think and 

feel in relation to those problems” (p. 14). According to Schein (1990), there are three 
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fundamental levels of culture: observable artefacts, shared values, and basic underlying 

assumptions, as shown in Figure 2.1.  

Figure 2.1: Three levels of culture 

 

 

 

 

 

 

 

 

Source: Schein (1990). 

According to Schein’s theory as shown in Figure 2.1, visible artefacts are those that 

are observed, such as office layout, uniforms and manner (formal, informal), stories and 

rituals; values refer to the organisation’s documented norms, ideologies, charters and 

philosophies; and assumptions determine perceptions, thought processes, feelings and 

behaviour (Schein, 1990, 2010). Wood, Zeffane, Fromholtz, and Fitzgerald (2006) explain 

that observable culture is the explicit behaviour pattern that a group displays, while shared 

values represent the set of coherent values that link members of an organisation together, and 

common assumptions are a collection of truths that members share based on their experiences 

and that guide values and behaviours. With an emphasis on the shared aspects comes the 

assumption that the culture of an organisation or group is something that can be created, is 

relatively homogenous, and can be controlled by management, which reflects the modernistic 

normative approach to understanding organisational culture (Barnard, 1938; Sathe, 1983; 

Schein, 1989; Schein, 1992).  

Shared values and 

beliefs 

Underlying 

assumptions 

Observable artefacts, 

rituals and stories 



25 

 

Hatch (1993) builds on Shein’s ideas and proposes the Cultural Dynamics Model. The 

model adds “symbols” as fourth level and focuses primarily on the links between the 

elements (referred to as levels by Schein), rather than the elements themselves. The links 

between the elements are: manifestation, realisation, symbolisation, and interpretation. The 

model suggests that the links between the elements are two way and that over time, 

adjustments are made in both directions to achieve alignment or consistency between the 

elements.    

Consistent with this approach, more current literature refers to the “hard” and “soft” 

dimensions of organisational culture. The “hard” dimensions include logos, mission 

statements, style of buildings and dress codes, organisational structures and performance, and 

productivity procedures. These “hard” dimensions of organisational culture are designed to 

overtly promote the espoused corporate ethos of the organisation. In contrast, the “soft” 

dimensions include individual attitudes, beliefs and values; team spirit; and organisational 

rituals (Stokes et al., 2016). Within this normative modernistic perspective of culture, a 

strong culture is one where the “soft” aspects of culture align with the “hard” aspects of the 

organisation’s espoused culture. Lack of alignment between the two dimensions, however, is 

considered to result in a weak culture, causing variations in the organisation’s performance 

(Knowles, 2003). Therefore, organisations with strong, managerialist cultures seek alignment 

between the individual’s values and beliefs and the mission and values of the organisation 

(Balthazard et al., 2006; B. T. Gregory et al., 2009; Stokes et al., 2016). Creating a strong 

culture is considered critical in achieving organisational goals and improving organisational 

performance (Deal & Kennedy, 2000). However strong cultures can prevent organisations 

from adapting to changes within the external environment (Gogheri et al., 2013). In addition, 

Davies et al. (2000) argues that while the more visible elements of culture such as artefacts 

and corporate values may be manipulated, the underlying assumptions, beliefs and attitudes 
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of individual staff may be more difficult to change in alignment with those desired by the 

organisation.  

The theoretical concepts around the levels of culture and the ability of an organisation 

to create a culture in order to encourage staff to behave in a way that is desired by the 

organisation to improve performance have implications for this study, given the topic and 

context of this research. While the introduction of NPM and ABF were intended to create a 

strong business-like culture among clinicians, this thesis postulates that the attitudes and 

beliefs of clinicians do not align with the managerialist culture. While managerialist culture 

focuses on efficiency and productivity, health professionalist cultures are more focused on 

patient care and maintaining the integrity and standing of their health discipline. In the 

context of this study, the organisational values are developed at the top by management to 

align with the values developed within the external environment by the Department of 

Health. In addition, professional values are developed externally through clinical training and 

education. As such, the level of mutual adjustment within the organisation to achieve cultural 

alignment is considerably constrained. This lack of alignment has resulted in an 

organisational culture that is hierarchical, fractured, and adversarial. This suggests that 

superimposing one type of culture over another with conflicting ideologies will not change 

the culture, but rather create conflict between the two. Therefore, an alternative approach 

needs to be taken when cultural changes are required within organisations.  

2.2.2 Organisations are culture 

In contrast to the organisations have culture perspective, which adopts an objective 

approach to studying culture, the organisations are culture perspective sees culture as a root 

metaphor that represents a subjective approach. In this way, the organisation is seen as a 

social phenomenon portrayed as systems of cognition and beliefs, patterns of symbolic 

disclosure, and as manifestations of unconscious processes (Allaire & Firsirotu, 1984; 
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Smircich, 1983). Hence, organisations are regarded as metaphors for little societies and 

thereby comprise of a social system equipped with socialisation processes, social norms and 

structures showing distinct cultural traits (Allaire & Firsirotu, 1984). Similarly, organisational 

culture can be seen as an organisation’s personality, which is unique, organic, and socially 

constructed (Allaire & Firsirotu, 1984; Smircich, 1983); the culture may not be consistent 

throughout the organisation, and cannot be created and easily controlled by management (J. 

Fitzgerald, 2002; Martin, 2002; Meyerson, 1991).  

While the organisations have culture perspective tends to focus on the shared aspects, 

the organisations are culture perspective tends to focus on the unique aspects. For example, 

Eldridge and Crombie (1974, p. 88) state that “while the uniqueness of individuals is 

expressed in their personality, the individuality of organisations may be expressed in terms 

their differing cultures” (see also K. L. Gregory, 1983; Ott, 1989; Van Maanen & Barley, 

1985). This idea of uniqueness suggests that the cultural characteristics of a particular 

organisation are not found in any other organisation. However M. R. Louis (1985) argues that 

organisational cultural boundaries are likely to be penetrated by external environmental 

influences such as a staff member’s commitment to their professional identity. Therefore, 

characteristics that employees may believe to be unique to a particular context within an 

organisation are often found in other organisations, and subcultures that cross organisational 

boundaries are better described as occupational cultures (Martin, 2002). Furthermore, Parker 

(2000) suggests that staff may be members of multiple cultures at once. The idea that 

occupational cultural characteristics may permeate the cultural boundaries of an organisation 

and that staff may identify with multiple cultural identities simultaneously has important 

implications for this research. Given that health professionals often have a strong professional 

identity and occupational culture (Freidson, 2001), it is likely that their cultural 
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characteristics will reflect their occupational culture, which may or may not be consistent 

with the cultural characteristics of the organisation. 

The organisations are culture perspective is particularly useful in the context of this 

research as it adopts a more ideational approach, rather than focusing on the material aspects 

(Alvesson, 1993; Kummerow & Kirby, 2014; Smircich, 1983) and can be used to investigate 

the symbolic meaning and interpretation of explicit manifestations of culture (Martin, 2002; 

Parker, 2000). Grounded in a constructivist ideology and interpretivist paradigm, researchers 

adopt an emic (inductive) approach aimed at understanding the employees’ perspective of 

their experience within an organisation, and how the combination of these collective 

experiences shape the culture of an organisation (Kummerow & Kirby, 2014). As such, 

qualitative methods are generally preferred that aim to develop thick descriptions of 

members’ experiences of organisational life (Geertz, 1973; Martin, 2002; Parker, 2000).  

Developing a deeper understanding of the meanings that different employees attach to 

observable aspects of culture such as symbols, language and patterns of behaviour is 

extremely beneficial in the context of this research. This is because it helps to explain why 

clinicians continue to resist a managerialist culture and also provides insights into ways in 

which managers and organisations can work towards overcoming historical tensions and 

collectively shape a culture that is more collegial and mutually beneficial.  

2.2.3 A multiperspective approach 

The organisations have culture and the organisations are culture perspectives are 

reflective of much of the ideologies representing the normative, functionalist (objective) and 

interpretive, constructivist (subjective) paradigms, respectively, which are often portrayed in 

the literature as being in opposition to one another (Martin, 2002; Parker, 2000). This duality 

and incompatibility of ideas is reflected in the purist views of academics who engage in 
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political debates and paradigm wars (Denison, 1996; Martin, 1995). However, in this thesis, I 

argue that an alternative approach that incorporates ideas from both the objective and 

subjective paradigms is necessary in order to develop a complete view of organisational 

culture in the context of this study. Alvesson (1993) suggests that many studies and 

definitions of organisational culture cannot be easily classified as either objective or 

subjective as the two perspectives are often used in combination, and thereby fall somewhere 

in the middle. For example, Alvesson (2012) defines culture as a “more or less cohesive 

system of meanings and symbols, in terms of which social interaction takes place” (p. 5). 

Similarly, Bolman and Deal (2013) propose that “culture forms the superglue that bonds an 

organization, unites people and helps an enterprise to accomplish desired ends” (p. 248).  

Morgan and Smircich (1980) justify the use of a combined approach through a 

framework that shows objectivist and subjectivist approaches to social sciences as a 

continuum rather than distinct paradigms (see Table 1, Network of basic assumptions 

characterizing the subjective-objective debate within social sciences, p.  492). Consistent with 

this idea, Parker (2000) suggests that there is overlap between the paradigms and that the 

lines between them are somewhat blurred. Similarly, Mouzelis (2000) argues that objectivism 

and subjectivism are interrelated and cannot be completely separated. More recently, Cunliffe 

(2011) argues that a new approach to studying organisational culture is necessary to better 

reflect the range and overlap of theoretical assumptions.  

Regardless of whether objective and subjective perspectives are considered as two 

separate entities, two overlapping entities, or two halves that make a whole, there is enough 

evidence in the literature to support a case for using both objective and subjective 

perspectives in the one study and adopting a multiple-perspective approach (Alvesson, 2012; 

Cunliffe, 2011; J. Fitzgerald, 2002; Kummerow & Kirby, 2014; Martin, 2002; Parker, 2000; 

Smircich, 1983). In addition, a multiperspective approach is most appropriate for this 
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research, which investigates the impact of NPM and ABF on the organisation’s formal 

structures, control mechanisms, and explicit manifestations of culture, as well as the impact 

on informal controls, interrelations, and implicit manifestations of culture.  

2.3 Towards a definition of organisational culture 

Given that this study adopts a multiperspective approach to understanding 

organisational culture, a definition of culture that incorporates both the objective and 

subjective perspectives and represents a pluralistic view of culture is required for this 

research. Therefore, the definition of organisational culture that is considered most 

appropriate and is adopted for this research was proposed by J. Fitzgerald (2002, pp. 23-24), 

which was adapted from Martin (2002), and reads as follows:  

Understanding organisational culture is having an in-depth insight into patterns of 

overt (material) and covert (ideational) behaviour that link manifestations of 

assimilation, association and disintegration together.  

These manifestations are linked by consistencies (integration) consistent 

inconsistencies (differentiation) and webs of ambiguity (fragmentation).  

Organisational culture is the social construction with the organisation and is 

determined by the level of permeability of boundaries of normality, effective group 

differentiation and lack of sustained cohesion or of sustained fragmentation. 

This definition contains three key aspects: (1) It incorporates both objective (material) 

and subjective (ideational) manifestations of culture that may be shared or unique 

(assimilation, association, and disintegration). (2) It incorporates the three perspectives of 

culture (integration, differentiation and fragmentation) and acknowledges ambiguity. (3) It 

acknowledges that the culture of an organisation may be penetrated by external influences 

such as professional identify, and that individual staff may be members of more than one 
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culture simultaneously. Combined, these three aspects in the context of this study consider 

the impact of NPM and ABF on the organisation’s formal control mechanisms and its 

prevailing culture in terms of formal and informal manifestations while taking into account 

the conflicting influence of professional cultural identity, which may result in inconsistent 

behaviours as individuals and groups interact and interchange between subcultures.  

Thus far, this chapter has justified the need for a multiple-perspective approach that 

combines objective and subjective paradigms in order to develop a complete cultural picture 

in the context of this study. The following section presents the theoretical lens that was 

adopted for this research.  

2.4 Theoretical lens: Multiple cultural perspectives  

A conceptualisation of organisational culture proposed by Martin (1992, 2002) 

considers culture to be a lens for studying organisational behaviour, and incorporates both 

objectivity and subjectivity. In this way, organisational culture can be studied through three 

different lenses: integration, differentiation, and fragmentation. Each lens provides a different 

perspective of the culture within an organisation (J. Fitzgerald, 2002; Martin, 2002; 

Meyerson, 1991).  

2.4.1 Integration perspective 

The integration lens examines organisational culture from a normative, functionalist 

perspective. It assumes that the culture is homogeneous and consistent throughout the 

organisation (Martin, 2002). It also assumes alignment between the individual attitudes and 

beliefs of staff, and the mission, vision and values of the organisation. As J. Fitzgerald (2002) 

puts it, this approach focuses on the “consistent consistencies”.  

The integration perspective is useful in the context of this research, as it can be used 

as a starting point. This perspective helps to identify the expectations of the organisation, not 
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only with regard to how it expects its staff to behave, but also how it wishes to be perceived 

by external stakeholders, including the government and the community. It was used to create 

a framework for the research by specifically identifying the “hard” aspects of culture, 

including the organisation’s mission, vision and values, as well as symbols such as the 

physical location of managerial offices compared to hospital treatment areas. It was also used 

to identify the formal organisational structure, control system, and policies and procedures 

and reward systems, and the way different professionals dress and communicate with one 

another.  

While the integration perspective has a number of benefits as stated above, this 

approach also has its limitations. Linstead, Lilley, and Fulop (2004) argue that these explicit 

manifestations of shared culture represent the espoused values of the organisation or 

“corporate culture”, which is devised by management and sold to or imposed on the rest of 

the organisation. Corporate cultures are designed to entice employees to “buy in” to the way 

the organisation wants them to behave, regardless of the values and beliefs of individual staff 

(Barnard, 1938; Deal & Kennedy, 1982, 2000; Denison, 1984, 1990). However, Fulop and 

Linstead (1999) argue that what you see is not always what is: “perhaps where cultures are 

most visible is where you should expect the deepest conflict and divergence of opinions” (p. 

92). These diverse opinions and incongruence in the values, attitudes, and beliefs between 

individuals, groups, and the organisation can lead to the emergence of subcultures and 

countercultures (Fulop & Linstead, 1999; Linstead et al., 2004). In the context of this study, 

the managerialist approach represents the integration perspective; however, the incongruence 

in the values, attitudes and beliefs between the organisation and professional groups suggests 

that the organisation consists of a collection of subcultures, which needs to be examined from 

a differentiation perspective. 
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2.4.2 Differentiation perspective 

The differentiation lens focuses on differences between subgroups that may be 

hierarchical (vertical), functional (horizontal), or social (race, ethnicity or gender), but share 

commonalities with other members within a subgroup and thus can create subcultures 

(Martin, 2002). In this way, the culture within each subgroup is homogenous and consistent, 

but inconsistent with other subgroups and the overall culture of the organisation (J. 

Fitzgerald, 2002). Therefore, subcultures are defined as a group with a unique set of values 

and beliefs that are inconsistent with the dominant culture of the organisation (Wood et al., 

2006). 

According to Glouberman and Mintzberg (2001a, 2001b), public hospitals comprise 

four distinct domains referred to as “worlds” (community, control, cure, and care) that are 

distinguished by the occupational roles of its members and associated organising principles 

and key characteristics, as presented in Table 2.1.  

Table 2.1: Four domains within a public hospital  

Domains    Members 
Organising principals and key 

characteristics 

Community Trustees/Board Formal board, oversight 

Control Managers/administrators 
Administrative hierarchy, 

constraint 

Cure Doctors/specialists 
Professional chimneys, 

intervention 

Care Nurses/allied health/support staff Operating workflow, coordination 

Source: Glouberman and Mintzberg (2001a). 

As shown in Table 2.1, these four domains can be considered as subcultures, each 

with its own cultural characteristics that differ from one another. Glouberman and Mintzberg 

(2001a) state that community (board and trustees) oversees the hospital’s activities, but are 

separate from the operational side of the hospital. As such, they have a high degree of 

legitimate power within the organisation, but the group itself is non-hierarchical, except for 
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the Chair. The control domain (managers and administrators) has become more powerful and 

legitimised with the introduction of NPM and ABF and are responsible for the internal 

operational systems within the organisation. While managers cannot regulate the clinical 

process, they can limit its direct application through their control over the allocation of 

resources. The cure domain (doctors and specialists) is responsible for administering curative 

interventions to patients. These staff generally see a hospital as their place of work, rather 

than their employer, and therefore their values and behaviour are primarily influenced by 

their affiliation with their professional identity rather than formal administrative or 

bureaucratic controls of the organisation. Finally, the care domain includes nurses and 

support staff, who are deeply connected to the hospital’s operations. While not formally in 

charge, nurses run the wards and coordinate complex workflows, and thus often find 

themselves caught between the physician who claims responsibility for the patient despite 

their absence, and management who claim responsibility for control despite their distance 

(Glouberman & Mintzberg, 2001a).  

Given the evidence around the existence of subcultures with public hospitals, the 

differentiation perspective is justified in the context of this research. The differentiation 

perspective was used to compare attitudes and beliefs, and perceptions of organisational 

culture between subgroups and with those of the organisation. In addition, this approach 

contributes to the literature in this area by determining whether indeed the four domains 

proposed by Glouberman and Mintzberg (2001a) continue to exist, and whether they 

represent distinguishable subcultures. However, again, the differentiation approach on its 

own has its limitations. According to Fulop and Linstead (1999), tensions between 

subcultures can in itself define an organisation’s culture. In addition, the differentiation 

perspective does not consider that individuals are frequently members of more than one 

subculture simultaneously, and does not account for ambiguity. For example, Parker (2000) 



35 

 

rejects the idea of subcultures, as by definition they assume that, first, the subculture is 

subordinate to the dominant culture, and second, that both the subculture and dominant 

culture are each consistently unified. Parker (2000) argues that people can be members of 

many subcultures at the same time, and the culture they consider relevant at a particular time 

is a matter of how they and others understand the context in which they are operating. 

Therefore, this study also needs to consider inconsistent and fluctuating behaviours that can 

be examined from a fragmentation perspective.  

2.4.3 Fragmentation perspective 

The fragmentation lens focuses on paradoxes, contradictions, and irreconcilable 

differences (Martin, 2002; Meyerson, 1991). According to Alvesson and Sveningsson (2015), 

this approach acknowledges that cultural patterns can at times be unpredictable, fluctuating 

and inconsistent, which may be a result of individuals belonging to multiple subcultures and 

the interactions of staff between and within subcultures. The existence of ambiguity with a 

culture is refuted by Schein (1990), who argues that the concept of sharing is core to the 

definition of culture; therefore, ambiguity and lack of consensus within a group means that 

the group has no culture. However, Meyerson (1991) argues that ambiguities may be viewed 

as normal or abnormal within an organisation’s culture, and that most cultural studies 

consciously exclude ambiguities because researchers tend to focus on objective, tangible 

aspects (as cited in Bellot, 2011).  

In the context of this research, the idea of creating a managerialist, business-like 

culture indicates a top-down, normative approach. However, ambiguity in organisations is a 

(un)control in itself and therefore is inconsistently inconsistent (J. Fitzgerald, 2002). If 

managers do not accept the presence of this force, they are missing out on opportunities to 

develop new and innovative management strategies directed at improving the overall 

environment and functioning of the organisation, and overcoming historical tensions between 
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managers and clinicians. This thesis concedes that ambiguity may be a characteristic of an 

organisation’s culture and therefore needs to be considered. However, a focus on the 

fragmentation perspective alone will again only present a partial picture. The following 

section justifies the use of a multiple-perspective (integration, differentiation, and 

fragmentation) approach that incorporates both objective and subjective viewpoints.  

2.4.4 Single perspective versus multiperspective cultural studies  

According to Martin (2002), researchers can take a single-perspective view, that is, 

integration or differentiation or fragmentation; or a multiple-perspective view. Single-

perspective studies tend to look at organisational culture through either an integration or 

differentiation lens. These studies generally adopt the organisations have culture perspective 

and often emphasise social norms and the shared aspects of culture, whether that be at an 

organisational level or at a group level.  

In contrast, studies that adopt a multiple-perspective view assume that all three 

perspectives may coexist within an organisation (Martin, 2002). This idea was further 

developed by Fitzgerald (2002), who proposes that not only do these three perspectives 

coexist within an organisation, they are hierarchical. In this way, the dominant type of culture 

among senior managers is more likely to be characteristic of an integrated culture, while the 

dominant type of culture among middle managers is differentiated, and the dominant type of 

culture among lower level employees is fragmented (Eljiz, 2009; Eljiz et al., 2011; Kippist & 

Fitzgerald, 2010; Martin, 2002). That is not to say, however, that the different perspectives 

correspond with different levels of analysis (organisational, group, individual). According to 

(Martin, 2002), each level of analysis should be examined from each perspective, as 

presented in Table 2.2.  



37 

 

Table 2.2: Levels of analyses and the three perspectives 

 Perspective 

Level of 

analysis 
Integration Differentiation Fragmentation 

Organisational  Consensus throughout 

the organisation; goal 

is assimilation and 

conformity 

No organisation-wide 

consensus; 

organisation is a 

cluster of subcultures 

Issue-specific 

attention with no 

consensus; patterns of 

issue activation in flux 

Subcultural No important 

subcultural 

differences; subculture 

can represent whole 

Relation of 

subcultures can be: 

  Enhancing 

  Conflicting 

  Independent 

Subcultural 

boundaries uncertain, 

fluctuating, blurred, 

nestled, overlapping 

Individual  Self-unified, constant, 

a member of the 

culture 

Self-composed of 

multiple subcultural 

identities 

Self-fragmented, in 

flux, no central theme 

Source: Martin (2002, p. 152). 

As shown in Table 2.2, ensuring that all levels of analysis are examined from each 

perspective eliminates assumptions and the tendency to view the organisation only from an 

integration perspective, subcultures only from a differentiation perspective, and individuals 

only from a fragmentation perspective. This multilevel, multiperspective approach provides 

an unbiased approach to developing a complete picture of organisational culture.  

2.5 Chapter summary 

This chapter has reviewed the literature in relation to perspectives and definitions of 

organisational culture. It concludes that in order to develop a complete picture of 

organisational culture in the context of the study, a multiple-perspective approach is required, 

which was applied in three ways. First, this study incorporated both explicit (objective) and 

implicit (subjective) manifestations of culture. Second, it examined these manifestations of 

culture at an organisational, group, and individual level. Third, these levels of analysis were 

examined through integration, differentiation, and fragmentation cultural lenses.  

The next chapter turns towards the other key construct of this research, being control. 

It reviews the literature in relation to aspects of control relevant to this study, which includes 
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organisational control systems, health system reforms and the implications for healthcare 

organisations and emerging innovative management strategies. 
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3: Organisational control systems, control in healthcare, and 

theoretical links between organisational control and 

organisational culture  
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3.1 Introduction 

This research proposes that current policies and funding models for public sector 

healthcare organisations are financially controlled oriented, with a strong emphasis on 

economic efficiency and cost containment. The emphasis on cost means that managers have 

control over resource allocation and are demanding greater clinician accountability with 

regard to the cost-effectiveness of their treatment practices, in an effort to create a more 

business-like culture among clinicians. However, rather than creating a business-like culture, 

the increasing legitimisation of managerial control over the allocation of resources continues 

to perpetuate and exacerbate ongoing tensions and conflict between managers and clinicians. 

Therefore, this research addresses the interplay between the organisational control 

system designed and implemented by management, and the prevailing organisational culture 

in the context of ABF. In addition, this research develops a greater understanding around the 

extent to which external forces such as financially oriented health policies and professional 

identity can permeate the organisational boundaries and influence the organisation’s internal 

environment.  

The literature review presented in Chapter 2 focused on perspectives of organisational 

culture and examined alternative approaches to studying organisational culture that are 

representative of both objective and subjective ideologies; that is, organisations have culture 

and organisations are culture. Chapter 2 also presented a multiple perspective approach that 

incorporates both objective and subjective approaches, and views culture through three lenses 

–  integration, differentiation, and fragmentation.  

This chapter focuses on notions of control. It first examines organisational control as a 

construct, including definitions of organisational control and theoretical developments. The 

chapter then reviews the literature in relation to control in healthcare, including an overview 

of health system reforms and implications for healthcare organisations. Finally, this chapter 
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concludes by presenting a synthesis of the literature in relation to health system reforms, and 

theoretical links between control mechanisms and organisational culture. 

3.2 Defining organisational control  

Organisational control is fundamentally concerned with influencing employees’ 

behaviour towards achieving organisational goals (Das, 1989; Flamholtz, 1995; Lehtonen, 

2007; Ouchi & Johnson, 1978; Wood et al., 2006). Ideas around organisational control 

originated in the works of early organisational theorists Elton Mayo (1933) and Chester 

Barnard (1938). Mayo (1933) and Barnard (1938) recognised that organisational survival and 

the achievement of organisational goals relies on cooperation between individuals and 

groups. However, the fundamental problem of cooperation stems from the fact that 

individuals have only partially overlapping goals, and therefore, if left to their own devices, 

they pursue incongruent objectives and their efforts are uncoordinated.  

Therefore, according to an article by Ouchi and Maguire (1975), organisational 

control has two basic functions: controlling behaviour and controlling outputs. Behaviour is 

controlled by regulating activities and personal surveillance, which is referred to as 

“personal”; while outputs are controlled by measurement and referred to as “impersonal”. 

The article argues that in small organisations, behaviour control may be sufficient to also 

control output. However, in large, complex organisations, output measurement is necessary to 

enable different departments to measure performance that can be easily reported and 

understood by others within the organisation. Table 3.1 compares different types of control 

and coordinating mechanisms proposed by Mintzberg (1980) and Wood et al. (2006), which 

correspond with the two basic functions of control proposed by Ouchi and Maguire (1975).  
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Table 3.1: Types of control and co-ordinating mechanisms 

Ouchi and Maguire 

(1975): Two functions of 

control 

Mintzberg (1983): Five 

coordinating mechanisms 

Wood et al. (2006): Three 

types of control 

Output control (impersonal) 
Standardised measures 

and/or outputs 
Output control 

Behaviour control (personal) 

Mutual adjustment 

Direct supervision  

Standardised skills and 

knowledge 

Standarised process 

Coordination (personal or 

impersonal) 

 

 

Process control  

As shown in Table 3.1, Mintzberg (1983) identifies different mechanisms for 

controlling outputs and behaviour, referred to as five coordinating mechanisms. Of the five 

coordinating mechanisms, only one addresses output control, being standardised outputs, 

where work performance is specified. The remaining four coordinating mechanisms are all 

directed at controlling behaviour: mutual adjustment, which uses informal communication; 

direct supervision, whereby one person is responsible for the work of others; standardised 

processes, when work is programmed and specified; and standardised skills and knowledge, 

when training to perform the work is specified. In the context of this research, the first three 

coordinating mechanisms are within the organisation’s control; however the final one, being 

standardised skills and knowledge, is primarily acquired externally to the organisation. 

Therefore, what is important here, is that the two prime coordinating mechanisms are 

developed externally; the output controls are externally imposed on the organisation through 

ABF, and the standardised skills of and knowledge of clinicians are primarily obtained prior 

to entering the organisation. As such, the role of the organisational control system is to 

coordinate the externally developed skills and knowledge of clinicians to achieve externally 

imposed performance targets using the most suitable combination of mutual adjustment, 

direct supervision and standardised processes. Glouberman and Mintzberg (2001b) also 
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propose a sixth coordination mechanism for controlling behaviour: standardisation of norms, 

which relies on socialisation to establish common values and beliefs.  

Also shown in Table 3.1, Wood et al. (2006) identify three types of control: (1) 

Output control, which is about measurement of outputs against pre-determined targets. (2) 

Process control, which refers to policies, rules and procedures; formalisation and 

standardisation; and quality management. (3) Coordination, which may be personal (direct 

contact) or impersonal (an extension of process controls). Two types of process controls exist 

within the context of this study. The first type of process control is the organisational control 

system, which is developed internally by senior managers within the organisation and 

includes standardised policies, procedures, rules and regulations related the process of 

conducting the work. However, the second type of process control is developed externally by 

healthcare institutions but imposed on clinicians working within the organisation, including 

standardised clinical practices, protocols and algorithms related to the process of treating 

patients. In addition, there are three types of coordination controls relevant to this study. First, 

senior managers control the coordination of work by way of extending formal standardised 

processes (e.g., multiple levels of control). Second, middle managers are responsible for 

coordinating work through direct supervision to improve performance against output 

indicators and to ensure compliance with processes. Third, senior clinicians and clinical peers 

assume the responsibility of ensuring that within their discipline, clinicians are acting in 

accordance with current evidence-based clinical practice.  

Overall, there are multiple types of control that coexist within the organisation, which 

are applied using a variety of coordinating mechanisms. These types of control may be 

classified as formal or informal. Formal controls include rules, policies, standard operating 

procedures, position descriptions, personal supervision, authority structures, budgets, 

performance measurement, reward and incentive systems internal governance, and 
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accountability arrangements (Abernethy & Chua, 1996; Cardinal, Sitkin, & Long, 2010; 

Mills, 1983; Ouchi & Johnson, 1978; Tannenbaum, 1968). Informal controls include 

personnel selection, training, and socialisation processes, which are implemented specifically 

to influence behaviour and create desired cultural shifts (Flamholtz, 1995, 2012; Novikov, 

2013; Simons, 2005).  

Therefore, for the purposes of this research, an organisational control system is 

defined as a set of mechanisms (processes and techniques, formal and informal) that are 

designed to increase the probability that people will behave in ways that lead to the 

attainment of organisational objectives (Abernethy & Chua, 1996; Cardinal et al., 2010; 

Flamholtz, 2012; Mills, 1983).  

The next section examines types of organisational control mechanisms in an 

organisational control system and how they influence employee behaviour towards achieving 

organisational goals.  

3.3 Types of control mechanisms in an organisational control system  

In small entrepreneurial organisations, control is exerted by the leader or CEO, who 

can monitor employee activities and performance on a daily basis, and intervene directly 

when necessary. However, in larger, more complex organisations, such as public hospitals, a 

more formalised system of control is required that incorporates both formal administrative 

and informal non-administrative control mechanisms (Flamholtz, 1995, 2012; Malmi & 

Brown, 2008; Simons, 2005; Sitkin, Cardinal, & Bijlsma-Frankema, 2010). 

According to Flamholtz (1995, 2012) an organisational control system consists of 

three types of controls: core control system, organisational structure, and organisational 

culture, which are contained within the organisational environment, as shown in Figure 3.1.  
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Figure 3.1: Schematic representation of an organisational control system 

 
Source: Flamholtz (2012). 

In Figure 3.1, the central element of an organisational control system is the core 

control system or cybernetic controls that relate to behaviours directed at achieving 

organisational objectives; that is, operational or behavioural systems such as planning, 

performance measurement, budget and cost controls, and reward systems (Flamholtz, 1995, 

2012; Malmi & Brown, 2008).  

The next layer is the organisational structure, which encompasses organisational and 

governance structures, policies, procedures, rules and regulations. Structure functions as a 

control mechanism both by specifying the behaviours expected from people in the 

performance of their roles, as well as the authority and reporting relationship of entire sets of 

roles. Structural controls include the degree of centralisation or decentralisation, functional 

specialisation, vertical and horizontal integration, and span of control (Flamholtz, 1995; 

Malmi & Brown, 2008; Simons, 2005).  

The third layer, organisational culture, is defined by Flamholtz (2012) as “the 

patterned ways of thinking which are characteristic of the entity” (p. 17). Cultural controls 
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incorporate the organisational value system, symbol-based controls, and clan controls (Malmi 

& Brown, 2008). The organisational value system is an explicit set of organisational 

definitions formally communicated through the organisational mission, vision and purpose 

statements and reinforced by management. These statements systematically provide a basic 

set of values, purpose, and direction that the organisation wants staff to adopt (Simons, 2005). 

Symbol-based controls are when organisations create visible expressions, such as building 

and workspace design, and dress codes, to develop a particular type of culture (Schein, 2010). 

Clan controls work by establishing values and beliefs through the ceremonies and rituals of 

its members (Malmi & Brown, 2008; Ouchi & Wilkins, 1985).  

Overall, cultural controls are considered to be an integral component of an 

organisational control system. Indeed, culture is considered to be the starting point for 

designing an organisational control system, and is overarching of other administrative and 

structural control mechanisms. Furthermore, informal cultural controls are considered more 

effective when formal bureaucratic controls cannot cater for the unpredictability of complex 

work demands (Flamholtz, 1995, 2012; Malmi & Brown, 2008).  

The Flamholtz (2012) model is particularly useful in the context of this research 

because it suggests that all three components of the organisational control system, which are 

contained within the organisational environment, are interrelated. This implies that changes 

to the core control system (such as changes to financial controls) will in turn have direct 

implications for both structural and cultural controls. This idea is represented in the context 

of ongoing health reforms, whereby increased financial control has been the central focus of 

the reforms, which has led to major restructuring of public sector healthcare organisations 

and has been implicitly directed at changing the culture of healthcare organisations 

(Abernethy & Stoelwinder, 1995; Davies et al., 2000). Importantly, however, Malmi and 

Brown (2008) state that culture is considered a control system when it is used to regulate 
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behaviour, but the article acknowledges that culture may at times be beyond the control of 

managers. This raises two important questions: (1) To what extent can organisations create 

and control culture? And (2) To what extent do external forces disrupt the organisation’s 

ability to create and control culture? However, in order to answer these questions in the 

context of this resaerch, it is necessary to understand the implications of healthcare system 

reforms on control in healthcare organisations and resisting forces associated with 

professional cultural identity.  

3.4 Control in healthcare  

The following section provides a general overview of major health system reforms 

that have significant implications for the way healthcare organisations are controlled. This is 

followed by a review of the literature in relation to professionalism and bureaucratic controls. 

Finally, changes in the socio-political environment that have made way for new innovative 

approaches to healthcare management are explored.  

3.4.1 Health system reforms and implications for healthcare organisations 

Major health system reforms were initiated in the 1970s and adopted throughout the 

United Kingdom, United States, and many other OECD countries during the neo-liberal era 

of the 1980s and 1990s, through the introduction of new public management (NPM). NPM 

was intended to address unsustainable escalating government expenditure on public services 

(Bourn & Ezzamel, 1986; Exworthy & Halford, 1999; Jones & Dewing, 1997; Parker, 2000) 

and emphasised not only improving efficiency and restricting expenditure, but also improving 

administration and financial accountability (Bezes et al., 2012; Farnham & Horton, 1996; 

Hood, 1995).  

The introduction of NPM caused a general shift towards decentralisation and 

marketisation of public services (Exworthy & Halford, 1999). Management practices were 
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drawn from the private sector, with a more hands-on approach and active control from top 

management with discretionary power. There was also a shift in focus towards performance 

being more explicitly monitored based on standardised, preset measures, rather than an ad 

hoc basis reliant on trust in professional standards and expertise (Bezes et al., 2012; Hood, 

1995). However, expected reductions in healthcare expenditure failed to realise and, in fact, 

real expenditure continued to rise (Exworthy & Halford, 1999; Schubert, 2009).  

Despite the failure of the NPM approach in reducing healthcare expenditure, its 

underlying ideology, with an emphasis on financial control, transparency and accountability 

initiated a worldwide trend, and continues to be at the forefront of ongoing and more recent 

health reforms in many OECD countries, including Australia (Duckett, Breadon, Weidmann, 

& Nicola, 2014; Eagar, 2010; UBC Centre for Health Services and Policy Research, 2014). 

As such, funding models such as casemix accounting and ABF are currently the dominant 

methods used for allocating resources both to and within public hospitals in Australia.  

The introduction of NPM combined with the more recent introduction of ABF have 

resulted in a major shift in the way healthcare organisations are controlled, and a gradual 

reorientation of the healthcare system. Historically, healthcare organisations were controlled 

by the medical profession, which had the ultimate power and clinical freedom to decide 

which patients they would treat and what treatment they would receive, with little regard for 

cost and effectiveness of the treatment (Bourn & Ezzamel, 1986; Freidson, 1986; Jones & 

Dewing, 1997). However, the introduction of NPM and the ongoing restructuring of the 

healthcare system to enable greater financial control and accountability has seen healthcare 

organisations shift from professional bureaucracies with professionalism characterised by a 

clan culture being the dominant form of control, to a quasi-market orientation with a more 

business-like culture (Abernethy & Chua, 1996; Bourn & Ezzamel, 1986; Jones & Dewing, 

1997). As such, health service delivery has fundamentally shifted from a one-on-one 
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relationship between a doctor and patient to a systems approach (Gittell, Seidner, & 

Wimbush, 2010). This reorientation has given managers unprecedented power and authority 

(Bourn & Ezzamel, 1986; Jones & Dewing, 1997), with the intention of establishing a more 

business-like culture among clinicians and the decline of professionalism as the dominant 

form of control (Coburn & Willis, 2000; Dingwall, 2008; L. Fitzgerald & Ferlie, 2000; 

Nancarrow & Borthwick, 2005). However despite the increasing level of managerial control 

McNulty & Ferlie (2004) argue that organisational leaders are limited in their ability to effect 

radical organisational change in healthcare because of their lack of direct involvement in 

clinical practice.     

3.4.2 Professionalism and bureaucratic control  

According to Freidson (2001), professions are considered to be occupations that 

assume a dominant position in the division of labour and have control over determining the 

elements of their work. Professions differ from other occupations in the type of knowledge 

and skills required to perform work, the type of training and education involved, the relation 

to other occupations in the division of labour, and their relations to their clients and the state 

(Coburn & Willis, 2000).  

Historically, the medical profession assumed its high status in society and cultural 

authority through a number of means. First, through university training and education, which 

was only for the wealthy elite. In addition, the introduction of licencing and regulation made 

the medical profession a powerful group as it enabled them to create monopolies based on the 

recognition and acknowledgement of valid knowledge, and authorisation over the admission 

of others into the profession. Governments further supported and strengthened the monopoly 

of medicine by granting special privileges to this group, such as the jurisdiction to control the 

evolution of other health practitioners by giving explicit control over scope and practice, thus 
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enabling medical professionals to advance their aims through acquisition of high status skills 

and roles while delegating lower status roles to subordinate groups (Freidson, 1988, 2001).  

While the introduction NPM and increasing level of bureaucratic control did not have 

an impact on the medical profession’s high degree of autonomy and control over the technical 

aspects of their work, it did have a profound impact on the relationship between medical 

professionals and managers, and their respective levels of power and authority within 

healthcare organisations (Braithwaite et al., 2010; Degeling et al., 1998; L. Fitzgerald & 

Ferlie, 2000; Glouberman & Mintzberg, 2001b; Kippist & Fitzgerald, 2012; Mintzberg, 

1973). The attempt at subordinating medical expertise to financial expertise and reorienting 

the medical profession towards management goals and bureaucratic principals rather than 

those of the profession were strongly opposed (Bourn & Ezzamel, 1986; Jones & Dewing, 

1997). Copurl (1990) summarises the differences in the two control mechanisms that give rise 

to professional versus bureaucratic conflict:  

Bureaucratic tasks are partial and training is short and within the organization, while 

professional jobs are complete and training takes long years outside the organization. 

Bureaucrats are loyal to the organization and legitimate their acts by invoking 

organizational rules while professionalism requires loyalty to the profession and 

legitimizing of action based on technical competence. In bureaucracies, compliance is 

supervised by hierarchical superiors. As a contrast, professional compliance is 

elicited through socialization and internalization of ethical norms set by a community 

of peers. (p. 114)  

In response to the increasing level of bureaucratic control, medical professionals 

decoupled themselves from formal organisational controls (Covaleski, Dirsmith, & 

Michelman, 1993), which triggered ongoing rounds of increasing levels of bureaucratic 

control and standardisation of regulations (Abernethy & Stoelwinder, 1995). This situation 
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caused the decline of the dominance of medical professional control (McKinlay & Marceau, 

2002) and created conflict between managers and professional groups around the 

specification of goals, performance of tasks, and allocation of resources (Dingwall, 2008).  

Changes in the healthcare system and the trend towards mass market and the 

industrialisation of healthcare, together with an ongoing emphasis on neo-liberalist ideologies 

continue to challenge professional authority and autonomy (Nancarrow & Borthwick, 2005). 

According to Nancarrow and Borthwick (2005), the political process is the greatest influence 

in shaping professional development and change in the advanced political economies. 

However, two other important changes in the socio-cultural environment have also occurred 

that contributed to the end of the “golden age of doctoring” (McKinlay & Marceau, 2002, p. 

379). First, changes associated with inter- and intraprofessional relations have seen increasing 

importance in the roles of nurses and allied health professionals (Appel & Malcolm, 2002; J. 

Fitzgerald, 2002), and the requirement to work in multidisciplinary teams (Nancarrow & 

Borthwick, 2005). Second, have been the changes in the profession-client relations; trends 

towards egalitarianism and questioning authority, combined with the information revolution, 

have reduced the knowledge gap between doctors and strengthened the power of consumer 

groups.  

While these changes in the political and socio-cultural landscape continue to create 

uncertainty and tension between the financial constraints of healthcare organisations and the 

needs of clinicians, they have also led to the emergence of new innovative approaches to 

managing healthcare organisations that extend beyond both professionalism and 

managerialism. 
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3.4.3 Emergence of new innovative managerial approaches 

Current researchers argue that rather than seeing the managers and professionals in 

opposition, there is a need for connective organisational standards to be established in order 

to strengthen the viability and legitimacy of professional services (Carvalho, 2014; Johansen 

et al., 2015; Kuhlmann et al., 2013; Kuhlmann & von Knorring, 2014; Noordegraaf, 2015; 

Noordegraaf et al., 2015; Noordegraaf, Van Der Steen, & Van Twist, 2014). New innovative 

approaches and managerial strategies have begun to emerge, such as the organisational logics 

approach for understanding complex organisations with competing interests (Johansen et al., 

2015; Noordegraaf et al., 2015; Reay & Hinings, 2009), and using organisational 

development strategies, such as relational coordination (Gittell et al., 2010; Havens, Vasey, 

Gittell, & Lin, 2010; Gittell, 2011) and hybridisation of clinical and managerial roles 

(Johansen et al., 2015; Kuhlmann & von Knorring, 2014; Noordegraaf, 2015). These new 

emerging managerial strategies are consistent with Glouberman and Mintzberg (2001b), who 

argue that higher levels of mutual adjustment, standardisation of norms, and collective 

control are needed to overcome issues and create a more collegial and cooperative work 

environment. However, empirical research in these areas is relatively new, and current 

studies tend to focus on the managerial perspective, with few studies presenting the 

perspectives of clinicians, and studies in Australia are particularly scarce. Therefore, this 

study seeks to establish if indeed public sector healthcare organisations are adopting these 

approaches, and if so, are these approaches seen as successful from both managerial and 

clinician perspectives. In addition, these strategies have a strong focus on improving the 

organisational culture and relationships within the organisation; however, studies tend to 

ignore the role that control mechanisms play in either facilitating or inhibiting the 

development of a more collaborative culture. Therefore, this research investigates how much 
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control the organisation actually has in shaping and influencing culture, and the influence of 

external forces.  

Thus far, the literature review spanning this chapter and the previous chapter has 

reviewed the literature around organisational culture, notions of control, and health reforms in 

isolation from one another. The final section of this literature review synthesises the literature 

across all three areas in order to establish a clear direction and purpose for this research.  

3.5 Synthesising the literature around health system reforms, control 

mechanisms, and organisational culture 

Table 3.2 depicts a timeline identifying changes in the political environment and 

corresponding changes in funding and control in public hospitals, and cultural considerations.  
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Table 3.2: Timeline for changes in the political environment and control mechanisms and organisational culture in public hospitals 

Year: Era Political environment 
Funding, healthcare provision, and 

control 
Medical profession and culture 

1775: Classical 

liberalism  

Relies on free-market and 

capitalism – invisible hand of 

government. 

No national government funding, 

healthcare was seen as personal 

responsibility. Health services provided by 

individual doctors. 

Medical professional elitism: 

Universities dominated by wealthy 

elite; self-regulation and licencing 

allowed medical profession to 

create monopolies. They were 

given control over scope and 

practice, which gave them power 

and authority over other health 

professions: Professional 

bureaucracies 

Late1800s: Social 

liberalism 

Due to poverty as a result of 

capitalism, government intervened 

and started publically funded 

hospitals, education, and workers’ 

rights were regulated.  

Early 1900s: Departments of health were 

established, focused on quarantine, disease 

prevention and public health education. 

Those who could afford it preferred private 

institutions; however, private hospitals 

became too expensive. As demand 

increased for public hospitals, government 

funding improved services.  

Mid 1900s: Welfare 

state 

High level of public funding and 

government control over resource 

allocation resulted in economic 

stagnation, increased public debt 

and fear of totalitarianism 

Hospitals controlled by interests of 

medical professional institutions – costs 

escalating at unsustainable rate.  

Informal controls over medical 

professions, non-bureaucratic, self-

imposed.  

1970s, 1980s and 

1990s: Neo-liberalist 

era 

UK: Thatcher  

1979–1990 

US: Regan  

1981–1989 

1990s: Economic 

globalisation 

Privatisation – British Labour Party 

Abandonment of its commitment to 

the “common ownership of the 

means of production”  

US Democratic party – national 

economies more independent, new 

era of economic globalisation, free 

trade, and free movement of 

international capital. 

NPM – major restructuring of healthcare 

organisations and introduction of 

purchase-provider funder models. Use of 

market forces to control costs. Financial 

control – managers with no clinical 

background making decisions about 

resource allocation. 

Formalised bureaucratic and structural 

controls  

Marketisation 

Managerialism 

Subordination of medical expertise 

to financial expertise 

Decline of medical professionalism 

as the dominant culture 

Divisions between Board, 

Managers, doctors, nurses and 

support staff 

 

Bureaucratic and hierarchical 
2007: Financial crisis Great recession in US and western 

Europe – Reject free market and 

Healthcare costs continue to rise, major 

restructuring and reforms; increasing focus 
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call for greater government 

regulation. 

on cost control, public hospitals blamed 

for wasting resources; emphasis on 

efficiency, accountability and 

transparency. 

Fragmentation and professional 

silos 

Current –  

Social democracy / 

Capitalism 

High level of government debt 

High level of government 

regulation – National standards 

Increasing demand for health 

services. 

Public pressure for high-quality 

healthcare. 

 

2010–2011: ABF introduced across 

Australia – Commonwealth funding tied to 

number and type of patients treated. 

Restructuring of healthcare organisations 

to better cater for local needs 

Need for integrated services due to 

increasing levels of chronic disease  

Stronger focus on prevention and primary 

services 

Health professions other than 

medical gaining stronger 

recognition (e.g., nurses and allied 

health).  

Moving towards value-based care, 

patient-focused, multidisciplinary, 

Hybridisation – clinical and 

managerial roles, 

Source: Developed from Australian Government (2014). 
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Table 3.2 indicates that changes in the external political environment have a major 

impact on the internal organisational environment. The table also suggests that there is a link 

between control mechanisms and organisational culture. However, the table indicates that the 

culture that the organisation intends to create may not be the actual culture that exists within 

the organisation. For example, the introduction of NPM in the 1970s and 1980s was intended 

to create a more market-oriented and business-like culture; however, the resistance of the 

medical profession with their deeply entrenched clan culture resulted in strong divisions and 

conflict between professional groups, and a fragmented culture. It is this difference between 

the type of culture that the organisation intends to create (control), and the actual culture that 

exists within the organisation (culture) that this research investigates. Therefore, the final 

section of this chapter examines the links between control and culture from a theoretical 

perspective.  

3.5.1 Links between organisational control and organisational culture 

Concepts around both organisational control and culture grew out of the work of 

Mayo (1933) and Barnard (1938). On the one hand, organisational control is defined as “a 

combination of control mechanisms designed and implemented by management to increase 

the probability that organisational actors will behave in ways consistent with the objectives of 

the dominant organisational coalition” (Abernethy & Chua, 1996, p. 573). On the other hand, 

organisational culture is considered to be a system of shared norms, values and beliefs that 

guide behaviour (Schein, 1996; Wood et al., 2006). The commonality between these two 

constructs is that they are both grounded in human behaviour; while control focuses on 

manipulating employee behaviour, culture is more of a lens for understanding behaviour. 

Both organisational control and organisational culture are well recognised as important 

elements that have an impact on organisational performance and productivity (Balthazard et 
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al., 2006; Wilkins & Ouchi, 1983); however, the link between these two constructs and how 

they interact with one another remains unclear. 

According to Ouchi’s (1980) modes of control framework there are three modes of 

control: markets, bureaucracies, and clans. Each mode of control operates more efficiently 

and effectively depending on the level of goal congruence throughout the organisation and 

the level of ambiguity in how performance is measured. More recently, these modes of 

control have been used to describe and assess an organisation’s culture. For example, K. S. 

Cameron and Quinn (2011) define four types of culture: Hierarchy, Market, Clan, and 

Adhocracy. Hierarchies are characterised by bureaucracy as typified by Weber (1946), which 

uses rules, policies and procedures, and relies on structure, position and power, and legitimate 

authority. Markets focus on transactions and the exchange of value; they use price to 

manipulate supply and demand and are driven by results and competition. Clans have much 

less focus on structure and formal control; rather, they rely on tradition, shared vision and 

goals; they have flatter structures, and people and teams have more flexibility and autonomy. 

Finally, adhocracy emphasises even greater independence, flexibility, innovation and 

calculated risk. Using modes of control to assess the culture of an organisation assumes an 

inherent link between control and culture. This assumption suggests that organisations may 

be able to change the mode of control by either increasing or decreasing the level of goal 

incongruence and/or the level of ambiguity in performance measurement, and in doing so 

change the culture. However, while this approach may be a useful tool for diagnosing and 

understanding the cultural characteristics of an organisation or subgroup within an 

organisation, creating or controlling culture at will, may not be so simple.  

Another perspective is one that sees organisational culture as a component of an 

organisational control system; for example, Flamholtz (2012), as presented in Section 3.3: 

Types of control mechanisms in an organisational control system. In this way, organisational 
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culture is seen as a variable that is subject to design and is a product of management decision. 

Here, the authors argue that managers can change the culture to one that is desired by the 

organisation by changing the organisational value system. To understand this better, Schein 

(1990) explains that there are three fundamental levels of culture: observable artefacts, shared 

values, and common assumptions, as presented in Section 2.2.1: Organisations have culture. 

Schein’s approach assumes that employees will share the organisational values and create a 

homogenous, integrated culture that represents the type of behaviour desired by the 

organisation. However, it fails to acknowledge staff attitudes and beliefs that are not shared 

or espoused by the organisation, but still influence behaviour and thereby shape culture 

nonetheless. This suggests that even though culture is often used as a component of an 

organisational control system, it does not necessarily mean that culture is something that can 

be directly created and controlled by managers.  

An alternative perspective suggests that control and culture are one and the same; that 

culture as an organisation’s personality, which is unique, organic, and socially constructed 

(Allaire & Firsirotu, 1984; Smircich, 1983), as presented in Section 2.2.2: Organisations are 

culture. Therefore, even though the organisation and managers cannot control the symbolic 

meaning that staff associate with the organisational control system, the type of control 

mechanisms developed by the organisation are an important aspect of organisational life, and 

thereby have a direct influence in shaping the culture. This approach assumes an 

organisation’s culture to be unique; however, it fails to acknowledge the permeability of 

organisational boundaries and the multiplicity of cultural identities.  

3.6 Chapter summary 

This chapter reviewed the literature in relation to organisational control, public sector 

healthcare reforms, and emerging innovative management strategies. A synthesis of the 

literature was then presented that suggests that the external socio-political environment has a 
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major influence over the internal organisational environment, and that there is a link between 

control mechanisms and organisational culture. However, the type of culture that the 

organisation intends to create may not be consistent with the type of culture that actually 

exists within the organisation, which raises the following three questions:  

1. To what extent can an organisation directly create and control culture?  

2. What strategies do organisations use to address cultural issues?  

3. In what ways do external forces interfere or enhance the organisation’s ability to 

create and control culture?  

Given that this is a cultural study, these questions need to be explored within a 

particular context. Therefore, the next chapter focuses more specifically on the external 

context, being the Australian healthcare system and ABF, and the internal context, being the 

Gold Coast Hospital and Health Services.  
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4 Context: The external socio-political context and internal 

organisational context 
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4.1 Introduction 

This chapter focuses on the contextual aspects specifically relevant to this research. 

Therefore, the first section examines the external socio-political context within which the 

organisation operates, including approaches to the provision of healthcare and key 

stakeholders, funding and administrative arrangements for public health services in Australia, 

and government responsibilities. The second section focuses specifically on ABF, its policy 

development and implementation in Australia, and a review of the literature in relation to its 

impact on efficiency, quality, and organisational culture. This chapter then examines the 

internal environment of the organisational setting for this research, including its structure, key 

roles, and the organisation’s strategic intention, including its mission, vision, goals and 

strategies, and values.  

4.2 External socio-political context 

 Understanding the external socio-political context within which the public healthcare 

organisation operates is important because of the influence it has over the organisation’s 

internal environment. This section commences with a brief overview of approaches to the 

provision of healthcare, followed by an examination of the key stakeholders and structural 

interests, and concludes with an outline of public sector funding and administration 

arrangements, and government responsibilities.  

4.2.1 Approaches to the provision of healthcare  

The provision of healthcare can be broadly categorised into two approaches. The 

social welfare state model, as seen in the United Kingdom with its National Health Service, 

provides tax-funded healthcare to its citizens mostly free of charge. The other approach is the 

market model, which has been adopted in the United States, leaves the provision of 

healthcare by private companies to individuals who can pay. Australia has a mixed system 

where free access to public hospitals is provided by the government to all citizens regardless 
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of income (welfare state), as well as private companies who provide health services to those 

who chose to pay for their healthcare (market-driven; Willis, Reynolds, & Keleher, 2009). 

The type of system adopted has a considerable impact on cost that causes constant tension 

between stakeholders as to how much of the system should be privatised and how much 

should be funded by the government. While the neo-liberalist and economic rationalist 

ideology associated with NPM supports a market economy with governments providing only 

the bare minimum of services, the government nonetheless has a responsibility to address the 

imbalance-associated inequalities in health outcomes between the rich and the poor (Marmot, 

2005; Willis, Reynolds, & Keleher, 2016). Therefore, finding the balance between private 

and public health services that ensures all Australian citizens have affordable access to 

quality care is one of the key considerations for healthcare reform (Duckett, 2008; Willis et 

al., 2016).  

4.2.2 Key stakeholders and structural interests  

Another important consideration for healthcare reform is who the key stakeholders are 

and who controls the work. Stakeholders are considered to be “any group or individual who 

can affect or is affected by the achievement of the organisation’s objectives (Freeman, 1984, 

p. 46 as cited in Mitchel, Agle, and Wood, 1997, p. 854). The key stakeholders in healthcare 

are the government, private sector, health professions, and patients. According to Tuohy 

(1999), health reform is shaped by the balance of power and the institutional mix of decision 

making between these stakeholder groups. Mitchel, et al., (1997) argue that stakeholders 

possess a combination of three critical attributes: power, legitimacy, and urgency; and the 

more attributes a stakeholder possesses the higher the level of salience or prominence within 

the healthcare system. In addition, each stakeholder group uses a different mode of control to 

control the work (Freidson, 1986; Willis et al., 2016) as shown in Table 4.1.  
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Table 4.1: Summary of the key stakeholder groups, their critical attributes, and the 

mechanism each one uses to control the work  

 

Government Private sector Professions 

Consumers 

and/or 

patients 

Stakeholder 

critical 

attributes 

Power: Control over 

material and financial 

resources 

Legitimacy: Quality 

and safety regulations  

Power: Control 

over financial 

resources 

Legitimacy: 

Specialised 

skills and 

knowledge  

Urgency 

Mode of 

control 
Bureaucracy Market Clan Health needs 

Note: Developed from Freidson (1986); Mitchel et al. (1997); Willis et al. (2016); Ouchi 

(1980). 

Table 4.1 shows that the government has power in its control over material and 

financial resources, and uses bureaucracy to control the work. The private sector also has 

power in its control over financial resources, but uses market mechanisms to control work. 

The professions have legitimacy in their high level of specialised skills and knowledge, and 

use clan controls. Consumers and patients possess the critical attribute of urgency, and 

control over the work is influenced by health needs. According to Tuohy (1999), patients and 

consumer groups have little direct control over the work and power to influence health 

reform. However, more recent evidence indicates that the power of consumer groups is 

growing, and the emphasis on patient-centred care suggests that patients now have a lot more 

influence over their healthcare (Willis et al., 2016). In addition, the modes of control used by 

different stakeholder groups are becoming more similar. For example, governments are using 

competition and market mechanisms to control hospital managers and health professionals 

through the introduction of NPM.  

However, according to Dunleavy, Margetts, Bastow, & Tinkler (2006), NPM is dead. 

The central focus of economic rationalisation and NPM is on efficiency and productivity, but 

it neglects quality and effectiveness. Waring (2005) argues that high quality is not just 

important for safety of the patient, but also for cost effectiveness. While patient safety 

depends on the ethics of health professionals and their knowledge of quality and safety 
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issues, managers are also responsible for risk management, as well as efficient outcomes. 

Therefore, control over patient safety is a shared responsibility between professionals, 

managers, and bureaucrats at all levels of government and healthcare organisations (Willis et 

al., 2016). According to Dunleavy et al. (2006), NPM practices will continue in some 

organisations because they have been so extensively institutionalised; however, recent health 

reforms have seen a transition into a new era referred to as “post new public management” 

(PNPM). PNPM essentially reverses the ideas of NPM by promoting reintegration, needs-

based holism, and digitatisation. PNPM is focused on the performance management of 

individual workers and services; however, this relies on the capacity of information 

technology and digital surveillance (Willis et al., 2016). Dunleavy et al. (2006) argues that 

with the current developments in technology, we are moving towards “digital-era 

governance” (DEG). Indeed, the use of technology in healthcare has dramatically increased in 

recent years in the following key areas: the management of health data, including individual 

patient medical records; big data, which allows epidemiologists and health planners to track 

trends across populations; and increased monitoring of hospital performance, which allow for 

comparisons and auditing (Willis et al., 2016).  

Undeniably, the introduction of ABF is very much focused on performance 

management of individuals, departments, and hospitals through the use of standardised 

measures to allow for comparison between subjects and across time periods. In addition, ABF 

relies heavily on hospital information systems that have been significantly expanded since its 

introduction. However, the focus has been on measurable outputs (activity, cost, and quality), 

and while these are important to measure and detect variations and indicate inefficiencies, 

they do not provide an explanation as to why these variations and inefficiencies are 

occurring.  
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Another key area of health reform is interprofessional practice (IPP), which is aimed 

at overcoming fragmentation and duplication of health service delivery. IPP is defined as “an 

intervention where the members of more than one health or social care profession, or both, 

learn interactively together for the explicit purpose of improving inter-professional 

collaboration or the health/wellbeing of patients/clients or both” (Reeves, Perrier, Goldman, 

Freeth, & Zwarenstein, 2013, p. 2). Supporters of IPP argue that it addresses the worldwide 

shortage of health professionals and is more efficient and productive than the silo approach 

where health professionals work independently of one another. A Cochrane systematic 

review conducted by Reeves et al. (2013) found IPP improved clinical guidelines, increased 

patient satisfaction, refined processes, strengthened interprofessional behaviour, and reduced 

error rates. Consistent with this approach, another growing area is interprofessional education 

(IPE), where students from different health professions studying together. This approach is 

directly aimed at developing interprofessional understanding to improve working 

relationships.  

Indeed, areas of health service delivery are moving towards a multidisciplinary team-

based approach. However, given that the silo approach to health service delivery and 

professional education has been so deeply entrenched for so long, building collegial and 

collaborative relationships between health professionals presents a major challenge for 

healthcare organisations and managers. Therefore, this research investigates what type of 

strategies the organisation is using to overcome fragmentation between health professionals, 

and how control mechanisms and external forces may be supporting or interfering with these 

strategies. In addition, developments in technology, combined with an increasing recognition 

of the importance of quality in improving efficiency and a sense of shared responsibility 

between managers and clinicians, suggest a major shift in the balance of power between 

stakeholder groups over who controls the work and the level of influence each group has in 
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shaping health reform. Therefore, this study also considers the power distribution between 

stakeholder groups and the level of involvement each group has in strategic decision making. 

An important consideration when it comes to power and control is who controls the funding 

and administration of public health services, which is examined in the following section. 

4.2.3 Funding and administration of public health services and government 

responsibilities  

The funding and administration of healthcare in Australia is a complex mix of public 

and private sectors involving multiple levels of government (Willis et al., 2016). Given that 

this study was conducted within the public sector, the focus of this section is on the public 

healthcare system and the responsibilities of the three levels of government.  

The public healthcare system is funded by multiple levels of government through 

taxation, the Medicare levy, and council rates. The main elements of the public healthcare 

system are Medicare and public hospital services. Medicare is founded on the principles of 

the Social Determinants of Health, which argues that health is central to the wellbeing of a 

nation, therefore the government has a responsibility to ensure that everyone has equal access 

to health services based on need (Willis, 2016; Marmot, 2005). Medicare is Australia’s 

universal health insurance scheme that assists state governments in providing free access to 

public hospitals, and subsidises access to general practitioners and some other allied health 

and specialty services in optometry and dentistry.  

Table 4.2 presents a summary of the key responsibilities of the three levels of 

government: federal, state or territory, and local.  



 

67 

Table 4.2: Key responsibilities of three levels of government 

Federal government State and territory 

governments 

Local governments 

Responsible for:  

 national administration 

of the health system 

 decisions regarding the 

overall strategy by the 

Council of Australian 

Governments (COAG) 

 funding Medicare, and 

the Pharmaceutical 

Benefits Scheme (PBS) 

 assisting state and 

territory governments in 

providing public hospital 

services. 

Responsible for:  

 financing and 

managing public 

hospital services, 

as well as public 

ambulance and 

dental services. 

Responsible for:  

 Environmental 

impacts on health 

in local areas as 

well as community-

based health 

programs. 

Source: Adapted from Willis et al. (2016). 

As shown in Table 4.2, the federal government takes on the majority of responsibility 

through standardised, nationally applied regulations and funding arrangements, which 

promote consistency and fairness across jurisdictions and between organisations. An 

important distinction to make is that both federal and state governments have a shared 

responsibility in funding public hospitals; however, the federal government is fully 

responsible for subsidising private general practitioner (GP) services. In addition, local 

governments, which are often starved of resources, are fully responsible for funding 

community-based health programs (Willis et al., 2016). Therefore, one of the main challenges 

with this multilevel approach to funding is cost shifting and gaming, whereby services are 

shifted from one type of service delivery to another in order to shift the cost of the care from 

the federal government to the state governments or vice versa. This has implications in terms 

of this research, as it means that, for example, it may be more cost effective for some services 

to be delivered through primary care services (i.e., GPs) or community-based services, than 

in hospitals, but the federal government does not want additional financial responsibility, and 
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community governments cannot afford it. Therefore, this research investigates the model 

used to fund public hospitals in Australia, which is currently ABF, and its impacts on public-

sector healthcare organisations and “the way things done”. The following section presents an 

overview of ABF and its implementation in Australia, as well as a review of ABF outcomes 

in the literature.  

4.3 Activity-based funding 

In recent years in Australia, healthcare spending has been increasing at a rate of 

around 9%, while government tax revenues have been increasing at a rate of around 6% 

(Medical Technology Association of Australia, 2014). At this rate, it is estimated that 

healthcare would expend the entire budget by 2045–46 (Medical Technology Association of 

Australia, 2014). Increases in healthcare expenditure are often attributed to increasing 

demand for healthcare due to the aging population and higher rates of chronic disease, 

increasing cost of healthcare due to developments in expensive technologies, and high patient 

expectations (Australian Government, 2014). However, according to a report written by 

Duckett, Breadon, Weidmann, and Nicola (2014), public hospitals are to blame for much of 

the increased expenditure. Furthermore, Duckett et al. (2014) states that large amounts of 

money are being wasted on inefficiencies and non-cost-effective treatments, resulting in up to 

1 billion dollars being spent every year with little or no benefit. The report identifies 

extensive variations in costs between low-cost and high-cost hospitals, even after accounting 

for differences between types of hospitals and patients (Duckett et al., 2014). In light of these 

inefficiencies and wasted resources, the Australian Government has been continuing to 

develop and implement national reforms to the healthcare system that specifically target 

public hospitals, such as the introduction of ABF and casemix accounting systems, which are 

increasingly focused on cost-control, improvements in efficiency, and greater transparency 
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and accountability. These current health reforms can be considered a continuation of ongoing 

health system reforms since the 1970s, based on NPM ideology (Abernethy & Chua, 1996).  

Activity-based funding (ABF) is similar to casemix in that both rely on Diagnostic 

Related Groups (DRGs) to classify treated patients who have similar conditions and similar 

levels of resource use. Casemix commonly refers to the mix of types of patients treated by a 

hospital, whereas ABF refers to the number and type of treatments provided by the hospital 

(Australian Government, 2009; Department of Health Victoria, 2014). Using these methods, 

governments can allocate funding to hospitals based on the type and volume of services they 

provide, with adjustments made for the patient population they serve and the average cost of 

providing the treatment. Put simply, casemix and ABF provide a consistent method for 

quantifying treatments and patients, and for giving a monetary value to hospitals’ outputs, 

which allows for cost comparisons across hospitals (per patient, per treatment, and total cost; 

(Duckett et al., 2014; UBC Centre for Health Services and Policy Research, 2014). 

Importantly, this monetary value of a hospital’s outputs is also used to calculate the average 

cost of providing a particular treatment to a particular type of patient across all hospitals, 

which is the price the government pays a hospital, multiplied by the number of treatments it 

provides. This means that if the cost of treating a patient is higher than the amount the 

government pays then the hospital loses money, and if the cost is less, the hospital makes a 

profit (Gittell, 2009). Therefore, ABF incentivises cost reduction and increased throughput.  

4.3.1 Defining activity-based funding 

The ABF National Framework and Implementation Plan (Australian Government, 

2009) defines ABF as “a management tool that has the potential to enhance public 

accountability and drive technical efficiency in the delivery of health services. It relies on 

standardised national reporting, data consistency, benchmarking and quality assurance whilst 

supporting flexible local reporting requirements” (pp. 8–9). From a state government 
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perspective, the Department of Health Victoria (2014) defines ABF as “the system by which 

governments can fund their contribution to public hospital services. It is used to monitor, 

manage and administer the funding of health care provided by public hospitals”. These 

definitions suggest that ABF is essentially a system for allocating funding, but its underlying 

purpose is to enhance accountability and improve efficiency.  

ABF consists of four key elements: 

1. Classification: A nationally consistent method that classifies types of patients, their 

treatment and associated costs, based on DRGs.  

2. Counting: A system that accurately counts numbers of patients treated – the National 

Weighted Activity Unit (NWAU). Hospitals collect and report electronic records for 

every inpatient treated across a range of settings including admitted patients, 

emergency department presentations, outpatient encounters, and elective surgery 

waiting lists.  

3. Costing: Hospitals are required to report costs for all state-funded activity and are 

expected to maintain good costing systems as part of good hospital management 

practice. This is used to calculate a nationally recognised unit cost per product type, 

based on average cost for treating patients as reported by hospitals.  

4. Pricing: The pricing model determines how much is paid for an average patient – the 

National Efficient Price (NEP). The price is adjusted for factors that increase the cost 

of care that are not recognised in the DRG classification system (e.g., remote services, 

children). (Australian Government (2009), Department of Health Victoria (2014) and 

(Independent Hospital Pricing Authority, 2016b) 

Therefore, essentially, ABF is a set of standardised measures in which hospitals 

classify patients, count the number of patients treated under each classification, count the 
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costs associated with treating each type of patient, and are paid a predetermined set price per 

price according to the DRG classification.  

4.3.2 Implementation of activity-based funding policy in Australia 

In August 2009, the Council of Australian Governments (COAG) agreed to establish 

ABF as the primary, nationally consistent funding methodology for public hospital services 

as part of the National Health Reform Agreement between Commonwealth and state and 

territory governments. A National Efficient Price (NEP) is used to calculate the 

Commonwealth’s contribution to public hospital funding. The National Reform Agreement 

was signed in 2011 and ABF was introduced for acute admitted services, emergency services, 

and outpatient services in July 2012, and expanded to subacute and mental health in July 

2013. In the period 2014–17 the federal government was committed to contributing 45% of 

efficient growth in service activity. On April 1, 2016, COAG agreed to retain ABF and NEP 

as the basis for hospital funding for the period of 2017–2020. In addition, the recent Budget 

Review 2016–17 confirmed that the federal government will continue to contribute 45% of 

efficient growth (Biggs, 2016). 

The Activity Based Funding National Framework and Implementation Plan 

(Australian Government, 2009) identified four key risks that could have an impact on the 

capacity of the states and territories to deliver the commitments outlined in the agreement: 

1. Jurisdiction capability: Restrictions to staffing levels and resource limitations at a 

jurisdictional level may have an impact on the capacity to plan and implement 

required elements.  

2. Information infrastructure: A lack of adequate information technology (IT) 

infrastructure and feeder systems at a jurisdictional level may have an impact on the 

ability to ensure the capture of relevant patient level costing data that is near to 

complete.  
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3. Workforce: A lack of workforce with skill sets required to implement the framework 

may have an impact on the introduction and ongoing maintenance of ABF.  

4. Clinician engagement: Clinicians may not support ABF if systems and processes do 

not match evidence-based practices, or they feel threatened or lack the necessary 

skills to work within an ABF system.  

The plan states that it is critical that appropriate ongoing review mechanisms are 

established to monitor the outcomes, impacts, and benefits of implementing the ABF 

framework (Australian Government, 2009).  

The Independent Hospital Pricing Authority (IHPA) was established under the 

National Health Reform Act 2011 to promote improved efficiency and determine the national 

efficient price and cost for health services. The IHPA Annual Report for 2015–16 shows that 

the growth in public hospital costs for National Weighted Activity Unit (NWAU) has slowed, 

which means the cost of treating patients is increasing at a slower rate since 2012 

(approximated 1.1%). Consequently, the NEP is falling, which, according to the Independent 

Hospital Pricing Authority (2016b), is an indication of ABF’s success in controlling costs. 

However, it also means that hospitals are paid less per patient. The report also states that the 

IHPA are working with the Australian Commission on Safety and Quality in Health Care to 

develop a system for pricing safety and quality in public hospitals. Indeed, quality has 

become a major concern for public healthcare organisations.  

4.3.3 Activity-based funding outcomes 

Studies that evaluate the effectiveness of ABF, casemix and DRG on improving 

outputs and outcomes have yielded mixed results. For example, Farrar and Deckhee (2009) 

found the introduction of casemix-based payment systems in the United Kingdom reduced 

length of stay, unit cost, readmissions, in-hospital mortality and post 30-day surgical 

mortality, and increased output. The authors concluded that cost reductions may have been 
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achieved without detrimental impact on the quality of care. However, a qualitative study 

conducted by Sussex and Farrar (2009) found that senior managers in the NHS did not detect 

improvements in efficiency, nor did they detect the impact on quality of care as either 

positive or negative. A systematic review and meta-analysis of quantitative studies comparing 

the impact of ABF versus alternative funding systems in acute care settings since 1980 was 

conducted by Palmer et al. (2014). Fifty studies conducted in the United States and 15 studies 

from nine other countries were included. The study found hospitals using ABF had a 24% 

increase in discharge to post-acute care compared with non-ABF hospitals. Results also 

showed an increase in readmission, and an apparent increase in severity of illness, which may 

reflect differences in coding. No consistent differences were observed for mortality rates and 

volume of care. Overall, results varied widely across studies with some showing benefits, 

while others showed negative consequences (Palmer et al., 2014).  

One of the main issues with ABF is the use of average costs to set the price the 

government pays, and the negative impact this has on quality. For example, Lewellen and 

Northcotte (2005) argue that the DRG and casemix are reducing quality by rewarding the 

“average hospital”. The article argues that average hospitals are cheaper to run and easier to 

control than highly differentiated ones and therefore score higher on certain measures of 

service improvement. This is because cost variations between hospitals are caused by 

differences in unit costs of resources (salaries and consumables), running costs (infrastructure 

and overheads), and variations in clinical practices (skill mix, diagnostic tests, theatre time, 

length of stay). Some costs are fixed and some are variable. Therefore, cost reductions can 

only be achieved through cutting variable costs, including staffing levels, types of 

procedures, and length of stay; all of which may have an adverse impact on quality of care. 

Similarly, Street and Maynard (2007) found that ABF provides incentives for increasing 

activity, particularly day surgery. However, the article argues that prices should not be based 
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on average costs and caution that without refinement, ABF may result in higher overall costs 

to the health system, divert resources away from non-ABF activities, and distort needs-based 

care. A later article by Street, Sivery, Mason, Miraldo, and Scilian (2010) argues that no 

categorisation system can account perfectly for differences in patient complexity, which may 

disadvantage hospitals treating patients with more complex needs. Bowman (2015) also 

found that although ABF can be used to benchmark, compare performance across sites, and 

indicate trends, there were variations in the way costs were counted. The Canadian Health 

Services Research Foundation (2013) recommend that ABF be employed as part of a broader 

structure aligned with quality goals that focus more on the patient and less on the system. 

They caution that governments need to minimise threats to quality  and also take into account 

the potential for abuse. Similarly, a paper published by the UBC Centre for Health Services 

and Policy Research (2014) in Canada highlights the importance of setting the right price 

under ABF because of its impact on behaviour. The paper suggests that pressure on hospitals 

to meet financial objectives may result in dysfunctional behaviours. For example “up-coding” 

is the manipulation of clinical data to increase a patient’s classification level to one with a 

higher funding amount. However, evidence of up-coding or wrongful coding is mixed. For 

example, a study conducted by Chin, Perera, Roberts, and Nagappan (2013) found that while 

48% of reviewed admissions required revisions to DRG coding, only 7% of these required 

downgrading. This suggests that hospitals may in fact not be receiving adequate funding for 

the services they are providing. In contrast, Lægreid and Neby (2016) found that coding 

manipulation that is consistent with DRG and ABF incentives occurs, and that accountability 

processes have little preventative effect. The article argues that education, training, tighter 

control, and more sophisticated systems will only have a minimal impact on addressing these 

issues because “creative coding” is a logical consequence of the system itself. Therefore, the 

article concludes that there is a need for better understanding around how incentives 

associated with DRG and ABF influence behaviour and how undesirable behaviours are 
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handled. Furthermore, organisations need to go beyond financial accountability controls and 

focus on relations and accountability mechanisms that espouse intrinsic values of trust, 

fairness and integrity. Overall, findings from the studies examined in this section emphasise 

the importance of considering the effect of ABF on behaviour at an individual, group, and 

organisational level, the impact ABF has on relationships between stakeholders, and the 

organisational cultural implications.  

Covaleski et al. (1993) and Chua (1995) suggest that under systems such as DRGs 

and casemix, hospitals are treated as production systems, healthcare as a commodity, and 

rational decision-making is based on the task technology and economic reality of the 

organisation. Articles written by Chua (1995) and Preston, Chua, and Neu (1997) argue that 

changes in accounting systems in hospitals are not driven by certainty in economic 

advantages, but by shifting stakeholder interests and difficulties in making ethical decisions 

about resource allocation. Therefore, the introduction of DRGs and casemix accounting has 

redefined the interrelations between stakeholders in healthcare and is used to alleviate the 

difficulties in decision making and the overt rationing of healthcare. Samuel, Dirsmith, and 

McElroy (2005) also argue that DRGs were not intended as commodities, but rather to reduce 

runaway medical costs. However, economists saw them as an opportunity to create a 

functioning market, and accountants saw them as a business opportunity to increase revenues. 

Therefore, DRGs, casemix and ABF have put a “price on life”, and consider life and death, 

and wellness and sickness, as professional artefacts and commodities rather than natural 

phenomena.  

According to Covaleski, Dirsmith, and Michelman (1993), the introduction of DRG 

framework and casemix accounting systems have varying effects on different types of 

hospitals, clinical practices, and types of patients. The article suggests this is because the 

relative power of different stakeholders and groups determine the extent to which external 
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structures and systems can be decoupled from internal processes. Therefore, “to maintain 

ceremonial conformity, organisations that reflect institutional rules tend to buffer their formal 

structures from the uncertainty of technical activities by becoming loosely coupled, building 

gaps between their formal structures and actual work activities ” (Meyer & Rowan, 1997, p. 

341 as cited in Covaleski et al., 1993, p. 66). However, a case study conducted in a large 

regional hospital in New Zealand by Lowe (2000) found changes in resource allocation, work 

practices, and clinical procedures as a direct consequence of the introduction of DRG coding 

and casemix accounting. The study concluded that the system was closely coupled with 

internal operations. However, in response to overspending as indicated by casemix data, the 

hospital was forced to close operating theatres, reduce nursing staff levels, and reducing 

patients’ length of stay. Therefore, the article argues that DRG and casemix accounting is an 

externally directed and simplistic approach that may underrepresent the complexities 

associated with healthcare delivery (Lowe, 2000).  

According to Lehtonen (2007), the successful adoption of DRG, casemix accounting 

and ABF relies heavily on the support and engagement of clinicians. A study conducted in 

Finland by (Kurunmäki, 1999) found that greater involvement of clinicians in the 

implementation of the reforms resulted in wider acceptance. This included integrating clinical 

and financial accountability, assigning responsibility for implementation to clinicians, 

allowing freedom in choosing appropriate control tools, and providing flexibility in adaption 

with facilitated and gradual implementation amid intensifying institutional pressures. Rather 

than accountants taking over, their roles and techniques were seen as transferrable. This 

process resulted in the emergence of a “hybrid profession” where medical professionals also 

have expertise in management accounting (Kurunmäki, 2004; Kurunmaki, Lapsley, & Melia, 

2003; Kurunmäki & Miller, 2011). In contrast, a study conducted in the United Kingdom, 

Germany and Italy by Jacobs, Marcon, and Witt (2004) found that although clinical staff 
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were generally interested in cost and activity information, many did not have access to it; cost 

and activity information was only available to clinical staff at the most senior level. 

Therefore, the penetration of health reforms at the clinical level is only minimal.  

Overall, there is a lack of current empirical evidence that examines the effect of ABF 

on organisational culture, especially in Australia. A Cochrane systematic review of the 

effectiveness of strategies to change organisational culture to improve healthcare 

performance was conducted by Parmelli (2011). However, after full text assessments of 4,239 

articles retrieved, no studies met the quality criteria to include in the review. Therefore, it was 

not possible to draw any conclusions, except that research should focus efforts on 

strengthening evidence.  

At the time of commencing this study in 2014, ABF had only recently been 

introduced on a national scale in Australia. Therefore, empirical research on ABF conducted 

in Australia was scarce. International studies tended to focus on measurable outputs based on 

efficiency and quality indicators (e.g., Farrar & Deckhee, 2009), and implementation (e.g., 

Jacobs et al., 2004; Kurunmäki, 1999). Few studies focused on the cultural implications, and 

those that did generally adopted an integration cultural perspective (e.g., Jones & Dewing, 

1997). Since that time there is a growing body of literature that focuses on organisational 

development strategies directed at addressing historical tensions between managers and 

clinicians as a result of ongoing economically driven healthcare reforms. Studies are often 

conducted from a differentiation cultural perspective at a group level and tend to adopt a 

manager’s point of view, which aims for integration – either hybridisation (e.g., Johansen et 

al., 2015; Kirkpatrick, Jespersen, Dent, & Neogy, 2009; Spehar, Frich, & Kjekshus, 2014) or 

full integration (e.g., Noordegraaf et al., 2015). This present study is unique in that it adopts a 

multiperspective approach (integration, differentiation, and fragmentation) and is multilevel 

(organisation, group, and individual). Findings from this study make a valuable contribution 
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to this emerging area of research that examines the cultural implications of health reforms, 

and more specifically, ABF. Understanding the cultural implications of ABF is critical in 

developing organisational strategies to manage the tension between the financial constraints 

and strict regulations imposed by the government and the demands placed on clinicians. 

Successfully managing this tension to enhance the organisational culture will improve 

relationships and thereby maximise organisational efficiency and effectiveness.  

This section has examined the external socio-political context of this research, 

including the political structure of the healthcare system in Australia, and presented a detailed 

review of the literature in relation to ABF and its impact on healthcare organisations. The 

next section examines the internal organisational context of the Gold Coast Hospital and 

Health Services. 

4.4 Internal context: Overview of Gold Coast Hospital and Health 

Services 

The Gold Coast Hospital and Health Services (GCHHS) was established under its 

current configuration in 2011 as the result of major restructuring within Queensland Health 

(QH). This change involved a fundamental shift from a centralised structure to a more 

decentralised approach through the establishment of individual hospital and health service 

boards. Then more recently, 2014 saw the relocation of the old Gold Coast Hospital to the 

new Gold Coast University Hospital. This relocation saw the introduction of tertiary services 

and a dramatic increase in demand for health services, resulting in a rapid expansion in the 

type of services offered, the quantity of service delivered, and health workforce. 

From July 2015 to June 2016 the number of staff employed by GCHHS increased by 

1,205 employees from 7,668 to 8,648 (Queensland Government, 2016b). The organisation 

provides healthcare to the population of the Gold Coast and surrounding areas. Acute services 

are delivered through the Gold Coast University Hospital and Robina Hospital, which 
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provide a high level of care with the latest developments in technology and equipment, as 

well as one of the largest clinical teaching and research facilities in Queensland (Queensland 

Government, 2015a, 2016a)  

4.4.1 Organisational structure  

The organisational structure is presented in Appendix A. The chart suggests a 

hierarchical structure. Broadly speaking, the Board, chief executive (CE), and executive 

directors primarily have a strategic level focus, while the clinical directors and general 

managers of each directorate (under the Executive Director of Operations) have both strategic 

and operational responsibilities, although they are not predominantly directly involved in 

patient care. The professorial roles under the Director of Governance, Education and 

Research are distinguished through their links with external partners. Noteworthy is that the 

chart presented in Appendix A is referred to as the Organisational Structure; however, it only 

identifies the positions that make up what Mintzberg (1983) refers to as the strategic apex of 

the organisation, and does not acknowledge any staff below. Even though GCHHS is a large 

complex organisation, the lack of acknowledgement of non-executive staff working at the 

operational level of the organisation suggests a strong distinction between hierarchical levels; 

in particular, the senior management team (strategic level) and the staff working in direct 

patient care (operational level).  

Indeed, the hierarchical structure is also reflected in the layout of the buildings and 

the offices provided for the various roles. For example, the Board, CE, and executive 

directors all have offices on the upper levels, which are mostly centrally located in the same 

building. However, the clinical directors and general managers, who have more hybrid roles 

(e.g., manager/clinician), are more dispersed. Although they each have their own office, they 

are situated within the actual areas where the services are provided for each directorate, and 

not necessarily on the upper levels. The layout of the buildings and offices can be symbolic 
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of the hierarchical structure of an organisation. The centralised location of the executive 

directors on the upper levels suggests that these roles are the dominant power within the 

organisation and that they adopt a top-down approach to management and control. The more 

dispersed location of the clinical directors and general managers suggests that each of these 

directorates operate as distinct units (Mintzberg, 1983).  

Acknowledgement of this hierarchical distinction between the strategic-level and 

operational-level staff is evident in the language used when referring to the different roles. 

For example, the Board and Executive are referred to as “up there”, whereas staff involved in 

direct patient care are referred to by senior managers as “coalface” or “down on the floor”. 

This type of language is symbolic of the power distribution between management and 

clinicians and the hierarchical distinctions within healthcare organisations (Glouberman & 

Mintzberg, 2001a, 2001b; Willis et al., 2016).  

Overall, the highly formalised structure of the organisation is characteristic of a 

bureaucracy. Mintzberg (1983) identifies five basic parts of an organisation as presented in 

Figure 4.1.  

Figure 4.1: The five basic parts of the organisation 

 

Source: Mintzberg (1983, p. 11). 
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As shown in Figure 4.1, the five basic parts of an organisation are: (1) strategic apex, 

(2) operating core, (3) middle-line managers, (4) technostructure, and (5) support staff. 

 

1. The strategic apex is responsible for ensuring that the organisation serves its 

mission in an effective way and serves the needs of those who control it or have 

power over the organisation. 

2. The operating core encompasses all staff who perform the basic work directly 

related to the provision of services.  

3. The middle-line managers with formal authority join the strategic apex with the 

operating core. 

4. The technostructure consists of analysts and supporting administrative staff who 

are not directly involved with core operations; rather, they design, plan and 

change operations, and train operational staff to work more effectively. They are 

primarily concerned with stabilising and standardising work patterns and activity 

that reduces the need for direct supervision. Staff members working within the 

technostructure can be found at all hierarchical levels, however the nature of their 

work suggests that this group are primarily there to improve the overall 

functioning of the organisation. In the context of this research, staff working in 

technostructure are considered to include professionals working in finance, 

information technology, legal services, HR, and project management.  

5. Support staff includes all areas of work that are again, not directly involved with 

core operations, but provide additional support services that enable the 

organisation to function effectively (e.g., printing, payroll, maintenance and 

grounds staff). Support units can be found at all hierarchical levels of the 

organisation; however, their main role is to support the overall functioning of the 

organisation.  
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 Mintzberg’s model is useful in defining the formalised structure of an organisation. 

The five parts of the organisation combined with the prime coordinating mechanism and type 

of decentralisation for the basic characteristics of structural configurations are shown in Table 

4.3. 

Table 4.3: Mintzberg’s five organisational structures 

Structural 

configuration 

Prime coordinating 

mechanism 

Key part of the 

organisation 

Type of 

decentralisation 

Simple structure Direct supervision Strategic apex 

Vertical and 

horizontal 

centralisation 

Machine 

bureaucracy 

Standardisation of 

work processes 
Technostructure 

Limited horizontal 

decentralisation 

Professional 

bureaucracy 

Standardisation of 

skills 
Operating core 

Vertical and 

horizontal 

decentralisation 

Divisional form 
Standardisation of 

outputs 
Middle line 

Limited vertical 

decentralisation 

Adhocracy Mutual adjustment Support staff 
Selective 

decentralisation 

Source: Mintzberg (1983). 

With regard to the structural configuration shown in Table 4.3 and in the context of 

this research, the reorientation of the healthcare system suggests a shift from organisations 

being characterised as professional bureaucracies to machine bureaucracies characterised by 

externally imposed standardised output measures associated with ABF. This suggests a major 

transition in the prime coordinating mechanism of organisations in the healthcare system, and 

a type of decentralisation. In addition, the GCHHS organisational structure (see Appendix A) 

indicates that in terms of the formal structure, the strategic level is characteristic of a simple 

structure, and the operational level is in a divisional form. This suggests a multiplicity of 

coordinating mechanisms and accountability arrangements at different levels of the 

organisation and an emphasis on hierarchical authority. Overall, there has been a major shift 

from the power and authority of professionals with an emphasis on professional skills and 

knowledge, to hierarchical managerial power with an emphasis on standardisation of outputs 

and processes. Using Mintzberg’s model shows how shifts in the structural configuration 
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have an impact on the way organisations are controlled, and which group has the dominant 

power and authority. The implications of these shifts, in terms of internal relationships and 

organisational culture, are the focus of this research. 

This section has examined the overall structure of the organisation and identified a 

distinct division between the strategic apex of the organisation and the operating core. The 

organisational chart identifies the key roles within the strategic apex of the organisation, but 

fails to acknowledge any roles that do not have strategic decision-making authority within the 

organisation. The clinical directors, general managers, and professoriate may be considered 

middle-line managers; however, given that they are included in organisational chart and make 

up the executive team within the organisation suggests the expectations on those roles are 

more aligned with the strategic apex than the operating core. The next section examines 

specific roles identified in the organisational chart in more detail.  

4.4.2 Roles within the organisation 

4.4.2.1 The Board 

The Board works for Queensland Health, being the commissioning body for 

healthcare provided by the GCHHS. The Board is therefore responsible for aligning the 

GCHHS with the strategic directions of the Queensland State Government and Department of 

Health. The Board is also responsive to environmental factors and potential risks associated 

with changes in healthcare legislation and clinical standards, health trends (e.g., increase in 

chronic disease), health workforce, and the expectations of both society at large and the local 

community. Noteworthy is that the Board has a purely strategic orientation with absolutely no 

direct involvement in the operational side of the organisation. This is important because it 

highlights the alignment of the strategic apex with those who control it and serve the needs of 

those who have power over it. It also emphasises the power dynamics between the strategic 
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and operational levels of the organisation, given that no one with any direct knowledge or 

interest in the operational level has any direct involvement in strategic decision making or the 

power to influence the decision-making process.  

4.4.2.2 Chief Executive 

The role of the CE is considered to be one of the most critical within the organisation. 

This role is ultimately responsible for operationalising the strategic plan and fulfilling the 

contractual obligations stipulated in the Service Agreement between the Board and 

Queensland Health, as well as compliance with other external government regulations and 

clinical standards. The CE is the only connection between the Board and the rest of the 

organisation and is seen as a translator role between the organisational strategy (what is 

planned) and operations (what is done). This role is one of the most powerful within the 

organisation, yet it is also one of the most vulnerable. Should any major issues arise from the 

operational side of the organisation, the CE is ultimately held responsible and accountable by 

the Board. Conversely, any new policies or strategic directions devised by government must 

be operationalised by the CE, even if they are likely to alienate particular groups within the 

organisation.  

4.4.2.3 Executive directors 

The seven executive directors report to the CE. They are each assigned specific areas 

of responsibility in the operationalisation of the strategy and in fulfilling contractual 

obligations. This group is considered part of the strategic apex as they generally have some 

degree of influence in developing the draft organisational strategic plan that is presented to 

the Board, which includes the overall purpose and vision of the organisation, as well as the 

organisational values, goals and strategies to achieve goals. The executive directors are also 

responsible for devising internal control mechanisms and governance to ensure compliance 
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with the Service Agreement and other external controls, including federal government 

regulations and national clinical standards. These roles, however, have no direct contact with 

patients, and their focus is more about planning and formulating strategies to achieve goals 

and measure performance and monitor compliance, rather than the implementation and 

operationalisation of the strategies. Again, this highlights the dominance of managerial power 

management with regard to decision-making authority over the coordination of work.  

4.4.2.4 Professoriate 

There are four roles within this group: Professor of Allied Health, Professor of 

Medicine, Professor of Nursing and Midwifery, and Senior Director Clinical Governance and 

Community Partnership. While some members of this group may also have a clinical role 

within the organisation, their key function has an outward orientation and is concerned with 

connecting the GCHHS with the external environment. They are primarily focused on 

forming external partnerships with universities and the community.  

Using Mintzberg’s (1983) model, as presented in Figure 4.1 (p. 79), the Professoriate 

can be considered as part of the technostructure as they are concerned with control, 

stabilising, and standardising work patterns within their particular discipline. However, they 

are also partly within the strategic apex, with their roles focusing on responsibilities around 

developing high-level contacts for the organisation and informing them about the 

organisation’s activities, negotiating major agreements with external parties, and serving as 

champions and role models within their discipline (Mintzberg, 1983).  

4.4.2.5 General managers and clinical directors 

There are four directorates within the organisation: Specialty and Procedural Services 

(SAPS); Diagnostic, Emergency, and Medical Services (DEMS); Mental Health and 

Specialist Services (MHSS); and Cancer, Access and Support Services (CASS). Each 
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directorate has a general manager and clinical director, who work in partnership to oversee 

the delivery of the distinct set of health services with their directorate. They also work in 

partnership with a Director of Nursing and Director of Allied Health in each directorate. 

According to Mintzberg (1983), these roles can be considered as the top of the middle 

managers who join the operating core with the strategic apex. They have direct authority over 

operators and rely on direct supervision as the main coordination mechanism. They collect 

feedback on the performance of their unit and report to the Executive Director of Operations. 

They have some decision-making authority both upwards and downwards. Upwards, they 

report issues within the unit and propose changes. Downwards, they allocate resources, 

implement projects, and oversee governance. Furthermore, these are leadership roles that rely 

on building strong relationships with other managers, analysts, and support staff within the 

boundaries of their directorate, as well as those outside whose work is interdependent with 

their directorate. They are also involved in formulating strategy for their directorate, which is 

significantly affected by the overall strategy of the organisation, but is more detailed and 

focused on the actual work.  

 General managers have a leadership role and are responsible for the operational 

delivery of healthcare within their directorate. Their focus is on budgetary responsibilities, 

compliance with legislation, and performance management in terms of efficiency and activity 

targets. All four of the general managers have a clinical background; however, while some 

engage directly with patients and spend time “on the floor” with clinicians, others are more 

reliant on information coming from the clinical directors and/or the service line directors.  

In contrast, the clinical directors are more focused on clinical responsibilities. Their 

role is 50% clinical practice in direct contact with patients, and 50% overseeing the clinical 

side of service delivery within their directorate, including compliance with clinical standards 

and purchase of equipment. The clinical director roles can be considered “hybrid roles” as 
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they have equal amounts of clinical and managerial responsibilities and their focus is equally 

distributed across the strategic and operational levels of the organisation.  

Given that this is a partnership, the relationship between these two roles and their 

leadership style has a strong influence over the culture within each directorate, which 

influences the intradirectorate relationships and the interdirectorate relationships. 

This section has examined the key roles within the organisation that are identified in 

the organisational structure presented in Appendix A. The Board, CE and seven executive 

director roles are primarily contained within the strategic apex of the organisational structure. 

The four professorial roles also extend out into the technostructure, and the general managers 

and clinical director roles of each of the four directorates extend down the hierarchical chain 

of command into the middle-line managers. The four directorates are grouped partly by 

knowledge and skill and partly by work process and function. The level of power and 

authority each role has over the other is important to understand as it identifies the formal 

chain of command (control); however, this research is also interested in the informal 

relationships (culture) that exists within the organisation and the connections between these 

two critical elements of organisational functioning. The final section of this chapter examines 

the organisational strategic plan that represents the overall strategic intent of the organisation 

and how the organisation wishes to be perceived by its key stakeholders.  

4.5 Organisational strategic plan 

The organisational strategic plan is the overall planning document that is publically 

available, which sets out the organisation’s strategic direction, including its purpose, vison, 

goals and strategies, and values. The most current version of the strategic plan that was 

available at the time of conducting this research was the Gold Coast Health Strategy Plan 

2013–2017: 2015 Update (Queensland Government, 2015b). According to this document, the 

organisation’s vision is that “Gold Coast Health will use innovation and a patient-centred 
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approach to deliver world class healthcare”. The overall purpose of the organisation is: “To 

provide safe, responsive and financially sustainable health services”. The purpose is 

considered to be the reason the organisation exists and this purpose statement has an 

operational tone that refers to the more tangible or measurable aspects of healthcare delivery, 

being cost and quality. In contrast, the vision is where the organisation wants to be in the 

future, and how it wants to be perceived by its stakeholders. Compared to the purpose 

statement, the vision statement has a more abstract strategic tone and refers to more 

ambiguous, intangible aspects symbolising status and reputation. This variation shows the 

distinction between how the organisation wants to be perceived (vision) and what the 

government requires the organisation to deliver (purpose). These two statements set the 

overall strategic and operational intent of the organisation. However, these two statements are 

very broad and aggregated to encompass the whole of the organisation. In order to work out 

how to actually achieve the overall vision and purpose, the organisation sets specific 

objectives and goals so the strategies can be designed and implemented to ensure that the 

specified goals are achieved.  

4.5.1 Organisational strategic objectives and goals  

Organisational goals are intended to establish a unified purpose and set the overall 

direction for the organisation. They ensure that everyone in the organisation is working 

towards a set of common objectives aimed at improving the performance of the organisation. 

This commonality of purpose helps to unite an organisation and thus improve coordination, 

efficiency, and interrelationships between employees. Therefore, it is important that staff are 

aware of the goals and have a clear understanding of what the goals mean. Additionally, the 

goals need to be aligned throughout the organisation, and staff need to commit to working 

towards achieving the organisational goals rather than seeking to satisfy their own agendas. 
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Finally, staff need to know how to achieve the goals (strategies) and have the means 

(resources) to do so.  

The Gold Coast Health Strategic Plan 2013–2017: 2015 Update identifies seven 

strategic objectives that are “guided by the vision to use innovation and patient-centred 

approach to deliver world class healthcare and support the objectives of the Department of 

Health Strategic Plan 2014-2018 (2015 Update)” (Queensland Government, 2015b, p. 7). 

Each of the seven strategic objectives has a list of related goals, measures of success, and risk 

controls, as shown in Appendix B. The organisation’s strategic objectives are considered to 

be the organisation’s strategic goals in the context of this research and are listed below:  

1. Provide access to safe and high quality healthcare: The Gold Coast community will 

have better access to health services that are of a world class standard when they need 

them. 

2. Provide integrated healthcare: Gold Coast Health will make it easier for patients when 

dealing with different types of healthcare workers, from GPs to specialist care. 

3. Engage our community: There are over 45 different cultural groups and many more 

among our community with diverse needs. Our engagement program will expand to 

incorporate broader community views on healthcare. 

4. Value and empower our staff: Gold Coast Health encourages and supports 

professional development in its learning strategy. Staff are healthy and empowered to 

continuously improve the delivery of healthcare to the Gold Coast community. 

5. Increase transparency: Gold Coast Health will continue to make it easier for our 

stakeholders to know and understand our actions and decisions. 

6. Use resource wisely: Gold Coast Health will be more efficient in order to deliver 

more services to more people. 
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7. Develop the Gold Coast Health and Knowledge Precinct as part of the research and 

education initiatives: Gold Coast Health will work with private hospitals, universities 

and key partners, including the private sector, to promote innovation and research in 

healthcare. 

Overall, the organisational strategic objectives are quite abstract and emphasise the 

type of work undertaken by staff working within the strategic apex, or the top level of the 

middle-line managers, technostructure and support services. The strategic objectives are 

primarily in relation to access (Strategic Objective 1), service planning and resource 

allocation to ensure that services are consistent with the needs of patients and the community 

(Strategic Objectives 1, 3), coordination between services (Strategic Objective 2), 

professional development (Strategic Objective 4), communication with external stakeholders 

(Strategic Objectives 5, 7), and improving efficiency (Strategic Objective 6). The goals that 

are specified in relation to each of the strategic objectives are also quite abstract.  

The measures of success are slightly less abstract and provide some insight as to how 

the performance in relation to the achievement of goal will be measured. For example, 

Strategic Objective 1 is: Provide access to safe and high quality healthcare, performance will 

be measured using the national healthcare standards. However, “improve access to safe and 

quality healthcare” is somewhat ambiguous. Furthermore, the organisational vision statement 

and the strategic objectives are aligned with those of Queensland Health. Therefore, the 

challenge for middle-line managers is to work out how to connect staff working within the 

operating core of the organisation with these high-level strategic objectives. In order to 

successfully operationalise the strategic objectives, the organisational control system 

(formalised structure) and the organisational culture (informal structure), need to be 

considered, which is the focus of this research. The organisational strategic objectives 

identify the organisation’s expectations with regard to the actions of employees or “what 
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employees are expected to do”. The strategic plan also specifies the “way employees are 

expected to do it” through the organisational values, which are examined in the next section.  

4.5.2 Organisational values 

Organisational values are a key component of the organisational value system, along 

with the organisation’s mission and vision, which Flamholtz (2012) refers to as cultural 

controls. The organisational values are a representation of how the organisation expects 

employees to behave in terms of the way they do things, rather than what they are doing. A 

strong, integrated corporate culture has been shown to improve organisational performance 

(Gogheri et al., 2013; Mouton et al., 2012; Wilkins & Ouchi, 1983). Therefore, creating a 

strong culture whereby employees uphold the organisational values consistently in their day-

to-day work is considered important to managers. The organisational values outlined in the 

Gold Coast Health Strategic Plan 2013–2017 (2015 update; Queensland Government, 2015b) 

are: (1) acting with integrity, (2) being accountable, (3) serving the community, 

(4) empowering people, (5) working together, (6) striving for excellence. 

The first three organisational values can be interpreted as referring to the 

organisation’s duty of care and ethical responsibility towards key stakeholders, including 

government, professional institutions, patients, and the broader community. However, at an 

individual or group level, the way these values are enacted may vary according to each 

person’s profession or role within the organisation. For example, for someone working in 

payroll, the value of being accountable may refer to being responsible for ensuring there are 

no errors in payments that payments are made on time and for the correct amount and 

compliance with regulations such as hourly rates and entitlements. However, doctors are 

accountable to patients for ensuring that they receive the best possible care available; they are 

also accountable to their profession for ensuring that correct clinical standards and protocols 

are adhered to; and they are also accountable to the organisation and government for the 
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amount of resources they are using. Being accountable to multiple stakeholders with 

competing interests raises the question: Who are doctors most accountable to?  

Values 3 and 4 can be interpreted as referring to relationships within the organisation. 

At a group level, this can refer to interprofessional relationships and hierarchical level 

relations, and at an individual level, it can refer to intragroup relationships, especially where 

there may be power imbalances such as in multidisciplinary teams. Value 5 refers to 

achievement, which again can apply to an organisational level, or group or individual.  

Overall, the challenge for managers is how to interpret the organisational values from 

the perspective of different levels (organisation, group, individual) and how to impart the 

organisational values onto staff so that they are enacted in their daily work. This raises a 

second question: To what extent may imparting the organisational values onto individuals 

and groups be possible in order to change behaviour, especially among groups who may 

already have deeply entrenched professional values associated with their professional 

identity, such as the medical profession?  

So far, the literature review spanning this chapter and Chapters 2 & 3 has identified a 

number of areas that require further understanding, and a number of questions which remain 

unanswered. Therefore, the next section summarises three key gaps that have been identified 

in the literature, and emerging research subquestions that need to be answered in order to 

understand how control mechanisms shape organisational culture in public hospitals.  

4.6 Gaps in the literature and emerging questions in the context of this 

research 

Two major healthcare reforms that have occurred over the past 30 years are the 

introduction of NPM and ABF, which have led to the reorientation of the healthcare system 

towards economic rationalisation, with an emphasis on efficiency and cost. In addition, there 

has been a reorientation of health service delivery towards a systems-based approach and 
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multidisciplinary healthcare (Willis et al., 2009). Combined, these changes have led to the 

gradual decline of the golden age of medical dominance, and the rise of managerialism as the 

dominant form of control. These fundamental changes in the way healthcare organisations are 

managed and controlled have been directed at creating a more business-like culture within the 

organisation, which values transparency, accountability, and efficiency. However, evidence 

suggests that NPM and ABF may not have achieved the anticipated improvements in 

efficiency and cost containment, and have resulted in a culture that is fractured and 

adversarial. Therefore, this research addresses the operationalisation of ABF and its impact 

on staff, their interrelations, and “the way things are done”. In doing so, it examines the link 

between control mechanisms and organisational culture through a multiple-cultural lens. 

Therefore, the overarching question for this research is: How do control mechanisms shape 

organisational culture in public hospitals?  

The literature reviews presented in Chapters 2 (Organisational culture) and 3 

(Control) have identified three key areas that require further investigation. This current 

chapter (Context) has identified that these areas can be investigated in the context of ABF 

within the Gold Coast Hospital and Health Services. The three gaps in the literature and 

emerging research questions are presented below.  

4.6.1 Gap 1: The extent to which organisations can create and control culture 

Both organisational control and organisational culture have been recognised for their 

critical roles in improving organisational performance and effectiveness (Davies et al., 2000; 

B. T. Gregory et al., 2009; Hartnell et al., 2011; Sorenson et al., 2014; Wilkins & Ouchi, 

1983). However, the link between these two constructs remains unclear. While some authors 

assume that organisations can create and control culture (Ashkanasy et al., 2011; Flamholtz, 

2012; Gogheri et al., 2013; Mouton et al., 2012), others argue that culture is an organisation’s 
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personality and therefore cannot be directly created and controlled by management 

(Alvesson, 2012; Martin, 2002; Meyerson, 1991; Smircich, 1983).  

In the context of this study, understanding the link between control and culture is 

important because health reforms such as the introduction of NPM and more recently ABF 

are fundamentally directed at shifting from a professionalist culture to a managerialist culture 

(Abernethy & Stoelwinder, 1995; Dent, 2003; Duyvendak, Knijn, & Kremer, 2006; Exworthy 

& Halford, 1999; Germov, 2005). However, this attempt at changing the culture has been met 

with a great deal of resistance from health professionals, particularly the medical profession 

(McKinlay & Marceau, 2002; Noordegraaf, 2011). The more recent introduction of ABF has 

further increased and legitimised the power and authority of managers, putting increasing 

pressure on clinicians to consider the financial implications of the clinical decisions. 

However, it remains unclear whether when combined, these two reforms have succeeded in 

creating a business-like culture throughout the organisation. Therefore, this research aims to 

answer the following subquestion: In what ways have NPM and ABF succeeded in creating a 

business-like culture in within GCHHS? 

4.6.2 Gap 2: Strategies organisations can use to create and control culture and address 

cultural issues 

According to Flamholtz (2012), organisational culture is a component in an 

organisational control system. Cultural controls consist of the organisational value system, 

including its mission, vision, and values, which are explicit statements that identify the “way 

things are done” within the organisation. However, while the explicit manifestations of 

culture such as routines, symbols and corporate values can be developed and espoused by 

management, the underlying attitudes and beliefs of staff, and the symbolic meaning that staff 

attach to these displays of expected culture are not so easy to manipulate (Alvesson, 2012; 

Davies et al., 2000; Fulop, 2012). Therefore, it remains unclear as to how organisations can 
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influence the more implicit aspects of culture and address cultural issues and conflicts that 

arise.  

In the context of this research and over the course of undertaking this doctorate since 

2014, there has been growing interest in developing management strategies directed towards 

overcoming the conflict between managers and clinicians (Johansen et al., 2015; Kippist & 

Fitzgerald, 2014; Kuhlmann & von Knorring, 2014; McGivern et al., 2015; Noordegraaf et 

al., 2015; Sebastian et al., 2014; Thompson & Henwood, 2016). However, this area of 

research is still in its early days, and much of the work adopts a managerial perspective and 

fails to include the perspectives of clinicians. Therefore, the second research subquestion 

is: What strategies does GCHHS use to create and control a desired culture and overcome 

ongoing tension between managers and clinicians? 

4.6.3 Gap 3: Impact of external forces on the organisation’s ability to create and 

control culture 

The literature suggests that organisational cultural boundaries can be permeated by 

external influences such as professional cultural identity (M. R. Louis, 1985; Martin, 2002; 

Stokes et al., 2016). In the context of this research, the idea that introducing a more 

managerialist approach to controlling the healthcare organisations can create a more 

business-like culture supports the assumption that managers can create and control the culture 

of an organisation. However, it is unclear to what extent external forces (such as professional 

identity) and the permeability of organisational boundaries may or may not interfere with the 

organisation’s ability to create a business-like culture. Therefore, the third research sub-

question is: In what ways do external forces inhibit or enhance GCHHS’s ability to create 

and control a desired culture?  

In answering these questions, this study develops a better understanding of the link 

between control mechanisms and organisational culture and contributes to the emerging body 
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of research focused on cultural implications of ABF and the development of new, innovative 

approaches to addressing historical tensions between managers and clinicians. In addition, 

this study uses a novel approach to answering the research questions by examining ABF 

through a cultural lenses from multiple cultural perspectives (integration, differentiation, and 

fragmentation) at multiple levels of analysis (organisational, group, and individual).  

4.7 Chapter summary 

This chapter has presented an overview of the context of this research. There are two 

layers of context relevant to this study: the external socio-political context and the internal 

organisational context. The chapter concluded by identifying three areas in the literature that 

require further investigation in order to develop a better understanding of the link between 

control mechanisms and organisational culture. It also identified three emerging research 

subquestions in the context of this research that will address gaps in the literature and help to 

answer the overarching research question. The following chapter presents the methodology 

that was used to answer the research questions.  
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5.1 Introduction 

This chapter presents the methodology that was used to answer the research questions. 

The overarching question for this research was: How do control mechanisms shape 

organisational culture in public hospitals?  

In the context of this research, the subquestions were:  

1. In what ways has NPM and ABF succeeded in creating a business-like culture in 

within GCHHS? 

2. What strategies does GCHHS use to influence culture and overcome ongoing tension 

between managers and clinicians? 

3. In what ways do external forces inhibit or enhance the organisation’s ability to create 

and control a desired culture? 

This chapter commences with a justification of the research paradigm and 

methodological approach. This is followed by a detailed description of the methods and the 

steps taken through each phase of the research with regard to sampling, recruitment, data 

collection and data analysis, as well as the limitations and steps taken to reduce bias for each 

phase. Ethical considerations are also presented, and the chapter concludes with a summary 

of the methodological strengths, limitations, and contributions.  

5.2 Justification of the research paradigm and methodology 

5.2.1 Research paradigm: Pragmatism 

This research is grounded in a pragmatic paradigm. Pragmatism is orientated towards 

exploring problems in real-life scenarios and focuses on the practical consequences of the 

research findings (Creswell, 2009; W. S. Saunders, 2007), which is consistent with the aims 

of this research. Pragmatism is considered a worldview that also does not subscribe to any 

one philosophical stance (Creswell, 2009); rather, it views knowledge or truth as a 
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consequence of interactions within and between groups of individuals and the environment, 

which ultimately creates reality (Schuh & Barab, 2008). Teddlie and Tashakkori (2003) 

define pragmatism as “a deconstructive paradigm that debunks ‘truth’ and ‘reality’ and 

focuses on ‘what works’ as the truth regarding the research questions under investigation” (p. 

713). Given that this study investigates realities from different perspectives with a practical 

orientation towards everyday work activities, pragmatism is the most appropriate 

philosophical stance for this research. 

However, pragmatism has been widely criticised for adopting an “anything goes” 

approach to the world and that virtually any idea is justified. For example, Rorty (1980) 

describes pragmatism as “a vague, ambitions and overworked word” (p. 719). Other critics 

argue that knowledge needs to be tested against some objective truth and that truths need to 

be grounded in some foundation of certain knowledge (van Brakel & Saunders, 1989). 

However, these criticisms often represent purist views. Rossman and Wilson (1985) argue 

that purity is being overruled by pragmatism because of its perceived practical benefits, 

which outweigh the importance of philosophical differences. In addition, pragmatists argue 

that using only one viewpoint can only provide a part of the picture, and therefore combining 

both inductive (constructivist) and deductive (positivist) approaches is critical for deep 

understanding, and for developing a complete picture of the phenomenon from multiple 

perspectives (Tracy, 2013).  

5.2.2 Mixing methods in cultural research 

Even though many researchers still argue that combining methods is logically 

impossible because they represent opposing paradigms (positivist and constructivist) 

(Bazeley, 2004), an increasing number of researchers are blurring the lines between these 

philosophical stances and mixing quantitative and qualitative resaerch methods (Maudsley, 

2011; Teddlie & Tashakkori, 2012; Tracy, 2013). According to Ellingson (2008), broadening 
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one’s scope beyond the confines of each paradigm can benefit researchers by enriching their 

own personal development and understanding, as well as the research process itself.  

Quantitative methods and qualitative methods are each commonly used in 

organisational culture research. While both have made valuable contributions to the body of 

knowledge, each method has also has been criticised for its inherent weaknesses and 

limitations (Creswell, 2009). Quantitative research is deductive and specifically designed for 

objective measurement (Neuman, 2013; Teddlie & Tashakkori, 2003), therefore quantitative 

studies on organisational culture assume that culture, as a variable, can be objectively 

measured. The quality of quantitative research is assessed based on validity, which refers to 

how well a test measures what it is designed to measure, and reliability, which is the ability 

of a test to produce consistent results (Creswell, 2009). However, quantitative methods can be 

considered simplistic and limited to testing relationships between factors already known 

(Guba & Lincoln, 1994) and may not be broad enough or relevant to capture what is critical 

to an organisation’s cultural themes (Bellot, 2011). 

In contrast, qualitative studies assume that organisational culture is subjective and 

therefore cannot be objectively measured (Smircich, 1983). Qualitative, ethnographic 

methods such as participant observation, focus groups, and interviews are predominantly 

used for data collection, and qualitative methods of analysis (such as thematic or constant 

comparative analysis) are applied to derive meaning from the data (Alvesson, 2002a; Frost, 

Moore, Louis, Lundberg, & Martin, 1985; Schein, 1990; Schneider et al., 2013; Smircich, 

1983). Qualitative methods have been criticised for lack of rigour and generalisability 

(Eisner, 1998; Schwartz & Jacobs, 1979). However, these criticisms reflect a positivist 

mindset, and the quality of qualitative research should be assessed using alternative criteria 

such as dependability, credibility, transferability, and confirmability (Guba & Lincoln, 1994; 

Shank, 2006; Tracy, 2013). According to Geertz (1973), the aim is to develop thick 
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descriptions, which represent a rich and in-depth portrayal of organisational life and the 

understandings that members have of their experiences (Martin, 2002; Parker, 2000).  

When it came to choosing which methods to use for this research, it was important to 

consider the criticisms and limitations of each method, but also to recognise that research 

methods are merely tools to facilitate understanding, and the methodological choices are 

about flexibility and appropriateness (Patton, 1988). A review of methods used in 

organisational culture research conducted by Bellot (2011) concluded that the choice of 

method/s and instrument/s should be determined by the way organisational culture is 

conceptualised by the research team, the purpose of the investigation, intended use of the 

results, and availability of resources (Bellot, 2011). Howe and Eisenhart (1990) support this 

idea, stating that it is not about orthodox methodology, rather it is about whether the methods 

chosen provide the data to answer the research question(s), whether the background 

assumptions are coherent, and whether the methods are applied well enough that the results 

are credible. Therefore, mixed methods research (MMR) was selected as the most appropriate 

methodology for this research. 

For the purposes of this research, MMR was used to provide a more comprehensive 

analysis of a phenomenon than if the study was limited to only one methodological approach 

(Creswell, 2011). Therefore, this research used an integrated holistic approach (Greene & 

Caracelli, 1997) that involved full integration of the research data. Thus, the qualitative and 

quantitative data sets were integrated and a comparative analysis was undertaken primarily to 

allow for exploration of the phenomenon from multiple viewpoints, rather than for validation. 

This was because discrepancies between the data sets were likely to suggest inconsistencies 

between the organisational strategic intent of the organisation and what is actually happening 

at the operational level, rather than methodological weaknesses. 
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Given the complexity of cultural studies and practical focus of the research topic, I 

concluded that a pragmatic worldview was most appropriate in the context of this research. In 

addition, mixing both qualitative and quantitative methods was considered most appropriate 

to incorporate both subjective and objective interpretations of culture and to develop a 

complete cultural picture. The next section turns towards the methods that were used in the 

process of conducting this research.  

5.3 Methods 

5.3.1 Research design 

This study used a mixed methods sequential exploratory, examination and 

verification/explanation design. It was conducted in three phases involving qualitative 

interviews, a quantitative survey, and an open-ended survey as presented in Figure 5.1.  

Figure 5.1: Sequential mixed methods strategy of enquiry 

 

Phase 1: Exploration  Phase 2: Examination         Phase 3: Verification  
  

 

 

  
 
 

Note: Adapted from R. Cameron (2012). 

Qual = qualitative; Quan = quantitative. 

This sequential exploratory, explanatory and verification/explanation strategy, as 

shown in Figure 5.1, emphasises reflective learning and contextual understanding. Each 

component of the study design plays an equally important part in this study. Like pieces of a 

puzzle, they are designed to link with one another in order to answer the overarching research 

question through an iterative process. Using a combination of both etic (deductive) and emic 

(inductive) approaches provides a balanced and more complete picture of the issues in 

relation to the topic from multiple perspectives. The etic approach was used to answer the 

quan 
quan/ 

qual 

Analyse, 

compare and 

integrate 

follow-up 

with 

Analyse, 

compare and 

integrate 

interpretation 

QUAL Analyse 



 

103 

“what” questions in relation to the research, based on already defined criteria derived from 

the literature (Creswell, 2009). It explored the “patterns of  behaviour” or explicit, overt 

cultural characteristics and staff attitudes and beliefs, and was used to describe “the way 

things are done” (J. Fitzgerald, 2002). The emic approach, also referred to as “Verstehen” 

(Schwartz & Jacobs, 1979), was used to answer the “why” questions from the participants’ 

point of view and are context specific (Tracy, 2013). It explored “patterns for behaviour” or 

tacit cultural aspects and underlying assumptions, in order to gain a deeper understanding and 

explain why people behave, interact, and think the way they do.  

While both qualitative and quantitative methods were used in this research, the overall 

methodology was weighted towards the qualitative methods, as indicated by the capitalisation 

in Figure 5.1 (QUAL: R. Cameron 2012). The qualitative components were more heavily 

emphasised because they are ideally suited to examining the world from different points of 

view (Taylor & Bogdan, 1998). Thus, the overall method of enquiry is designed to emphasise 

self-reflexivity, context, and thick description, which are necessary for exploring the covert, 

taken-for-granted characteristics of culture (Tracy, 2013). Furthermore, the full integration of 

the data sets through an iterative process provides a rigorously sound methodological 

approach to developing a complete picture of this phenomenon from multiple perspectives.  

5.3.2 Setting and study population 

This study was conducted within the acute sector of the Gold Coast Hospital and 

Health Services (GCHHS), which is a large public healthcare organisation located in South 

East Queensland and includes two public hospitals: Gold Coast University Hospital and 

Robina Hospital. The research setting was ideally suited as it provided the opportunity to 

explore the research problem in “real life” and examine the participants in their natural work 

environment (Tracy, 2013). From July 2015 to June 2016, which was when the data were 

collected, GCHHS employed 8,648 staff, of which 70% were in clinical roles (i.e., medical, 
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nursing, allied health, other professionals, scientific and technical and oral health 

practitioners), and 84% were in full-time (FTE) positions (Queensland Government, 2016b). 

(Refer to Chapter 4; Section 4.3 for a detailed description of GCHHS). Access to the hospital 

sites was facilitated through existing connections between Griffith University (GU) and the 

GCHHS. Key sponsors within GCHHS were nominated by GU staff who were positioned 

within the hospitals, to ensure that access to the site was sought through the correct channels.  

The study population consisted of all staff working at the hospitals, including Board 

members and the Executive, managers (clinical and non-clinical), clinical staff (including 

medical, nursing and allied health) and non-clinical staff (including administrative, finance, 

and operational support). It was important to ensure that the study population included all 

staff covering all hierarchical levels and professional subgroups for two reasons. First, the 

influence that increased emphasis on financial control has on individuals, and the individuals’ 

level of influence within the organisation with regard to controlling finances are likely to 

differ. However, each individual’s reality and opinion is considered as equally valid as 

another persons’ perspective. Therefore, if only one group of staff were represented in this 

research, then the findings may have been misleading and resulted in a misrepresentation of 

the culture across the whole of the organisation. Second, this allowed for comparisons to be 

made between groups (hierarchical levels and professional subgroups).  

5.3.3 Outline of research procedures 

The research was conducted in three phases. A detailed visual model of the research 

design process is presented in Figure 5.2. 
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Phase 

   Phase 1: Exploration      

 

 

 

 

 

 

 

 

 

Phase 2: Examination 

Figure 5.2: Mixed methods sequential study design: Three phases 
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Figure 5.2 (continued): Mixed methods sequential study design: Three phases  

Phase 

Phase 3: Verification  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: Adapted from Ivankova and Stick (2007). 

 

As shown in Figure 5.2, the study was conducted in three phases; however, it 

involved four iterations in the data analysis process: (1) qualitative analysis of Phase 1 data, 
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qualitative and quantitative data, (4) analysis of Phase 3 qualitative and quantitative data and 
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(Tolman & Szalacha, 1999) as presented in Table 5.1. 
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Table 5.1: Four sets of synergistically related subquestions corresponding to the four 

stages of data analysis  

Phase 1 subquestions: 

1. How do senior manager describe and perceive the organisational goals, control 

mechanisms, and values?  

2. How do senior managers describe ABF and how do they perceive it to be affecting 

the organisation? 

Phase 2 subquestions: 

1. What are staff attitudes and beliefs towards the Australian healthcare system, ABF 

and resource allocation, and notions of control and organisational goals? 

2. What types of culture do staff see as being dominant within the organisation, and 

what type of culture would they prefer? 

3. Are there significant differences in findings between groups (e.g., professional 

subgroups and hierarchical levels) 

Mixed methods subquestions: 

1. What are the differences and convergences between the organisational level strategic 

perspectives and the operational group level perspectives around ABF, organisational 

control, and organisational culture? 

2. Why are there differences and how can they be resolved? 

Phase 3 subquestions: 

1. Are the three propositions accurate descriptions of the key issues with regard to 

organisational control, their impact on organisational culture, and how they may be 

resolved? 

2. Are there other factors or elements that this research failed to acknowledge or 

consider? 

Developing four sets of separate questions meant that each set of questions was 

developed according to the specific purpose of each of the four iterations of data analysis. In 

addition, the way the questions were asked then determined what methods were used to best 

answer the questions (Tashakkori & Creswell, 2007; Teddlie & Tashakkori, 2012). Even 

though the four sets of questions were separate, they were synergistically linked and designed 

to answer the overarching research question and research subquestions (Tashakkori & 

Teddlie, 2010). Given that this research aimed to develop a complete cultural picture from 

multiple perspectives, if one set of questions was removed then the picture would be 

incomplete.  
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5.3.4 Phase 1 (QUAL): Exploration 

Phase 1 was a qualitative exploratory phase. It aimed to gain an overview of the 

organisation’s overall strategic direction, including its mission, vision, values, goals and 

strategies, and control mechanisms, including performance measurement. It was conducted at 

the organisational level from a senior manager (strategic) perspective. It explored topics 

seeking to identify key issues and themes that were considered important to the participants. 

Therefore, the following two questions were developed specifically for Phase 1:  

1. How do senior managers describe ABF and how do they perceive it to be affecting the 

organisation? 

2. How do senior manager describe and perceive the organisational goals, control 

mechanisms, and values?  

5.3.4.1 Phase 1:  Sampling and recruitment  

Phase 1 involved interviews with senior managers. Sampling and recruitment for the 

Phase 1 interviews used a purposive sampling strategy (Neuman, 2013; Tracy, 2013). 

Potential participants were identified according to predefined selection criteria that required 

participants to be either members of the Board, Executive and/or Senior Management team 

with responsibilities in relation to finance, managing staff (clinical, non-clinical), managing 

activity/output (quantity/quality). Mid-to-lower level managers with only minimal amounts of 

decision-making authority or responsibility were excluded. A list of potential participants was 

created by a sponsor within the organisation, who then contacted them via email with some 

information about the study and an invitation to participate in Phase 1 (see Appendix C: 

Phase 1 Recruitment Invitation). Those who agreed to participate were then contacted by the 

researcher to arrange a suitable time and location to conduct the interview. Informed consent 

was obtained from all participants prior to commencing the interview (see Appendix D: 
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Phase 1 Participant Information and Consent). A total of 25 senior managers were invited 

participate, and of these, 14 agreed to an interview. 

5.3.4.2 Phase 1: Data collection 

Informant interviews 

A total of 14 interviews with senior manager were conducted between September 2, 

2015, and February 17, 2016. Determining sample sizes for qualitative research relies on the 

concept of saturation, which is the point where no new information or themes emerge from 

the data, and when enough data is collected to show sufficient depth from a variety of 

participants (Guest, Bunce, & Johnson, 2006; M. N. Saunders & Townsend, 2016). A study 

conducted by Guest et al. (2006) which aimed to determine appropriate sample sizes in 

qualitative research, found that basic elements that can be grouped into common themes were 

present within the first six interviews and saturation occurred within the first twelve 

interviews. In this present study, the sample size was constrained by the number of senior 

managers within the organisation who met the selection criteria and their limited availability. 

Nonetheless, data saturation was reached at the conclusion of 14 interviews, which is 

consistent with Guest et al. (2006).  

Interviews were conducted face to face and were held in the participant’s personal 

office or private meeting room. The interview was semistructured and consisted of five open-

ended questions, as presented in Appendix E: Phase 1 Interview Questions. The 

semistructured format meant that the interviews were structured enough to ensure that 

specific topics were discussed, but flexible enough to explore issues that participants saw as 

important and relevant to the research questions. The duration of the interviews ranged from 

30 to 60 minutes with an average of 40 minutes. Interviews were audio recorded and 

transcribed verbatim, which assisted with accuracy and minimised recall bias. Detailed notes 
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were also taken with regard to observations made during the interview concerning office 

setting, body language, and communication style (Tracy, 2013). Once the interviews were 

completed, the transcripts of each interview were sent to the participant for verification and 

also to give them the opportunity to clarify or provide additional comments. 

5.3.4.3 Phase 1: Qualitative data analysis  

A pragmatic iterative approach was adopted to conduct a thematic analysis of Phase 1 

qualitative data analysis. An iterative approach alternates between the data and existing 

theory, and uses a reflexive process where the researcher makes connections between 

emergent themes and current literature (Tracy, 2013). QSR NVivo 10 

(http://www.qsrinternational.com) was used to facilitate coding and generate themes. The 

process of conducting a thematic analysis was based on Castro, Kellison, Boyd, and Kopak 

(2010), as shown in Figure 5.3.   
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Figure 5.3: Thematic analysis flowchart 

 

 

 

Source: Castro et al. (2010, p. 347). 

As shown in Figure 5.3, first-level coding, also referred to in vivo coding, was 

conducted to extract response codes, which are descriptive and focus on the “what” aspects 

(Castro et al., 2010; Tracy, 2013). Second-level coding was then conducted to create thematic 

categories (families), which are hierarchical, and group response codes, which have a 

functionally equivalent meaning (Castro et al., 2010). Second-level coding relies on 

interpretation to identify patterns, rules, or cause-effect progressions (Tracy, 2013).  

First-level coding of the data commenced once the first interview was completed and 

transcribed, and the transcription was verified against the audio recording for accuracy. At 

the completion of coding the sixth interview, second-level coding was commenced and a 

coding framework and conceptual model were initiated based on emergent themes. Cross-
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coding verification was conducted with the supervisory team to ensure reliability of the 

coding and the conceptual model that was beginning to emerge. The process of interviewing, 

transcribing, verification, and first-level coding was then repeated for interviews 7–14. 

Second-level coding and thematic analysis of interviews 7–14 were conducted in 

collaboration with the supervisory team to minimise researcher bias in deriving thematic 

variables. A sample of the thematic coding process is presented in Appendix F.  

Finally, a coding framework was produced using the thematic variables, which also 

incorporated the observational data that were collected. This coding framework was used for 

the integration and comparison of data collected in Phase 1 with data collected in Phases 2 

and 3. The coding framework developed from Phase 1 data analysis is presented in Appendix 

G.  

5.3.4.4 Minimising bias  

Validity and reliability issues associated with qualitative research were addressed 

through structural corroboration, consensual validation, and referential adequacy (Eisner, 

1998). According to Eisner (1998), structural corroboration is where multiple types of data 

are related to each other in order to look for recurrent themes that can be considered 

characteristic of a situation. Consensual validation is where there is overall agreement on the 

description, interpretation, and evaluation of themes that emerge. Referential adequacy is 

where the reader is able to identify the perceived qualities in the subject or situation. 

Strategies used to minimise bias in Phase 1 qualitative data analysis are presented in Table 

5.2.  
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Table 5.2: Strategies used to minimise bias 

Structural 

corroboration 

Multiple types of data used to look for recurrent themes:  

 observations made during the interviews, including office location 

and layout, dress and body language 

 semistructured interviews  

Consensual 

validation 

Overall agreement on themes: 

 cross-coding verification was conducted with supervisory team to 

ensure accurate description and interpretation of themes 

 key themes and relationships between themes were discussed 

collaboratively with the supervisory team to ensure reliable 

evaluation 

Referential 

adequacy 

Ability to identify perceived qualities: 

 collected enough data to support findings 

 theory aligned with sample and context 

 self-reflexivity: awareness of my own identity, perspective and 

research approach 

With reference to Table 5.2, there was a high level of agreement between me and my 

supervisory team with regard to the description and interpretation of the themes that emerged 

and their perceived qualities.  

5.3.5 Phase 2 (quan): Examination  

Phase 2 was the quantitative examination phase of the study. It aimed to describe staff 

attitudes and beliefs about the Australian healthcare system and resource allocation, notions 

of control (setting clinical standards, clinician autonomy and accountability), organisational 

goals, and organisational culture. It used group-level analysis based on aggregate data from 

individual responses, which enabled comparisons to be made between subgroups 

(professional groups and hierarchical levels). Therefore, the following three questions were 

developed specifically for Phase 2.  

1. What are staff attitudes and beliefs towards the Australian healthcare system, ABF 

and resource allocation, notions of control and organisational goals? 

2. Which types of culture do staff see as being dominant within the organisation, and 

what type of culture would they prefer? 

3. Are there significant differences in findings between groups (professional subgroups 
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and hierarchical levels)?   

5.3.5.1 Survey development  

The instrument used for the quantitative component is an anonymous self-

administered questionnaire (See Appendix H: Phase 2 Survey). A survey was used to enable 

the quantitative measurement of variables based on predetermined criteria. Responses were 

quantified into numeric measures by categorising them and assigning a number to represent 

each category (Creswell, 2009). The advantage of using a self-administered survey was that it 

could be widely distributed (online and/or as hard copy) among a large study population. In 

addition, this method allowed me to ask personal opinions without the participant feeling 

confronted (Creswell, 2009). The survey was constructed using validated scales developed by 

others. It consists of three parts: 

Part A: Demographics  

Demographic questions originate from the Culture, Transformation and Performance 

(CTP) Project questionnaire (Sorenson et al., 2014). A minimal number of questions were 

selected to in order to gather basic, relevant demographic information that may influence the 

findings, and also to delineate between professional subgroups and hierarchical levels. 

Part B: Healthcare system, resource allocation, clinician autonomy and accountability 

The questions in Part B originated from a survey titled “A Survey of Attitudes & 

Beliefs of Hospital Staff” (Degeling, Kenedy, Hill, Carnegie, & Holt, 1998), parts of which 

were also used by J. Fitzgerald (2002). The questions were selected based on their relevance 

to topics around the healthcare system, resource allocation, and notions of control, including 

setting clinical standards, clinician autonomy, and clinical accountability. In order to maintain 

validity and reliability, the scales were not changed.  
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Part C: My organisation  

The first question in Part C again originates from Degeling et al. (1998) as it is 

specifically in relation to the organisational goals. The subsequent questions used to assess 

staff perceptions of organisational culture were from the Organizational Culture Assessment 

Instrument (OCAI; Kim S. Cameron & Quinn, 1999, 2006, 2011). The survey concluded with 

an open-ended question inviting respondents to make any comments. 

The OCAI is a tool designed to diagnose organisational culture, and consists of six 

items: (1) Dominant characteristics, (2) Organisational leadership, (3) Management of 

employees, (4) Organisational glue, (5) Strategic emphases, and (6) Criteria for success. 

Respondents were asked to divide 100 points between four alternatives for each item, which 

correspond to four dimensions that represent four types of organisational culture: (A) Clan, 

(B) Adhocracy, (C) Market, and (D) Hierarchy. They were asked to respond first in relation 

to their perception of the existing culture within the organisation (NOW), and then repeat the 

questions responding according to their preferred culture (PREFERRED). An example is 

presented in Table 5.3.  

Table 5.3: Example of how to complete the OCAI 

 1. Dominant characteristics NOW PREFERRED 

A. The organisation is a very personal place. It is like an extended 

family. People seem to share a lot of themselves. 
20 10 

B. The organisation is a very dynamic and entrepreneurial place. 

People are willing to stick their necks out and take risks. 
50  

C. The organisation is very results oriented. A major concern is with 

getting the job done. People are very competitive and achievement 

oriented. 

 90 

D. The organisation is a very controlled and structured place. Formal 

procedures generally govern what people do. 
30  

 Total 100 100 

Source: Kim S. Cameron and Quinn (2006). 

Scoring the OCAI involved adding all the scores for A across each of the six items in 

the NOW column and then dividing by 6 to calculate the average score; this calculation was 
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repeated for B, C and D, and repeated again for the PREFERRED column. The results were 

then assessed using the Competing Values Framework (CVF; see Section 5.5.5.5 Data 

analysis), which was developed by Quinn and Rohrbaugh (1983) and validated by Howard 

(1998).  

The OACI and CVF have been widely used in corporate sectors, as well as in 

education and increasingly in health (Degeling et al., 1998; Goodman, Zammuto, & Gifford, 

2001; Hartnell et al., 2011; Hooijberg & Petrock, 1993; Mihaela & Bratianu, 2012; 

Sanderson, 2006; Scott, Mannion, Davies, & Marshall, 2003; Wiewiora, Trigunarsyah, 

Murphy, & Coffey, 2013). This tool is particularly useful in the context of this research as not 

only does it effectively assess staff perceptions of the existing culture within the organisation, 

it also offers additional opportunities for assessment. First, it allows for the assessment of the 

level of congruence across the six dimensions; second, it allows for comparison between 

subgroups; and finally, it allows for comparison of the existing culture and the preferred 

culture (Kim S. Cameron & Quinn, 2006). The OACI survey questions were asked in their 

original form for this research in order to ensure validity of the tool was maintained.  

5.3.5.2 Survey testing  

The survey was pretested on a group of university students, academics, and health 

professionals (10 responses in total). The pilot group were asked to complete the survey and 

to make comments in relation to difficulties in understanding or responding to the questions. 

There was some confusion over the way some of the questions were required to be answered 

due to the layout of the survey. For example, Rank questions (Questions 10, 13, and 14) were 

responded to as if they were Scales (i.e., rating each item rather than ranking). This issue was 

addressed by making changes to the layout and format of the survey. In addition, there was 

confusion around how to complete the Organisational Culture Assessment questions 

(Question 21). This confusion was addressed by rewording the explanation with regard to 
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completing these questions and providing an example question that demonstrated how each 

question was to be completed.  

The survey was pretested again and some final minor adjustments were made with 

regard to wording and formatting based on the feedback that was received. A final draft of 

the survey was approved by my supervisory team prior to distribution.  

4.3.5.3 Phase 2: Sampling and recruitment  

Phase 2 used a convenience sampling method (Tracy, 2013). The survey was open to 

all staff working for the organisation working in acute services. At the time of recruitment, 

the organisation employed 7,668 staff (Queensland Government, 2015a) and while some of 

these were working in community services, the majority would have been in acute services, 

although an exact number was not available. Therefore, based on a study population of 7,500 

employees, a sample size of 366 respondents (4.9%) was required to achieve a confidence 

level of 95% (National Statistical Service, 2015).  

5.3.5.4 Phase 2: Data collection  

Phase 2 data collection took place between January 15 and March 15, 2016. In order 

to make the survey available to all staff working in acute services, it was decided that the 

survey would be made available both online and in hard copy. A sponsor within the 

organisation arranged to promote the study through the “Daily Notices”, which included a 

link to the online version of the survey. This was disseminated to all staff working in acute 

services of the organisation on January 19, 2016. In addition, key sponsors within the 

organisation, as well as senior managers who participated in an interview, were contacted 

directly and asked to assist with the dissemination of the survey. These sponsors were asked 

to redistribute the link to the online version of the survey via email within their departments. 

According to Sheehan (2001), email/online survey response rates are generally around 20–
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30%, therefore this means of dissemination should have yielded the required response rate. 

As a backup to ensure that all staff had access to the survey, hard copies were also made 

available at the main reception of the hospitals for staff who preferred to respond in this way. 

Survey collection boxes were located at the main reception area of the hospital, or 

respondents could post completed surveys using a provided reply-paid envelope. Response to 

the survey implied consent.  

Initial response to the online survey showed promise; however, several surveys were 

commenced but not completed. Despite efforts to increase the response rate by sending 

reminder emails approximately every two to three weeks, and additional sponsors from the 

organisations being contacted requesting support in disseminating the survey, the total 

number of responses was 60 (0.8%). Possible reasons for non-response can be attributed to 

three factors. First, the link to the online version of the survey was disseminated via an online 

newsletter. Although the newsletter was distributed to all staff employed by the hospital, this 

does not mean that it would have been read by all staff. Second, the information about the 

research project was item number 6 on the newsletter, and so it is unknown exactly how 

many staff actually opened the newsletter and read down as far as item 6. In hindsight, if a 

link to the survey had been emailed directly to staff, then it is possible that more staff would 

have been made aware of the study and decided to respond. Third, survey fatigue is another 

likely contributing factor to the low response rate. At the time my survey was distributed, 

another major, compulsory organisation-wide survey was being conducted. This not only 

created confusion as to which survey I was referring to when following up with staff, it also 

meant that staff had already spent a substantial amount of time completing the compulsory 

survey and may therefore have been reluctant to spend additional time completing the survey 

for my study. This may also explain why a number of online surveys were commenced but 

not completed; either staff had initially confused my survey with the organisation’s 
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compulsory survey, or they did not have enough time to complete it. Nonetheless, even 

though the response rate was very low, which is an acknowledged limitation, the data that 

were collected were broadly representative of the study population in terms of gender 

distribution and roles within the organisation (see Chapter 7, Section 7.2: Study sample 

characteristics). Therefore, findings from this quantitative component make an important 

contribution to the overall research by providing the group-level operational perspective in 

order to develop a complete cultural picture across three levels of analysis from multiple 

perspectives. In addition, it serves to compare the managerial (strategic) perspective with the 

overall organisational (operational) perspective, and indications of differences between 

hierarchical levels and professional subgroups.  

5.3.5.5 Phase 2: Data analysis  

Quantitative analysis was conducted using SPSS version 22 and consisted of a 

descriptive analysis of the study sample characteristics including summary statistics and 

correlations between demographic variables. This was followed by a descriptive analysis of 

the variables associated with staff attitudes and beliefs towards the Australian healthcare 

system, resource allocation, clinical standards, clinician autonomy and accountability, and 

organisational goals. Finally, a descriptive analysis of staff perceptions around the current 

culture, and the type of culture they would prefer was conducted.   

Descriptive analysis of the study sample 

 Frequency distributions and percentages were used to describe the demographic 

characteristics of the study sample: age, gender, principal place of work (which hospital), 

hierarchical level, professional subgroup, years in job, years in organisation, position type.  
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Attitudes and beliefs around the healthcare system, resource allocation, setting clinical 

standards, clinician autonomy and accountability, and organisational goals 

Summary statistics were used to analyse responses for variables in relation to staff 

attitudes and beliefs around notions of control including mean, rank (mean score), standard 

deviation and variance. The Kruskal Wallis Test was used to test for significant differences 

between subgroups by hierarchical level and professional subgroup. The Kruskal-Wallis Test 

is the non-parametric alternative to a one-way between groups analysis of variance 

(ANOVA). An ANOVA was not used because the data did not meet the assumption of 

normal distribution and the sample size for subgroups was not large enough to disregard this 

requirement. In addition, the data did not satisfy the assumption of homogeneity of variance, 

which was tested using Levene’s test for equality of variance (Pallant, 2013). However, the 

data met the assumptions for non-parametric tests: scores were obtained from a random 

sample, and scores consisted of independent observations, meaning that each person or case 

was counted only once (Pallant, 2013). 

Competing Values Framework 

Data collected using the Organisational Culture Assessment Instrument (OCIA) was 

analysed using the CVF. The CVF enables competing values to be simultaneously measured 

and provides a common metric for multilevel, transorganisational and cross-cultural analysis 

(Howard, 1998). The CVF is presented in Figure 5.4.  
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Figure 5.4: Competing Values Framework  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: OCAI Online (2016b). 

The CVF identifies four types of organisational culture: Clan, Adhocracy, Hierarchy, 

and Market. The four types of culture are described as follows: 

Clan culture: Originally referred to by Quinn and Rohrbaugh (1983) as the Human Relations 

Model, it relies on cohesion and morale and is directed toward human resource development. 

Clan culture is described by OCAI Online (2016b) as a pleasant place to work where people 

share personal information and operate like an extended family. The leaders are seen as 

parents, and the organisation is held together by loyalty and commitment. The organisation 

emphasises long-term benefit, team work, participation, and consensus. It attaches great 

importance to cohesion and morale, and success is defined in terms of sensitivity to 

customers and concern for people.  

Adhocracy culture: This is referred to as the Open System Model, which relies on flexibility 

and readiness to achieve growth and resource acquisition (Quinn & Rohrbaugh, 1983). 

Adhocracy culture is a dynamic, entrepreneurial, and creative place to work. People, 
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including the leaders, take risks. Commitment to experimentation and innovation holds the 

organisation together, and the emphasis is on being the leaders in the field. The long-term 

emphasis is on growth and acquiring new resources, and success is about gaining new and 

unique products or services. The organisation encourages and rewards individual initiative 

and freedom (OCAI Online, 2016b). 

Market culture: This is also referred to as the Rational Goal Model and relies on planning and 

goal setting directed towards productivity and efficiency (Quinn & Rohrbaugh, 1983). 

Market culture is described as a results-oriented organisation whose major concern is getting 

the job done. People are competitive and goal oriented. Leaders are hard drivers, tough and 

demanding. The glue that holds the organisation together is an emphasis on winning, and 

reputation and success are major concerns. Long-term focus is on competition and 

achievement of measurable goals and targets (OCAI Online, 2016b).  

Hierarchy culture: This was originally referred to as the Internal Process Model, and relies 

on information management and communication to achieve stability and control (Quinn & 

Rohrbaugh, 1983). Hierarchy culture is considered to be a very formalised and structured 

place to work. Procedures govern what people do and leaders pride themselves on being good 

coordinators and efficiency minded. Maintaining a smooth-running organisation is critical, 

with formal rules and policies holding the organisation together. The long-term concern is 

stability, and success is defined in terms of dependable delivery, smooth scheduling, and low 

cost. Management of employees is concerned with secure employment and predictability 

(OCAI Online, 2016b).  

Averages for each type of culture were calculated across the six items (Dominant 

characteristics; Organisational leadership; Management of employees; Organisational glue; 

Strategic emphasis; and Criteria for success) to determine the dominant types of culture that 

currently exist within the organisation. Respondents were asked to complete the OCAI twice; 
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the first time was with regard to how they perceive the current culture (NOW), and the 

second time was with regard to the type of culture they would prefer (PREFERRED). This 

allowed for the type of culture that currently exists to be assessed, as well as the type of 

culture that respondents would prefer. Thus, comparisons could be made between the NOW 

culture and the PREFERRED culture. Differences greater than or equal to 10 are considered 

large and those that are greater than or equal to 5 also need attention (OCAI Online 2016b). 

An example of how the results are presented is shown in Figure 5.5. 

Figure 5.5: Example of results comparing NOW (Current) and PREFERRED culture 

 

 

 

 

 

 

 

Source: OCAI Online (2016a, p. 9). 

Making comparisons between the NOW and PREFERRED culture is important 

because lack of alignment between the two may be an indication of dissatisfaction among 

some groups of staff around the organisational/group culture, and provides information about 

desired changes (OCAI Online, 2016a). This information is useful in the context of this 

research as it helped to establish whether the organisation had been successful in establishing 

a business-like culture and also whether this was the type of culture that staff preferred.  

 Subgroup analyses were also conducted at professional subgroup and hierarchical 

levels. This allowed for comparisons between subgroups around the perceived current culture 
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(NOW) and the type of culture each groups would prefer (PREFERRED). Making 

comparisons between subgroups was important for three reasons. First, subgroup 

comparisons for the NOW culture indicates the level of congruence between groups in how 

the culture is perceived and identifies whether there is any particular group that perceives the 

culture differently to the others. Second, subgroup comparisons for the PREFERRED culture 

also indicate the level of congruence between groups in the type of culture they would prefer. 

High levels of congruence may between the NOW and PREFERRED culture may be an 

indication of an integrated culture, and differences may be an indication of a differentiated 

culture. Furthermore, differences for particular subgroups may be an indication of differences 

between the type of culture that currently exists within the organisation and the type of 

culture that is dominant within their subgroup.  

5.3.5.6 Minimising bias  

Potential threats to the validity and reliability of the Phase 2 quantitative survey were 

minimised by using surveys from others that have been previously tested and validated (see 

Section 5.3.5.1: Survey development). Given the time constraints associated with conducting 

PhD research, additional validation of the measures used was not feasible, and confirmatory 

factor analysis was not conducted due to the small sample size. However, other potential 

biases associated with the Phase 2 survey include the low response rate, sample bias and 

response bias.  

A low response rate means that insufficient data was collected to make statistically 

reliable conclusions and is a common issue with survey research (Creswell, 2009). Efforts 

were made to achieve an adequate response rate, as discussed in Section 5.3.5.4: Phase 2 data 

collection; however, it is acknowledged that the lower than expected response rate poses a 

considerable limitation for this study.  
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Sample bias can occur if the sample is not representative of the study population 

(Creswell, 2009). In order to minimise this risk, they survey was disseminated to all hospital 

employees within the GCHHS via an online link. The survey was also available in hard copy 

for those who did not have access to the online version. Representativeness of the sample was 

tested by comparing the characteristics of the study sample with those of the study 

population. Results are presented in Chapter 7, Section 7.2.  

Response bias can occur when the respondent does not reveal his or her true thoughts; 

rather, they respond in a way they believe is expected, or they answer large numbers of items 

in the same way (Neuman, 2013). This study aimed to minimise response bias by making the 

survey completely anonymous and categorising the subgroups and responses in a way that 

respondents could not be identified (Creswell, 2009). In addition, some statements were 

worded in reverse directions (Neuman, 2013) as per the original survey items.   

5.3.6 Integration and comparative analysis of results from Phases 1 and 2   

The purpose of integrating and comparing the results from Phases 1 and 2 was to 

identify convergences as well as differences between the Phase 1 data, which represents the 

organisational-level strategic perspective, and the Phase 2 data, which represents the group-

level operational perspective. Therefore, the aim was to answer the following MMR 

subquestions: 

1. What are the differences and convergences between the organisational-level strategic 

perspectives and the operational group-level perspectives around ABF, 

organisational control, and organisational culture? 

2. Why are there differences and how can they be resolved? 

An iterative process was used to answer the research questions, which combined 

deductive and inductive approaches and constant comparison between findings from the two 

data sets and the literature (Tracy, 2013). Mixing methods was achieved by transforming the 
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quantitative data into qualitative data, based on the narrative interpretation of Phase 2 

findings. The Phase 2 findings were then coded according to coding framework developed in 

Phase 1 and integrated with findings from Phase 1. The process of data integration occurred 

according to the steps proposed by (Castro et al., 2010), as presented in Figure 5.6.  

Figure 5.6: Data integration process 

Source: Castro et al., (2010). 

As shown in Figure 5.6, qualitative data can be transformed into quantitative data, or 

quantitative data can be converted into qualitative data. For this present study, the latter has 

occurred, that is, quantitative data were transformed into qualitative data. The process of 

transforming and integrating the data involved six steps:  

1. Design: Items and scales were developed as previously described. 

2. Collection: Responses to the survey were collected as previously described. 

3. Conversion: Responses from the survey were statistically analysed and the 

findings were interpreted, coded, and integrated with the Phase 1 qualitative data.  
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4. Analysis: Content of the integrated data set was analysed and matrices of 

association were developed to identify where data converged and differed. 

5. Interpretation: The data were recontextualised and an integrative comparative 

analysis was conducted.  

6. Integration: A conceptual model was developed to derive conclusions. 

Conclusions were then used to develop three propositions that represent a summary of 

the key findings from the comparative analysis of Phases 1 and 2 results in response to the 

three MMR questions proposed earlier. The three propositions were then verified in Phase 3, 

which was the final phase of this study.   

5.3.6.1 Limitations 

While mixing methods has its advantages, it also has a number of disadvantages and 

limitations. First, mixed methods studies are more complex; therefore, they generally take 

more time and are more expensive than single-methodological studies (Johnson & 

Onwuegbuzie, 2004; W. S. Saunders, 2007). Second, methodological prejudice from years of 

training in certain disciplines can influence how the research is perceived by the audience, 

including stakeholders, journal editors and examiners (Neuman, 2013). Third, researchers are 

required to have skills and knowledge in both quantitative and qualitative methods (Creswell, 

2009). Finally, difficulties in integrating and comparing qualitative and quantitative data may 

be encountered (Creswell, 2011; Tracy, 2013).  

Two key limitations and potential for bias associated with the integration of Phase 1 

qualitative and Phase 2 quantitative data sets were identified in the context of this research. 

Compatibility of quantitative and qualitative methods 

Compatibility of paradigms and research methods is one of the main criticisms in 

mixed methods studies. However, Smith (1997) argues that we must not look at paradigms, 
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but rather the crude mental model that is applied to a particular evaluation. While a paradigm 

is a formal philosophical system bound by logic and inner consistency, a crude mental model 

can be individual or shared and emerges from disciplinary, cultural, historical, social, and 

ideological roots. Smith (1997, pp. 73–85) proposes three mental models. Mental Model 1 

proponents believe in a single reality separate from the individual’s interpretation of it, and 

that definitive knowledge is possible. Mental Model 2 proponents believe that a real world 

exists that is beyond the interpretations of individuals, but cannot be studied without 

examining individual perspectives. Mental Model 3 proponents assume the world is complex, 

contextually contingent, and mediated by individual interpretations of it. This study is 

consistent with Mental Model 3 and adopts a holistic approach whereby data from different 

sources are interpreted together through a common analytic approach. Therefore, the 

emphasis is on data comprehensiveness, rather than validating causal inference.  

Cross-sample stability, validity, and replicability of thematic variables 

Validity and reliability issues associated with each of the methods used in this 

research were previously discussed for the Phase 1 qualitative component in Section 5.3.4.4, 

and for the Phase 2 quantitative component in Section 5.3.5.7. With regard to the newly 

constructed thematic variables derived from the integration of the two data sets, Castro et al. 

(2010) suggests that further analysis may be needed or that variables can be tested in a second 

sample drawn from the same subcultural population as a means of triangulation. Therefore, 

this issue is addressed in Phase 3, whereby the findings from the integration and comparative 

analysis of Phases 1 and 2 data were summarised into three propositions based on the key 

themes that emerged, and verified through an open-ended survey with representatives from 

each of the cultural subgroups.  
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5.3.7 Phase 3 (quan/qual): Verification 

Phase 3 was the verification/examination phase. It aimed to verify the accuracy of 

three propositions derived from the findings of the integration and comparative analysis of 

results from Phases 1 and 2. While it sought to verify the three propositions, it also sought to 

develop a deeper understanding, based on individual perceptions. It involved an open-ended 

survey that allowed respondents to indicate the level to which they agree or disagree with 

each proposition and to provide an in-depth explanation as to why they responded the way 

they did. Therefore, the Phase 3 research questions were as follows: 

1. Are the three propositions accurate descriptions of the key issues with regard to 

organisational control, their impact on organisational culture, and how they may be 

resolved? 

2. Are there other factors or elements that this research failed to acknowledge or 

consider? 

5.3.7.1 Phase 3: Sampling and recruitment  

Phase 3 used a purposeful snowball sampling method. On the final page of the Phase 

2 survey, respondents were asked to indicate if they agreed to participate in a follow-up 

interview, and to provide their preferred contact details. Those who indicated yes were 

contacted and invited to participate in Phase 3. Information with regard to Phase 3 and the 

open-ended survey were sent via email (See Appendix I: Phase 3 Recruitment Invitation; and 

Appendix J: Phase 3 Open-Ended Survey). One of the disadvantages with snowball samples 

is that they can skew to one type of group as participants tend to nominate people who are 

similar to themselves. This can be addressed by selecting a group of participants who 

represent a maximum variation (Tracy, 2013). Therefore, respondents were stratified by 

professional group and hierarchical level consistent with Phase 2 categories, to ensure a good 
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mix of respondents, and to check for the representativeness of the sample (Neuman, 2013). 

Respondents were also asked to nominate two colleagues who they believed would be happy 

to participate and would also be able to make a valuable contribution to the research. 

Nominees were then contacted and invited to participate, and the open-ended survey was sent 

via email.  

5.3.7.2 Phase 3: Data collection 

Data collection involved an open-ended survey. Respondents were first asked to 

indicate their hierarchical level and professional group according to a matrix that was 

developed in Phase 2 and used to categorise respondents for comparison between hierarchical 

levels and professional subgroups. This was to ensure that each hierarchical level and 

professional group was represented.  

 The survey consists of three propositions that were developed based on the findings 

from Phases 1 and 2 as presented in Table 5.4. Respondents were first asked to rate the level 

to which they agreed or disagreed overall with each proposition and then explain which parts 

of the proposition they agreed or disagreed with and why.  



 

131 

Table 5.4: Phase 3 open-ended survey propositions 

1: Organisational control is strongly influenced by external factors such as activity-based 

funding, government regulations, and clinical standards set by clinical institutions. This 

situation causes a disconnect between the strategic level (e.g., executive, directors, senior 

managers) and the operational level (e.g., clinicians, admin, operational support) within the 

organisation. At the strategic level, the high degree of external controls imposed on the 

organisation, coupled with limited resources, leads to the application of high levels of 

bureaucratic control that emphasise efficiency and compliance. However, at the operational 

level, staff are strongly influenced by professional controls that incorporate their own 

hierarchical systems and emphasise patient care and protecting the standing of their 

profession. Therefore, while bureaucratic controls are effective in controlling measurable 

outputs, when it comes to controlling behaviour at the operational level, professional 

controls can at times undermine or override the organisation’s bureaucratic and structural 

controls.  

2: Currently, staff behaviour and interactions between staff from different hierarchical 

levels and different professional groups does not consistently reflect the organisational 

values. This is because multiple types of culture coexist within the organisation, which 

drive staff behaviour, staff interactions, and influence “the way things are done”. At the 

strategic level, the culture is predominantly homogeneous (i.e., similar, uniform) and staff 

have a strong connection to the organisational values. At the operational level, however, 

the culture is more heterogeneous (i.e., varied, diverse), with staff from different 

professional groups having strong connections to their professional values and professional 

identity. Given that values are central to culture, the organisation only has a limited ability 

to create and control organisational culture, and influence staff attitudes and beliefs, 

especially at an operational level.  

3: In order to bridge the gap between the strategic and operational levels, the organisation 

needs to create a set of strategic goals and values that are more relevant to the operational 

level of the organisation. These goals and values need to be defined using a common 

language that is non-divisive and unambiguous. Staff need to demonstrate the values 

consistently, especially during interactions with others from different hierarchical levels 

and professional groups. In addition, the organisational control system needs to be 

designed to measure, monitor, and reward the achievement of the specified goals rather 

than focusing primarily on reducing cost and ensuring compliance. This will help to create 

a shared vision that the whole organisation feels connected to and an environment of trust 

and mutual respect between hierarchical levels and professional groups.  

5.3.7.3 Phase 3: Data analysis  

The open-ended survey consisted of a quantitative (Likert scale) question and a 

qualitative open-ended question for each of the three propositions. 
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Quantitative data analysis  

Given that the amount of quantitative data generated from this survey was minimal, 

quantitative data analysis was conducted using Excel 2010 and consisted of frequencies, 

mean scores and standard deviations. 

Qualitative data analysis 

Qualitative data analysis was facilitated using QSR NVivo 10 

((http://www.qsrinternational.com). Thematic analysis was conducted in accordance with the 

coding framework that had already been established from Phases 1 and 2. No new themes 

emerged from the Phase 3 data. 

5.3.7.4 Theorising 

Constant comparative analysis was used to derive conclusions from the integration of 

Phases 1, 2 and 3 data sets, in order to answer the overarching research question and research 

subquestions (see Section 5.1). It involved an iterative process (Taylor & Bogdan, 1998) that 

required alternating between Phase 1, 2, and 3 data sets, as well as between the emic or 

emergent findings from the data, and the etic understandings from existing theories and 

models (Tracy, 2013).  

A coding framework (see Appendix G) was initially established based on the findings 

from the Phase 1 (Exploratory) interviews, which identified key issues and topics. The coding 

framework was then used to code the data from Phase 2 (Examination) survey, which was 

transformed into qualitative data based on the narrative interpretation of the results. The 

Phase 2 data set was then integrated with the Phase 1 data set. The findings were then 

summarised into three propositions, which were used in Phase 3 as a means for verifying the 

accuracy of the research findings. The final part of the research, Phase 3 

(verification/explanation) was also coded in accordance with the existing coding framework 
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and conclusions were drawn. Comparisons were made with the literature at the completion of 

each phase of the research and, in particular, with regard to the final conclusions that were 

drawn (Tracy, 2013).  

5.4 Ethical considerations 

Ethical approval was sought and granted by the Gold Coast Hospital and Health 

Services (GCHHS) Human Research Ethics Committee (HREC) (HREC/15/QGC/15) and the 

Griffith University HREC (IBA/13/15/HREC). This research was considered to be of 

negligible risk as participants were limited to hospital staff. The research was conducted in 

accordance with the National Statement on Ethical Conduct in Hyman Research guidelines 

(Australian Government: National Health and Medical Research Council, 2007, updated May 

2015). Consent for Phase 1 interviews was obtained prior to conducting the interviews, and 

participants were informed that completing the Phase 2 and Phase 3 surveys implied consent. 

Audio files collected for the Phase 1 qualitative component were transferred from the audio-

recording device to one computer, and then immediately deleted from the portable device. 

Transcripts of the recordings were de-identified and stored in separate files to maintain 

confidentiality. With regard to the Phase 2 survey data, confidentiality was achieved by 

making the survey anonymous. Hard-copy survey data were kept in a locked filing cabinet. 

For all participants who completed a hard copy of the survey and agreed to a follow-up 

interview, the page on which they provided their contact details was removed from the survey 

and stored in a separate folder. For those who completed the survey online, the contact details 

were extracted from the data set and stored in a separate file. For the Phase 3 open-ended 

survey, the first page, which includes identifying information, was removed and stored in a 

separate file. Access to all electronic and hard copy files was restricted to me. Care was and 

will be taken to ensure that all reported data and quotes used in publications cannot be traced 

back to the respondent (Creswell, 2009). Audio recordings and transcripts are considered to 
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be research data and will therefore be securely disposed of along with all other data after a 

period of 5 years after the end of the release of findings and publication of the last refereed 

publication, in accordance with the Griffith University Code for the Responsible Conduct of 

Research (Griffith University, 2016). 

 5.5 Chapter summary and justification of the research methods 

This research investigates how control mechanisms shape organisational culture in 

public hospitals, and aims to develop a complete cultural picture from multiple perspectives. 

An open-minded approach that was not restricted to any particular research paradigm or 

methodologies was required. This research was grounded in a pragmatic worldview, which is 

problem centred and focuses on consequences of actions in real-world practice from multiple 

perspectives (Creswell, 2009; Feilzer, 2010; Tashakkori & Teddlie, 2010). Pragmatism is 

often associated with mixed methods research, and this chapter has argued that combining 

both qualitative and quantitative research methods was necessary in order to answer the 

research questions.  

This research was multilevel in that it was conducted at the organisational, group, and 

individual level, and investigated both the strategic (managerial) perspective and the 

operational (clinical) perspective, as shown b in Table 5.5.  

Table 5.5: Multilevel, multiperspective approach conducted in three phases 

 Strategic perspective Operational perspective 

Organisational level 

Phase 1: Qualitative 

interviews with senior 

managers 

 

Group level  
Phase 2: Quantitative survey 

with sample of hospital staff 

Individual level 
Phase 3: Open-ended survey with selected individuals to 

represent a broad range of perspectives 

As shown in Table 5.5, the research used a mixed methods sequential exploratory, 

explanatory and verification/explanation design and was conducted in three phases. Table 5.6 
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presents a summary of the methodological decisions and justifications for each of the three 

phases. 
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Table 5.6: Methodological decisions and justification 
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Methodological decision Justification 

Phase 1: Exploration 

Methods Qualitative: 

Informant 

interviews  

A qualitative methodology was most suited to Phase 1 because it allowed the topics to be explored to see what 

issues would be raised, rather than them being predetermined and intentionally examined or tested using 

predefined criteria. Other qualitative methods were considered, such as observation; however, this was not 

feasible given the time constraints of completing the PhD and access limitation. Focus groups were also 

considered; however, this was also not feasible given the limited number of senior managers and likelihood of 

difficulties in trying to coordinate schedules to form groups.  

Level Organisational  The organisational level was used for Phase 1 because it enabled an overall framework and context to be 

established. 

Perspective Strategic 

(managerial) 

The strategic (managerial) perspective was used in Phase 1 to understand the overall strategic direction of the 

organisational and managerial expectations. 

Study 

sample 

Senior managers Senior managers were selected as the study sample for Phase 1 as they were considered most likely to have 

knowledge around organisational strategy and the healthcare system, and to have a general overview of what was 

going on within the organisation. 

Phase 2: Examination 

Methods Quantitative: 

Anonymous, self-

completed survey 

Quantitative methodology was most suited to Phase 2 because it allowed for quantitative measurement of the key 

issues raised in Phase 1. Using a quantitative survey allowed for a larger sample size than would have been 

possible if interviews were used and enabled access to a broad range of potential respondents. In addition, being 

anonymous allowed respondents to answer honestly without fear of being identified. 

Level Group level 

(aggregate) 

Group level was used for Phase 2 to enable comparisons between professional subgroups and hierarchical levels. 

Perspective Operational 

(clinical) 

The focus of Phase 2 was on the operational perspective as it was important to understand the attitudes and 

beliefs of staff who were involved with delivering health services. While the sample also included some 

strategic-level directors, their responses represented their own perspective rather than those of the organisation. 

Study 

sample 

Representative 

sample of hospital 

staff 

A representative sample was intended for this research to ensure that the findings were representative of the 

entire organisation rather than a particular subgroup, especially given that the impact of ABF on different 

subgroups was likely to vary. 

Phase 3: Verification 
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Methods Quantitative and 

qualitative 

Both quantitative and qualitative methods were needed for Phase 3 because quantitative methods enabled 

quantitative assessment around how “true” the propositions were, based on the perceptions of the respondents, 

and the qualitative method allowed for deeper understanding as to why they responded the way they did, 

especially given the level of complexity associated with each of the propositions. Without the quantitative 

question, we would not know if respondents agreed or disagreed with each proposition, and without the 

qualitative question, we would not know why they agreed or disagreed with the statement.  

Level Individual  Individual level was used for this to allow for variations in the details to be detected and acknowledged and 

allow for richer explanations to develop deeper meaning from the perspective of each individual. 

Perspective Strategic and 

operational 

Phase 3 was not restricted to either strategic or operational perspectives. It was designed to understand the 

individual perceptions, be they strategically or operationally expressed 

Study 

sample 

Stratified sample Representatives from all categories of hierarchical levels and professional subgroups were intended for Phase 3 

to ensure that all of these groups were represented, not specifically to represent the ideas of each subgroup, but to 

reduce bias by ensuring that responses did not represent the views of only one or a small selection of any 

particular group.  
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With reference to Table 5.6, while Phase 1 is critical in establishing the “big picture” 

from a managerial perspective at an organisational strategic level, it was also important to 

investigate these concepts at an operational level to understand the perspectives of staff 

working in direct patient care. Therefore, Phase 2 examined the group-level operational 

perspective. It involved a quantitative survey that provides individual-level data, which is 

then aggregated at group level in order to provide comparisons between subgroups 

(professional subgroups and hierarchical levels). The quantitative data collected in Phase 2, 

however, was insufficient to represent a stand-alone study. Nonetheless, it made an important 

contribution to answering the overarching research question by providing group-level data 

from operational staff. Therefore, this data set was integrated with Phase 1 interview data set 

and a comparative analysis was undertaken in order to identify consistencies and 

discrepancies between the strategic (managerial) perspective and the operational perspective. 

Three propositions were derived from the conclusions of this comparative analysis. Phase 3 

completes the picture by presenting the individual-level perspective and serves to verify the 

findings derived from the comparative analysis of Phases 1 and 2 results using an open-ended 

survey. Using an open-ended survey provided the opportunity to develop a deeper 

understanding of findings by asking participants to explain the reasons for responding the 

way they did.  

The thesis now turns towards the results, which are presented in the following four 

chapters. Chapter 6 presents the results from the Phase 1 qualitative study, Chapter 7 presents 

the results from the Phase 2 quantitative study, Chapter 8 presents the results from the 

integration and comparative analysis of Phases 1 and 2, and Chapter 9 presents the results 

from the Phase 3 verification study.  
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6 Exploring organisational control and culture from senior 

managers’ perspectives: A qualitative analysis of Phase 1 

informant interviews  
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6.1 Introduction 

 This research investigates the operationalisation of ABF in public hospitals, and how 

this decreed set of external controls that are imposed on the organisation impact on the 

organisation’s internal control system and its prevailing culture. It aims to answer the 

overarching research question: 

How do control mechanisms shape the organisational culture in public hospitals? 

Or, more specifically: 

1. In what ways has NPM and ABF succeeded in creating a business-like culture within 

the organisations? 

2. What strategies (cultural controls) does the organisation use to influence culture and 

overcome ongoing tension between managers and clinicians? 

3. In what ways does the external environment (healthcare system and/or funding model, 

professional identity) inhibit or enhance the organisation’s ability to influence desired 

culture? 

The context of this research was the introduction of NPM and ABF into the GCHHS, and the 

two key constructs are organisational control and organisational culture. Theoretically, this 

research examines the link between organisational control mechanisms and organisational 

culture. The theoretical lens adopted for this research is the multiple cultural perspectives 

according to Martin (1992): integration, differentiation, and fragmentation. Three other 

underlying theories that frame this research are (1) types of organisational culture according 

to the CVF: Hierarchy, Market, Clan, and Adhocracy (Quinn & Rohrbaugh, 1983), (2) types 

of control mechanisms within an organisational system: bureaucratic, structural, and cultural 

controls (Flamholtz, 2012), and (3) modes of control: markets, bureaucracies, and clans 

according to Ouchi, (1980).  
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Phase 1 of this research was an exploratory qualitative study aimed at establishing an 

overall picture at an organisational strategic level from a senior manager perspective of the 

dominant control mechanisms, the type of culture, and how these are influenced by the 

current funding model and the way resources are allocated. Therefore, the subquestions 

specifically developed for Phase 1 were: 

1. How do senior managers describe ABF and how do they perceive it to be affecting the 

organisation? 

2. How do senior manager describe and perceive the organisational goals, control 

mechanisms, and values?  

This chapter presents the key findings from a qualitative analysis of Phase 1 

informant interviews. More specifically, a thematic analysis of senior managers’ perspectives 

in relation to the key topics is presented. First, a conceptual model is proposed that depicts an 

overall view of where the GCHHS sits in relation to the supply and demand of healthcare 

within the external context of the Australian healthcare system. The focus then shifts towards 

the organisation’s internal environment commencing with an exploration of how senior 

manager perceive the organisational goals, and control mechanisms designed to achieve the 

goals. A thematic model is presented that depicts the organisation’s dominant control 

mechanisms that correspond with the different levels of the organisation, based on the 

GCHHS Organisational Structure (see Appendix A). This is followed by an exploration of the 

organisational values from three cultural perspectives, and the dominant types of culture that 

correspond with the different levels of the organisation. Finally, the chapter concludes by 

exploring the links between control mechanisms and types of culture at different levels of the 

organisation. But first, a summary of the interview participant characteristics is presented.  
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6.2 Interview participant characteristics 

A total of 14 senior managers participated in an interview. The sample included a 

good spread of senior manager roles, which included members from the Board, executive 

directors, professoriate, general managers, clinical directors, service line directors and other 

senior managers. All four directorates were represented in the study sample, and there was a 

good range of senior managers from different professional groups, including medical, nursing 

and midwifery, operations management, finance and legal services.   

6.3 Healthcare system, funding model and resource allocation  

The conceptual model presented in Figure 6.1 was developed through an iterative 

process of analysing the qualitative Phase 1 data and referring back to the literature. The top 

part of the model (depicted in green) represents how the Australian healthcare system 

operates in terms of funding, and health service supply and demand. The middle part of the 

model (depicted in blue) represents the process of healthcare provision by the organisation to 

patients. Finally, the lower part of the model (depicted in orange) refers to the internal 

environment of the organisation. The top and middle parts of the model are addressed in this 

section, which presents the findings around the healthcare system, funding model, and 

resource allocation. The lower part of the model is addressed in the following sections, which 

present findings in relation to the internal environment of GCHHS.  
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Figure 6.1: A conceptual model for healthcare provision by public hospitals in Australia under activity-based funding  
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As shown in the top and middle parts of Figure 6.1, the supply of healthcare is 

controlled by the federal government, based on the amount of GDP the government is willing 

to spend on healthcare and the amount of tax Australians are willing to pay. Therefore, 

funding models are specifically designed to constrain the amount of GDP the government 

spends on the supply of healthcare based on the principals of economic rationalisation (Willis 

et al., 2016). Currently, the Australian healthcare system uses ABF to allocate funding to 

hospitals based on the level of activity for each type of service, which is then administered by 

the state governments (Willis et al., 2016). Under ABF, state governments purchase a 

specified amount of healthcare activity from public hospitals, at a set price. The amount of 

healthcare activity purchased is predetermined, based on historical data (how much of each 

type of activity was provided by the hospital in the previous year), as well as local population 

demographics and health trends. The price paid by the government for the provision of 

healthcare activity is also predetermined and is based on the average cost of providing a 

particular activity to a particular type of patient (adjusted for demographics and health status). 

In this way, ABF incentivises productivity (Independent Hospital Pricing Authority, 2016a); 

however, it restricts the amount of resources clinicians can use to treat patients, and the 

Service Agreement between GCHHS and the state government restricts the number of 

patients that can be treated by clinicians.  

Demand for healthcare comes from patients (see Figure 6.1), and often exceeds the 

amount of healthcare prepurchased by the government. This excess demand, which is 

unaccounted for in the budget, puts pressure on public hospitals to cut costs and improve 

efficiency without compromising quality and safety. Two key themes that emerged from the 

data in relation to the healthcare system, funding model, and resource allocation were (1) 

challenges managing health service supply and demand, and (2) ABF as a means for 

allocating resources. 
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6.3.1 Challenges managing health service supply and demand 

Senior managers indicated that managing supply and demand is one of the major 

challenges faced by the organisation. One senior manager stated: 

For all health systems I think the challenge is the same, and it’s the mismatch between 

supply and demand. So most organisations have a budget in health to live within and 

most organisations face demand for their services that if met would potentially cost 

the organisation more than its budget. So, the fundamental challenge is dealing with 

the demand for health within the financial resources allocated by the state. (SM11) 

In economic terms, healthcare is considered an economic good, which is defined as a 

good or service that is scarce, relative to our want for it (Morris, Devlin, & Parkin, 2007). In 

a competitive market, firms decide how much of a good or service to produce, and at what 

price to sell the good or service, which is guided by profitability. Consumers then decide how 

much of the good or service to purchase, and how much they are willing to pay, based on 

perceived benefit. In this way, market forces establish equilibrium at the point where the 

number of goods or services demanded matches the number of services provided. However, 

for healthcare in Australia, governments intervene by fixing the supply of healthcare and 

fully subsidising care provided in public hospitals to ensure that individuals can access 

necessary treatment when illness occurs, regardless of cost. Given that healthcare is fully 

subsidised, demand is higher than if patients had to pay, and therefore demand exceeds 

supply. Indeed, according to Morris et al. (2007), “no health system in the world has achieved 

sufficient levels of spending to meet all its clients’ wants for healthcare” (p. 3). Therefore, 

decisions made around the quantity and type of healthcare supplied, who supplies it, and who 

pays for it are extremely important and complex. In a taxpayer system such as Australia’s, 

these decisions are generally made from “top down” (Morris et al., 2007), which is consistent 

with the findings in this study. 
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6.3.1.1 Constrained supply of healthcare 

Senior managers explained that the Service Agreement with Queensland Health sets 

specific targets that the organisation is expected to comply with. If GCHHS provide less 

activity than is purchased, they will lose that funding the following year. However, if the 

GCHHS provides more activity than is purchased, then the federal government will currently 

reimburse only 45% of the cost of providing the additional activity. Given that patients are 

not directly paying for the services they receive, there is no pricing system to regulate 

demand; however, because of the limited budget, constraints in the supply of healthcare must 

be achieved through other means (Morris et al., 2007).  

Findings indicate that supply constraints are manifested through limiting service 

capacity. For example, the government allocates funding only for a specified number of beds 

in hospitals for each health area, as one senior manager explained:  

 They [managers] worked out the cost per bed and they are satisfied with the amount 

they are getting per bed, the issue is the amount of beds. ICU need more beds but 

don’t get funded. (SM9) 

To keep up with demand, however, hospitals often use more beds than they are being 

funded for, which can then lead to staff shortages in nursing, for example:  

The government funds a certain number of nurses based on the number of beds, but 

they [the hospitals] use more beds, so there is a shortage of nurses. So then they have 

to bring in casual staff, which is more expensive and difficult as the [casual pool] 

nurses need more supervision. (SM8)  

This finding suggests that limiting capacity may actually be contributing to 

inefficiencies because it leads to staff shortages. In addition, senior managers indicated that 

staff shortages in nursing in particular mean that nurses have very heavy workloads and often 
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work through breaks and longer hours. This finding is consistent with Gittell (2009), who 

argues that staff are unable to meet goals with inadequate resources, and when external 

pressures increase, organisations tend to rely on quick fixes that often exacerbate the 

problems by increasing staff workloads.  

Limitations in the number of full-time clinical staff are not exclusive to nursing; the 

number of medical clinicians and specialists employed by the hospitals is also restricted. This 

can be attributed to constraints in funding allocation to certain areas, but senior managers 

suggested it also occurs because medical clinicians in some specialty areas are reluctant to 

work in the public sector, as they are only paid a set fee by the government for their services, 

but in private practice they can set their own fees. In addition, as shown in Figure 6.1, senior 

managers suggested that healthcare institutions have some degree of control over the supply 

of healthcare by limiting the number of clinicians and specialists who are registered to 

practise in specific discipline areas. This finding indicates that healthcare institutions, 

particularly medicine, continue to retain some level of power and influence despite the 

decline of the “golden age of doctoring” (Dingwall, 2008; McKinlay & Marceau, 2002).  

6.3.1.2 Managing excess demand through waitlists 

Restricted service capacity due to limited number of beds and clinical staff means that 

only a certain number of patients can be treated within a given time period, and patients who 

cannot be seen immediately then go onto a waitlist. According to senior managers, waitlists 

are a widely accepted way of managing demand for services such as elective surgery. 

However, as the number of patients on waitlists was continually increasing, which resulted in 

wait times reaching unacceptable levels, the government stepped in and imposed national 

waiting targets whereby patients on the waitlist have to be treated within a specified amount 

of time, as one senior manager explains: 
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There are ways that we can manage demand if absolutely necessary, although it’s 

being made difficult, because one of the standard ways to manage demand is to stop 

doing elective surgery. Now when you have wait-time guarantee, it means you can’t 

stop doing elective surgery. So one of the standard ways that you manage demand has 

been taken away from you. (SM2)  

Waitlists are also an effective means of differentiating between health “need” and 

“want” (Morris et al., 2007). By categorising patients according to the severity of their 

condition, patients who “need” healthcare are prioritised over patients who “want” 

healthcare. However, senior managers explained that wait times are decided arbitrarily by the 

government, rather than clinicians making these decisions based on clinical evidence. In 

addition, one senior manager explained that patients only go onto the waitlist once they have 

seen a medical physician. Therefore, if there are only a limited number of physicians 

available and their priority is treating existing patients rather than seeing new patients, then 

new patients can wait for several years just to get an appointment before they are even 

included on the waitlist. However, such long waiting times are not beneficial to patients, and 

the GCHHS has developed its own strategies to address this issue. Finally, another senior 

manager also pointed out that by restricting the capacity in a particular health area, the level 

of activity is constrained, which also then limits the amount of resources that can be allocated 

to that area. Therefore, for services faced with extremely high levels of demand that currently 

only receive limited resources, the relevant department needs to present a business case to the 

state government to initiate negotiations for increased finding allocation.     

Overall, findings suggest that demand for healthcare will always exceed a constrained 

supply. Assuming this to be true, the funding model that forms the basis for making decisions 

around how many resources should be allocated to which services becomes extremely 

important. The next section looks at ABF as a means for allocating resources.  



 

150 

6.3.2 Activity-based funding as a means for allocating resources 

Findings from Phase 1 interviews suggest that some senior managers consider ABF to 

be an equitable way of allocating resources, being based on the level of activity in each health 

area. In addition, some senior managers felt that ABF, with its emphasis on measuring 

outputs against targets and costs against revenue is a good way for departments to see how 

they can improve efficiency. However, other senior managers felt that there are 

inconsistencies between how costs are counted and how resources are allocated. These 

processes are complicated by the fact that most patients pass through several departments and 

receive treatment from multiple areas, which makes it difficult to count all the actual costs, 

both direct and indirect, and then allocate the appropriate amount of resources to each area. 

This finding is consistent with the literature, which indicates that one of the main criticisms 

of ABF is the inconsistency between how costs are counted in hospitals and how ABF 

allocates funding (Lawrence, 2016; Street & Maynard 2007; UBC Centre for Health Services 

and Policy Research, 2014).  

6.3.2.1 Activity-based funding versus non-activity-based funding services 

Some senior managers also felt that ABF favours measurable outputs and government 

priorities, while non-ABF activity such as research, purchasing new equipment, or 

community health services are harder to get funding for. For example, one senior manager 

stated: 

Politically, the focus is on meeting surgical targets and getting people out of ED so 

that is where the funding tends to go. It doesn’t go to the community sector as much 

so when we distribute the cash, it basically gets distributed on the ABF/non-ABF line. 

(SM1) 
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Indeed, senior managers indicated that the budget allocation to ABF services far 

exceeds the amount of resources allocated to non-ABF services, and that it is extremely 

difficult to obtain any additional resources for non-ABF services. These concerns have also 

been raised in the broader literature, which argues that diverting services and reallocating 

resources into primary healthcare or community services may be more efficient and will 

relieve some of the burden placed on public hospitals; however, under the current ABF 

system, there is no incentive to encourage this (Duckett, 2008). According to Morris et al. 

(2007), the most efficient mix of services is that which generates the greatest aggregate 

benefit. However, in health, efficiency is not the only criterion; equity in distribution of 

healthcare and health outcomes, and quality of care are also important considerations. 

6.3.2.2 Activity-based funding versus population-based funding 

At the time of conducting the interviews, there was uncertainty as to whether the ABF 

would continue to be used as the dominant model for allocating funding throughout Australia 

after 2017, with the possibility of changing to a population-based funding model. Therefore, a 

number of interviewees speculated as to whether or not a population-based funding model 

would be better. Population-based models (also referred to as needs-based or capitation) 

allocate funding according to population demographics and adjusted for health status. 

Population-based models are considered to be “fair” as they are designed to allocate funding 

based on need (Penno, Gauld, & Audas, 2013). Indeed, some senior managers suggested that 

changing from ABF to population-based funding may give the organisation more flexibility 

to cater for the patients “who walk through the door” rather than being restricted by the 

predetermined amount of each type of activity purchased by the government. However, the 

main concern senior managers had with a population-based model, was that complications 

arise when patients from outside the local area present for treatment.  
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In the literature, there are arguments for and against both funding models (Penno et 

al., 2013; UBC Centre for Health Services and Policy Research, 2014). According to a 

systematic review conducted by Baxter et al. (2015), ABF has resulted in decreases in wait 

times and reductions in length of stay, as well as increases in productivity and reductions in 

cost. According to the Independent Health Pricing Authority (IHPA), ABF means that 

hospitals see patients as revenue rather than costs, which incentivises increased productivity 

(Independent Hospital Pricing Authority, 2016a). However, with restrictions in the quantity 

of health activity funded by the government, it could be argued that ABF encourages 

hospitals to “cherry pick” the most profitable patients and move others with more complex 

conditions to other services such as private hospitals. Indeed, “cherry picking” is one of the 

criticisms of ABF also identified by Baxter et al. (2015).  

Other criticisms include premature discharge from hospital, “up-coding” of DRG 

patient classification, and its general emphasis on patient volumes and cost reduction rather 

than quality of care. Although population-based funding may be considered a fairer system 

because areas with high levels of patients with more complex conditions would receive 

higher levels of funding, it is not without its criticisms (Penno et al., 2013). Concerns have 

been raised regarding patient selection and also the lack of incentive to improve efficiency 

and transparency. In addition, there is a high level of variation in the demographic criteria 

used to determine resource allocation, as well as complications around referrals to hospitals 

in other areas for specific treatments that may not be offered in the local area (Penno et al., 

2013).  

Among all this speculation, one senior manager suggested that even if the funding 

model changes to a population-based model at the federal level, the system for allocating 

resources at a state level and internally within the organisation is likely to continue to be 

based on activity levels and cost. Findings from this study suggest that using this 
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multimethod of resource allocation may be an ideal solution to the issues raised, by providing 

greater flexibility for the states and organisations to allocate higher levels of funding to 

services other than acute care that may be more efficient, but continue to incentivise 

efficiency. Findings also support current literature that argues for stronger incentives to be 

built in around quality improvement rather than cutting costs as a means for improving 

efficiency (Lægreid & Neby, 2016; D. Z. Louis et al., 1999; Sansoni et al., 2013). In response 

to concerns raised about quality, the IHPA are working with the Australian Commission on 

Safety and Quality in Health Care to develop a system for pricing safety and quality in public 

hospitals (Independent Hospital Pricing Authority, 2016b).  

6.3.2.2 Accountability 

The lower part of Figure 6.1 shows that under the current ABF model, the executive 

team at the strategic level of GCHHS is predominantly accountable to the state government, 

given that they provide the funding according to contractual obligations stipulated in the 

Service Agreement (supply). In contrast, the clinicians are predominantly accountable to 

patients who present for treatment (demand). Findings indicate that these conflicting 

accountability arrangements and stakeholder interests create tension between senior managers 

at the strategic level of the organisation and clinicians at the operational level. This finding 

supports Lægreid and Neby (2016), who also found that ABF has resulted in multiple 

accountability arrangements, which creates conflict and confusion around who managers and 

clinicians are most accountable to. 

Thus far, this chapter has demonstrated that pressures from the external environment 

in the context of the Australian healthcare system, funding model, and resource allocation 

have implications for the internal functioning of healthcare organisations. The challenge of 

managing demand for healthcare that exceeds a constrained supply under the current ABF 

model means that organisations need to find ways of increasing capacity without increasing 
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cost or compromising quality. The following sections turn toward the internal environment of 

the organisation and present key themes and issues that have emerged from the data in 

relation to organisational goals, control mechanisms, and organisational culture.  

6.4 Organisational goals  

The organisational strategic goals as stated in the Gold Coast Health Strategic Plan 

2013–2017: 2015 Update (Queensland Government, 2015b) are as follows:  

1. Provide access to safe a high quality healthcare; 

2. Provide integrated healthcare; 

3. Engage our community; 

4. Value and empower staff; 

5. Increase transparency; 

6. Use resources wisely; 

7. Develop the Gold Coast Health and Knowledge Precinct as part of research 

and education initiatives. 

Interview participants were asked to talk about the organisational goals and how well 

they align with the goals of Queensland Health and throughout the organisation and their 

departments. The key themes that emerged were: (1) ambiguity around the meaning of the 

organisational goals, and (2) goal alignment and congruence.  

6.4.1 Ambiguity around the meaning of the organisational goals 

 Overall, participants had a general awareness of the goals and most saw them as 

important in providing an overall direction for the organisation. The main goals that most 

participants considered important were: being world-class, patient-centred care, empowering 

staff, and responsible use of resources. One of the main issues that emerged was the 
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ambiguity around some of the terminology used, especially that of being “world-class”. For 

example, one senior manager stated: 

So I think there is a problem with how we define world-class services because for a 

doctor it means the latest technology you can get and for different people it will mean 

different things. (SM13)  

Senior managers indicated that ambiguity around the meaning of goals means that 

some staff not feel connected to the goals, which makes them difficult to operationalise, and 

that different staff are working towards achieving different goals. 

6.4.2 Goal alignment and congruence 

All of the senior managers indicated that the strategic goals were well aligned with the 

goals of the Department of Health, and some felt that the strategic goals are also aligned 

throughout the organisation as one senior manager explained:  

We have obviously the HHS-wide strategic plan, so those health service planning 

documents that set the expectations, then they cascade down to the directorate level. 

So there is our own internal directorate-based operations plan that supports or sits 

under the strategic and broader HHS planning. (SM13) 

Findings suggest that the organisation’s ability to create cascading multi-level 

planning and goal setting may be a result of the process in developing the organisational 

goals. According to interviewees, this process is driven “from the ground up” but then 

ultimately decided at the top (by the Board). Each directorate gets together and proposes a 

number of goals, which are then collated and assessed by a panel of executive directors. A set 

of proposed goals is then decided through consultation with a selected group of senior 

managers, and then finalised during an externally facilitated meeting of the Board and 

executive directors. The purpose of the final meeting is to ensure that the organisational 
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strategic goals align with the goals of the Queensland State Government and Queensland 

Health. However, despite the enormous effort and cost in time and money associated with 

trying to involve staff at multiple levels in the goal-setting process, some senior managers 

indicated that some staff still feel they are not involved in decision making, as suggested in 

this quote:  

So the non-clinical side will come up with strategic documents which the clinical side 

barely read. They may see banners around and posters around and screen savers, but 

it’s not something that registers and that they spend much time thinking around. In 

some cases the clinical body would express frustration that there are all these 

directions taken which they are not part of the decision-making on, and perhaps a 

feeling that the non-clinical side of the business, the governance structures, the 

management structures are out of touch. (SM3)  

Indeed, some senior managers felt that while the organisational goals were well 

aligned with those of Queensland Health, there is a lack of goal congruence downwards and 

that some clinicians do not connect with the strategic goals of the organisation, as one senior 

manager stated:  

So we have to tailor the strategic plan to be a publically available document for 

government, but also mean something to our staff, and that’s a difficult dilemma that 

we face. That often to tailor it to the government level of delivery alienates the service 

delivery. (SM1) 

The lack of relevance of the strategic goals in the routine work of clinical staff means 

that clinicians generally do not feel connected to the strategic goals, which makes it difficult 

for managers to implement them at an operational level, as one senior manager explained:  
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In my current role it’s very much about getting that message across and aligning all 

of our work across all of those areas, but it’s difficult trying to implement those goals 

into day-to-day practice, you know, the more day-to-day stuff. (SM9)  

Overall, these findings suggest that different groups may be prioritising different 

goals which is causing a lack of congruence between the strategic goals, the operational 

goals, and the goals of the health professionals. Even though recent restructuring at a state 

level has given the organisation an increasingly higher level of autonomy to set their own 

policies and procedures, the strategic goals are strongly influenced by the political 

environment within which it operates and reflects how the organisation is expected to be 

perceived by its key stakeholders, including Queensland Health and the community. The 

operational goals, however, are more aligned to the way performance is measured 

(organisational control system), and the goals of health professionals are focused on 

providing appropriate treatment to all patients who present (controls associated professional 

identity). 

The following section presents findings from Phase 1 interviews in relation to 

organisational control.  

6.5 Organisational control  

The overall aim of organisational control is to direct employee behaviour towards 

achieving the goals of the organisation rather than satisfying their own person interests (Das, 

1989; Flamholtz, 2012; Malmi & Brown, 2008; Novikov, 2013). This is achieved through the 

development and implementation of a set of interrelated control mechanisms that form the 

organisational control system (Flamholtz, 2012; Malmi & Brown, 2008). 

Senior managers were asked to talk about the key control mechanisms in the 

organisation and how effective they are in ensuring employees are working towards 
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achieving organisational goals. This question was generally overwhelming for participants, 

and most responded by pointing out how big and complex the organisation is and that there 

are so many organisational control mechanisms they did not know where to start. One senior 

manager pointed out that there are 248 different professional categories in a typical service, 

each of which has its own set of control mechanisms:  

So the doctors have one control mechanism, not one, many, the nurses have many, the 

security guards have many, the cooks have many, you know each group has their own, 

so there is a myriad of regulations. (SM11) 

This finding is consistent with the literature, which suggests that healthcare 

organisations are generally large and extremely complex; they have a broad and diverse range 

of stakeholders and require a broad range of professions to work together, often with 

competing goals and interests (Glouberman & Mintzberg, 2001a, 2001b). It also suggests that 

different groups of professionals have their own professional controls that are externally 

developed through professional institutions. For example, rules around work processes and 

procedures are taught through education and training, and work practices in relation to quality 

and ethical standards are regulated by professional institutions. These professional controls 

are standardised work practices that each professional takes with them no matter which 

organisation they work for, permeating the boundaries of the organisation (M. R. Louis, 

1985; Mintzberg, 1983). Healthcare organisations were previously characterised as 

professional bureaucracies where professionals had complete control over their own work, 

and management and administration were more about coordination and support than control 

(Abernethy & Chua, 1996; Mintzberg, 1983). However, the introduction of NPM resulted in 

a dramatic increase in managerial control, and the introduction of ABF has further legitimised 

managerial control by making clinicians financially accountable (Abernethy & Brownell, 

1997; Department of Health Victoria, 2014; Exworthy & Halford, 1999; Lægreid & Neby, 



 

159 

2016). Therefore, the challenge for organisations is to design an organisational control system 

that has the ability to manage the complexity and multiplicity of externally imposed control 

and accountability arrangements.  

Thematic analysis of the data indicates that different modes of control and control 

mechanisms become dominant at different hierarchical levels of the organisation, as shown in 

Figure 6.2 and explored in detail in the following sections.  
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Figure 6.2: Conceptual model linking control mechanisms with organisational structure 
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6.5.1 External controls 

Two key themes emerged in relation to external controls. First, the multiplicity of 

external modes of control imposed on the organisation that are characterised as market and 

bureaucracy; and second, decentralisation leading to increasing organisational autonomy to 

develop innovative initiatives.  

6.5.1.1 Multiple external modes of control: Market and bureaucracy 

Senior managers identified an endless list of external controls pertaining to federal 

and state funding policies and budget constraints, national clinical standards of quality and 

safety, and the legislative contractual agreement made between the state government and the 

organisation for the purchase and provision of healthcare. Therefore, as shown in Figure 6.2, 

the dominant modes of control that are externally imposed on the organisation are Market and 

Bureaucracy, as described in the Modes of Control Framework (Ouchi, 1980). Although the 

healthcare system does not operate as a free market (Morris et al., 2007), the market 

orientation comes from NPM and ABF with their foundations in economic rationalisation and 

emphasis on cost reduction and efficiency (L. Fitzgerald & Ferlie, 2000). The bureaucracy 

orientation comes from the bureaucratic environment of government and standardised 

measures of activity, cost, and quality consistent with what Mintzberg (1983) describes as a 

machine bureaucracy. All of these external controls are imposed on the organisation at the 

Board level. However, it is the CE who is held responsible for the operationalisation of health 

policies within the budget constraints imposed by state and federal governments, and the 

overall strategy of the organisation. This represents a top-down approach to control and 

decision making.  
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6.5.1.2 Decentralisation: Increased organisational autonomy to develop innovative 

initiatives 

Senior managers felt that even though the external controls are numerous and strongly 

influence the overall strategic direction of the organisation, recent restructuring and 

decentralisation at a state level has given the organisation an increasing amount of autonomy 

and flexibility in developing its own internal control systems and policies and procedures, as 

one senior manager stated:  

So, it’s definitely changing I think. Initially there was a lot of guidance issued by the 

department when we were transferring over to our own health service, so as time has 

gone on the last few years, those have all been rescinded. So we’ve sort of been given 

a little bit more flexibility to develop our own local procedures so there are still 

areas, for example, credentialing, the big risk areas that we do still have to comply 

with their guidance, but otherwise we are looking to develop our own policies. (SM7) 

Another senior manager commented: 

The HHS’s have kind of got greater independence now. Sure we are part of QH but 

they don’t totally drive our agenda. (SM8) 

With this increasing level of autonomy, the organisation is developing a number of 

strategic initiatives to improve the performance of the organisation and address some of the 

broader health issues. For example, one senior manager explained:  

We’ve got a big project with GPs called the Integrated Care Project and that is one of 

our major strategies for the future because we are trying to create a system where we 

can manage chronic diseases more effectively in a way that stops the rate of 

increasing demand upon acute services. (SM11) 
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Despite the increasing level of autonomy granted to the organisation through 

restructuring and decentralisation at a state level, the externally imposed resource constraints 

associated with ABF and top-down managerialist approach associated with NPM continue to 

dominate the organisation’s control system. One senior manager suggested:  

We’ve still got the vestiges of a centralised control system implicit in everything we 

do. So almost everything we do is governed by a set of rules and policies that were 

originally centrally set. And in certain areas we’ve departed from that and developed 

our own policies to overtake the centrally set ones, but largely they were set centrally. 

(SM11) 

These findings highlight the extent to which NPM has been institutionalised within 

the organisation. However, findings indicate that progress is being made, and decentralising 

at a state level appears to have given the organisation greater scope at the strategic level to 

develop its own innovative initiatives designed to not only cater for the needs of local 

populations, but also to address broader issues associated with health service delivery. For 

example, the Integrated Care Program demonstrates the operationalisation of the reorientation 

of health service delivery towards a systems-based approach, which requires collaboration 

and cooperation between health services and health professionals, as well as levels of 

government (J. Fitzgerald, 2002; Noordegraaf, 2015).  

6.5.2 Internal control at the strategic level of the organisation 

The strategic level of the organisation is responsible for ensuring that the organisation 

serves its mission in an effective way and that it serves the needs of those who control it 

(Mintzberg, 1983). Consistent with this idea, findings from this study indicate that at the 

strategic level of the organisation, the focus is on the development of formalised control 

systems to monitor performance and compliance in accordance with the external controls 

imposed on the organisation by government. Therefore, as shown in Figure 6.2, the dominant 
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mode of control at the strategic level of the organisation is Bureaucracy (see Ouchi, 1980). 

The key theme that emerged in relation to internal control at the strategic level of the 

organisation was the excessive amount of bureaucratic control.  

6.5.2.1 Excessive bureaucratic control 

Some senior managers stressed the importance of having tight controls in healthcare, 

especially given previous issues that have occurred within the organisation with regard to 

safety, quality, and accountability. However, some interviewees also felt that the amount of 

paperwork and bureaucratic control is cumbersome and somewhat excessive. For example, 

one senior manager stated:  

I’ve got no doubt at all that you wouldn’t be able to depart from (the rules) because 

the bureaucratic controls are such that it would just be flagged straight away. So the 

point I’m making is 99% of managers don’t actually break the rules, and 99% of the 

paperwork is therefore redundant. And yes, that documentation captures that one in a 

hundred that has gone above delegation, or not got the right signature for something 

or other, but few and far between are the people who work in the system who are 

actually corrupt and are doing something deliberately to gain some personal 

advantage or something corrupt. I mean it’s very rare, and the reality is, not only 

does it cost a lot to administer, it just slows the system down. (SM11) 

According to Mintzberg (1983), the prime coordinating mechanism within the 

strategic apex is mutual adjustment, which relies on trust between parties. However, findings 

from this study suggest this is no longer the case. While there may be some degree of mutual 

adjustment, the level of bureaucracy associated with the need for transparency and 

accountability is such that standardisation of work processes has become the prime 

coordinating mechanism.  
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6.5.3 Internal control at the operational level of the organisation  

The high level of bureaucratic control that was observed at the strategic level of the 

organisation was also then applied downwards to the operational level of the organisation. 

However, clan controls associated with professional identity were also observed. Therefore, 

at the operational level of the organisation, as shown in lower part of Figure 6.2 the dominant 

modes of control are Bureaucracy and Clan (see Ouchi, 1980).  

6.5.3.1 Bureaucratic control versus Clan control 

While the organisation’s formal bureaucratic controls emphasise monitoring and 

compliance with key performance indicators (KPIs), policies and regulations, the behaviour 

of clinical staff is predominantly guided by professional (clan) controls associated with their 

professional identity, which emphasises patient care, quality (based on clinical evidence), and 

maintaining the integrity of their professions. According to interview participants, clinical 

staff do not like the high level of bureaucratic control. In addition, some senior managers 

indicated that the application of tighter bureaucratic controls on clinicians by management 

can cause conflict between the two groups. For example, one senior manager stated:  

Clinicians complain constantly about the bureaucratic burden. (SM11) 

Another senior manager explained: 

Managers bringing in control measures to address issues can alienate clinical staff so 

they are scared to behave in a certain way for fear of reprimand. [Example] broke 

down trust and respect, and changes in attitudes were seen. A better way is to talk the 

clinicians’ language and find out why this issue is happening rather than bringing in 

a big stick. (SM12)  
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One interviewee stated that some medical clinicians feel that they do not need to 

answer to management and that they are more answerable to the hierarchy within their 

profession.  

Doctors are controlled by hierarchy and seniority in terms of years of experience, 

that’s how they were brought up, that’s how they were trained to do things, that’s how 

they inherently understand control. They don’t feel or certainly traditionally, have not 

felt that they necessarily need to answer to the chief executive officer, certainly not on 

a professional level. Yes, the CEO at the end of the day pays their salary and gets a 

say, but the CEO shouldn’t, in their opinion, tell them how to do their job. (SM3)  

Indeed, professional identity as a control mechanism is extremely powerful; not only 

does it earn clinicians respect from their peers, but it also provides opportunities for 

advancement in their career.  

Professionalism, accountability, the professional recognition program for the RNs 

[registered nurses] that’s part of professional values too, it’s encouraging everybody 

to be accountable for their practice and to have a portfolio of evidence around how 

they have maintained the ongoing competence and ongoing education hours across 

the year. It’s like a career ladder, if they wanted to move on their career ladder they 

have to have the body of evidence to submit to a panel who review their portfolio and 

decide whether they are going to be professioned or not and if they can move on to be 

recognised as an expert. So that’s another way of instilling professionalism within the 

profession. (SM8) 

These findings suggest that while the organisational control system is focused on 

measuring performance in terms of measureable activity and cost, professional subgroups 

also have their own sets of controls that measure performance in relation to evidence-based 

clinical standards and clinical protocols associated with each discipline. However, there is 



 

167 

inconsistency with regard to the way performance is measured and monitored through the 

organisational control system in the interests of management goals, and the way performance 

is measured and monitored through professional controls in the interests of professional 

goals. In addition, findings indicate there are inconsistencies between the strategic goals and 

operational controls as summed up by one senior manager’s comment:  

I think that’s where controls seem to fall apart a little bit because I guess we deal with 

both levels [of the organisation] and there are times where we will hear something 

from the strategic standpoint that this is where we are going and this is how we are 

going to go about it, but that doesn’t necessarily trickle down to those more 

operational staff, so there can be a little bit of misalignment between operations and 

the strategic goals and the control framework that management has in mind. (SM7) 

Overall, findings suggest that when clinicians are in a situation where they are forced 

to choose between the goals of the organisation or the goals of their profession, they will 

most likely choose those of their profession. This means that in this situation, controls 

associated with professional identity may undermine or override bureaucratic organisational 

controls. This finding is consistent with ideas around institutional logics which suggest that 

competing logics (goals and controls) are creating tension between managers and clinicians 

(Johansen et al., 2015; Reay & Hinings, 2009; Tuohy, 1999).  

The next section presents the Phase 1 findings in relation to organisational values.  

6.6 Organisational values from three cultural perspectives 

Interview participants were asked to talk about the values of the organisation and how 

they are shared throughout the organisation. Senior manager perspectives of the 

organisational values were considered from three cultural perspectives: integration, 

differentiation, and fragmentation. Overall, findings indicate there are three different value 
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systems that drive behaviour within the organisation, which correspond with different cultural 

perspectives, as shown in Table 6.1.  
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Table 6.1: Value systems from three cultural perspectives  

 Integration perspective  Differentiation perspective  Fragmentation perspective  

Value system Organisational values: Espoused values 

that define how the organisation expects 

staff to behave; hence, organisations 

assume that by imparting the 

organisational values among staff they 

can control their behaviour and create a 

desired culture within the organisation 

(Flamholtz, 2012). 

Professional values: define how 

professional peers expect each other to 

behave (Freidson, 2001). 

Personal values: define how society and 

the environment have taught them to 

behave, and how personal attitudes and 

beliefs drive their behaviour (Stokes et 

al., 2016). 

Organisational 

level 

Strategic level: Senior managers in 

executive team. 

Operational level: Professional 

subgroups. 

 

Interactions between strategic and 

operational levels, and between 

professional subgroups at the 

operational level. 

Key themes Strong attachment to organisational 

goals and consensus among senior 

managers from different areas within the 

organisation. 

Disconnect from organisational values. 

Strong attachement to distinct sets of 

professional values according to 

professional subgroup. 

 

Inconsistent behaviour fluctuating 

depending on situation and person they 

are interacting with. 

Influenced by system incentives and the 

degree to which an individual believes 

they can get away with inappropriate 

behaviour. 
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As shown in Table 6.1, findings suggest that different value systems become dominant at 

different levels of the organisation. At the strategic level of the organisation, the 

organisational values operate as the dominant value system that drives behaviour. At the 

operational level, professional values operate as the dominant value system that drives 

behaviour when staff from within the same professional subgroup interact with one another. 

However, the dominant set of values that drives the behaviour of individual staff is not fixed, 

but is dynamic and changes depending on the situation and the relationship with others they 

are interacting with. This is also influenced by how the system rewards or punishes certain 

behaviours, and the degree to which staff are able to get away with deviant behaviour and 

non-compliance. Therefore, personal values operate as the dominant value system of 

individuals when staff from different hierarchical levels and professional subgroups interact 

with one another, and in stressful situations.  

The paradox of these three sets of values is portrayed in the reflection of one senior 

manager: 

When I first came here I thought, am I going to be who I think we need here, or am I 

going to be who these people want me to be, or am I going to be true of myself? 

(SM13) 

  The following sections present a thematic analysis of senior manager perspectives 

around organisational values.  

6.6.1 Strategic-level organisational values: An integrated culture 

6.6.1.1 Strong attachment to organisational values  

Overall, there was a general recognition of the fundamental importance of the 

organisational values and a strong sense that they are shared among the executive leadership 

team. Interviewees also stated that the organisational values are well communicated and often 
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referred to in planning meetings and forums that involve staff from the strategic level of the 

organisation. For example: 

[The organisational values] are central really to everything that we do. (SM8)  

Another senior manager stated: 

The communication templates that come out, they all articulate them, [the Executive] 

all refer to them, the CE has regular forums and they are mentioned, and if there is 

any type of planning, we all refer back to them. (SM9) 

Some senior managers felt strongly attached to the organisational values and place 

enormous emphasis on them on in their daily work. These senior managers also indicated that 

they actively communicate and constantly reinforce them within their areas at the operational 

level. For example, one senior manager stated:  

I am going to speak on behalf of [the directorate]. We actually have it on our 

documentation and it’s also reminded at the start of the meeting what our values are 

and for the purpose of that meeting. What value are we striving to work towards, what 

are we trying to achieve? Is it accountability, are we striving for excellence, is it 

caring for our people? So how do they align so people are just mindful when they are 

in those meeting of the decision making that we are aligning those to those values. So 

it’s clearly communicated and documented. Plus, also our communication channels 

also have it as well. (SM4) 

However, others had some difficulty in actually stating what the organisational values 

are: “I know this is terrible, I can’t quite remember the exact wording of our values” (SM5). 

Another senior manager responded: 
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If you were to ask me what the five values are I probably couldn’t name them. I can 

name the strategic intent and the strategic priorities. I could probably guess what all 

the values are, but I can’t quite remember them offhand. (SM10) 

Even though some senior managers struggled to articulate the values word for word, 

they had a general sense of what the values represent. These findings suggest that senior 

managers generally demonstrate the organisational values while interacting with other 

colleagues at the strategic level, because the types of behaviours espoused by the organisation 

are normalised at the strategic level of the organisation. Given the high level of consensus 

around the organisational values, with no important subcultural differences and self-

unification of individuals, the dominant type of culture at the strategic level of the 

organisation is considered to be a managerialist integrated culture (Martin, 2002).  

6.6.2 Operational-level professional values: A differentiated culture 

6.6.2.1 Disconnect from organisational values and strong attachment to professional 

values  

Findings indicate that while there is a strong sense of attachment to the organisational 

values among the executive leadership team when they interact with one another, senior 

managers indicated that staff at the operational level also have a strong set of values; 

however, they are more patient oriented. For example, one senior manager stated:  

I think things like respect and integrity, value for money, I think those values are 

probably embraced at the level of the management and at the level of the executive. I 

think when you get down to the ground troops there, the values are probably all there 

as well but they are very much more along the lines of patient stuff. (SM2) 
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Other senior managers indicated that staff at the operational level do not connect with 

the organisational values because in no way do they relate to what staff do in their daily 

work, or they are inconsistent with their professional values and identity. For example:  

So I think it’s fair to say that for a long time in most healthcare organisations that 

I’ve worked in, there is a struggle connecting the sort of “coal face” or “ground level 

worker” with strategic values and directions, and priorities and all the rest of it. 

(SM3) 

However, some senior managers felt that clinicians should behave in a way that 

benefits the organisation and health system as a whole, rather than focusing on the individual 

needs of either themselves or the patient. 

So years ago it was just about making sure that the patient got the best care, it doesn’t 

matter how much we’ve spent or the rest of it. But now we have to see it that it’s a 

business and so as leaders, we’ve got responsibility to make sure that the clinical stuff 

happens, and happens well, but there is this other side of our jobs and expectations of 

the community and to the government that we need to work towards. (SM9) 

Indeed, professional values and identity that emphasise patient care are so deeply 

entrenched in some professions that it is extremely difficult for leaders within an organisation 

to override them with the espoused managerialist values that emphasise the reputation of the 

organisation, accountability and responsible use of resources. For example, one senior 

manager stated:  

People who work in the health system, have got, or end up with quite a high sense of 

ethical values and they are here to serve the patients and they are here to stop it in its 

tracks and it doesn’t matter if the organisation gets less money, it’s better for the 

patient. (SM11) 
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Senior managers reflected on reasons why clinicians do not connect with 

managerialist values. Some felt that this is because the organisational values are too 

ambiguous and mean different things to different people, which make it difficult for them to 

communicate and impart the organisational values among staff at the operational level. For 

example, one senior manager questioned:  

In each of these areas we are asking ourselves, well how does working together 

translate into real-life action? What does that look like? (SM9). 

Another senior manager stated: 

Well the (organisational values) are all open to interpretation, so serving the 

community, some people would say I turn up for work 40 hours per week and that is 

serving the community. And other people look at it and think no, no serving the 

community means going that extra mile and making the patient experience right, and 

both people think that their version is the correct version of serving the community. 

(SM11) 

Another senior manager reflected on the feedback received from operational staff 

with regard to the organisational values:  

The feedback that I get about the values is that they feel very government, “public 

sectory”, and a lot of people in healthcare delivery organisations find that a bit too 

um … not people-focused enough, not soft enough, doesn’t quite sit with their service 

delivery ethos. So some of it they think it’s just not grounded in where they really are. 

(SM1) 

It is also important to consider the symbolic meaning that clinicians may attach to the 

organisational values. For example, one senior manager reflected:  



 

175 

The order of the values appears to be very important. Acting with integrity and being 

accountable before we serve people. That appears to be getting up people’s noses 

because it’s basically saying, we’ve got to write down that we will act with integrity 

and be accountable because maybe they don’t think you are. Whereas if it were “we 

treat people well, and we do the right thing, and we serve our patients, and we are 

doing it with integrity, and we are accountable”, that’s a different message. (SM1)  

While some senior managers considered the disconnect between staff at the 

operational level and the organisational values as due to ambiguity around the meaning of the 

values, others suggested that the lack of willingness by clinicians to engage in or 

acknowledge the importance of the business side of health can be attributed to lack of 

business or management training:  

The business side of health, I don’t think it’s in [clinical] training. So doctors are 

more about caring for the patients and their own personal gratification. (SM9)  

While most senior managers discussed the disconnect between clinical staff and 

organisational values, some also discussed differences in value systems between clinical 

professions. For example, one senior manager stated: 

We also have the others where we have a fragmented team, where one group have a 

set of values that the other group doesn’t share, and so the way that the behaviour is 

controlled from a peer point of view is that they report each other. (SM12) 

These findings suggest that at the operational level, there is a disconnect between how 

the organisation wants staff to behave and how they are actually behaving; or, in other words, 

between the espoused values of the organisation (managerialist) and the existing culture 

(professionalist). Therefore, while the strategic level of the organisation is characteristic of an 

integrated culture, the operational level of the organisation consists of a cluster of self-
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composed subcultures that is characteristic of a differentiated culture (Martin, 2002). 

Findings also suggest that the relationship between subgroups, particular managers and 

clinicians, is conflicted (Martin, 2002).  

6.6.3 Interactions between subgroups: A fragmented culture 

6.6.3.1 Inconsistent behaviour depending on situation and relationship with person they 

are interacting with 

Some senior managers suggested that some members of the leadership team do not 

consistently behave in a manner that reflects the values of the organisation when interacting 

with staff at the operational level. Findings also indicate that the behaviour of staff can be 

inconsistent depending on the situation, and inappropriate behaviour may be triggered by 

stress and workload pressures, as one senior manager stated:  

There are some days where (the values are) very tangible, very visible that there are 

shared values and staff embody values. Then there are other days where it’s very 

clear that our staff have no interest in, or knowledge of the values and whose 

behaviours are inconsistent with the organisation’s values. (SM12) 

Another senior manager stated: 

When things get busy and when things get stressful, we forget to respect each other, 

or value each other or, you know, all that sort of thing. So we try and demonstrate 

this by, for example, at the start of each executive meeting, we have like a patient 

story to try and remind us that we are here about the patient, but you know, so it’s not 

like people aren’t trying to do that, but I think the values of the organisation, it’s easy 

to say that you embrace that, but living and embodying that is harder. (SM10) 

These findings suggest that behaviour, attitudes, and beliefs are highly contextual, 

which supports the Fragmentation cultural perspective (Martin, 2002). Similarly, Gioia, 
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Schultz, and Corley (2000) argue that people in organisations can easily shift their viewpoints 

and behaviour to fit changing interactional contexts.  

6.6.3.2 System incentives and clinicians’ belief they can get away with inappropriate 

behaviour 

Senior managers suggested that some of the inappropriate behaviour was sometimes 

driven by incentives built into the system. Others suggested that at times clinician behaviour 

was not in line with the organisational goals or did not reflect the organisational value 

because they think they can get away with inappropriate behaviour. For example, one senior 

manager stated:  

I don’t think that staff actually respect that [the organisational values] because I 

don’t believe that they think that anything will happen to them if they breach the code 

of conduct … they just think that the bureaucracy is so slow to respond so risk-averse. 

(SM12) 

However, senior managers also emphasised the importance of not letting staff get 

away with inappropriate behaviour because of the impact that would have on the culture of 

the organisation. For example, one senior manager stated:  

You know those types of behaviours, they are not allowed to get away with because 

when things go unchecked or unchallenged then they continue and think it’s normal. 

(SM13) 

According to Lægreid and Neby (2016), incentives built into the ABF system can 

encourage deviant behaviours such as gaming (up-coding), and increasing bureaucratic 

controls can lead to more deviant behaviours as employees find ways to get around the 

system. However, the concern raised by senior managers around the impact of letting staff get 

away with inappropriate behaviour is supported in the literature. According to Martin (2002), 
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informal practices, which can become social rules, are often inconsistent with the formal 

practices expressed as rules and policies and procedures. These informal (inappropriate) 

practices can become normalised and passed on to others within the organisation and create 

countercultures (Drotz & Poksinska, 2014).  

Thus far, this chapter has presented a thematic analysis of the three key topics in 

relation to this research, these being: (1) the Australian healthcare system, ABF, and resource 

allocation; (2) organisational control; and (3) organisational culture. The following section 

draws links between findings in relation to these three topics.  

6.7 Values linking control and culture 

This section draws links between the key topics of this research in order to understand 

how control mechanisms shape organisational culture in public hospitals. Findings from this 

Phase 1 exploratory study indicate that external controls have a strong influence over the 

internal organisational environment. Furthermore, findings indicate that values are the critical 

link between modes of control and the prevailing culture, as shown in Figure 6.3.  

Figure 6.3: Values linking control and culture 
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As shown in Figure 6.3, findings from Phase 1 of this study indicate that there are 

differences in both the dominant mode of control and type of culture, which correspond with 

different levels of the organisation and are linked by different value systems. At the strategic 

level of the organisation, the dominant external modes of control are market and bureaucracy, 

the dominant internal mode of control is bureaucracy, the dominant value system is the 

organisational values, and the dominant culture is integrated. In contrast, at the operational 

level, the dominant external control mechanism is professional cultural identity, the dominant 

internal control mechanism is clan, the dominant value system is professional values, and the 

dominant type of culture is differentiated. Findings from this study also indicate that when 

staff from different hierarchical levels and professional subgroups interact with one another, 

they rely on their personal values, resulting in inconsistent, fluctuating behaviours. 

According to Kim S. Cameron and Quinn (2006), there are many levels of culture that 

influence organisational, group, and individual behaviour, including national differences, 

gender, and occupational characteristics. Therefore, organisations, as well as subunits, groups 

or teams within organisations can reflect their own unique culture. Cultural differences 

between groups can lead to culture clashes, fragmentation, alienation, and conflict, making it 

difficult for organisations to coordinate activities and integrate processes. This is because 

each group has its own perspective and its own set of values. Indeed, findings from this study 

support this idea and suggest that superimposing a set of managerialist values over 

preexisting deeply entrenched sets of professional values has led to a cultural clash between 

the strategic and operational levels of the organisation.  

The powerful influence that the professional value system has over staff behaviour at 

the operational level can be explained by Wynia, Papadakis, Sullivan, and Hafferty (2014) 

who argue that medical professionalism is more than a list of values and beliefs. It is a 

normative belief system about how best to organise and deliver care to patients, and its 



 

180 

legitimacy relies on fulfilling its promise of ensuring that they are trustworthy. Thus, the 

inability of professional groups to control their work fundamentally challenges their belief 

system and undermines their trustworthiness. Similarly, Stokes et al. (2016) argue that 

individual embedded values, beliefs and attitudes can either be subversive or conducive to the 

espoused values of the organisation; either way, they represent a hidden but powerful 

contribution to the overall culture of an organisation. Findings from this research build on 

these ideas by providing evidence that suggest that value systems play a critical role in 

influencing behaviour, which is what links control and culture.  

6.8 Discussion of Phase 1 findings 

This chapter presented the findings from Phase 1 of this research, which was an 

exploratory qualitative study aimed at establishing an overall view from a senior perspective 

focusing on three topics: (1) the healthcare system, funding models and resource allocation; 

(2) organisational control; and (3) organisational culture. It also identified the dominant 

modes of control (market, bureaucratic, clan) and type/s of culture (integrated, differentiated, 

fragmented), and drew links between them according to the dominant value systems at 

different levels of the organisation. This section presents a discussion of the findings in 

response to the Phase 1 subquestions. 

6.8.1 Phase 1 subquestion 1  

How do senior managers describe ABF and how do they perceive it to be affecting the 

organisation?  

Findings indicate that different types of control mechanisms are dominant at different 

levels of the organisation. Findings indicate that external controls imposed on the 

organisation from the federal government resemble those associated with a “machine 

bureaucracy”, which is characteristic of a centralised structure and relies on standardisation 
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of measurement in relation to cost and quality (Mintzberg, 1979). The advantages of this 

approach lie in its ability to facilitate benchmarking of individual organisational performance 

for comparison over time and between locations on a national scale. This approach, however, 

has limitations in its ability to cater for the complexity and variation of health needs and 

health service delivery within different locations and populations. In order to address this 

limitation, recent restructuring of healthcare organisations at a state level has seen a shift 

away from a centralised system to a decentralised system. This shift has given the 

organisation greater autonomy to develop, implement, and manage its own initiatives 

(Mintzberg, 1980). These innovative programs developed by the organisation are not only 

designed to benefit the organisation itself, but also the local population and the broader 

community. Therefore, while the decentralised approach at the state level has given the 

organisation greater autonomy, the centralised financial control system, national targets, and 

government regulations imposed on the organisation by the federal government continue to 

provide a rigorous performance management system that dominates the overall control of the 

organisation’s strategic direction and day-to-day operations.  

NPM represents a one-size-fits-all, top-down approach to managing healthcare 

organisations based on managerialism ideology, while ABF and the Australian Healthcare 

Standards represent standardised measures with regard to healthcare activity, cost and 

quality. However, complications arise due to inconsistency between supply and demand, and 

the mismatch between the way costs are counted and the way resources are allocated. Further 

complications arise due to fluctuations in service demand, variations in patient needs, and 

variations in clinical decision making. These findings suggest that what are currently 

considered to be inefficiencies may actually be issues with the system’s inability to cater for 

inconsistencies, fluctuations and variations associated with the delivery of healthcare. 

Therefore, continuing to cut costs, constraining supply, and applying a high level of rigidity 
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in terms of quantities and types of activity, may actually contribute to inefficiencies. This 

finding is consistent with current literature (Biørn, Hagen, Iversen, & Magnussen, 2010; 

Canadian Health Services Research Foundation, 2013; Collier, 2008; Covaleski et al., 1993). 

However, improvements in standardisation around quality may reduce variations in clinical 

decision making and thereby improve efficiency.  

6.8.2 Phase 1 subquestion 2 

How do senior manager describe and perceive the organisational goals, control 

mechanisms, and values?  

Findings in response to this question are considered from three cultural perspectives. 

The integration perspective indicates a number of assumptions around goal alignment, 

clinician involvement in decision making, and awareness and understanding of the goals. In 

addition, it is assumed that the control system is designed around achieving organisational 

goals, and that performance measurement is measuring goal achievement. However, a 

differentiation perspective suggests that different subgroups have their own distinct sets of 

goals, and that the strategic level and the operational levels of the organisation represent two 

distinct subgroups when it comes to decision making, goal exposure and awareness. In 

addition, there is a mismatch between the organisational goals, the organisational control 

system and performance measurement. From a fragmentation perspective, individuals 

fluctuate between working towards strategic goals, professional goals, and personal goals 

depending on the situation. In addition, the strategic goals are in a constant state of change, 

which creates confusion about what they actually are, how to achieve them, which ones to 

prioritise, and how goal achievement is controlled and measured.  

Organisational values are well recognised as being one of the fundamental attributes 

of organisational culture. Organisations spend much time and many resources in developing 

organisational values designed to express how the organisation expects staff to behave. The 
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degree to which these organisational values are shared within an organisation can be an 

indication of the type of culture: integrated, differentiated, fragmented. Healthcare 

organisations, however, are complex and encompass a vast array of stakeholders with 

competing interests, and historical control issues between managers and medical 

professionals continue to cause conflict and tension. Therefore, in understanding how 

different sets of values operate as control mechanisms, managers may be able to create a 

common set of values that are more relevant to operational staff and extend beyond the use of 

espoused organisational values and bureaucratic controls to influence staff behaviour.  

Overall, the findings from this Phase 1 qualitative study suggest there is a disconnect 

between the strategic level and operational level of the organisation in terms of its goals, 

control system, and value systems that drive behaviour. These findings support the idea that 

in order to maintain a professionalist culture at the operational level of the organisation, 

clinicians (predominantly medical professionals) strive to decouple clinical work activity 

from formal organisational controls (Covaleski, 1993).  However, consistent with Lowe 

(2000), findings indicate that external controls associated with ABF make it impossible for 

clinicians to decouple themselves entirely. Therefore this competition between formal 

organisational controls and informal professional controls over who controls the work is 

creating tension between the strategic and operational levels of the organisation and managers 

and clinicians. These findings suggest that in order to resolve this conflict, managers and 

clinicians need to collectively develop an organisational control system which seeks to bridge 

the gap between the strategic and operational levels of the organisation based on common 

goals and values (Noordegraaf, 2015).     

The findings from the Phase 1 qualitative study presented in this chapter only 

represent the perception of senior managers. Therefore, the next chapter presents findings 
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from the Phase 2 quantitative study which examines the perceptions of staff within the 

organisation more broadly.   
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7 Hospital staff attitudes and beliefs about organisational 

control and organisational culture: Quantitative analysis of 
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7.1 Introduction 

Chapter 6 presented the findings from Phase 1 of this research, which was a 

qualitative exploratory study that aimed to paint an overall picture of how control 

mechanisms influence the culture of GCHHS from senior managers’ perspective. While the 

previous chapter focused on the overall strategic intent and direction of the organisation, this 

chapter is focused on the operational side of the organisation. It presents the findings from 

Phase 2 of this research, which was a quantitative study that examined staff attitudes and 

beliefs around the key topics of this research, these being the Australian healthcare system, 

ABF and resource allocation, and organisational control and culture at a group level from an 

operational perspective. Using a quantitative survey allowed for the quantitative 

measurement of the degree to which respondents agree or disagree with statements in relation 

to the key topics, and to test for differences between professional subgroups and hierarchical 

levels (Creswell, 2009).  

The subquestions specifically developed for Phase 2 are as follows:  

1. What are staff attitudes and beliefs towards the Australian healthcare system, ABF 

and resource allocation, notions of control and organisational goals? 

2. What types of culture do staff see as being dominant within the organisation, and 

what type of culture would they prefer? 

3. Are there significant differences in findings between groups (professional subgroups 

and hierarchical levels)?  

The results are presented in four sections. The first section presents the study sample 

characteristics including descriptive statistics of demographic variables. The second section 

presents a descriptive analysis of the variables associated with staff attitudes and beliefs 

about the Australian healthcare system and resource allocation. The third section presents 

findings in relation to notions of control: setting clinical standards, and clinician autonomy 
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and accountability. Finally, a descriptive analysis of staff perceptions around the current 

culture and the type of culture they would prefer is presented. The chapter concludes with a 

discussion of the research findings in response to the Phase 2 subquestions. For the purposes 

of this chapter, “hospital staff” refers to all employees working for GCHHS, including the 

executive, senior managers working within the strategic apex of the organisation, as well as 

midline managers and operating core staff in clinical and non-clinical roles.   

7.2 Study sample characteristics 

The number of surveys that were commenced and submitted online was 60. However, 

13 of these were excluded due to insufficient data. The number of hard-copy surveys that 

were commenced and returned was 13. Thus, the total study sample consisted of 60 

responses. Unfortunately, the sample size for Phase 2 was much lower than expected due to 

the poor response rate. Therefore, the type of analyses that could be done was limited, 

especially with regard to subgroup analyses, as the cell counts of some groups were very low. 

However, the proportions of respondents categorised by hierarchical level and professional 

subgroups were broadly representative of the organisation (see below for more details). 

Therefore, despite the small sample size, the results from this study make a valuable 

contribution to this research by providing an operational perspective and an indication of 

differences between hierarchical levels and professional subgroups.  

Table 7.1 presents results of descriptive statistical analysis of demographic variables. 

Analyses include frequencies and percentages of the total cohort (N = 60) and cross-tab 

frequency distributions by professional subgroup.  
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Table 7.1: Descriptive statistics for demographic variables 
 Total Professional subgroup 

 (N = 60) % 
Nurse 

(n = 24) 

Med 

(n = 7) 

AH 

(n = 6) 

E/A/F 

(n = 21) 

Other 

(1) 

Age     

<30 2 3.3 1 0 0 1 0 

30–39 6 10.0 0 1 2 2 1 

40–49 19 31.7 9 3 1 6 0 

50–59 26 43.3 10 1 2 12 0 

60+ 7 11.7 4 2 1 0 0 

Gender        

Male 18 30.0 6 4 3 4 1 

Female 42 70.0 18 3 3 17 0 

Hospital        

Robina 9 15.3 5 2 1 1 0 

GCUH 38 64.4 16 5 2 13 1 

Equally across both 

hospitals 
7 11.9 1 0 2 4 0 

Other 5 8.5 2 0 1 2 0 

Hierarchical level        

Level 1 10 16.7 3 1 1 5 0 

Level 2 27 45.0 10 6 1 10 0 

Level 3 22 36.7 11 0 4 6 1 

Years in job        

<1 year 4 6.8 0 0 0 4 0 

1 to 2 years 18 30.5 7 0 2 9 0 

3 to 5 years 15 25.4 5 2 3 5 0 

6 to 10 years 11 18.6 6 1 1 2 1 

11 years + 11 18.6 6 4 0 1 0 

Years at GCHHS        

<1 year 2 3.3 0 0 0 2 0 

1 to 2 years 9 15.0 4 1 0 4 0 

3 to 5 years 14 23.3 3 1 2 8 0 

6 to 10 years 17 28.3 7 1 3 5 1 

11 years + 17 30.0 10 4 1 2 0 

Position type        

Permanent full time 37 61.7 16 4 4 13 0 

Permanent part time 10 18.3 7 3 0 0 0 

Temporary full time 10 16.7 0 0 2 8 0 

Temporary part time 1 1.7 1 0 0 0 0 

Casual/flexible 1 1.7 0 0 0 0 1 

Note: Med = medical professionals; AH = Allied health; E/A/F = executive, administration or 

finance  

Hierarchical levels: Level 1 = Directors – Strategic apex; Level 2 = manager/senior staff – 

middle managers; Level 3 = staff – operating core) 

As presented in Table 7.1, results show that there is high proportion of older staff, 
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with the majority aged between 50 and 59 years (43.3%), and a further 11.7 % aged over 60. 

This age distribution is similar for nurses and executive/administrative/finance staff, but the 

ages of medical and allied health professionals are more evenly distributed across age 

categories. Overall, there are more females (70%) than males (30%). Subgroup analysis 

revealed that this gender distribution is similar for nurses and 

executive/administrative/finance staff. However, for medical professionals, the proportion of 

males is higher than females and there is an equal number of each in allied health. The 

majority of all respondents worked at GCUH (64%), with a small proportion working at 

Robina (15%) or working equally across both hospitals (12%). These proportions are similar 

across professional subgroups. Compared to the overall demographic characteristics of the 

organisation according to the Gold Coast Hospital and Health Services Annual Report 2015–

16 (Queensland Government, 2016b), the study population was similar in terms of its gender 

representation; however, the study population was older, with much higher relative 

proportions of staff over the age of 40 completing the survey and much lower relative 

proportions of staff under the age of 40.  

Descriptive analysis of job levels revealed 45% were in Level 2 jobs (middle 

manager), 17% in Level 1 positions (director: strategic apex) and 37% in Level 3 jobs 

(operational core). Subgroup analysis showed that most nurses and allied health professionals 

were in Level 2 and 3 positions, while most medical professionals were in Level 1 and 2 

positions. Administrative and financial staff were mostly in Level 2 jobs, with some Level 1 

and some Level 3.  

Over half of the respondents had worked for GCHHS for more than 5 years (58.3%); 

however, most had been in their current job for 1 to 2 years. Subgroup analysis shows that all 

medical staff had been in their current job for at least 3 years, with the majority in their 

current job for 11 years or more, and similar results were found for GCHHS. Most nurses had 
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worked for GCHHS for at least 6 years but had not stayed in the same job. In contrast, very 

few executive/administrative/finance staff had worked for GCHHS for more than 6 years, and 

the majority had been in their current job for only 1 to 2 years. The majority of all 

respondents were in permanent full-time employment.  

Respondents who identified as medical professionals had been in their current job and 

continued to work for GCHHS for several years. In comparison, nurses continued to work for 

GCHHS for several years (more than 6 years), but around half of them had been in their 

current job for less than 5 years, while staff working in administrative or financial roles 

showed the least stability in terms of the amount of time in their current role. The instability 

for nurses, and especially executive/administrative/finance roles, in terms of the length of 

time they had been in their current job is most likely attributed to restructuring within the 

organisation and changes made during the Gold Coast Hospital relocation. This suggests that 

both nursing, and administrative and financial roles and jobs are more closely tied to the 

organisational structure, compared to medical professionals who appear to have their own 

hierarchical system that is independent of the organisational structure. This finding is 

consistent with Glouberman and Mintzberg (2001a), who suggest that nurses are tightly 

committed to the institution and connected to its operations, while medical professionals tend 

to work in a hospital, rather than for it.  

7.3 Healthcare system and resource allocation 

This section presents findings in relation staff attitudes and beliefs around the 

Australian healthcare system and resource allocation. Summary statistics are presented, 

followed by subgroup analyses of the professional subgroup and hierarchical level. The 

Kruskal-Wallis Test was used for subgroup analysis, which allows the scores of continuous 

variables to be compared between three or more groups by converting scores to ranks. The 

survey items presented in the following sections originate from A Survey of Attitudes and 
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Beliefs of Hospital Staff (Degeling et al., 1998). Questions were selected from the survey that 

broadly aligned with key issues raised in the literature and correspond with findings from 

Phase 1. In order to maintain the validity of the survey scales and items, analysis of the data 

and clustering of variables in this present study is consistent with the original study (Degeling 

et al., 1998).  

7.3.1 Healthcare system issues 

Increasing emphasis on improving efficiency and cost reduction has seen an increase 

in managerial control, stronger emphasis on clinician accountability, and a decrease in 

clinician autonomy (Carvalho, 2014; Exworthy & Halford, 1999). In addition, ABF relies on 

complex hospital information systems in order to count costs and monitor healthcare activity 

and patient outcomes (Lehtonen, 2007; Pizzini, 2006). Participants were asked to rank a list 

of six issues currently facing the healthcare system according to their perceived relative 

importance (1 = most important; 6 = least important). The six items were designed to 

represent three perspectives. Two perspectives are in direct opposition to one another 

representing the clinicians on one hand and managers on the other. The third perspective 

refers to clinical and financial information system issues (Degeling et al., 1998). Therefore, 

the six healthcare issue items (HCI_1- HCI_6) were categorised into three clusters: 

Cluster 1: HCI_1 and HCI_4 reflect a “pro-clinician autonomy/anti-management” 

perspective. 

Cluster 2: HCI_2 and HCI_3 represent the “pro-accountability-to-management/anti-clinician” 

perspective. 

Cluster 3: HCI_5 and HCI_6 refer neither to clinicians or management, but rather the hospital 

information system. 

Summary statistics for issues facing the healthcare system are presented in Table 7.2.  
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Table 7.2: Summary statistics for issues facing the healthcare system  

Item Healthcare issues Clus Rank Mean SD Var 

HCI_1 

The increasing pressure on clinicians to base their 

clinical decisions on financial rather than strictly 

clinical grounds 

1 2 3.02 1.97 3.86 

HCI_2 
The unwillingness of clinicians to consider the cost 

implications of their clinical practices 
2 6 3.96 1.69 2.84 

HCI_3 
Significant shortcomings in the accountability of 

clinicians 
2 4 3.55 1.74 3.01 

HCI_4 
The increasing erosion of clinical autonomy by 

management 
1 3 3.22 1.60 2.57 

HCI_5 

The inability of current hospital information systems 

to monitor the clinical outcomes of clinical decision 

making 

3 1 2.88 1.41 1.99 

HCI_6 

The inability of current hospital information systems 

to monitor the cost implications of clinical decision 

making 

3 5 3.80 1.51 2.28 

Note: Lower mean score indicate higher ranking (more important); highlighted text indicates 

lowest and highest ranking;  

HCI = healthcare issue; Clus = cluster; SD = standard deviation; Var = variance. 

The results shown in Table 7.2 indicate that respondents perceived the most important 

issue currently facing the healthcare system as the inability of current hospital information 

systems to monitor the clinical outcomes of clinical decision making (mean = 2.88). This was 

followed by the increasing pressure on clinicians to base their clinical decisions on financial 

rather than strictly clinical grounds (mean = 3.02). The least important issue was considered 

to be the unwillingness of clinicians to consider the cost implications of their clinical 

practices (mean = 3.96). 

Overall, the pro-clinician stance (Cluster 1 items; ranks 2 and 3) was ranked as more 

important than the hospital information system (Cluster 3 items; ranks 1 and 5) and the pro-

management stance (Cluster 2 items; ranks 4 & 6). These findings suggest that overall, staff 

believe that decision making should be based on clinical outcomes rather than financial 

implications. While the rankings within Cluster 1 (pro-clinician) and Cluster 2 (pro-

management) items were relatively consistent, the ranking of Cluster 3 (hospital information 

system) items was inconsistent with respondents indicating that hospital information systems 
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need to be designed to facilitate clinical decision making rather than counting and controlling 

costs.  

Results from subgroup analysis of healthcare system issues by hierarchical level are 

presented in Table 7.3.  

Table 7.3: Kruskal-Wallis Test for healthcare system issues by hierarchical level (n = 

50) 

Item  Healthcare issues Clus L1 L2 L3 2 p 

HCI_1 

The increasing pressure on clinicians to base 

their clinical decisions on financial rather 

than strictly clinical grounds 

1 3.50 3.00 2.00 2.42 .298 

HCI_2 

The unwillingness of clinicians to consider 

the cost implications of their clinical 

practices 

2 3.50 5.00 4.00 2.57 .277 

HCI_3 
Significant shortcomings in the 

accountability of clinicians 
2 4.00 5.00 3.00 4.36 .113 

HCI_4 
The increasing erosion of clinical autonomy 

by management 
1 3.50 3.00 3.00 3.26 .196 

HCI_5 

The inability of current hospital information 

systems to monitor the clinical outcomes of 

clinical decision making 

3 1.50 3.00 4.00 6.11 .047 

HCI_6 

The inability of current hospital information 

systems to monitor the cost implications of 

clinical decision making 

3 2.00 4.00 5.00 14.94 .001 

Note: Table presents median scores; lower scores indicate higher ranking. 

Bold type indicates statistically significance (p < .05). 

HCI = healthcare issues; Clust = cluster; 2 = chi-squared; p = significance. 

Level 1 = director (n = 10); Level 2 = middle manager, senior clinician (n = 22); Level 3 = 

operating core (n = 18). 

Findings presented in Table 7.3 show significant differences between groups for 

Cluster 3 items, which are related to the shortcomings of the hospital information system. 

Level 1 staff (director) ranked Cluster 3 items as much more important than Level 2 (middle 

manager, senior clinician) and Level 3 (operating core) groups. This finding indicates that the 

Level 1 group (directors) are the key decision makers who have access to, and rely on this 

information for making decisions in relation to cost implications and clinical outcomes, 

whereas Levels 2 (middle managers, senior clinicians) and 3 (operating core) groups have 

much less decision-making power and may not even have access to this information.  
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In summary, findings suggest that within the healthcare system, staff believe there is 

too much emphasis on controlling costs and the financial implications rather than clinical 

outcomes for patients. Findings also indicate that hospital information systems are designed 

primarily around financial implications rather than clinical outcomes, and that middle 

managers and clinical staff may not have access to hospital information systems and do not 

use this information to make decisions in their daily work. This finding is consistent with 

Jacobs et al. (2004) who found that cost and activity information was only available to senior 

clinicians therefore it had little influence over clinical decision making at lower levels. The 

next section presents findings in relation to strategies to address resource issues in hospitals. 

7.3.2 Strategies to address resource issues in hospitals 

With increasing demand on a limited supply of resources, this research investigates 

staff perspectives around strategies used to address resource issues in hospitals. Therefore, 

respondents were asked to indicate the level of priority that should be given to a list of eight 

strategies (S_1–S_8) using a 4-point scale (1 = highest priority; 2 = middle order priority; 3 = 

low priority; and 4 = not an appropriate strategy). Consistent with Degeling et al. (1998), the 

eight strategies are classified into four clusters: 

Cluster 1 Strategies based on an increase or reallocation of resource devoted to hospital 

and other health services 

S_1 Increase government funding to hospitals 

S_5  Develop modes of service delivery that enable more patients to be treated 

without resorting to hospital inpatient services 

Cluster 2 Strategies that called for increased public debate in setting the resource and 

ethical limits of health policy 

S_4 Engender public debate about the resource limits that should be placed on the 

acute care component of the healthcare system 

S_9 Engender public debate about the ethical limits of medical interventions 
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Cluster 3 Strategies that would set in place new rules for hospitals funding and for 

medical decision making 

S_7  Use casemix and/or activity-based hospital funding 

S_8 Require medical colleges to develop and implement clinical protocols 

Cluster 4 Strategies requiring organisational and/or managerial changes within hospital 

S_2 Appoint clinicians to manage both the clinical and resource dimensions of 

hospital-based care 

S_3 Implement Quality Management methodologies 

S_6 Improve the ability of hospital information systems to monitor the work of 

clinicians 

Summary statistics are presented in Table 7.4.  

Table 7.4: Strategies addressing resource issues in hospitals (N = 60) 

 Statements Clus Rank Mean SD Var 

S_1 Increase government funding to hospitals. 1 3 1.86 0.86 0.74 

S_2 
Appoint clinicians to manage both the clinical and 

resource dimensions of hospital-based care. 
4 7 2.20 0.88 0.78 

S_3 Implement Quality Management methodologies. 4 2 1.82 0.76 0.57 

S_4 

Engender public debate about the resource limits that 

should be placed on the acute care component of the 

healthcare system. 

2 6 2.06 1.00 1.00 

S_5 

Develop modes of service delivery that enable more 

patients to be treated without resorting to hospital 

inpatient services. 

1 1 1.28 0.50 0.25 

S_6 
Improve the ability of hospital information systems to 

monitor the work of clinicians. 
4 5 2.04 0.83 0.69 

S_7 Use case-mix and/or activity-based hospital funding 3 8 2.28 0.83 0.70 

S_8 
Require medical colleges to develop and implement 

clinical protocols. 
3 9 2.39 0.98 0.95 

S_9 
Engender public debate about the ethical limits of 

medical interventions. 
2 4 2.02 1.02 1.04 

Note: Low mean scores indicate the item was highly rated and high mean scores indicate a 

low rating. Highlighted text indicates lowest and highest ranking. Clus = cluster; SD = 

standard deviation; Var = variance. 

As shown in Table 7.4, results indicate that Cluster 1 strategies, which are based on an 

increase or reallocation of resources should be prioritised (S_1 mean = 1.86; S_5 mean = 

1.28). Clusters 2 and 4, which are about increasing debate and managerial change within the 
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hospital respectively, were considered middle order priorities. Cluster 3 strategies, which are 

about using ABF (S_7) and developing new clinical protocols (S_8), were given the lowest 

priority. These findings indicate that staff believe that hospitals do not have adequate funding 

to treat the number of patients who present for treatment and that this can be overcome by 

increasing hospital funding or reallocating resources to outpatient and community services, 

rather than changing or increasing managerial control. Subgroup analysis was undertaken to 

test for differences between professional subgroups (see Table 7.5).  

Table 7.5: Kruskal-Wallis Test for strategies to address resource issues by professional 

group (median scores presented) 

 Strategies Clus 
Professional subgroups 

F p 
Nurse Med AH E/A/F 

S_1 Increase government funding to hospitals. 1 2.00 2.00 2.50 2.00 5.05 .168 

S_2 

Appoint clinicians to manage both the 

clinical and resource dimensions of 

hospital-based care. 

4 2.00 2.00 2.00 3.00 7.53 .057 

S_3 
Implement Quality Management 

methodologies. 
4 2.00 1.50 1.50 1.00 5.64 .130 

S_4 

Engender public debate about the resource 

limits that should be placed on the acute 

care component of the healthcare system. 

2 2.00 1.00 1.50 2.00 5.45 .142 

S_5 

Develop modes of service delivery that 

enable more patients to be treated without 

resorting to hospital inpatient services. 

1 1.00 2.00 1.00 1.00 7.92 .048 

S_6 

Improve the ability of hospital 

information systems to monitor the work 

of clinicians. 

4 2.00 2.00 2.00 2.00 3.09 .377 

S_7 
Use case-mix and/or activity-based 

hospital funding. 
3 2.00 3.00 3.00 2.00 5.61 .132 

S_8 
Require medical colleges to develop and 

implement clinical protocols. 
3 2.00 4.00 2.50 2.00 4.32 .229 

S_9 
Engender public debate about the ethical 

limits of medical interventions. 
2 2.00 1.50 1.00 2.00 2.65 .449 

Note: Table presents median scores; lower scores indicate higher ranking; bold type indicates 

statistically significance (p < .05). Clus = cluster. 

As presented in Table 7.5, results of subgroup analysis by professional group show 

significant differences between groups for S_5 (Develop modes of service delivery that 

enable more patients to be treated without resorting to hospital inpatient services). All groups 

except medical professionals rated developing modes of service delivery that enable more 



 

197 

patients to be treated without resorting to hospital inpatient services highly. This suggests that 

medical professionals believe that patients should continue to be treated in hospitals, whereas 

the other groups think that more patients should be treated outside hospitals, such as 

community, home-based care or outpatient services.  

Results show that differences between professional groups for S_2 (Appoint clinicians 

to manage both clinical and resource dimensions of hospital-based care) were almost 

statistically significant; all groups rated this item as a middle-order priority, while the 

executive/administrative/finance group rated it as a low-order priority. This suggests that 

while clinicians believe there should be more “hybrid roles” (i.e., clinical and administrative), 

the executive/administrative/finance staff were not so keen. Interestingly, findings suggest 

that all clinical professional subgroups are equally agreeable to hybrid roles; however, the 

literature argues that different professional subgroups may be more adaptable to hybrid roles 

and more receptive to taking on managerial and financial responsibilities – for example, 

nurses more so than medical professionals (Carvalho, 2014; Plochg et al., 2014). Other trends 

indicate that the nurses and executive/administrative/finance groups rated Cluster 3 strategies, 

which are around increasing managerial and bureaucratic control, more highly than medical 

professionals and allied health. This finding is consistent with Glouberman and Mintzberg 

(2001a), who argue that nurses and administrative staff are more compatible with the 

bureaucracy and managerial control.  

Overall, these findings suggest that medical professionals may want to take on more 

managerial and financial responsibilities, but do not want to see increased bureaucratic 

control. Therefore, involving medical professionals in more managerial and financial 

responsibilities may be a way of reducing bureaucratic control. However, this may cause 

problems among nurses, who respond better to bureaucratic control, rather than the doctors 

telling them what to do (Hyde, Braithwaite, Fitzgerald, Kippist, & Fitzgerald, 2009; Karimi et 
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al., 2016; Kippist & Fitzgerald, 2012; Kippist & Fitzgerald, 2014). These findings indicate 

that all professional groups should have a collective and shared responsibility for managerial 

and financial duties. The following section presents findings in relation to decision making 

around resource allocation.  

7.3.3 Decision making around resource allocation 

Decision making around resource allocation is becoming increasingly important, with 

demand for services exceeding a constrained supply (Duckett, 2008). Therefore, whether 

these decisions are made by individuals or through group decisions, and the rationale used, 

are indications of who holds the balance of power and the priorities driving the outcomes of 

the decisions. Respondents were asked to rank who should be responsible for making 

decisions around resource allocation and the rationale for making that decision (1 = most 

appropriate; 4 = least appropriate) from a list of four options. Results are presented in 

Tables 7.6 and 7.7 respectively.  

Table 7.6: Ranking of mean scores for decision making around resource allocation (n = 

49) 
 Rank Mean SD Var 

The matter should be decided by the person in the 

appropriate managerial position. 
4 3.10 0.918 0.844 

The decision should reflect the will of the majority at the 

relevant committee meeting. 
2 2.22 1.026 1.053 

There should be no decision made until all staff with a 

legitimate interest in the matter agree. 
3 2.57 1.275 1.625 

The matter should be decided by those with technical 

expertise in the matter. 
1 2.12 0.904 0.818 

Note: Low mean scores indicate the item was highly rated and high mean scores indicate a 

low rating. Highlighted text indicates lowest and highest ranking. SD = Standard Deviation; 

Var = variance. 
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Table 7.7: Ranking of mean scores for rationale for decision making around resource 

allocation 
 Rank Mean SD Var 

The decision should be based on objective evidence and 

logic. 
1 1.14 0.408 0.167 

The decision should be based on the need to follow formal 

rules and procedures. 
2 2.51 0.916 0.838 

The decision should be based on mutual give and take. 3 2.90 0.797 0.635 

The decision should be based on custom and precedent. 4 3.43 0.764 0.583 

Note: Low mean scores indicate the item was highly rated and high mean scores indicate a 

low rating. Highlighted text indicates lowest and highest ranking. SD = standard deviation; 

Var = variance. 

 

Findings presented in Table 7.6 show that respondents rated those with technical 

expertise most suited to make decisions around resource allocation, followed by the two 

group consensus strategies, and the person in the appropriate managerial position as least 

appropriate to make the decision. This suggests that staff believe that technical expertise is 

the most important consideration for making decisions around resource allocation, which 

means that this responsibility could be delegated to different people depending on the nature 

of the decision. It means that if the decision is clinically related, then clinicians with the most 

technical expertise within the relevant clinical area or discipline should be responsible. 

Findings also suggest that respondents assume that managers may not have the relevant 

technical expertise and therefore should not necessarily be responsible for making the 

decision just because they are the manager. These findings are consistent with Degeling et al. 

(1998), who found that respondents indicated a preference for those with clinical expertise 

and group consensus decision making over managerial authority. 

As shown in Table 7.7, respondents rated making decisions based on evidence and 

logic as most appropriate, followed by formal rules and procedures, with decisions being 

made based on custom and precedent ranked as least appropriate. These findings suggest staff 

feel that decisions should be based on formal evidence, rules and procedures rather than 

informal practices. This finding is inconsistent with Degeling et al. (1998), who found that 
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respondents in Australian hospitals favoured informal practices of mutual give and take, and 

custom and precedent. This finding suggests that staff attitudes and beliefs towards decision 

making around resource allocation have changed since 1998 and are more consistent with 

managerialist approaches associated with NPM and ABF.  

This section has described staff attitudes and beliefs towards issues around the 

healthcare system and resource allocation. The following section now aims to describe staff 

attitudes and beliefs around notions of control.  

7.4 Notions of control 

This section presents findings in relation to staff attitudes and beliefs towards notions 

of control and staff perceptions of organisational goals. The notions of control examined in 

this section refer specifically to decision making in relation to clinical standards (who should 

be setting them and the basis for setting them), clinician accountability and clinician 

autonomy.  

7.4.1 Clinical standards 

In Australia, there are three sets of clinical standards that are proposed by the 

Australian Commission on Safety and Quality in Health Care (2016). 

1. The National Safety and Quality Health Service (NSQHS) standards are set by the 

Australian Commission on Safety and Quality in Health Care. The NSQHS Standards 

is a set of 10 minimum performance expectations, processes and structures that all 

healthcare organisations are expected to comply with. They are designed to ensure 

that all healthcare organisations provide safe and high quality care. The NSQHS form 

the basis for a national accreditation scheme and became mandatory in 2013.  

2. Clinical Care Standards is a set of indicators for healthcare organisations provided to 

assist healthcare organisations with monitoring for service improvement rather than 
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mandatory indicators for performance management. They are aimed at reducing 

unwarranted variation in care. 

3. Clinical Care Guidelines are more specifically in relation to treatment 

recommendations for specific conditions and are more detailed. 

In the context of this study, the questions in relation to clinical standards refer to the 

Clinical Care Standards.  

6.4.1.1 Setting clinical standards 

Respondents were asked to rate who they believe should be setting clinical standards 

by indicating the level to which they agree or disagree on a 5-point Likert scale (1 = strongly 

agree; 5 = strongly disagree) from a list of seven options (SCS_1 – SCS_7). Findings are 

presented in Table 7.8. 

Table 7.8: Mean scores for who should set clinical standards (n = 48) 

Item  Rank Mean SD Var 

SCS_1 The clinical college or society of a medical specialty 2 1.90 0.90 0.82 

SCS_2 Medical administrators within the hospital 5 2.98 1.16 1.35 

SCS_3 Non-clinical hospital management 7 3.86 1.15 1.33 

SCS_4 All members of a multidisciplinary clinical team 1 1.49 0.65 0.42 

SCS_5 Patients 4 2.61 1.22 1.49 

SCS_6 Funders of care 6 3.22 1.18 1.39 

SCS_7 Medical peers within the hospital 3 2.08 0.81 0.66 

Note: Low mean scores indicate higher rating. Highlighted text indicates lowest and highest 

ranking. SD = standard deviation; Var = variance. 

Findings presented in Table 7.8 suggest that overall, staff believe that all members of 

a multidisciplinary care team are most suited to setting clinical standards (SCS_4), followed 

by the clinical college/medical specialty (SCS_1). Item SCS_3 (non-clinical hospital 

management) received the lowest rating and SCS_6 (funders) was rated second lowest. These 

findings suggest that staff believe that clinical standards should be set by clinical bodies; 

internally by all members of multidisciplinary teams within a hospital, and externally by 

clinical specialty institutions.  
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7.4.1.2 Basis for setting clinical standards 

The topic of setting clinical standards was then further explored by asking 

respondents to rate a list of seven perspectives on the basis for setting clinical standards. 

Respondents were asked to rate each one according whether they agree or disagree using a 5-

point Likert scale (1 = strongly agree; 5 = strongly disagree). Consistent with Degeling et al. 

(1998), the list of items (BSCS_1 – BSCS_7) is grouped into three clusters: 

Cluster 1 Represents items that emphasised subjective and emergent considerations in 

setting clinical standards 

BSCS_1 A doctor’s view of what works for her or him 

BSCS_2 Locally accepted practice patterns within a hospital 

Cluster 2 Referenced formal and/or rational considerations 

BSCS_3 Documented and evaluated practice patterns across a number of hospitals 

BSCS_4 The latest developments in the medical literature 

BSCS_5 Protocols set by clinical colleagues 

Cluster 3 Referenced sentient situated considerations 

BSCS_6 What is acceptable to patients 

BSCS_7 What is feasible within existing hospital resources 

Table 7.8 presents summary statistics for staff attitudes and beliefs towards the basis 

for setting clinical standards. 
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Table 7.8: Summary statistics for basis for setting clinical standards (n = 49) 

Item Clus Rank Mean SD Var 

BCS_1 
A doctor’s view of what works for her or 

him 
1 7 3.65 0.88 0.77 

BCS_2 
Locally accepted practice patterns within a 

hospital 
1 6 2.83 0.95 0.91 

BCS_3 
Documented and evaluated practice patterns 

across a number of hospitals 
2 1 1.41 0.64 0.41 

BCS_4 
The latest developments in the medical 

literature 
2 2 1.76 0.78 0.61 

BCS_5 Protocols set by clinical colleagues 2 3 2.12 0.88 0.78 

BCS_6 What is acceptable to patients 3 5 2.33 0.88 0.77 

BCS_7 
What is feasible within existing hospital 

resources 
3 4 2.27 0.97 0.95 

Note: Lower mean scores eaquals higher ranking. Highlighted text indicates lowest and 

highest ranking. SD = standard deviation; Var = variance. 

As shown in Table 7.8, respondents ranked items that represent referenced formal and 

rational considerations (Cluster 2) as the most suitable basis for setting clinical standards. 

Items that represent subjective considerations (Cluster 1) were ranked as least suitable. 

Results indicate that the ranking of individual items was consistent with the clustering as per 

Degeling et al. (1998).  

Results of the Kruskal-Wallis test for difference between professional groups are 

presented in Table 7.9 
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Table 7.9: Mean scores for basis for setting clinical standards by professional group (n = 

48) 

  Clus 
Professional group 

F p 
Nurse Med AH E/A/F 

BCS_1 
A doctor’s view of what works for her or 

him 
1 3.52 3.83 3.75 3.88 3.16 .023 

BCS_2 
Locally accepted practice patterns within a 

hospital 
1 2.81 2.50 3.50 2.93 1.71 .166 

BCS_3 
Documented and evaluated practice 

patterns across a number of hospitals 
2 1.43 1.17 2.50 1.25 4.38 .005 

BCS_4 
The latest developments in the medical 

literature 
2 1.48 2.17 2.75 1.75 3.54 .014 

BCS_5 Protocols set by clinical colleagues 2 1.90 2.17 2.50 2.31 1.10 .367 

BCS_6 What is acceptable to patients 3 2.29 2.67 2.25 2.31 0.80 .534 

BCS_7 
What is feasible within existing hospital 

resources 
3 2.24 2.67 1.75 2.25 0.99 .423 

Note: Table presents median scores; lower scores indicate higher ranking; Bold type indicates 

statistically significance (p < .05). Nurse n = 21; Med n = 6; AH n = 4; E/A/F n = 16; Other n 

= 1 (excluded). Med = medical; AH = allied health; E/A/F = executive, administrative and 

finance. 

 

Results presented in Table 7.9 suggest that overall, Cluster 2 items, being those based 

on evidence and formal protocols, were rated as the most appropriate basis for setting clinical 

standards. This was consistent across all groups except for allied health, who rated Cluster 3 

items, those associated with sentient situations, as most appropriate. No direct comparisons 

with regards to subgroup analysis could be made with Degeling et al. (1998) as the sample 

size for this present study was not sufficient enough to categorise respondents by both 

professional subgroup and hierarchical level simultaneously.  

7.4.2 Clinician autonomy 

This section examines staff attitudes and beliefs toward clinician autonomy. Survey 

respondents were asked to rate nine items according to the level of importance of each item to 

their sense of clinician autonomy (AU_1–AU_9) on a 5-point Likert scale (1 = extremely 

important; 5 = not important at all). Summary statistics are presented in Table 7.10.  
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Table 7.10: Summary statistics for clinician autonomy (n = 43) 

Item The right of clinicians to … Rank Mean SD Var 

AU_1 Choose the hospital in which they will practise. 2 2.20 1.01 1.03 

AU_2 Exercise control over other health professionals 9 3.93 1.01 1.02 

AU_3 Choose their clinical specialty. 1 1.38 0.49 0.24 

AU_4 Determine the income target they will pursue. 6 3.00 1.37 1.86 

AU_5 

Control the volume of their work with respect to, 

for example, how many diagnostic procedures they 

perform in a clinical session; and how they schedule 

their time. 

4 2.58 1.08 1.16 

AU_6 Choose the hours that they work within the hospital. 7 3.02 1.08 1.16 

AU_7 
Determine the criteria by which their clinical work 

is assessed. 
5 2.98 1.18 1.39 

AU_8 

Determine (for individual patients) what tests they 

will order, and what treatments and medications 

they will prescribe. 
3 2.24 1.09 1.19 

AU_9 Choose the patients they will accept for treatment. 8 3.56 1.16 1.34 

Note: Low mean scores indicate higher rating. Highlighted text indicates lowest and highest 

ranking. SD = standard deviation; Var = Variance.  

 

Results presented in Table 7.10 show that the ability for clinicians to choose their 

clinical specialty (AU_3) and the hospital in which they practise (AU_1) are most important 

to respondents’ sense of clinician autonomy. Items in relation to patient treatment (AU_8) 

and work volume (AU_5) were rated as next most important. Items rated as least important to 

respondents’ sense of clinician autonomy were exercising control over other health 

professionals (AU_2) and the ability to choose which patients they treat (AU_9). These 

findings indicate that managerial control that reduces clinicians’ ability to control their 

volume of work and determines the type of treatment they will administer to patients will be 

perceived as a threat to clinician autonomy.  

Findings are somewhat consistent with Degeling et al. (1998) in that respondents 

placed most importance on the right of clinicians to choose their clinical specialty and least 

importance on exercising control over other health professionals and choosing which patients 

they will accept for treatment. However, findings indicate that respondents in the present 

study place a higher level of importance on the right of clinicians to choose which hospital 
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they will practise in, compared with Degeling et al. (1998).  

The reduction in clinician autonomy as a result of the increased levels of managerial 

control is an important issue raised in the literature (Abernethy & Stoelwinder, 1995; Coburn 

& Willis, 2000; Dingwall, 2008). The literature suggests that while clinicians’ control over 

access to resources has been rescinded, clinicians still retain control over the technical aspects 

of how a particular disease is to be treated and managed (Freidson, 2001; Noordegraaf, 

2015). Findings from Phase 1 support this in that the behaviour of doctors is predominantly 

controlled by their professional cultural identity, which is reinforced by peers and seniors 

within each profession. Findings suggests that despite the high level of bureaucratic control 

and emphasis on cost and targets, clinicians continue to retain a reasonable degree of 

autonomy when it comes to making decisions directly relating to patient care, within the 

service constraints of the healthcare organisation. Forcing clinicians to prioritise cost 

implications over patient care for the types of tests, treatments and medications they prescribe 

is one of the reasons clinicians may feel that the increased level of managerial control is a 

threat to clinician autonomy. This finding is consistent with Wynia et al. (2014), who suggest 

that threats to clinician autonomy challenges their normative belief system about health 

service delivery and their trustworthiness as health professionals.  

7.4.3 Clinician accountability 

This section examines staff attitudes and beliefs towards clinician accountability. 

Survey respondents were asked to rate the level of importance of eight accountability 

arrangements according to their perception of clinician accountability on a 5-point Likert 

scale (1 = extremely important; 5 = not important at all). Summary statistics for clinician 

accountability (ACC_1–ACC_8) are presented in Table 7.11. 
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Table 7.11: Summary statistics for clinician accountability (n = 45) 

Item Statement Rank Mean SD Var 

ACC_1 
Answer to themselves for the way they have acted 

in the interest of each of their patients. 
6 1.87 0.97 0.94 

ACC_2 

Participate with all staff in their clinical team in 

evaluating and improving the team’s collective 

performance. 

1 1.29 0.51 0.26 

ACC_3 
Answer to hospital management for the resource 

implications of their clinical practices. 
8 2.02 0.81 0.66 

ACC_4 

Answer to themselves for the way that they have 

balanced the needs of individual patients with those 

of all other patients particularly with regard to 

resource use. 

6 1.87 0.89 0.80 

ACC_5 
Collectively review their clinical work with their 

peers using evaluation criteria they have defined. 
4 1.64 0.80 0.64 

ACC_6 

Have their clinical work routinely reviewed by 

senior members of their clinical specialty using 

evaluation criteria defined by the senior members. 

2 1.56 0.69 0.48 

ACC_7 

Be open to public scrutiny and provide justification 

for their clinical practices and resulting clinical 

outcomes. 

5 1.69 0.90 0.81 

ACC_8 
Answer to their patients for their clinical practices 

and resulting clinical outcomes. 
3 1.62 0.75 0.56 

Note: Low mean scores indicate higher rating: Highlighted text indicates lowest and highest 

ranking. SD = standard deviation; Var = Variance. 

Results presented in Table 7.11 suggest that overall, all items were considered to be 

important to respondents’ sense of clinician accountability. However, the most important 

item for respondents was to participate with all members of the team to evaluate the teams’ 

performance, followed by having their work reviewed by senior members within their 

discipline, and then to patients. The least important was answering to the hospital 

management with regard to the resource implications of clinical practice, followed by being 

answerable to themselves with regard to how they have treated patients and used resources. 

Therefore, these findings suggest that staff feel more answerable to peers within their teams 

and seniority within their clinical discipline, as well as patients, than to management or to 

themselves. No direct comparisons could be made with Degeling et al. (1998) due to 

inconsistencies in data analyses. 

ABF and increased levels of managerial control aim to make clinicians more 
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accountable to management for their decisions around the use of resources (Duckett et al., 

2014). Indeed, findings suggest that resource constraints and high levels of managerial 

control are a threat to clinician autonomy however clinicians continue to feel more 

accountable to their profession and patients than to managers.  

7.4.4 Organisational goals 

The final part of this section examines staff perceptions around which goals are most 

important to the organisation. Understanding staff perceptions around organisational goals is 

important given that organisational control is directed at ensuring that employees are working 

towards organisational goals. The survey question originates from Degeling et al. (1998); 

therefore, the goals listed in the survey are not the actual strategic goals of the GCHHS, but 

rather a general list of goal statements. Using a general list of goal statements allows 

respondents to indicate their own perceptions of the relative importance of each goal, rather 

than which goals the organisation tells them are important.  

Respondents were asked to rank a list of eight organisational goals according to their 

perception of how important each goal is to the organisation (1 = most important; 8 = least 

important). An overall mean score was calculated for each goal to determine its overall rank, 

as presented in Table 7.12.  
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Table 7.12: Staff perception of relative importance of organisational goals (n = 45) 

Organisational goals N Rank Mean SD Var 

Staff welfare 45 8 6.36 2.02 4.10 

Organisational stability 45 6 4.78 2.17 4.72 

Equal access for all patients from the local 

community 
45 5 4.58 2.01 4.02 

Financial viability 45 1 2.69 2.02 4.08 

Reputation for service innovation and industry 

leader 
45 4 4.18 2.33 5.42 

Service quality 45 2 3.82 2.02 4.06 

Improved productivity 45 3 4.22 2.03 4.13 

Teaching and research reputation 45 7 5.13 2.01 4.03 

Note: Low mean scores indicate higher rating: Highlighted text indicates lowest and highest 

ranking. SD = standard deviation; Var = Variance. 

 

As shown in Table 7.12, financial viability was ranked as the most important goal 

being pursued by the organisation (mean = 2.69; SD = 2.02) followed by service quality 

(mean = 3.82). Staff welfare was ranked as the least important (mean = 6.36; SD = 2.02), 

with teaching and research reputation ranked as number seven (mean = 5.13: SD = 2.01). 

These findings are consistent with Degeling et al. (1998) and J. Fitzgerald (2002), with both 

studies finding that the most important goal to the organisation was perceived as financial 

viability and the least important, staff welfare. This finding shows that there has been no 

change in 18 years, which suggests that the pressure on healthcare organisations to remain 

financially viable and the NPM ideology associated with economic rationalisation are deeply 

institutionalised and continue to be of primary importance to the organisation. However, what 

is of greater concern is that staff wellbeing is consistently ranked as the least important goal, 

despite the recognition of the importance of culture and staff wellbeing in relation to 

organisational performance and effectiveness (Sorenson et al., 2014). This lack of change 

may also be attributed to the mean age of respondents (around 50 years), which is higher than 

the average age of the study population. In addition, while age is not reported in Degeling et 

al. (1998) and J. Fitzgerald (2002), evidence of an ageing workforce (e.g. Matt, Fleming & 

Maheady, 2015) suggests that respondents who participated in this present study could be at 

least 10 years older than those who participated in the earlier studies. Therefore, it may be not 
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that organisations have not changed, but rather that individuals within the organisation have 

not changed.  

Subgroup analysis was conducted in order to test for differences between professional 

groups and hierarchical levels, as presented in Figures 7.1 and 7.2.  

Figure 7.1: Bar graph of mean scores for organisational goals by professional subgroup  

 

 

 

 

 

 

 

 

Note: 

Low 

mean 

scores indicate higher ranking. Nurse n = 21; Med n = 5; AH n = 3; A/E/F n = 14; Other n = 1 

(excluded). Med = medical; AH = allied health; E/A/F = executive, administrative and 

finance. 

Figure 7.1 shows that findings from the subgroup analysis of mean scores by 

professional group revealed that there was consistency across the four groups with regard to 

the most important goal, which was financial viability. There was, however, varying degrees 

of inconsistency in the ranking of all other goals. Staff welfare was ranked the least important 

goal by nurses and medical professionals. However, the executive/administrative/finance 

group ranked teaching and research reputation as the least important goal and the allied health 

group ranked reputation for service innovation as least important to the organisation. These 

inconsistencies may be attributed to the differences in relative importance of each goal for the 

different professions. For example, nurses and medical professionals may be faced with 

heavy workloads and feel under pressure to meet unrealistic performance expectations, 
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therefore they feel they are not looked after.  

Figure 7.2: Bar graph of mean scores for organisational goals by hierarchical level  

 

 

 

 

 

 

 

Note: Low mean scores indicate higher ranking. Level 1 n = 12; Level 2 n = 17; Level 3 n = 

15. 

As shown in Figure 7.2, findings from subgroup analysis of mean scores by 

hierarchical level revealed consistency in the most important goal being financial viability 

and the least important goal being staff welfare. However, there were inconsistencies in the 

rankings of all other goals.  

Overall, these findings suggest that all staff, no matter which professional group or 

hierarchical level, perceive financial viability as the most important goal for the organisation. 

Furthermore, goals that benefit the organisation, such as improvements in productivity and 

quality, as well as the organisation’s reputation for innovation, are perceived as more 

important to the organisation than goals that benefit staff and patients, such as staff welfare, 

teaching and research reputation, and equitable access for patients.  

This section has presented results for variables in relation to staff attitudes and beliefs 

about notions of control, including setting clinical standards, clinician autonomy and clinician 

accountability, and staff perceptions of which goals are most important to the organisation. 

The following section presents results for organisational culture assessment.  
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7.5 Organisational culture 

This research investigates how control mechanisms shape organisational culture. 

Therefore, this section aims to assess the current organisational culture by identifying which 

type of culture staff perceive to be the dominant type of culture that currently exists within 

the organisation. In addition, this section assesses the type of culture that staff would prefer. 

By understanding the type of culture that currently exists and the type of culture staff would 

prefer, links can then be drawn to staff attitudes and beliefs around notions of control, which 

may explain inconsistencies between the NOW culture and the PREFERRED culture.  

The Organisational Assessment Instrument (Kim S. Cameron & Quinn, 1999; Kim S 

Cameron & Quinn, 2005; Kim S. Cameron & Quinn, 2006, 2011) was used to measure the 

type of culture within the organisation. Participants were asked to allocate a proportion of 

100% between four types of culture (Clan, Adhocracy, Market, and Hierarchy) across six 

dimensions (dominant characteristics, organisational leadership, management of employees, 

organisational glue, strategic emphasis, and criteria for success). Participants completed the 

survey according to their perception of current culture (NOW) and then were asked to repeat 

the exercise according to the type of culture they would prefer (PREFERRED). Results for 

the comparison between NOW and PREFERRED culture are presented first. Then subgroup 

analysis is used to test for differences between professional subgroups and hierarchical levels 

for NOW and PREFERRED culture. Differences greater than or equal to 10 are considered 

large, and those that are greater than or equal to 5 also need attention. 

7.5.1 Comparing organisational culture NOW and PREFERRED  

Mean scores were calculated for each type of culture across the six dimensions for 

NOW and PREFERRED as presented in Table 7.13 and Figure 7.3.  
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Table 7.13: Comparison of mean scores for types of culture NOW and PREFERRED 

Type of culture 
NOW  

(Mean) 
PREFERRED (Mean) 

Clan 14% 35% 

Adhocracy 12% 20% 

Market 35% 19% 

Hierarchy 40% 27% 

Total 100% 100% 

Note: NOW n = 43; PREFERRED n = 39. 

 

Figure 7.3: Radar chart for types of culture comparing NOW and PREFERRED  

 
 

As shown in Table 7.13 and Figure 7.3, results based on the mean scores for each type 

of culture, the dominant types of perceived culture (NOW) were Hierarchy (M = 40; SD = 

29.58), and Market (M = 35; SD = 29.0). The least dominant cultures were Adhocracy (M = 

12; SD = 12.7) and Clan (M  = 14; SD = 15.6). Analysis of mean scores for PREFERRED 

culture revealed that overall, staff would prefer the types of culture to be more evenly spread 

across the four types, with the dominant cultures being Clan and Hierarchy and the least 

dominant cultures, Market and Adhocracy. These findings suggest that staff perceive the 

current culture to be predominantly about power and control: enforcing rules and regulations, 

and compliance with policies and procedures; and efficiency, productivity, and reducing 

costs. However, respondents would prefer a culture that is more about shared vision and goals 

that allows for more flexibility, but still with a strong emphasis on rules and regulations.     
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7.5.2 Between-group analyses of types of culture by professional subgroup 

Mean scores were calculated for each professional subgroup in order to check for 

differences between groups for the NOW culture and PREFERRED culture. Results of this 

analysis are presented in Table 7.14 and Figure 7.4.  

Table 7.14: Types of culture comparing NOW and PREFERRED by professional 

subgroup  

 Nurse Medical Allied Health E/A/F 
 NOW PREF NOW PREF NOW PREF NOW PREF 

Clan 14 28 4 53 13 36 18 36 

Adhocracy 11 18 5 16 2 30 15 24 

Market 40 21 40 15 30 15 28 18 

Hierarchy 36 33 52 16 50 19 39 23 

Total 100 100 100 100 95 100 100 100 

Note: NOW n = 42; Nurse n = 19; Med n = 5; AH n = 3; E/A/F n = 14; Other n = 1 

(excluded) 

PREFERRED n = 38; Nurse n = 17; Med n = 5; AH n = 3 E/A/F n = 12; Other n = 1 

(excluded). E/A/F = executive, administration, finance. 

 

Figure 7.4: Radar chart of mean scores for types of culture by professional subgroup  

 

 

 

 

 

 

 

 

 

 

Note: Med = medical professional; AH = allied health professional; Manage = executive, 

administration, finance professional. 
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across all professional subgroups. Hierarchy and Market were perceived to be the dominant 

types of culture, and all professional subgroups perceived the culture as being much less Clan 

or Adhocracy. More specifically, medical professionals rated Clan and Adhocracy 

particularly low, and Allied Health rated Adhocracy very low. While the perceived culture 

NOW is quite similar across all professional subgroups, the PREFERRED culture showed 

greater variation between groups, as shown in Figure 7.4. These findings suggest that NPM 

and ABF have succeeded in creating business-like culture within the organisation; however, 

this is not the type of culture staff would prefer. Findings also suggest that each professional 

group has certain cultural characteristics they prefer that may be relevant to their particular 

profession. Figure 7.5 depicts each professional subgroup separately to compare NOW and 

PREFERRED culture.  

Figure 7.5: Radar charts for professional subgroups comparing NOW and 

PREFERRED culture 
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Results presented in Figure 7.5 suggest that nurses are happy with the level of 

hierarchy but would prefer less Market and slightly more Clan and Adhocracy. In contrast, 

medical, allied health, and executive/administrative/finance groups prefer a much higher level 

of Clan culture, especially the medical group. Allied health also prefer more freedom for 

innovation (Adhocracy) while the executive/administrative/finance group prefer less 

Hierarchy and Market and more Adhocracy. These differences between the NOW and 

PREFERRED cultures could be an indication of the differences in the way the strategic 

organisational-level culture (NOW) is perceived and the way the operational group-level 

culture is perceived (PREFERRED). These findings are consistent with Glouberman & 

Mintzberg (2001a), who suggest that hospital management is not a single homogenous 

process, but rather multiple distinct processes. Interestingly, both the medical and 

executive/administrative/finance group groups have a strong preference for Clan culture; 

however, they are likely to be two separate, distinct cultures that would have very different 

attitudes and beliefs, and informal practices that guide behaviour. Hence, these findings could 

be an indication of what is contributing to ongoing tension between the two groups. However, 

it is also an indication that if these two groups were able to identify with a common purpose 

and vision, and both the external and internal controls were designed to support this, they 

may be able to work together more harmoniously. It must also be noted that the sample size 

in this study was very small, especially for some groups; therefore, the findings should be 

considered with caution. It is recommended that this study be repeated with a larger sample 

size.   

7.5.3 Between-group analysis of types of culture by hierarchical level 

The mean scores for type of culture NOW and PREFERRED by hierarchical level are 

presented in Table 7.15 and depicted in Figure 7.6. 
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Table 7.15: Comparison of types of culture by hierarchical level 

Type of 

culture 

Level 1 Level 2 Level 3 

NOW PREF NOW PREF NOW PREF 

Clan 17 41 13 33 13 30 

Adhocracy 9 24 12 17 12 20 

Market 38 14 33 22 34 20 

Hierarchy 35 21 42 28 42 30 

Total 99 100 100 100 100 100 

Note: NOW n = 42; Level 1 n = 12; Level 2 n = 15; Level 3 n = 15; PREFERRED n = 38; 

Level 1 n = 11; Level 2 n = 13 Level 3 n = 14. 

 

 

Figure 7.6: Radar charts for type of culture by hierarchical level 

 

 

 

 

 

 

 

Results shown in Table 7.15 and Figure 7.6 indicate that the perceived culture NOW 

is consistent across the three hierarchical levels. Similarities were also observed across the 
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strategic apex) would prefer slightly more emphasis on shared vision and goals (Clan), and 

flexibility and innovation (Adhocracy), and less emphasis on rules (Hierarchy) and 

efficiency/productivity (Market) compared to Level 2 (managers, senior clinicians – middle 

managers) and Level 3 (administrative, clinicians, support staff – operational core).  

Figure 7.7 presents each hierarchical level individually to compare NOW and 

PREFERRED culture for each group.  
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Figure 7.7: Radar charts for type of culture comparing NOW and PREFERED by 

hierarchical level 
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efficiency/productivity (Market). While all levels of the organisation would prefer a stronger 

Clan culture, the findings with regard to the level of hierarchical culture support Mintzberg 

(1980), who suggests that different hierarchical levels rely on different coordinating 

mechanisms. The strategic apex uses mutual adjustment, which is characteristic of a Clan 

culture; middle managers rely on direct supervision, which is more hierarchical; and the 

operating core rely primarily on standardisation of processes and outcomes and is therefore 

very hierarchical, with an emphasis on meeting performance indicators.  

This section has presented the findings regarding staff perceptions of the current 

organisational culture and the type of culture they would prefer. The final section of this 

chapter presents a discussion of the key findings from Phase 2 (quantitative survey).  

7.6 Discussion of Phase 2 findings 

This research investigates how control mechanisms shape organisational culture in 

hospitals. Phase 1 painted an overall picture from an organisational perspective around the 

healthcare system, and the impacts of ABF on the internal environment of the organisation in 

terms of its control mechanisms and organisational culture. However, only presenting the 

senior managers’ perspective may not represent the perceptions of the entire organisation. 

Therefore, this current chapter investigated the operational perspective, and while the study 

sample includes some senior managers, the survey was directed at respondents’ own personal 

attitudes and beliefs in relation to the topics, rather than the strategic intention of the 

organisation.  

The next sections present summaries of the key findings in response to the three Phase 

2 subquestions, followed by a brief discussion of the findings. According to Degeling et al. 

(1998), ongoing health reforms are directed towards two fundamental shifts in the way health 

services are delivered and managed. The first one is the reorientation of the healthcare system 

towards economic rationalisation with increased emphasis on cost reduction and efficiency, 
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which has led to the rise of managerialism and the decline of medical professionalism as the 

dominant culture. This top-down approach has resulted in a fundamental shift in the 

hierarchical relationship between managers and clinicians. The second one is the 

reorientation of the healthcare system and restructuring of healthcare organisations towards a 

systems-oriented approach rather than health service delivery being characterised by one-on-

one relationships between doctors and patients. This interdisciplinary approach relies on 

collaboration and cooperation between health professionals, which has resulted in a 

fundamental shift in the relationship between medical doctors, nurses, and other health 

professionals, including allied health. With this in mind, the findings from this study are 

considered in two ways: First, whether the results indicate that staff attitudes and beliefs 

represent a managerialist or professionalist stance. Second, whether or not results indicate 

differences in attitudes and beliefs between professional groups and hierarchical levels.  

7.6.1 Summary of key findings: Managerialist or professionalist stance 

1. What are staff attitudes and beliefs towards the Australian healthcare system, ABF 

and resource allocation, notions of control, and organisational goals? 

2. What types of culture do staff see as being dominant within the organisation, and 

what type of culture would they prefer? 

7.6.1.1 The Australian healthcare system, activity-based funding and resource allocation 

 Staff adopt a pro-clinician stance and feel that the increased emphasis on cost and 

efficiency over patient outcomes is one of the main issues facing the healthcare 

system. 

 Staff feel that public hospitals either need more funding or develop strategies to 

increase services outside hospitals. 

 Staff feel that hospital information systems are inadequate when it comes to 
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providing clinical information for inform decision-making.  

 Staff feel that decisions around resource allocation should be made by those with 

technical expertise or group consensus rather than the manager, and decisions should 

be made based on formal evidence and logic rather than informal practices.  

7.6.1.2 Notions of control: Setting clinical standards, clinician autonomy and clinician 

accountability  

 Staff feel that clinical standards should be set by members of the multidisciplinary 

team involved in the area and the clinical specialty institutions rather than hospital 

managers of funders.  

 Staff place high importance on clinician autonomy around their own career (hospital 

and speciality area), as well as patient treatment (tests, treatment, and medications). 

 Staff feel they are more accountable to their clinical team and seniority within their 

profession rather than management. 

7.6.1.3 Organisational goals 

 Staff perceive that the most important goals of the organisation are around financial 

viability and service quality, and the least important goal is staff wellbeing. 

7.6.1.4 Organisational culture 

 Staff perceive the current culture to be hierarchical and market-oriented. 

 Staff would prefer a more clan-like culture. 

Overall, these findings indicate that staff undeniably support a pro-clinician stance 

across all topics. That is to say that staff believe there is too much emphasis on cost control 

and economic efficiency rather than quality and patient care, and too much of a top-down 

approach where decisions are made by managers and funders, rather than clinicians and those 
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with clinical expertise. These findings are consistent with Degeling et al. (1998), who argue 

that a dominant “management-centred” view with an emphasis on the resource dimensions of 

care combined with increased management surveillance runs two risks. First, that patients are 

considered as products defined by the resources used for their treatment, and second, that 

clinicians are required to make patients “fit” into standardised categories devised by 

management, rather than devising treatments to “fit” patients’ clinical needs. Consistency in 

the findings between this present study and Degeling et al. (1998) suggests that staff attitudes 

and beliefs have not significantly changed in nearly 20 years. Therefore, continued emphasis 

on resource dimensions and a managerialist approach is not likely to eventually change the 

attitudes and beliefs of clinicians, but rather continue to perpetuate the ongoing conflict 

between managers and clinicians. However, this does not necessarily mean that health service 

delivery should return to a professionalist-dominated approach. Rather, it suggests that staff 

believe there should be more of a balance between the economic considerations of 

management and the patient care considerations of clinicians. It also suggests the need for 

clinicians to have enough autonomy and clinical freedom to treat patients according to their 

clinical needs.  

A study conducted by Mannion, Davies, and Marshall (2005) found that high 

performing healthcare organisations had a “command control” style of leadership, but 

acknowledged the limitations of a top-down approach and were adopting initiatives directed 

at distributing power and responsibility to individual directorates and encouraging a more 

decentralised, participatory style of management. This decentralisation was achievable due to 

a robust performance management architecture and highly developed information systems to 

manage financial and clinical performance. In contrast, low performing organisations were 

characterised as being “pro-professional”, where a few senior clinicians had powerful 

influence over the internal priorities of the organisation. Leaders were described as lacking 
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skills required to develop and maintain robust performance management systems. Senior 

management practices were described as being disconnected from day-to-day issues, and 

loyalty to the leadership group was seen as desirable and that disloyalty to the senior 

management team would not be tolerated. In addition, low performing organisations had an 

extremely lean middle, which meant that management decision-making was disconnected 

from practical and financial considerations.  

Overall, these findings suggest that there needs to be a balance between managerial 

control with a rigorous performance management framework, but giving clinicians enough 

autonomy and resources to care for patients. Findings also suggests that middle managers 

play a critical role in the overall functioning of healthcare organisations and need to be 

skilled in both clinical and managerial responsibilities.  

7.6.2 Summary of key findings: Subgroup comparisons 

3. Are there significant differences in findings between groups (professional subgroups 

and hierarchical levels)?  

Differences between hierarchical levels were minimal across all topics even though 

respondents categorised as Level 1 were directors and would therefore assume to represent 

the managerialist approach. However, this was not the case, which suggests that even senior 

managers believe there is too much emphasis on cost, but they are bound by the external 

controls imposed on the organisation by the government. Table 7.16 presents statistically 

significant differences in attitudes and beliefs by hierarchical groups.  
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Table 7.16: Differences in staff attitudes and beliefs by hierarchical groups 

Level 1: Directors 

(strategic apex) 

Level 2: Managers, senior 

clinicians (middle managers) 

Level 3: Clinical and non-

clinical staff (operational core) 

 Rely on hospital 

information system for 

decision-making 

 Improved productivity 

ranked as one of the most 

important goals 

 Reputation for service 

innovation ranked as 

somewhat important  

 Some reliance on hospital 

information system for 

decision-making 

 Improved productivity 

ranked as somewhat 

important 

 Reputation for service 

innovation ranked as one of 

the least important goals 

 Very little reliance on hospital 

information system for 

decision making 

 Improved productivity ranked 

as one of the least important 

goals 

 Reputation for service 

innovation ranked as one of 

the most important goals 

As shown in Table 7.16, one of the main differences was in the use of the hospital 

information system, which clearly demonstrates the top-down approach to decision-making 

and lack of access to data for Level 3 clinical and non-clinical staff, who presumably are the 

ones mostly in direct contact with patients.  

Table 7.17 presents differences in attitudes and beliefs between professional groups. 

Table 7.17: Differences in attitudes and beliefs between professional groups 

Nurses Medical professionals Allied health 
Executive/Admin/ 

Finance 

 Strong support for 

patients being 

treated outside 

hospital. 

 Clinical standards 

should be based on 

evaluated practices 

across hospitals and 

developments in 

medical literature. 

 Staff welfare 

ranked as least 

important goal. 

 Prefer Hierarchical 

culture. 

 Moderate support 

for patients being 

treated outside 

hospital. 

 Clinical standards 

should be based on 

evaluated practices 

across hospitals. 

 

 Staff welfare ranked 

at least important 

goal. 

 

 Prefer Clan culture. 

 Strong support for 

patients being 

treated outside 

hospital. 

 Clinical standards 

should be based on 

what is feasible 

within existing 

hospital resources. 

 

 Reputation for 

service innovation 

ranked as least 

important goal. 

 Prefer Clan or 

Adhocracy culture. 

 Strong support for 

patients being 

treated outside 

hospital. 

 Clinical standards 

should be based on 

evaluated practices 

across hospitals. 

 

 Teaching and 

research reputation 

ranked as least 

important goal. 

 Prefer Clan culture. 

As shown in Table 7.17, significant differences between professional groups were 

minimal. This, however, may be attributed to small sample sizes for some groups; for 
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example, medical professionals (n = 7) and allied health (n = 6). Nonetheless, findings from 

this comparative analysis provide an indication of trends that suggest that staff attitudes and 

beliefs around the healthcare system, notions of control, and perceived culture were similar 

between professional groups. In contrast, Degeling et al. (1998) identified distinct differences 

in professional identities between lay managers, medical professionals, and nurses, which 

represent conflicting views around service provision, tasks that need to be performed, values 

to be translated into action, and criteria and indicators used to assess performance. Degeling 

et al. (1998) asserts that the dissonance between frames of reference for each profession 

cannot be reconciled by one overarching frame, and that preference of one framework over 

another is likely to lead to conflict. A similar study conducted by J. Fitzgerald (2002) did not 

find such pronounced differences in professional identity profiles; that is not to say, however, 

that there are no differences between them. One of the main differences noted is that medical 

professionals demonstrate a weak affiliation with the hospital and the tendency to work as 

individuals, while nurses demonstrated a strong affiliation with the hospital and that the 

nature of their work is collective. Similarly, one of the main differences found in this present 

study was the type of culture that each profession would prefer. Nurses prefer a culture that is 

predominantly hierarchical, that is, a high level of formalised rules, policies and procedures 

and formal chain of command, which is similar to the type of culture that currently exists 

within the organisation; although nurses would prefer less emphasis on the market 

orientation. In contrast, medical professionals prefer a clan culture with a high level of 

autonomy and minimal emphasis on formalised controls and market orientation. Interestingly, 

the executive, administrative and finance group also preferred a clan culture; however, as 

Degeling et al. (1998) asserts, the frames of reference for these two groups are unlikely to be 

consistent.       

Overall, these findings suggest that external forces are permeating the boundaries of 
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the organisation and creating internal tension. In addition, findings suggest that control 

mechanisms play an important role in shaping the organisational culture. Therefore, 

organisations need to focus their attention on developing control mechanisms and strategies 

directed towards resolving, or at least managing, this conflict of interests between the 

financial constraints and standardised regulations imposed by the government, and to 

endeavour to maintain the professional integrity of clinicians.  

7.6.3 Chapter summary 

While the small sample size posed a considerable limitation, the results nonetheless 

make an important contribution to the overall research by providing the operational 

perspective and group-level analysis that allowed for comparisons to be made between 

professional subgroups and hierarchical levels.  

Thus far, findings presented in this thesis consist of results from two studies. First, the 

Phase 1 exploratory study, which involved interviews with senior managers in order to paint 

an overall picture from an organisational strategic perspective of the key topics in relation to 

this research. Second, the Phase 2 examination study, which involved an anonymous survey 

with a sample of hospital staff in order to gain an understanding of the group-level 

operational perspective of the key topics, as presented in this chapter. The next step in this 

research was to integrate the two data sets from Phases 1 and 2 in order to conduct a 

comparative analysis. The comparative analysis identifies similarities and differences 

between the strategic intent of the organisation, and the attitudes and beliefs of staff at the 

operational level. Thus, links can be drawn between organisational control mechanisms and 

organisational culture, and how this may be influenced by external controls imposed on the 

organisation associated with the Australian healthcare system.   
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8 Integration and comparative analysis of Phase 1 qualitative 

interview data and Phase 2 quantitative survey data, and 

development of three propositions to be verified in Phase 3  
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8.1 Introduction 

The aim of this comparative analysis was to establish a complete picture of the key 

topics from multiple perspectives by integrating findings from Phase 1 interviews, with 

findings from the Phase 2 survey. The two key objectives were: (1) To compare findings 

between the strategic level perspective and operational level perspective and identify 

consistencies and discrepancies; (2) To identify ways in which the organisation is or may be 

able to address issues and inconsistencies. Therefore this comparative analysis aims to 

answer the following mixed methods subquestions:  

1. What are the differences and convergences between the organisational level strategic 

perspectives and the operational group level perspectives around ABF, 

organisational control, and organisational culture? 

2. Why are there differences and how can they be resolved? 

8.2 Results of integration and comparative analysis  

Results are presented under four key topic areas: (1) Healthcare system, funding and 

resource allocation; (2) Organisational goals and performance measurement; (3) 

Organisational control, clinician autonomy and accountability; and (4) Organisational culture. 

Each section presents a brief summary of key findings from Phase 1, followed by a brief 

summary of key findings from Phase 2, then the results from the integration and comparative 

analysis are presented and discussed.  

8.2.1 Healthcare system, funding and resource allocation  

As per Chapter 6, Section 6.3, findings from Phase 1 interviews indicate that some 

senior managers consider ABF to be an equitable way of allocating resources, being based on 

the level of activity in each health area, and that it allows departments to see how they can 

improve efficiency. However, other senior managers felt that there were inconsistencies 
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between the way costs are counted and the way resources are allocated. Processes of counting 

costs and allocating revenue are complicated by the fact that most patients pass through 

several departments and receive treatment from multiple areas, which makes it difficult to 

count all the actual costs, both direct and indirect, and then allocate the appropriate amount of 

resources to each area. Some senior managers also felt that ABF favours measurable outputs 

and government priorities, while non-ABF activity, such as research, purchasing new 

equipment, or community health services, are harder to get funding for.  

Senior managers indicated that one of the major challenges faced by the organisation 

is balancing supply and demand of services. The Service Agreement with the Department of 

Health sets specific targets of healthcare activity at a set price according to the ABF model, 

which the organisation is expected not to exceed. This arrangement restricts the amount of 

resources allocated to each area, which impacts on the number of beds a hospital can use and 

staffing levels. However, there is often a mismatch between the level of activity that is 

purchased and the number of patients who actually walk through the door and types of 

treatment they require. Other government regulations, such as wait-time guarantee, prevent 

hospitals from delaying treatment as a means of managing excess demand. Hence, senior 

managers indicated that they try to manage additional activity by improving efficiency within 

the hospital and delivering services at marginal cost.  

As per Chapter 7, Section 7.3, findings from Phase 2 indicate that staff perceive the 

most important issues facing the healthcare system are around its emphasis on cost control 

rather than patient care and clinical outcomes, and the erosion of clinician autonomy by 

management. Phase 2 findings also revealed that staff believed the most appropriate 

strategies to address resource issues in hospitals are around developing health service 

delivery outside hospital care, using quality management methodologies and increasing 
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funding. Least appropriate strategies were around the use of clinical protocols developed by 

medical colleges, casemix and/or ABF, and hybrid roles.  

Comparative analysis between Phase 1 and Phase 2 data indicates that ABF has a 

major impact on the organisation’s internal environment. It essentially forces the organisation 

to focus on cost reduction and clinician accountability over patient outcomes and clinician 

autonomy, which is seen as a major issue by hospital staff. In addition, managerial strategies 

such as the use of casemix and ABF models, or hybrid roles, are not considered by hospital 

staff to be the most appropriate solutions to resource issues. Hospital staff would prefer a 

funding model that allows greater flexibility to allocate resources towards other services 

outside the hospital, such as community services and primary healthcare, which may be more 

efficient and better cater to the needs of the local population. In addition, they would prefer 

quality improvement strategies as a means for improving efficiency rather than cutting costs.  

Overall, these findings are contrary to current practice. One of the key managerial 

strategies to address resource issues in hospitals is the use of DRG, casemix and ABF, which 

are increasingly being adopted in many countries (Eagar, 2010; Lægreid & Neby, 2016; 

Lehtonen, 2007; UBC Centre for Health Services and Policy Research, 2014). Findings from 

this study indicate that ABF is an effective tool for providing standardised performance 

measures that are useful for benchmarking and indicating areas of poor performance 

(Bowman, 2015). However, ABF data does not explain the reasons for poor performance, 

which may times be attributed to factors other than inefficiency. Findings also indicate that 

ABF may be too restrictive as a basis for allocating funding across all health services, as it 

does not adequately cater for the complexities of healthcare (Lægreid & Neby, 2016; 

Lawrence, 2016). In addition, the ongoing application of this funding model, in its current 

form, is likely to continue the ongoing conflict between managers and clinicians due to its 

priority of cost reduction over quality improvement (Sansoni et al., 2013; Street & Maynard 
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2007; UBC Centre for Health Services and Policy Research, 2014). Therefore, two key areas 

for future research are: first, to find ways of balancing ABF as a means for allocating funding 

with other approaches that allow organisations to better manage demand and cater for local 

population needs; and second, to find ways of refining ABF so that it is more compatible with 

clinical measures, which will reduce measurement variations and inconsistencies, and enable 

clinical quality improvement measures to be built in.  

Another key managerial strategy to address issues in hospitals is to create hybrid roles 

that incorporate both managerial and clinical responsibilities. This strategy is currently being 

used within the GCHHS and is attracting growing interest in the literature (Byrkjeflot & 

Kragh Jespersen, 2014; L. Fitzgerald & Ferlie, 2000; Fulop, 2012; Johansen et al., 2015; 

Kippist & Fitzgerald, 2010; Kurunmäki & Miller, 2011; McGivern et al., 2015; Noordegraaf 

et al., 2015). Hybrid roles aim to blur the lines of traditional roles, thereby giving clinicians 

more managerial decision-making power and responsibilities and thus making them more 

accountable to the business side of health. However, findings from the survey indicate that 

staff do not see this as the most appropriate solution to addressing health system issues. 

According to Kirkpatrick et al. (2009), hybrid roles can be seen as merely a restratification 

where senior doctors take on management and leadership roles in support of government 

policies, which creates new divisions between medical elites and other lower level clinicians. 

Therefore, clinicians may see this as a betrayal by crossing over to the managerial side and 

taking on more of a business approach, while clinicians perceive managers to be doing little 

to understand the clinical side (Noordegraaf et al., 2015).  

A comparative study of two countries (England and Denmark), where new hybrid 

clinical management roles were created, revealed that the implementation process and the 

way national institutions shape professional development can have important implications for 

the success of this approach (Kirkpatrick et al., 2009). Enabling factors were reform 
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implementation strategies that provide incentives for doctors to engage with management, 

and opportunities for doctors to colonise management roles. In addition, when medical 

associations are actively involved in negotiating broader policy change, then medical 

professionals tend to actively seek to understand and engage in management strategies.  

The successful implementation of hybrid clinical/management roles may also be 

influenced by how well different professional values align with managerial values. For 

example, Noordegraaf (2011) suggests that medical professional values generally do not align 

with managerial values. However, in a qualitative study with nurses, Carvalho (2014) found 

that hybridisation of the two professions was achieved by incorporating new organisational 

values without abandoning traditional values and beliefs, and aligning their profession within 

the new organisational context by incorporating management language into their discourses. 

Indeed, findings from this present study indicate that the type of culture that nurses prefer is 

much more consistent with the managerialist culture that currently exists within the 

organisation compared to other professional groups such as medical professionals and allied 

health, as well as the non-clinical group.  

While much of the literature focuses on possible resistance from clinicians taking on 

managerial responsibilities (Byrkjeflot & Kragh Jespersen, 2014; Kippist & Fitzgerald, 2014; 

Wynia et al., 2014), findings from this present study indicate that managers were less 

supportive of hybrid roles than clinicians. This suggests that managers may see clinicians 

taking on managerial responsibilities as a threat to their increasing level of power and 

authority, and their ability to control costs and activity targets. Therefore, clinicians may in 

fact be more willing to take on managerial and leadership responsibilities than previously 

acknowledged, and that system issues may be preventing them from doing so, such as lack of 

training, inadequate hospital information systems, lack of access to clinical and financial 

data, or lack of management and leadership skills (Kippist, 2013; Kippist & Fitzgerald, 
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2014). In addition, findings suggest that middle managers from all clinical disciplines play a 

critical role in the overall functioning of the organisation and connecting the strategic apex to 

the operating core. The pressure on these roles from both management and clinicians may be 

underestimated and therefore middle managers may not be getting the support from non-

clinical and executive staff, and adequate leadership and management training that they 

require to successfully fulfil their role (Currie & Procter, 2005; Kippist & Fitzgerald, 2012). 

This suggests that future research needs to be directed towards understanding hybrid roles at 

the middle-manager level, and the type of support and training they require. 

Given the extent to which external forces permeate the boundaries of the organisation, 

the organisation alone is limited in its capacity to resolve the manager versus clinician 

conflict through hybrid roles. Noordegraaf et al. (2015) argues that governments and 

healthcare institutions have failed to support organisations in the hybridisation approach, and 

Kuhlmann and von Knorring (2014) argue that the success of hybrid roles relies on the 

combined support of hospital governance, healthcare policies, and medical education. This 

suggests that a whole-of-system approach is required for the successful development of 

hybrid roles, and future research needs to be conducted with regard to understanding systemic 

and organisational barriers and enablers.  

8.2.2 Organisational goals and performance measurement 

Findings from Phase 1 interviews indicate that the strategic goals of the organisation 

are very much aligned with those of Queensland Health and have a strong emphasis on the 

organisation’s reputation as being “world-class”. Some senior managers felt that the strategic 

goals are consistent throughout the organisation and that they cascade down to the directorate 

level. However, others felt that the strategic goals are ambiguous, aspirational and do not 

really represent what clinical staff at the operational level do in their day-to-day work or what 

is monitored and measured. Some senior managers felt that clinical staff do not really connect 
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with the strategic goals because clinicians are more focused on caring for patients and just 

trying to get through each day in the face of heavy workloads and staff shortages. In contrast 

to the organisational goals, senior managers indicated that organisational performance 

measurement is primarily focused on indicators in relation to standardised measures of 

activity, quality, and cost. This is largely in response to externally imposed targets and 

resource allocation according to the Service Agreement under ABF. However, clinicians at 

the operational level also have their own sets of performance measures that are 

predominantly around quality and safety, and compliance with clinical standards relevant to 

their profession and health discipline that are evidence based and set externally by healthcare 

institutions.  

Phase 2 findings revealed that the goal perceived by hospital staff as being most 

important to the organisation is financial viability, and the goal perceived as least important 

to the organisation is staff welfare. Both of these findings are consistent across all 

professional subgroups and hierarchical levels. Overall, staff perceive the organisation to 

prioritise tangible goals around measurable performance indicators such as costs and outputs 

compared to more intangible goals that are difficult to control and measure such as the 

organisation’s reputation for innovation, teaching and research, staff wellbeing and equitable 

access for patients.  

Comparative analysis of Phases 1 and 2 suggest that the organisational goals represent 

a broad range of competing stakeholder interests, and there are inconsistencies around which 

goals are being prioritised at the strategic level compared with the operational level of the 

organisation. At the strategic level of the organisation, aspirational goals that align with the 

state government political environment are prioritised. However, at the operational level, 

federal government priorities around cost reduction and efficiency improvement are 

prioritised by way of formalised performance measurement, while clinicians prioritise goals 
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in relation to quality of care for patients and their own career interests. This inconsistency in 

the prioritisation of goals is causing a moderate degree of incongruence between the strategic 

goals, the operational goals, and the professional goals of clinical staff. In addition, 

inconsistency between the organisational goals and the way performance is measured is 

causing a moderate degree of ambiguity in performance measurement.  

These inconsistencies can be better understood from an institutional logics 

perspective, which is used to examine organisations that incorporate competing logics, such 

as hospitals (Johansen et al., 2015; Reay & Hinings, 2009; Tuohy, 1999). For example, a 

patient being cured is a success for the health professional (professional logic), but it may be 

a failure for management if the budget has been exceeded (management logic). This situation 

creates conflict between loyalty to the organisation versus loyalty to the patient (Johansen et 

al., 2015). One of the strategies used to overcome these challenges is referred to as the 

ranking strategy, which identifies agreed priorities based on the established principles or 

organisational values (e.g., patient first, then the economy; Johansen et al., 2015). Findings 

from the present study suggest the ranking strategy is currently being applied within the 

organisational setting. However, there is a lack of agreement between professional subgroups 

and hierarchical levels over which logic should be prioritised. Therefore, different logics are 

being prioritised at different levels within the organisation and within different professional 

groups, which is causing conflict. As such, for the ranking strategy to succeed there needs to 

be a high level of congruence throughout the organisation with regard to its strategy, 

organisational structure, and the characteristics of the environment (Dignum & Dignum, 

2007).  

From a multiple-cultural perspective, findings suggest that the current culture is 

highly differentiated, and the relationships between subgroups are conflicted due to 

competing priorities (Martin, 2002). However, resolving this conflict may not necessarily 
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require an integrated culture that represents one group’s priorities as more important than the 

other. Rather, the solution is more likely to be around enhancing relationships between 

subgroups, creating synergy between the strategic and operational levels, and establishing 

overall congruence throughout the organisation.  

Achieving congruence throughout the organisation would require a new approach that 

incorporates the priorities of all stakeholders including governments, healthcare 

organisations, professional institutions, healthcare professionals, and patients. One such 

approach is proposed by Michael Porter, who argues that high value for patients must be the 

central overarching goal of health service delivery. Porter (2010) states “in any field, 

improving performance and accountability depends on having a shared goal that unites the 

interests and activities of all stakeholders” (p. 6). However, lack of clarity around goals has 

led to divergent approaches, gaming of the system and slow progress in performance 

improvement. Porter defines value as the health outcomes achieved per dollar spent and 

should always be around the customer, and in a well-functioning healthcare system the 

creation of value for patients should determine rewards to all other actors in the system. In 

this way, value unites the interests of all actors in the system. However, this requires a 

universal shift from measuring inputs, volume of services delivered, and processes to 

measuring results based on outcomes relative to costs for overall cycles of care for a patient’s 

medical condition, not cost of individual services. Findings from this research support 

Porter’s value for patients’ idea, as it gives equal importance to both efficiency and quality, 

and redirects divergent competing stakeholder interests toward a common goal that benefits 

all, including the patient.  

8.2.3 Organisational control, clinician autonomy, and accountability  

As presented in Chapter 6, Section 6.5, senior managers described the organisational 

control system as highly bureaucratic. While some senior managers felt that the organisation 
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needed tighter controls, others suggested that the high level of bureaucratic control is 

burdensome and slows the system down. In addition, senior managers suggested that staff do 

not like high levels of bureaucratic control, and that clinicians feel they do not need to answer 

to managers but rather to their peers or senior clinicians from within their discipline. Indeed, 

findings indicate that professional groups have their own hierarchical systems within each 

discipline and control mechanisms that are more characteristic of clans. Senior managers 

suggested that increasing levels of bureaucratic control can break down trust and respect 

between managers and clinicians and is therefore not a suitable strategy for addressing 

compliance or behavioural issues among clinicians.  

As presented in Chapter 7, Section 7.4, findings from Phase 2 survey questions in 

relation to clinician accountability showed that respondents believe that clinicians are most 

accountable to their clinical team in evaluating and improving the team’s collective 

performance, and to the senior member of their clinical specialty, based on an evaluation 

criteria defined by senior members. In contrast, they felt least accountable to hospital 

management for the resource implications of their clinical practices. In addition, Phase 2 

survey results showed that items rated as most important to the respondents’ sense of 

clinician autonomy were: the right of clinicians to choose their clinical specialty; which 

hospital in which they practise; and making decisions around tests, treatments and 

medications for individual patients. Least important to respondents sense of clinician 

autonomy were: the right of clinicians to exercise control over other health professionals, and 

to choose the patients they will accept for treatment.  

Comparative analysis of Phases 1 and 2 suggests that high levels of bureaucratic 

controls that focus on compliance with organisational policies and procedures directed 

toward efficiency improvements may be ineffective in controlling clinician behaviour and are 

likely to alienate clinical staff. This is because clinicians do not feel accountable to 
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management, especially with regard to costs associated with treatments, but rather to senior 

clinicians within their discipline, who are more concerned with the quality and 

appropriateness of the treatment. Thus, professional informal clan controls are likely to 

undermine or override formal bureaucratic and structural organisational controls. In addition, 

high levels of bureaucratic control may be seen as a threat to a clinician’s right to make 

decisions about patient treatment, which is perceived as important to clinician autonomy.  

Mannion et al. (2005) found that high performing healthcare organisations had clearly 

defined lines of upward accountability, and senior managers had well-defined spheres of 

responsibility and formal reporting requirements, In contrast, low performing organisations 

had confused and fragmented systems of accountability. However, Lægreid and Neby (2016) 

argue that clinicians have multiple accountability relations, including political, legal, 

administrative, professional, and social. Therefore, the issue is not just about making 

clinicians more financially accountable to managers, but rather defining who is accountable 

to whom and for what, understanding the relationships between players, and ensuring 

compatibility and alignment of accountability arrangements, both horizontally and vertically. 

This requires a collaborative approach at a systems level (government, healthcare 

organisations, clinicians, and healthcare institutions). Failing to do so will continue to force 

clinicians to choose between competing logics, and undermine ongoing attempts at making 

clinicians more accountable (Sheridan, 2016; Siciliano, 2016; Stokes et al., 2016; Thompson 

& Henwood, 2016).  

Findings from this study contribute to the development of theoretical understanding 

about accountability arrangements in healthcare. Findings suggest that future research needs 

to be directed at helping organisations to adopt new and innovative means for controlling 

staff behaviour that acknowledge the multiplicity of accountability arrangements rather than 



 

239 

using high levels of bureaucratic and managerial control to ensure financial accountability is 

prioritised.  

8.2.4 Organisational culture 

Findings from Phase 1 indicate that staff at the strategic level of the organisation have 

a high awareness of the organisational values; these are highly visible on written and 

electronic correspondence, constantly reinforced during meetings and discussions, and 

consistently demonstrated during interactions among the executive team. Senior managers 

indicated, however, that the interactions between senior managers and operational staff, and 

the behaviour of staff at the operational level, do not consistently reflect the values of the 

organisation. This suggests that the organisational value system may have a strong influence 

at the strategic level of the organisation; however, it may only have a limited influence over 

staff at the operational level and over interactions between staff from different hierarchical 

levels and professional subgroups. Indeed, senior managers indicated that clinical staff were 

more strongly attached to the values associated with their profession. Therefore, it was 

difficult to instil the organisational values in place of a deeply entrenched cultural identity 

that is constantly reinforced by professional peers and senior clinicians within their 

discipline. This suggests that managers only have a limited ability to create and control 

culture as desired by the organisation, especially at the operational level.  

Findings from the Phase 2 survey, which compares how respondents perceive the 

current culture (NOW) with the type of culture they would prefer (PREFERRED), shows that 

staff perceived the current culture to be predominantly hierarchical and market oriented. That 

is, the culture is predominantly about managerial power and compliance with rules and 

regulations, with an emphasis on efficiency and productivity, and reducing costs. However, 

respondents would prefer a more balanced culture with much less emphasis on costs 
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(Market), and a much stronger emphasis on shared vision and goals (Clan), a bit more 

flexibility (Adhocracy), but still with a strong emphasis on rules and regulations (Hierarchy).  

Subgroup analyses for both hierarchical levels and professional groups revealed that 

Hierarchy and Market were consistently perceived as the dominant types of culture NOW; 

however, the PREFERRED culture showed a high level of variation between groups. The 

PREFERRED culture for nurses was most consistent with the NOW culture; they would 

maintain the hierarchical nature of the culture, but place a lot less emphasis on Market (cost 

and efficiency). In contrast, medical professionals placed particularly high importance on a 

shared vision (Clan) and a lot less on hierarchy, while allied health prefer a much higher level 

of innovation (Adhocracy). Finally, the executive, administrative and finance group would 

prefer a more even balance across all four types of culture. With regard to hierarchical levels, 

the greatest disparity between NOW and PREFERRED culture was observed for Level 1 

respondents (directors – strategic apex). Results suggest that while all staff would prefer a 

culture that is predominantly characterised by shared vision and goals (Clan), with more 

flexibility and innovation (Adhocracy), and less emphasis on rules (Hierarchy) and 

efficiency/productivity (Market), this was particularly pronounced for Level 1 compared to 

Level 2 (managers, senior clinicians – middle managers) and Level 3 (clinicians, 

administrative, support staff – operational core). These findings suggest that overall, staff 

would prefer much more of a clan culture with more emphasis on shared goals and values, 

and much less emphasis on costs. In general, staff would also like a more flexible, innovative 

culture, but still quite hierarchical. Findings also suggest that differences between groups in 

the type of culture they would prefer may be an indication of the type of culture that currently 

exists within their particular professional group or hierarchical level, and that the culture at 

the strategic level of the organisation may be more homogeneous (integrated), while the 

culture at the operational level may be more heterogeneous (differentiated).  
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Comparative analysis of Phase 1 interviews and the Phase 2 survey suggests that staff 

at the strategic level of the organisation are strongly bound by the organisational values, 

whereas staff at the operational level are more strongly influenced by values associated with 

their professional cultural identity. This suggests that multiple types of culture coexist within 

the organisation. At the strategic level, the culture is more homogeneous and consistent with 

the values of the organisation (integrated), while at the operational level the culture is more 

heterogeneous, and consistent with the values associated with their professional identity 

(differentiated). In addition, when staff from different hierarchical levels and professional 

subgroups interact with one another, then behaviour is driven by personal values that are 

inconsistent and in a constant state of flux (fragmented). This finding supports previous 

research in this area by Martin (2002), who argues that multiple types of culture (integrated, 

differentiated, fragmented) coexist within an organisation, and J. Fitzgerald (2002), who 

found that cultures are hierarchical (i.e., the high level of the organisation is more likely to 

have an integrated culture, while the lower level is more likely to have a differentiated or 

fragmented culture). The coexistence of multiple types of culture within the one organisation 

is not necessarily problematic; in fact, diversity, ambiguity, and flexibility encourage 

innovation. However, when the relationship between subgroups is conflicting and there is a 

lack of common purpose, then the internal environment and culture can become 

dysfunctional (Balthazard et al., 2006) and lead to the emergence of counter-cultures (Drotz 

& Poksinska, 2014; Martin & Siehl, 1983; Mouton et al., 2012). Therefore a control system 

that facilitates, enhances and supports positive relationships between subcultures is critical in 

shaping an overall organisational culture of collegiality, cooperation and collaboration.  

The next section presents a summary of the key findings in response to the MMR 

subqestions and the development of three research propositions to be verified and explained 

in Phase 3 of this research.  
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8.3 Summary of key findings from the integration and comparative 

analysis of Phases 1 and 2 and development of three propositions 

The integration and comparative analysis of findings from Phases 1 and 2 aimed to 

answer the following MMR subquestions: 

1. What are the differences and convergences between the organisational level strategic 

perspectives and the operational group level perspectives around ABF, 

organisational control, and organisational culture? 

2. Why are there differences and how can they be resolved? 

In response to these subquestions, Table 8.1 presents a summary of the key findings.    
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Table 8.1: Summary of key findings from integration and comparative analysis of Phases 1 and 2   

 Phase 1:  

Organisational-level,  

strategic/managerial perspective 

Phase 2:  

Group-level,  

operational/clinical perspective 

Convergences / 

Differences 

ABF and 

resource 

allocation 

Predetermined amount of activity at set price 

inconsistent with demand, need and prevalence. 

Standardised measures: inconsistency between the 

way costs are counted and resources are allocated.  

Prioritises cost and financial concerns over 

quality and patient care. Resource allocation 

decisions should be made by those with technical 

expertise and group consensus based on formal 

evidence and logic. 

Convergence: Issues with 

incompatability of funding 

model with clinical 

requirements and 

preferences 

Goals and 

performance 

measures 

Inconsistency between which goals are prioritised 

at different levels of the organisation. 

Inconsistency between organisational goals and 

performance measurement. 

Financial viability perceived as the most 

important goal for the organisation and staff 

wellfare perceived as the least important goal. 

Difference: Strategic level 

suggests organisation 

prioritises access and 

quality, but operational 

level perceives organisation 

prioritises financial viability     

Organisational 

control  

Mode of control: Market/bureacratic 

administrative and structural control mechanisms. 

High level of bureacratic control emphasising 

compliance with policies, procedures, regulations 

and contractual obligations (activity and 

financial). Operational level also has professional 

controls associated with clinical discipline 

Clinicians feel more accountable to clinical 

hierarchy than managerial hierarchy.  

Setting clinical standards: Clinical standards 

should be set by multidisciplinary clinical teams. 

Accountability: Clinicians are most accountable 

to their clinical team and seniority within their 

clinical discipline rather than managers and 

funders. Clinician autonomy: Having the right to 

choose which hospital they work in and to make 

decisions about tests, treatments and medications 

for individual patients were most important.  

Convergence: High level of 

bureacratic control 

throughout the organisation, 

but clan controls associated 

with professional identity 

create parallel control 

systems 

Organisational 

culture 

Multiple types of culture coexist and different 

types of culture are more dominant at different 

levels of the organisation:  

Strategic level – integrated culture  

Operational level – differentiated culture 

Interractions between hierarchical levels and 

professional subgroups – fragmented culture.  

All groups (hierarchical levels and professional 

subgroups) perceived the organisational culture 

to be hierarchical/market.  

All subgroups preferred a clan culture. 

Nurses preferred culture was most consistent 

with the current culture 

Medical professional preferred clture was least 

consistent with the current culture.  

Difference: Strategic level 

perceived cultural 

differences throughout the 

organisation, operational 

level consistently perceived 

culture to be 

hierarchical/market, but 

would prefer clan culture  
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The summary of key findings presented in Table 8.1 identifies convergences and 

differences between the strategic and operational perspectives, and a number of key themes 

which could be contributing to the ongoing conflict between managers and clinicians. While 

these findings represent the organisational-level and group-level perspectives, in order to 

complete the picture, the individual-level perspective also needs to be considered. In addition, 

given that the sample size for Phase 2 was extremely small and the Phase 1 findings only 

represent the views of senior manager, it was felt that further verification was required to 

ensure that the overall findings were accurately interpreted. Therefore, the key themes that 

emerged from the integration and comparative analysis of findings from Phases 1 and 2 were 

summarised into three propositions to be verified in Phase 3 of this research. In addition, 

Phase 3 was seen as an opportunity to gain additional explanations and develop deeper 

understanding with regard to the key topics. Therefore, the next sections seek to answer the 

MMR subquestions, as well as explain the development of the Phase 3 propositions.  

8.3.1 External controls causing a disconnect between the strategic and operational 

levels of the organisation 

Overall, the findings from the integration and comparative analysis of Phases 1 and 2 

data suggest that external forces have a major impact on the organisational environment. In 

the context of this study, there are two competing external forces: (1) the application of new 

public management ideology and ABF, which represent managerialism; and (2) professional 

institutions that represent professionalism. These competing external forces have an impact 

on the internal organisational environment and cause a moderate degree of goal incongruence 

and ambiguity in performance measurement (Ouchi, 1980). Consistent with Ouchi (1980), the 

organisation therefore relies on a high level of bureaucratic control to ensure staff are 

working towards achieving externally imposed targets rather than pursuing their own 
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personal agenda in the interests of the profession (Berry, Coad, Harris, Otley, & Stringer, 

2009; Duckett et al., 2014; Flamholtz, 2012).  

In this way, the organisational control system, which is designed around meeting 

standardised performance targets associated with ABF, combined with the high level of 

bureaucratic control, is effective in controlling measurable outputs. However, findings from 

this study also show that the high level of bureaucratic control is contributing to ongoing 

tension between management and clinicians. This situation has resulted in a breakdown of 

trust and respect between managers and clinicians, and a disconnect between the strategic and 

operational levels of the organisation. Therefore, when clinicians are forced to choose 

between competing logics, they are more likely to comply with professional controls 

associated with clinical care rather than organisational controls associated with activity and 

financial targets (Johansen et al., 2015; Reay & Hinings, 2009). This is because clinicians 

feel more accountable to their peers and seniority in their profession than managers and 

funders (Lægreid & Neby, 2016). These findings were summarised and developed into 

Proposition 1:  

Organisational control is strongly influenced by external factors such as ABF, government 

regulations, and clinical standards set by clinical institutions. This situation causes a 

disconnect between the strategic level (e.g., executive, directors, senior managers) and the 

operational level (e.g., clinicians, administrative, operational support) within the 

organisation. At the strategic level, the high degree of external controls imposed on the 

organisation, coupled with limited resources, leads to the application of high levels of 

bureaucratic control that emphasise efficiency and compliance. However, at the operational 

level, staff are strongly influenced by professional controls that incorporate their own 

hierarchical systems and emphasise patient care and protecting the standing of their 

profession. Therefore, while bureaucratic controls are effective in controlling measurable 
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outputs, when it comes to controlling behaviour at the operational level, professional 

controls can at times undermine or override the organisation’s bureaucratic and structural 

controls.  

8.3.2 Limited ability of the organisation to create and control culture 

Findings suggest that staff perceive culture within the organisation to be characterised 

as hierarchical and market-oriented. However, they would prefer a culture that is more 

collegial with a strong emphasis on shared vision and goals (Clan). Although the organisation 

is working towards a sense of shared vision through the development of the organisational 

value system, findings suggest that this is influencing culture at the strategic level of the 

organisation, but not the operational level. Findings suggest that multiple types of culture 

coexist within the organisation and that three different value systems drive behaviour. At the 

strategic level, senior managers are strongly connected to the organisational values, forming a 

consensual integrated culture. However, the operational level comprises multiple subcultures, 

each with their own set of professional values, resulting in a differentiated culture. In 

addition, how staff from different hierarchical levels and professional groups interact with 

one another fluctuates depending on the situation and the relationship with the person they 

are interacting with, resulting in a fragmented culture. Therefore, contrary to Flamholtz 

(2012), managers are limited in their ability to directly control and create a desired culture 

through the development and espousement of an organisational value system. These findings 

were summarised and developed into Proposition 2:  

Currently, staff behaviour and interactions between staff from different hierarchical levels 

and different professional groups does not consistently reflect the organisational values. This 

is because multiple types of culture coexist within the organisation, which drives staff 

behaviour, staff interactions, and influences “the way things are done”. At the strategic level, 

the culture is predominantly homogeneous (i.e., similar, uniform) and staff have a strong 
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connection to the organisational values. At the operational level, however, the culture is 

more heterogeneous (i.e., varied, diverse) with staff from different professional groups 

having strong connections to their professional values and professional identity. Given that 

values are central to culture, the organisation only has a limited ability to create and control 

organisational culture, and influence staff attitudes and beliefs, especially at an operational 

level.  

8.3.3 Bridging the gap between strategic and operational levels of the organisation 

Overall, findings suggest that the organisation cannot directly create and control a 

desired culture; however, the organisational control system that managers design and 

implement will have a strong influence in shaping the culture. Therefore, the organisational 

control system, which comprises the organisational goals, structural controls, core controls 

and the organisational value system, can be seen as the interface between competing external 

control forces and the internal organisational culture. In this way, organisational control 

systems can be used as a means for integration rather than alienation. Therefore, managers 

and organisations need to develop organisational control systems that are designed around a 

shared vision, common goals, and performance measurement that emphasises collaboration 

and cooperation (Dignum & Dignum, 2007; Duncan, 2014; Nadler & Tushman, 1980, 2003) 

and value for the patient (Porter, 2009). In addition, ongoing organisational development 

strategies need to be implemented that are aimed at improving the relationship between 

managers and clinicians, and interprofessional relationships through interprofessional training 

and education, especially at a middle-management level (Cheung-Judge & Holbeche, 2015; 

Dadich et al., 2015; Noordegraaf et al., 2015). Finally, organisations need to continue to work 

toward developing a management information systems that is just as much a clinical 

decision-making tool as a performance measurement tool, and that the middle managers have 

access to this information (Henri, 2006; Jacobs et al., 2004; Lehtonen, 2007; Malmi & 
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Brown, 2008; Otley, 2001). Combined, these strategies will enable managers and clinicians to 

rebuild their relationship based on trust, understanding and mutual respect. These findings 

were summarised and developed into Proposition 3: 

In order to bridge the gap between the strategic and operational levels, the organisation 

needs to create a set of strategic goals and values that are more relevant to the operational 

level of the organisation. These goals and values need to be defined using a common 

language that is non-divisive and unambiguous. Staff need to demonstrate the values 

consistently, especially during interactions with others from different hierarchical levels and 

professional groups. In addition, the organisational control system needs to be designed to 

measure, monitor, and reward the achievement of the specified goals rather than focusing 

primarily on reducing cost and ensuring compliance. This will help to create a shared vision 

that the whole organisation feels connected to and an environment of trust and mutual 

respect between hierarchical levels and professional groups.    

8.4 Chapter summary  

This chapter presented findings from the integration and comparative analysis of 

results from Phase 1 (qualitative analysis of informant interviews) and Phase 2 (quantitative 

analysis of a self-administered anonymous survey). In order to mix methods and 

integrate/compare quantitative data with qualitative data, the quantitative Phase 2 data were 

transformed into qualitative data based on narrative interpretation of the results. This 

qualitative Phase 2 data were then coded according to the coding framework developed from 

Phase 1. The aim of the comparative analysis was to identify similarities and discrepancies 

between the findings from the two data sets. Conclusions from the comparative analysis were 

then summarised into three propositions to be verified in Phase 3. By using a mixed-methods, 

multiphase approach, this research aimed to paint a complete picture from multiple 

perspectives of how organisational control mechanisms shape the organisational culture in 
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public hospitals. Findings from the Phase 3 verification/explanation study are presented and 

discussed in the following chapter.  
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9 Organisational control and culture: Phase 3 verification and 

explanation of findings from integration and comparative 

analysis of Phases 1 and 2 
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9.1 Introduction 

This thesis has so far presented results from the Phase 1 qualitative study involving 

interviews with senior managers (see Chapter 6), Phase 2 quantitative study involving an 

anonymous survey with a sample of hospital staff (see Chapter 7), and the findings from the 

integration and comparative analysis of results from Phases 1 and 2 (see Chapter 8). This 

current chapter presents the findings from Phase 3 of this research, which is the 

verification/explanation phase. Phase 3 serves to verify and explain three propositions that 

were derived from the comparative analysis of findings from Phases 1 and 2. Chapter 10, the 

final chapter of this thesis, then presents the discussion, which synthesises the findings from 

all three phases of this research and draws conclusions.  

The aim of Phase 3 was to verify and explain the findings from the integration and 

comparative analysis of Phases 1 and 2 results that were summarised into three propositions. 

Therefore, Phase 3 had two key objectives: (1) To quantitatively assess the level to which 

respondents agree or disagree with the propositions developed from comparative analysis 

findings. (2) To explain why respondents agree or disagree with the propositions. Thus, Phase 

3 used an open-ended survey that combined quantitative and qualitative methods to answer 

the following Phase 3 research subquestions:  

1. To what degree do participants agree or disagree with each of the three propositions? 

2. Why do participants agree or disagree with each of the three propositions? 

The following section presents the findings from Phase 3.  

9.2 Phase 3 results 

9.2.1 Study sample  

A total of eight participants were recruited for Phase 3. Respondents were stratified by 

professional subgroup and hierarchical level, as shown in Table 9.1.  
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Table 9.1: Respondents categorised by professional subgroup and hierarchical level 

 Nurse Medical AH E/A/F Hybrid 

Level 1: Directors  

(Strategic apex) 
1 1   1 (Nurse) 

Level 2: Senior clinicians, managers 

(Middle-line managers) 
 1  11  

Level 3: Staff  

(Operating core) 
   11  

Note: AH = allied health; E/A/F = executive, admin, and finance 

As shown in Table 9.1 an extra category called Hybrid was added to the professional 

subgroups, which involves both clinical and non-clinical responsibilities. The Level 3 Hybrid 

category was removed because while some clinical roles also have some administrative 

duties, the administrative duties are in relation to their clinical work and reporting 

requirements, but with no financial delegation or managerial responsibilities. Therefore, there 

are a total of 14 categories in the matrix, and a total of eight respondents; all hierarchical 

levels and four of the five professional subgroups are represented. The matrix serves to 

ensure that the spread of respondents covers a good range of professional subgroups and 

hierarchies; however, respondents are not seen as representatives of their subgroup category 

but as individuals who can provide a broad range of perspectives. According to M. N. 

Saunders and Townsend (2016) the appropriate number of participants recruited in qualitative 

research is determined by the purpose of the research and the philosophical stance. Given the 

purpose of the Phase 3 study was to verify and explain the research findings from multiple 

perspectives, importance was placed on ensuring adequate breadth of participants. It is 

acknowledged that having a greater number of participants in each category would provide 

greater depth, however given the time constraints associated with PhD research this was not 

feasible. In addition, despite efforts made, there were no participants from allied health which 

is acknowledged as a limitation.  

The next two sections present results from Phase 3; first, findings from analysis of the 

quantitative data are presented, followed by findings from analysis of the qualitative data. 
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9.2.2 Results of Phase 3 quantitative data analysis 

Respondents were asked to rate the level to which they agreed or disagreed overall 

with each proposition and then explain which parts of the proposition they agree or disagree 

with and why. Table 9.2 presents descriptive statistics for responses to each of the three 

propositions. 

Table 9.2: Frequencies for level of agreement with propositions 

 n Strongly 

agree 
Agree Neutral Disagree 

Strongly 

disagree 
Mean SD 

Proposition 1 8 2 (25%) 5 (63%) 0 (0%) 1 (13%) 0 (0%) 2.00 0.93 

Proposition 2 8 0 (0%) 4 (50%) 1 (13%) 3 (38%) 0 (0%) 2.88 0.99 

Proposition 3 8 1 (13%) 5 (63%) 2 (25%) 0 (0%) 0 (0%) 2.13 0.64 

Note: Lower mean scores indicate higher level of agreement. 

As shown in Table 9.2, overall responses ranged from strongly agree to disagree. For 

Proposition 1, 87.5% of respondents either strongly agreed or agreed (mean = 2.00; SD = 

0.93). For Proposition 2, 50% of responses agreed, while the other 50% were either neutral or 

disagreed (mean = 2.88; SD = 0.99), and 75% of respondents for Proposition 3 either strongly 

agreed or agreed (mean = 2.13; SD = 0.64).  

These findings suggest that there were reasonably high levels of overall agreement 

with Propositions 1 and 3, and a moderate level of agreement with Proposition 2. While these 

measures provide an indication of the level of agreement overall with each proposition, 

further explanation was required to understand why respondents agreed or disagreed with the 

propositions, which is presented in the following section.  

9.2.3 Results of Phase 3 qualitative data analysis  

This section presents a summary and thematic analysis of the explanations provided 

as to which parts of the propositions respondents agreed or disagreed with.  
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9.2.3.1 Key findings in relation to Proposition 1 

Proposition 1: Organisational control is strongly influenced by external factors such as ABF, 

government regulations, and clinical standards set by clinical institutions. This situation 

causes a disconnect between the strategic level (e.g., executive, directors, senior managers) 

and the operational level (e.g., clinicians, administrative, operational support) within the 

organisation. At the strategic level, the high degree of external controls imposed on the 

organisation, coupled with limited resources, leads to the application of high levels of 

bureaucratic control that emphasise efficiency and compliance. However, at the operational 

level, staff are strongly influenced by professional controls that incorporate their own 

hierarchical systems and emphasise patient care and protecting the standing of their 

profession. Therefore, while bureaucratic controls are effective in controlling measurable 

outputs, when it comes to controlling behaviour at the operational level, professional 

controls can at times undermine or override the organisation’s bureaucratic and structural 

controls. 

Respondents largely agreed with the overall statement and offered additional 

explanations regarding control mechanisms and the disconnect between the strategic and 

operational levels of the organisation, which are grouped under three key themes: competing 

logics, bureaucratic control versus self-protective behaviours, and lack of understanding and 

involvement in decision-making.  

Competing logics  

Respondents agreed that at the strategic level of the organisation, the organisational 

control system is focused on achieving measurable outputs based on KPIs and pushing people 

through the system more efficiently. Therefore, services linked to KPIs are prioritised and 

perceived as most important to the organisation. In contrast, clinicians at the operational level 

are more focused on what is best for the patient. Hence, what the organisation sees as 
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beneficial or a positive result is not always the same for clinicians. For example, one 

responded stated:  

Cutting costs and doing more with less is celebrated at the strategic level because 

they see it as operating more efficiently, but at operational level it means burdening 

already under-resourced teams with more work and higher expectations. 

Clinicians are often faced with having to choose between what is right by the 

organisation or what is right for the patient, clinical standards and advancing medicine; and 

according to respondents, clinicians will often make decisions based on their own values and 

beliefs above those of the organisation. One respondent explained: “Charts and stats only 

show numbers but don’t show compassion, anomalies or morality, which is what clinicians 

take into consideration when making decisions”.  

These findings suggest that ABF and National Clinical Standards represent 

standardised measures that are then translated into key performance indicators and form the 

foundation of the control system, which are central to the organisation’s governance and 

reporting requirements. In this way, these standardised measures are consistent not only 

throughout the organisation, but also more broadly across hospitals on a national level. 

However, from a clinical perspective, these standardised measures do not account for the 

complexity and variation in patient needs. Furthermore, clinicians have an ethical obligation 

to prioritise the health needs of patients above the financial needs of the organisation. 

Therefore, while senior managers are primarily focused on the financial needs of the 

organisation logic, clinicians are focused on the individual needs of patients logic. This was 

illustrated by one respondent reporting: “The executive and grass roots have different 

agendas which aren’t always compatible”. 

These competing logics created by differences in cultural perspectives are central to 

the disconnect between the strategic and operational levels of the organisation. This situation 
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often puts clinicians in the difficult situation of having to choose between the organisation 

and patient. This finding is consistent with the literature around institutional logics theory, 

which examines organisational contexts characterised by competing interests (Johansen et al., 

2015; Noordegraaf et al., 2015; Reay & Hinings, 2009). Some organisations have been found 

to use a ranking strategy, whereby competing interests are prioritised based on an agreement 

between parties (Johansen et al., 2015). However, findings from this study suggest that the 

clinicians will most likely choose the interests of the patient and protecting their professional 

integrity over the financial benefit of the organisation. This finding also has important 

implications for the organisational control system, as it explains why bureaucratic and 

structural controls may be ineffective in controlling clinician behaviour. Therefore, findings 

support a case for the need to move towards an approach that unites the two logics 

(Noordegraaf et al., 2015). 

Bureaucratic control versus professional controls  

Overall, respondents agreed that there was a high level of bureaucratic control; 

however, some respondents questioned the effectiveness of bureaucratic controls in 

controlling measurable outputs. For example, one respondent suggested that the high level of 

bureaucracy actually creates inefficiency by slowing the system down and wasting resources 

on too many layers of red tape. Another respondent indicated that sometimes the most 

expensive treatment is actually the cheapest in the long term because it may reduce length of 

stay or reoccurrence. The one respondent who disagreed with the overall statement argued 

that bureaucratic controls do not control measureable outputs, but rather it is demand for 

services that determines output. As such, it is poor planning rather than professional controls 

that undermines control of outputs. This finding highlights the challenges that healthcare 

organisations face with managing demand under a constrained supply. It also highlights the 

issues associated with ABF, whereby a specified amount of activity is prepurchased based on 
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historical data, which may not be consistent with current need or fluctuations in demand for 

health services among the local population.  

With regard to influencing behaviour, respondents suggested that clinicians’ 

behaviours are self-protective and that clinicians will not go beyond their code of behaviour 

just to appease the executive. One respondent indicated that the executive are reactive to 

media attention, but that clinicians base their decisions on clinical need.  

These findings suggest that bureaucratic controls represent an integration cultural 

perspective, which is based on the assumption that demand for health services can be 

predicted and that the organisation provides adequate services to meet those demands. This 

assumption suggests that, excess activity is unnecessary and indicates overservicing rather 

than addressing unmet needs, and excess cost indicates inefficiencies in service delivery and 

process rather than variation in patient needs or clinical decision making (Duckett et al., 

2014). However, professional controls represent a differentiation and fragmentation 

perspective; the differentiation perspective represents the codes of behaviours associated with 

each of the professional subgroups while the fragmentation perspective represents the needs 

of individual patients who present. What is important to understand is that on one hand, the 

differentiation and fragmentation perspectives associated with professional controls can cater 

for the ambiguity associated with individual patient needs; on the other hand, the integration 

perspective associated with bureaucratic controls cannot cater for the ambiguity associated 

with service demand. Therefore, it may be that this inconsistency between bureaucratic 

controls and professional controls in their ability to cope with complexity and ambiguity 

creates a disconnect between the strategic and operational levels of the organisation.  

Lack of understanding and lack of clinician involvement in decision making 

Respondents explained that the disconnect between the strategic and operational 

levels of the organisation can be attributed to a lack of understanding between managers and 
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clinicians. Some respondents felt that the executive and bureaucrats do not understand the 

clinical perspective, arguing that charts and statistics do not always paint the full picture, and 

that senior managers are not aware of operational factors that affect patient and clinical 

decision making. Other respondents suggested that clinicians do not understand the 

managerial perspective as one respondent stated: “Budgets and targets are not taught in 

medical school” and “Scientific approach is not taught in management school”.  

The implications for this lack of understanding with regard to involvement in decision 

making varied according to the managerial and clinical perspectives. Respondents argued that 

given that senior managers do not understand the clinical perspective, they should not be 

involved in clinical decision making. In contrast, even though respondents indicated that 

clinicians do not understand the managerial perspective, they felt that clinicians should be 

more involved in managerial decision making. This inconsistency is perhaps reflective of the 

top-down approach to organisational control adopted by the organisation, as one respondent 

stated that clinicians have little influence over the controls being imposed on them, and 

another stated “controls are often conveyed through word of mouth or laminated posters 

without context”. Respondents suggested that bureaucratic and organisational controls should 

be more about clinician engagement and a partnership between the executive and clinicians. 

These findings suggest that managers and clinicians need to reconcile their differences and 

find a common ground that favours neither one side nor the other.  

Overall, findings in relation to Proposition 1 have two important implications. First, 

they suggest that organisational development activities (which may include training) need to 

be implemented for both managers and clinicians, which focus on developing an 

understanding of each other’s roles and perspectives. This finding is consistent with emerging 

literature around interprofessional education and training strategies (Reeves et al., 2013). 

Findings indicate that not only do clinicians need to have greater exposure to management 
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and leadership training, but managers also need to have greater exposure to the clinical 

perspective.  

Second, the organisation needs to develop strategies that give clinicians greater scope 

and input in developing control systems that are directly associated with their work. That is 

not to say, however, that each unit needs to create its own control mechanisms that are 

completely separate from the organisation’s core control system, as that would create too 

much complexity and unmanageable levels of variation. It is more about ensuring that 

performance measures are clinically relevant and evidence based, rather than unnecessary and 

irrelevant bureaucratic controls; or in other words, stronger reliance on the standardisation 

associated with clinical practice quality, rather than reliance on standardised measures 

associated with cost and efficiency. This finding suggests that healthcare organisations need 

to find ways of reducing the high level of bureaucracy, not by reducing the number of middle 

managers, as they are extremely important (Mannion et al., 2005), but by aligning quality and 

cost measures in a way that can facilitate and enhance work performance.  

9.2.3.2 Key findings in relation to Proposition 2 

Proposition 2: Currently, staff behaviour and interactions between staff from different 

hierarchical levels and different professional groups does not consistently reflect the 

organisational values. This is because multiple types of culture coexist within the 

organisation, which drive staff behaviour and staff interactions, and influence “the way 

things are done”. At the strategic level, the culture is predominantly homogeneous (i.e., 

similar, uniform) and staff have a strong connection to the organisational values. At the 

operational level, however, the culture is more heterogeneous (i.e., varied, diverse) with staff 

from different professional groups having strong connections to their professional values and 

professional identity. Given that values are central to culture, the organisation only has a 
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limited ability to create and control organisational culture, and influence staff attitudes and 

beliefs, especially at an operational level. 

Overall, respondents agreed that different types of culture coexist within the 

organisation and that the culture at the operational level is more heterogeneous, as one 

respondent stated:  

Doctors and nurses have their own cultures with different groups displaying different 

types of behaviour, irrespective of which hospital or organisation they work in; 

Doctors are seen as more powerful and more authoritarian, while nurses are more 

submissive. 

However, some respondents did not agree that the behaviour at the operational level 

of the organisation does not consistently reflect the organisational values. Respondents 

suggested that when staff are working within their professional subgroups, they reflect the 

values with one another. However, it is when they interact with staff from other hierarchical 

levels or professional subgroups that their behaviour is sometimes inconsistent, depending on 

the situation. Therefore, the two key themes that emerged are first, the relationships between 

subgroups, and second, the organisation’s ability to create and control culture. 

Relationships between subcultures 

 Respondents felt that the behaviour of individuals within subcultures at the operational level 

reflects the organisational values when they are working together. However, while one 

respondent felt that even though different subcultures existed within each profession, they did 

so harmoniously; whereas another suggested that when they have to interact with other 

subcultures that sometimes inappropriate behaviour occurs. This finding suggests that the 

relationship between subcultures may sometimes be conflicting, which causes the 

inappropriate behaviour. Importantly, responses indicated that the conflict between 
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hierarchical levels (management and clinicians) appears to be causing more problems than 

the relationships between professional subgroups. For example, one respondent stated: “The 

executive talk about changing the culture, no blame etc., but they do not practise this and 

their culture does not align with the organisational values”. Another respondent stated: 

“Disconnect is caused by a siloed approach and hierarchical and reactionary management”.  

One respondent argued that the problem is that the federal government is trying to 

create a “bean-counter” culture, but is not really looking at why some services are expensive, 

and suggested that governments need to spend more on educating the community rather than 

just cutting services or removing billing items. Another added: “Managers need to provide 

the resources so clinicians can do their job; clinicians know how to use resources”.  

Another respondent added that there is no commonality in training across professional 

groups, yet they are all expected to work in multidisciplinary teams, and there is no 

management or leadership training for clinicians, yet they are expected to take on these 

responsibilities. However, respondents generally felt that heterogeneity, or cultural 

differences can be managed through good leadership so that professional groups can achieve 

consensus.  

The ability for the organisation to create and control culture 

Some respondents disagreed that the organisation has a limited ability to create and 

control culture. In fact, one respondent argued that the organisation has an obligation and 

responsibility to create a good culture. One respondent suggested that managers need to 

engage clinicians and look after them if they want to improve services. Another stated: “In a 

heterogeneous culture, consensus is achieved by formulating policy to manage variables, but 

policies need to be supported by scientific evidence.” 
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While there was general consensus that organisations have a responsibility to create a 

good culture, respondents indicated that staff at the operational level were generally unaware 

of the organisational values. One respondent stated that there is no obligation to know what 

they are, and that staff are generally more concerned about getting the job done. Another 

stated that many operational staff are unaware of the organisational values unless they are 

used against them in a disciplinary environment. Other respondents felt that the organisation 

is limited in its ability to prioritise or change individual values. For example, one respondent 

stated: “Individual needs are always put before those of the organisation.” 

Similarly, another stated: “Having such a diverse workforce means that people tend to 

work within their comfort zone” and “It’s hard to change values as they are instilled at very 

young age”. However, another respondent questioned the need for the organisation to change 

attitudes and beliefs, arguing that: “Health professionals are highly trained and educated; they 

don’t need someone hanging over their shoulder approving this or that.”  

These findings suggest that the overall culture of the organisation is differentiated, 

being characterised by a cluster of subcultures. From an integration perspective, the 

behaviour of all the subcultures within the organisation is consistent with the organisational 

values when they are interacting within their group. However, from a differentiation 

perspective, it is the relationships between the subcultures that are sometimes causing 

conflict, especially vertical relationships (manager-clinician) more so than horizontal 

relationships (interprofessional). From a fragmentation perspective, behaviours fluctuate; at 

times, there may be consensus at an organisation, group or individual level, but at other times 

there may be no consensus, which suggests that behaviours may be context-specific and 

reacting to specific issues that may be caused by external forces, and may occur either at an 

organisational, group or individual level. Therefore, while the organisation may be limited in 

directly creating and controlling organisational culture and changing group or individual 
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values and beliefs, they can influence the relationships between groups and individuals 

through strong leadership, increased understanding between subgroups, and building trust.        

Findings highlight the difference between the espoused values of the organisation and 

the values that are actually demonstrated and shared among staff, and that organisations 

cannot control behaviour through an organisational value system – especially not at the 

operational level. Creating something at the top does not have a trickle-down effect; it may be 

well communicated at the top, but then has very little influence at the operational level. 

Values go much deeper than this; they represent fundamental belief systems that are deeply 

embedded (Stokes et al., 2016). Therefore, these findings challenge the assumption that 

organisations can control culture, and support the argument that ambiguity is an aspect of 

culture that needs to be acknowledged and understood.  

9.2.3.3 Key findings in relation to Proposition 3 

Proposition 3: In order to bridge the gap between the strategic and operational levels, the 

organisation needs to create a set of strategic goals and values that are more relevant to the 

operational level of the organisation. These goals and values need to be defined using a 

common language that is non-divisive, and unambiguous. Staff need to demonstrate the 

values consistently, especially during interactions with others from different hierarchical 

levels and professional groups. In addition, the organisational control system needs to be 

designed to measure, monitor and reward the achievement of the specified goals rather than 

focusing primarily on reducing cost and ensuring compliance. This will help to create a 

shared vision that the whole organisation feels connected to and an environment of trust and 

mutual respect between hierarchical levels and professional groups.  

Overall, respondents generally agreed that creating common goals and a shared vision 

are important in bridging the gap between the strategic and operational levels of the 
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organisation; however, some respondents suggested the issue is more complex. For example, 

one participant explained:  

Health service delivery is a social construct within a broader social, political and 

economic context, and therefore organisational goals and values should reflect this. 

Therefore, change needs to occur at this level; for example, if “caring” was valued 

more than “efficiency”, problem solving rather than blaming, and goals focused more 

on patient, then that would reduce the gap between strategic and operational levels. 

Respondents generally felt that the organisational goals need to be more focused 

around patient care and that clinician engagement is critical in creating a shared vision. 

Patient care-centred goals 

 Some respondents suggested that the goals need to be “real” goals that are patient 

care-oriented and meaningful, that is, clinically relevant, not just a targets on a piece of paper 

that are arbitrarily decided by management. One respondent explained that managers assume 

they are responsible for patient care and therefore try to control clinicians. Under these 

conditions, clinicians get frustrated, which leads to high levels of absenteeism and staff 

turnover. Similarly, another respondent argued that clinicians are responsible for patient care, 

and therefore managers should be responsible for supporting clinician by making sure they 

have sufficient resources and facilities to work as efficiently and productively as possible. 

One respondent stated: “Healthcare focuses on patients, but managers forget that if you focus 

on staff and value and reward them they will look after the patients.” 

These findings suggest that the role of management should not be to control clinicians 

with regard to patient care, but rather to support, enhance, and facilitate their ability to do so.  
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Clinician engagement in creating a shared vision 

Respondents emphasised the need for stronger clinician engagement in creating a 

shared vision. For example one respondent stated: “A shared vision needs to be shared with 

clinicians through engagement on a regular basis in a safe environment.” Similarly, another 

respondent suggested: “All groups need to be represented in planning stages to help with 

implementation and compliance.” 

However, respondents also felt that bridging the gap is more complex than merely 

creating common goals and a shared vision. For example, one respondents argued: 

It is impossible for the organisation to ensure that staff consistently demonstrate 

values, if staff are unhappy, organisational values will not solve the problem. 

Therefore bridging the gap goes deeper than the goals and values, people need to feel 

included, trusted and respected.  

Similarly, another respondent stated: “Culture that rewards and recognises staff 

creates a high performing organisation.” 

These findings suggest that bridging the gap between the strategic and operational 

levels of the organisation is more complex than creating common goals and a shared vision. 

In the broader socio-political context the emphasis of the healthcare system is on efficiency, 

which is carried through to the strategic level of the organisation and then imposed on the 

operational core. At the operational level, staff are focused on patient care, but feel their work 

is inhibited by managerial interference and resource constraints. Currently, staff at the 

operational level feel that the strategic level is positioned with the “bean-counter” culture 

imposed by the government, creating firm boundaries between the strategic and operational 

levels of the organisation and characterised by conflicting relationships. The challenge 

therefore for managers is to reposition the strategic level of the organisation closer to the 
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operational side of the organisation in order to improve relationships between subcultures so 

that they are more enhancing, and perhaps even breaking down some of the subcultural 

boundaries. Findings suggest that this can be achieved by much greater engagement of 

clinicians in the overall strategy of the organisation, and less of a top-down managerial 

approach. It is also important for managers to ensure that equal amounts of attention are 

being paid to the financial management and people management. Making organisations more 

“lean” in order to improve efficiency can only go so far before they end up actually creating 

inefficiencies. Greater investment in valuing staff and building stronger relationships are 

likely to improve organisational performance across a range of measures including efficiency 

and quality.  

Findings also support the proposition that multiple cultures exist within the 

organisation (Martin, 2002); however, respondents believe that even though subcultures 

coexist, they can interact harmoniously as long as there is good leadership and mutual respect 

and trust. This idea of finding ways to build trust and mutual respect was regarded as more 

important than creating common goals, and can be achieved through organisational 

development programs (Cheung-Judge & Holbeche 2015; Noordegraaf et al., 2015).  

9.3 Chapter summary 

The aim of Phase 3 was to verify and explain the findings from the integration and 

comparative analysis of the results from Phases 1 and 2 of this study. Verifying the findings 

was deemed necessary for two reasons. First, while the findings from Phase 1 interviews with 

senior managers were comprehensive and provided a solid foundation for the research, it was 

limited in that it focused on the organisational level and strategic perspective, and presented 

only the perceptions of senior managers. Second, while Phase 2 findings from the survey 

were more representative of the perceptions of all staff in the hospital (group level, 

operational perspective), and more representative of what staff actually think (as opposed to 
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what the organisation is espousing), the sample size was inadequate to draw reliable 

conclusions. Therefore, by summarising the findings from the Phase 1 and 2 comparative 

analysis into three propositions and verifying their accuracy through an open-ended survey in 

Phase 3, respondents had the opportunity to either confirm or contest the propositions and 

provide additional information to justify their position. This verification and explanation 

phase was also useful in gathering additional information for clarification and for deeper 

understanding of the research findings. 

The concluding chapter of this thesis presents a discussion of the overall research 

findings in response to the research questions and in light of current literature.  
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10 Discussion and conclusion 
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10.1 Introduction  

This research addresses the operationalisation of ABF and the impact it has on an 

organisation’s internal environment or, more specifically, the organisational control system 

and its prevailing culture. In doing so, it examines the theoretical link between organisational 

control and culture in the context of the application of ABF within the acute sector of the 

GCHHS. In order to develop a complete cultural picture, this research used a mixed methods 

sequential exploratory, examination and verification/explanation design conducted in three 

phases. The research is multilevel in that it was conducted at three levels: Phase 1 represents 

the organisational level, Phase 2 represents the group level, and Phase 3 represents the 

individual level; and multiperspective in that it examined each level from three cultural 

perspectives: integration, differentiation, and fragmentation (Martin, 2002).  

In this concluding chapter, a summary of the overall findings are presented in 

response to the three research subquestions. These findings are then discussed in response to 

the overarching research question and in light of current literature. The significance of this 

research is then presented in terms of its contributions to theory, implications for practice, 

and methodological contributions. The chapter concludes with recommendations for future 

research, and concluding remarks.  

10.2 Summary of the overall research findings and responses to the three 

research subquestions  

Table 10.1 presents a summary of the key research findings from three levels of 

analysis and from three cultural perspectives.   
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Table 10.1: Summary of the overall research findings from three levels of analysis and three cultural perspectives 

 Integration perspective Differentiation perspective Fragmentation perspective 

Organisational 

level 

The organisational strategy represents 

the goals, attitudes, beliefs and values 

shared by the whole of the organisation.  

Performance measures are consistent 

with the organisational goals.  

 

Hierarchical, bureaucratic.  

 

Lack of consensus between strategic 

level and operational levels of the 

organisation in terms of goals and 

values. 

Inconsistencies between the 

organisational goals and performance 

measures. 

Parallel hierarchical systems relevant to 

professional subgroups distinct from 

one another and from that of the 

organisation. 

Ambiguity around the meaning of the 

goals and values; for example, “world-

class”, “serving our community”. 

Confusion about what is a goal / 

objective, mission, vision, value. 

Behaviour is dynamic, inconsistent, and 

varies depending on context and others 

involved in interactions. 

Group level There is little variation between 

subgroups with regard to attitudes and 

beliefs around the Australian healthcare 

system, resource allocation, perception 

of most important and least important 

organisational goals, clinical autonomy, 

clinician accountability, perceived 

culture. 

Relations between subcultures 

sometimes enhancing, conflicting, 

independent. 

Subcultural boundaries are blurred and 

overlap: hybrid roles, multidisciplinary 

teams, some professional performing 

tasks traditionally assigned to other 

roles. 

Individual 

level  

Individuals are fully committed to 

working towards providing high quality 

care to patients. 

Individual attitudes and beliefs are 

composed of multiple subcultural 

identities. 

Individuals adapt their attitudes and 

beliefs depending on which groups they 

are interacting with. 
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As shown in Table 10.1, using all three cultural lenses (integration, differentiation, 

and fragmentation) to examine findings from each level of analysis presents a complete 

cultural picture from multiple perspectives. In Martin’s (2002) words “A cultural portrait is 

more complex and inclusive if a culture is regarded at any single point in time from all three 

perspectives” (p. 174). These key findings are discussed in response to the three research 

subquestions.  

10.2.1 Research subquestion 1 

In what ways has NPM and ABF succeeded in creating a business-like culture within 

GCHHS? 

Findings suggest that from an organisational level integration perspective, the 

organisation has succeeded in creating a business-like culture that is characterised by 

hierarchical bureaucratic control with a strong emphasis on rules, policies, and procedures. 

Indeed, the application of NPM ideology has succeeded in giving managers a high level of 

power and control, and systems are designed to ensure clinician compliance. In addition, 

ABF has created the market-driven competitive nature of private companies by limiting the 

amount of resources and setting the price for services, which motivates that organisation to 

deliver the best service for the most competitive price.  

From a group-level differentiation perspective, NPM and ABF have succeeded in 

creating a business-like culture at the strategic level of the organisation and among non-

clinical technical and support staff. However, they have failed in creating a business-like 

culture at the operational level among clinicians. Clinicians have not changed their attitudes 

and beliefs, and they do not want to consider financial implications when making decisions 

about patient care. Therefore, while they are required to work within the highly bureaucratic 

organisational control system, they also have a parallel professional control system associated 
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with their professional identity, and the tension between these two control systems creates 

conflict in the relationship between managers and clinicians.  

From a fragmentation perspective, NPM and ABF have also failed to create a 

business-like culture within the organisation, as the behaviour at the organisation, group and 

individual level is reactionary and fluctuates between the two competing logics (management 

logic and professional logic) according to context-specific or situational issues that occur.  

Overall, these findings suggest that multiple cultures coexist within the organisation. 

This in itself is not an issue; the issue is the adversarial relationship between groups and 

individuals from different hierarchical levels and professional subgroups. 

According to Mintzberg (1983), those outside the profession (clients and non-

professional administrators, members of society at large and their representative 

governments) see problems associated with health service delivery as resulting from a lack of 

external control on the professional and of the profession. So they try to control the work 

through standardisation of process or standardisation of output and direct supervision. Such is 

the case with the introduction of NPM ideology and the ABF model, which represents a set of 

externally imposed national standardised measures of cost, quality (clinical standards), and 

activity, and internally developed standardised procedures. In addition, direct supervision is 

applied by managers through regular reporting requirements associated with these measures, 

and regular monitoring for compliance with procedures. However, Mintzberg (1983) also 

argues that these approaches can result in three dysfunctional responses: 

1. Technocratic controls do not improve professional-type work, nor do they distinguish 

between responsible and irresponsible behaviour – they constrain both equally.  

In the context of this study, this suggests that controls mechanisms that focus on 

controlling clinician behaviour through monitoring compliance with standardised procedures 
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may not be effective in addressing unwanted behaviours. Glouberman and Mintzberg (2001b) 

support this argument and suggest that coordinating mechanisms should be more reliant on 

mutual adjustment and standardisation of norms, rather than standardisation of processes and 

direct supervision. However, Mannion et al. (2005) argue that compared to low performing 

healthcare organisations, high performing organisations used organisation-wide structures 

committed to continuous measurement and improvement of performance indicators. 

Therefore, while performance targets are necessary, they must be clinically relevant to 

incentivise responsible clinician behaviour (Karimi et al., 2016).  

2. Controls can interfere with the relationship between the professional and his (or her) 

client by removing the responsibility for the service of the professional and place it in the 

administrative structure.  

Indeed, NPM and ABF are designed to make clinicians more accountable to 

management, which according to Mannion et al. (2005) improves organisational 

performance. However, findings from this study indicate that clinicians still feel more 

accountable to seniority within their profession. This multiplicity of accountability can lead 

to gaming the system (Lægreid & Neby, 2016). Therefore, in order to resolve this conflict of 

competing interests, all stakeholders need to find a common accountability, which according 

to Porter (2009) should be centred on creating value for patients.  

3. External controls reduce the incentive for professionals to perfect their work and even to 

innovate.  

 Findings from this study indicate that there is an extensive array of external controls 

imposed on the organisation. Findings also indicate that it may be the financial orientation of 

the external controls associated with NPM and ABF that act as a disincentive for clinicians to 

perfect their work. However, stronger orientation towards clinically evidence-based quality 

improvement (with adequate resources), and a value for patients approach may act as 
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incentives for innovation, both in terms of patient care and efficiency (Porter 2009). 

Therefore, it may be the nature of the external controls and how well they align with clinical 

work, rather than external controls in themselves.  

Overall, Mintzberg (1983) argues that: 

changes in the Professional Bureaucracy does not sweep in in from new 

administrations taking office to announce major reforms, nor from government 

technostructures intent on brining the professionals under control. Rather, change 

seeps in by the slow process of changing the professional – changing who can enter 

the profession, what they learn in its professional schools (norms as well as skills and 

knowledge) and thereafter how willing they are to upgrade their skills. (p. 213) 

In the government’s defence, however, medical institutions had become so powerful 

and so well protected through self-interest that it would have been virtually impossible to 

break through the walls of these institutions and make any internal changes whatsoever 

(Freidson, 1988; Noordegraaf, 2011). Therefore, it may have been easier for the government 

to disrupt the authority of the medical profession through the organisations that doctors rely 

on to deliver their services (hospitals), rather than directly through the institutions themselves 

(Evetts, 2002; Hampton, 1983; McKinlay & Marceau, 2002). However, it now appears that 

the pendulum has swung too far the other way, and continuing to apply higher levels of 

external control bureaucratic control is likely to continue to exacerbate the conflict rather 

than resolve it (L. Fitzgerald & Ferlie, 2000; Germov, 2005; Noordegraaf, 2011).  

NPM and ABF have not changed clinicians’ attitudes and beliefs, and are not likely to 

unless changes are made within healthcare institutions and clinician training. However, one 

must also question whether creating a business-like culture is really an effective solution to 

resolving resource issues in healthcare. One of the risks identified in the ABF National 

Framework and Implementation Plan (Australian Government, 2009) was the potential lack 
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of clinician engagement. Indeed, the findings from this study suggest that clinicians do not 

support ABF, systems and processes do not match evidence-based practices, clinician 

autonomy is being threatened, and few clinicians have the skills to work within the ABF 

framework. Therefore, focusing on just trying to change the culture among clinicians from a 

professionalist to a managerialist culture is not likely to resolve resource issues in healthcare 

and is likely to perpetuate the ongoing conflict between managers and clinicians.  

Hinings (1999) argues that the introduction of NPM only achieved sedimented change 

rather than radical or transformational change because the professional autonomy associated 

with the medical profession remains. More recently, McNulty & Ferlie (2004) argue that the 

introduction of post-NPM horizontal and process-based techniques and strategies only have a 

limited impact in organisations that maintain NPM-style structures and models, such as 

clinical directorates which reinforce and strengthen vertical and functionally based structures 

for reporting an accountability. In addition, the deep structures of clinical work and 

professional control mean that senior management is limited in their ability to fully engineer 

and control change: they can influence clinicians, but they cannot directly control them 

(McNulty & Ferlie, 2004).    

As Glouberman and Mintzberg (2001b) argue, systemic problems need to be solved 

systemically. Therefore, resolving the resource issues in healthcare and the conflict between 

managers and clinicians will require a collaborative effort from government, professional 

healthcare institutions, and healthcare organisations, with a sense of shared responsibility 

(Degeling et al., 1998; Noordegraaf et al., 2015; Noordegraaf et al., 2014).  

10.2.2 Research subquestion 2 

What strategies (cultural controls) does the organisation use to create and control a 

desired culture, and overcome historical tension between managers and clinicians? 
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The organisation has created an organisational value system that includes the 

organisation’s mission, vision, and values. From an integration perspective, management 

assumes that this value system will establish cultural consensus throughout the organisation, 

that the organisational values will be shared by all, and that staff behaviours will consistently 

reflect the values of the organisation.  

From a differentiation perspective, the organisation consists of multiple subcultures, 

each with its own cultural characteristics and clearly defined subcultural boundaries.  

From a fragmentation perspective, when staff from different hierarchical levels and 

professional subgroups interact with one another, their behaviour is driven by their personal 

values, which may or may not be consistent with those of the organisation or others within 

their subgroup. Stress associated with heavy workloads, system incentives, and the belief that 

individuals can get away with inappropriate behaviour can, at times, lead to inconsistent and 

undesirable behaviours. 

Findings from this study suggest that subcultural differences and conflicts can be 

attributed to competing logics. According to Thornton, Ocasio & Lounsbury 2012, 

institutions are considered to be supraorganisational patterns of activity derived from material 

practices and symbolic systems that guide individual and organisational activities and provide 

meaning to their experiences. As such each institutional order has a central logic that 

provides a sense of identity. Therefore, when members from different institutional logics 

interact, they activate different identities, goals and schemas which can act as barriers to 

cooperation and generate conflict and power struggles in social interactions. According to 

Strauss (1978), every social interaction is a negotiation, and power differences and status 

characteristics determine whether members will compete or cooperate. These power 

differences also influence the outcomes of negotiated orders and determine which set of 

competing goals are likely to dominate (cited in Thornton, Ocasio & Lounsbury 2012, p.94). 
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This suggests that in the context of this study, conflicts between subgroups and individuals 

are caused by competition for power between actors in pursuit of achieving their own goals 

associated with their identity and institutional logic. Therefore, in order to address this 

conflict, the organisation needs to find ways to cater for and respond to pluralistic or multiple 

logics (Lounsbury & Boxenbaum, 2013).     

The organisation has introduced strategies to try to break down the subcultural 

boundaries to address the conflict associated with competing logics and improve cooperation. 

For example, the organisation has created hybrid roles at a strategic level of the organisation, 

there are leadership and management training programs available for clinicians (upward 

vertical boundaries) and a relational coordination program (horizontal boundaries). Findings 

from this study indicate these strategies have had little impact on resolving cultural issues, 

however many of these are still in their early stages and may therefore be yet to make a 

significant impact.   

While there are a number of programs in place directed towards addressing cultural 

issues between clinical groups, and for clinicians to develop a better understanding of the 

management side of health service delivery, there is a lack of programs that encourage 

management to understand the clinical side of things. This can be achieved through a 

participatory leadership style (Mannion et al., 2005). Rather than relying on standardisation 

of processes and direct supervision with an emphasis on monitoring and controlling 

clinicians, there needs to be stronger reliance on mutual adjustment, whereby supervision has 

more of an emphasis on observation and understanding the clinician perspective 

(Glouberman & Mintzberg, 2001b; Mintzberg, 1983). This approach could be beneficial in 

two ways; not only will it help managers to understand what clinicians are dealing with, but it 

will also show that managers actually care and are committed to supporting clinicians to 

enhance and improve services.  
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Overall, despite efforts by the organisation in developing and implementing 

organisational development strategies to address cultural issues, conflict between managers 

and clinicians continues to be the dominant characteristic of the relationships between 

clinicians and managers. Therefore, strong professional subcultural boundaries appear 

somewhat impenetrable; however, given that the control system may be creating the conflict, 

cultural issues cannot be resolved without also addressing the factors within the control 

system that are creating this conflict. Perhaps rather than focusing on creating hybrid roles 

within the organisation as a means for resolving the conflict, the organisation needs to 

consider itself more broadly as a hybrid organisation. In this way the organisation can 

develop a single unified strategy aimed at generating social value while remaining financially 

viable, by encompassing embedded competing social welfare logics associated with clinical 

practice, and commercial logics associated with management strategy (Battilana & Lee 

2014).    

According to Pache and Santos (2013) hybrid organisations in which incompatible 

logics exist, often see coalitions emerging that tend to fight against each other in order for 

their logic to dominate over the other. Organisations often attempt to address this conflict 

either by decoupling or compromising. Decoupling is where the organisation keeps 

competing logics separate by disconnecting its normative symbolic structures from 

operational structures and actual behaviour. However rivalry between emergent coalitions 

makes this strategy difficult to maintain over extended periods of time. Compromising is 

where an organisation attempts to reconcile competing logics internally by conforming to the 

minimum standards of both logics (i.e. medical care and fiscal controls) to maintain both 

professional and political support. However compromise may ultimately not satisfy either 

logic, and it may be difficult to maintain logics that promote competing goals. Pache and 

Santos (2013) argue that organisations can successfully combine logics by focusing on the 
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commonalities between them through selective coupling. Selective coupling is purposefully 

selecting common practices from a collection of competing alternatives. It allows hybrids to 

satisfy symbolic concerns and is more effective than practice-level strategies such as 

compromising, because it keeps organisations from having to constantly negotiate. By 

designing their own logic, hybrid organisations have the ability to work around institutional 

constraints and use them to their advantage.   

10.2.3 Research subquestion 3 

In what ways does the external environment (healthcare system and/or funding model, 

professional identity) inhibit or enhance the organisation’s ability to create and control 

a desired culture? 

The influence of the external environment on the internal organisational environment 

cannot be underestimated. The boundaries of the organisation are highly permeable and are 

overlapping with the external controls imposed by both federal and state governments 

penetrating from the top down, and by professional cultures penetrating from the bottom up. 

From an integration perspective, the healthcare system provides standardised measures 

associated with ABF and National Healthcare Standards that are consistent throughout the 

organisation and indeed across other similar healthcare organisations nationally. In addition, 

healthcare professionals spend several years training in their professional field, which 

involves standardised sets of complex algorithms that enable clinicians to diagnose and treat 

patients with a variety health conditions within the clinician’s area of training, learned and 

developed externally to the organisation (Mintzberg, 1983). Thus, the organisation can be 

seen as the interface between these two logics and competing forces (managerialism and 

professionalism), and is in a strong position to establish an environment that facilitates 

collegiality and assimilation to achieve consensus.  
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A differentiation perspective sees the external environment as a cluster of subcultures: 

government, professionals, and patients. The organisation’s role here is to manage the 

relationship between these subgroups to ensure that the relationships are enhancing rather 

than conflicting.  

From a fragmentation perspective, the boundaries between the external environment 

and the organisation are blurred when individuals and groups may or may not be connected 

with government, health professionals, and/or the organisation, and their allegiance to each 

may fluctuate depending on the context or the situation. Here, the organisation needs to 

acknowledge that there will always be some degree of ambiguity and paradox, and the 

organisation cannot directly control the culture or individuals’ values and beliefs.  

These findings suggest that external forces that permeate the boundaries of the 

organisation are contributing to the conflict between managers and clinicians. This suggests 

that organisations alone cannot fully resolve conflict; they need support from the external 

environment (government and healthcare institutions) to enable them to establish an 

organisational control system that is compatible with both external forces (refer to response 

to research subquestion 1 in section 10.2.1).  

This section has discussed the research findings in response to the research 

subquestions that are highly contextual and therefore practice-oriented. The following section 

discusses the research finding in response to the overarching research question, which is more 

theoretically oriented. 

10.3 Discussion of research findings in response to overarching research 

question 

This section presents a discussion of the research findings in response to the 

overarching research question:  
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How do control mechanisms shape organisational culture in public hospitals? 

Overall, findings from this study indicate that the organisational control system plays 

an integral part in shaping an organisation’s culture. However, findings also indicate that the 

external environment has a major impact on the organisation’s ability to influence culture due 

to the permeability of the organisational boundaries by competing external forces. There is 

downward pressure on the organisation from external controls imposed on the strategic level 

of the organisation by government through policy and funding arrangements to reduce costs. 

There is also upward pressure on the organisation from external controls imposed on 

professional groups at the operational level by healthcare institutions to provide the best care 

for patients and maintain the integrity of their profession. Failure to recognise the infiltration 

of these competing forces within the organisation will make it extremely difficult for 

managers to influence behaviour and culture.  

The organisation and its control system can be seen as the interface between two 

competing forces and therefore can be seen as a means for assimilation. While managers and 

the organisational control system cannot directly create and control culture, they do have a 

major influence in shaping culture. In the context of this research, if managers continue to 

apply high levels of bureaucratic control that emphasise cost reduction and compliance, then 

this is likely to create an adversarial culture and perpetuate the ongoing conflict between 

managers and clinicians. However, if managers are able to develop an organisational control 

system designed around common goals and shared vision, then this will enable managers and 

clinicians to rebuild their relationship based on trust, understanding and mutual respect.  

These findings challenge the assumption made by Flamholtz (2012) that suggest that 

organisations and managers can directly control and create a desired culture through the 

development and espousement of an organisational value system. However, these findings 

also support Flamholtz (2012) in that the organisational system comprises of multiple 
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interrelated components, including core controls, structural controls, and the organisational 

value system. However, what is important is how well all of these control components and 

the mechanisms support the achievement of the organisational goals, and how well the formal 

organisational control system (managerial control) aligns with informal controls associated 

with professional subcultures, and the external environment (Stokes et al., 2016).   

Figure 10.1 depicts the alignment between managerial control, professional 

subcultures, and the external environment from different cultural perspectives.  

Figure 10.1: Cultural perspective approaches   
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As shown in Figure 10.1, which was adapted from Martin (2002), an integration 

perspective adopts a managerialist approach, which sees the role of the organisation as 

responsible for controlling the behaviour of clinicians. The integration perspective assumes 

that the organisational boundaries are well established, but there are no boundaries between 

professional subgroups and hierarchical levels, and management is in control of creating 

consensus within the organisation and the desired culture.  

The differentiation perspective focuses on differences between subgroups, either 

vertically (managers and clinicians) or horizontally (professional sub-groups). The 

differentiation perspective assumes that the organisational boundaries are secure and that 

hierarchical and professional subcultural boundaries are also secure, and that professional 

subgroups are decoupled with managerial control within the organisational context.  

The fragmentation perspective focuses on fluctuation and inconsistent behaviours. It 

assumes that the organisational boundaries and professional boundaries are not secure and 

that control and behaviours are inconsistent and in constant flux depending on the situation, 

issue or context.  

The assimilation perspective builds on Martin (2002) by providing a new vision of the 

role of the organisation in the context of public healthcare from a multiperspective approach. 

It assumes that multiple cultures coexist within the organisation, but aims to create synergy 

between them. It also acknowledges the permeability of organisational and professional 

boundaries, and the current transformation of healthcare organisations into hybrid, organic 

structures that adapt to changing environmental conditions and new innovative approaches to 

managing health services and healthcare organisations. This approach is consistent with the 

emerging literature that supports the idea of moving forward to a new era (Carvalho, 2014; 

Johansen et al., 2015; Kuhlmann & von Knorring, 2014; Kurunmäki & Miller, 2011; 

Noordegraaf, 2015; Spehar et al., 2014). In this way the role of the organisation is that of a 
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facilitator and coordinator, not only translating the demands of governments into actual work 

practices under constrained resources, but also enhancing relationships between and within 

groups both vertically and horizontally. Importantly, these organisational responsibilities are 

equally shared between both managers and clinicians, which will require a much greater 

involvement of clinicians in decision making, and for management to have much greater 

understanding of the clinician perspective.  

10.4 Research contributions and implications 

10.4.1 Research contributions to theory: Control and culture 

This research contributes to theory in three ways. First, it challenges the assumption 

that organisations and managers can create and control culture (Flamholtz, 2012). Findings 

indicate that the organisation and managers are limited in their ability to directly create and 

control organisational culture, especially at the operational level. However, the organisational 

control systems they develop will have a major impact on shaping the organisational culture.  

Second, and following on from the previous point, findings from this research suggest 

that control mechanisms and organisational culture cannot be separated. Attempts at 

addressing any cultural issues without considering the control framework will have minimal 

impact. Similarly, any changes to the control framework will have implications for the 

organisational culture, as it alters the relationship between individuals and groups within the 

organisation. Therefore, this finding supports the idea that that the modes of control proposed 

by Ouchi (1980) can be used to describe the dominant type of culture within the organisation, 

as proposed by the CVF (Quinn & Rohrbaugh, 1983). It supports the notion that changing the 

level of goal congruence and ambiguity in performance measurement will have implications 

for the organisational culture. However, it refutes the idea that organisations and managers 

can change the type of culture at will without considering the influence of external control 

forces and alignment with the external environment. Similarly, findings support the idea that 
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culture represents an organisation’s personality; therefore, control and culture are one and the 

same. However, rather than having one unique personality, organisations consist of multiple, 

changing personalities that are in a constant state of flux. This research builds on theoretical 

understandings around the link between control mechanisms and organisational culture by 

proposing that value systems are the critical link between these two constructs because of the 

important role they play in driving behaviour. In addition, different value systems become 

dominant depending on the context and situation, and the relationship between those 

interacting with one another. Acknowledging the existence of multiple value systems and the 

important role they play in controlling individual and group behaviour, and thereby shaping 

organisational culture, supports the ideas of Wynia et al. (2014) and Stokes et al. (2016).  

Third, using a multiple-cultural theoretical lens proposed by Martin (2002) represents 

a novel approach to examining the theoretical link between control mechanisms and 

organisational culture. Findings from this research build on the ideas of Martin (2002) and J. 

Fitzgerald (2002) by proposing a new alternative perspective, referred to as the assimilation 

perspective. The assimilation perspective differs from the other three perspectives 

(integration, differentiation, and fragmentation) in that it not only assumes that all three types 

of culture coexist, but they are interdependent and interrelated with one another and with 

competing forces from the external environment that permeate the organisational boundaries. 

The organisation is seen as a component in a system that does not seek to control its own 

entity, but rather to facilitate, translate, and coordinate the supply and demand of healthcare. 

In this way, a culture is not distinguished as “good” or “bad” by whether it is integrated, 

differentiated, or fragmented. What is important is the quality of the relationships at an 

organisational level (with the external environment), at a group level (between hierarchical 

levels and professional subgroups), and at the individual level (especially when individuals 

interact with others from different hierarchical levels and professional subgroups).  
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10.4.2 Research implications for practice and managers 

Overall, findings from this research support the ideas of Glouberman & Mintzberg 

(2001b), who argue that a whole-of-system approach is required in order to overcome 

historical tensions between managers and clinicians and manage resource issues in 

healthcare. Organisations need to develop organisational control systems that are designed 

around common goals and a shared vision; however, they cannot achieve this without the 

support of the external forces, these being the government and health professional 

institutions. Governments need to develop funding models that allow enough flexibility for 

healthcare organisations to allocate resources according to the needs of the local population 

and to incentivise use of health services other than in-patient care. Health professional 

institutions need to encourage and incentivise greater participation and involvement in 

management activities, and health management training needs to incorporate greater 

understanding of the complexities and the needs of clinicians within a healthcare service 

setting. Combined, these control forces will shape a culture that is collaborative, cooperative, 

and based on trust, understanding, and mutual respect, which will not only improve 

efficiency, but will also improve staff wellbeing and most importantly, patient care. These 

findings are consistent with emerging ideas of Noordegraaf (2015), who sees the ongoing 

transformation of professional work as “organizing professionalism”, which pushes beyond 

the idea of hybridisation whereby organising is embedded within the professional function. 

Here, professionals are seen as linking their expertise with other professionals, other staff 

within the organisation, patients and the community, and other external stakeholders; and 

coordinating these relationships. This approach represents a more equitable distribution of 

power and authority to control between managers and clinicians. However, research in this 

area is still in its early days; therefore, future research needs to be directed towards finding 
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ways in which health policy and health professional education can align to enhance working 

relationships in the interests of all stakeholders. 

10.5 Study strengths and limitations 

10.5.1 Study strengths 

While the literature mainly focuses on the use of mixed methods research as means of 

validating or triangulating findings from quantitative or qualitative research, this research 

supported the use of mixed methods research in order to develop a complete picture of a 

phenomenon. Limiting the study to only one methodology, either qualitative or quantitative, 

would have meant that only part of the picture would be presented (Neuman, 2013). The 

qualitative interviews conducted within Phase 1 set the scaffold for the research by allowing 

for exploration of key issues in relation to the healthcare system, organisational control 

system, and organisational culture. However, the interviews only presented the senior 

manager, organisational-level perspective. The Phase 2 survey conducted among all hospital 

staff within the GCHHS then provided the “bricks and mortar” of the research by examining 

the attitudes and beliefs of staff around the key topics identified in Phase 1. This allowed for 

comparison between the strategic intent of the organisation and the day-to-day operations, 

and also created a complete picture from multiple perspectives. The intention for the 

comparison, however, was not for validation; rather, it was expected that there would both 

consistencies and inconsistencies in the findings, both of which made valuable contributions 

to this research. Phase 3 was then used to verify and explain the research findings. The use of 

an open-ended, multimethod survey not only provided the practicality of quantifying the level 

of agreement with the propositions, it also provided the opportunity for additional 

comprehension and understanding of responses which contributed to the richness of the 

research findings.  
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10.5.2 Rigour and study limitations 

There are inherent limitations associated with both quantitative and qualitative 

methods (Creswell, 2009). For example, quantitative methods are considered simplistic and 

limited to testing factors already known (Guba & Lincoln, 1994), while qualitative methods 

have been criticised for lack of rigour and generalisability (Schwartz & Jacobs, 1979). 

Mixing methods is seen as a way of offsetting these weaknesses (Jacobs et al., 2004) and a 

way of providing a more comprehensive analysis of the phenomenon (Creswell, 2009). 

However, this study is not without its weaknesses. One of the main limitations of this study 

was the small sample size, especially for the quantitative component, and therefore the 

findings of the quantitative component may not be representative of the entire organisation 

and any generalisations of the research findings should be made with caution. The small 

sample size also reduced the reliability of results for comparisons between subgroups. 

However, the proportions of respondents within each professional group were similar to the 

proportions of professional staff working within the organisation, and therefore findings give 

an indication of trends. Another important limitation associated with this study is that it was 

conducted in the one healthcare organisation; therefore, findings may be influenced by 

specific characteristics associated with the organisational context. Caution should be taken 

when considering transferability of the results to other contexts. Therefore, while the findings 

may not be reliable in a statistical sense, the study findings are highly valid, as demonstrated 

by presenting the participants’ voices. In addition, increasing financial control in public 

sector organisations represents a worldwide trend and therefore future research may be 

directed towards conducting this study in other public hospitals with similar funding models, 

high levels of bureaucratic control, and similar professional subcultures for comparison.  
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10.6 Future research  

Future research is recommended in four key areas: First, given the very small sample 

size for the quantitative component of this research, it is recommended that the quantitative 

study be repeated with a larger sample size to enable more reliable comparisons between and 

within subgroups. The literature has shown that the boundaries between professional 

subgroups were previously well established (Glouberman & Mintzberg, 2001a); however, 

changes in both the external and internal environments have resulted in subcultural 

boundaries becoming increasingly blurred (Appel & Malcolm, 2002; Nancarrow & 

Borthwick, 2005). These changes have implications for the way healthcare organisations are 

managed and how the work is coordinated.  

Second, findings suggest that future research needs to be directed at helping 

organisations to develop and adopt new and innovative means for controlling staff behaviour 

that acknowledge the multiplicity of accountability arrangements, as an alternative to using 

high levels of bureaucratic and managerial control to ensure financial accountability is 

prioritised. Therefore, future studies could be directed towards developing a better 

understanding around hybrid roles, especially at the middle-manager level, and the type of 

support and training they require. In addition, studies are needed that investigate the 

effectiveness of emerging innovative management strategies, such as structural changes, role 

changes, leadership and management training for clinicians, and organisational development 

programs designed specifically to rebuild relationships and coordinate work both vertically 

and horizontally.  

Third, future research needs to be directed towards finding ways of balancing ABF as 

a means for allocating funding, with other approaches that allow organisations to better 

manage demand and cater for local population needs.  
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Finally, given that this study was conducted in one public healthcare organisation, 

future research that involves comparative studies with other hospitals and/or private sector 

with regard to how control mechanisms shape culture is also recommended.  

10.7 Concluding remarks 

This research has examined the operationalisation of ABF within a public sector 

healthcare organisation through a cultural lens. In doing so, it has explored the link between 

control and culture, with consideration given to the influence of external forces and questions 

about the organisation’s ability to create and control culture.  

The introduction of NPM initiated a major transformation in the way healthcare 

organisations are controlled and managed, which has resulted in a cultural shift away from a 

dominant professionalist culture (pure professionalism) to a dominant market/managerialist 

culture. Ongoing healthcare reforms and the introduction of ABF continue to further 

legitimise formalised managerial control within public sector healthcare organisations 

(controlled professionalism). However, the overall result created a “them and us” adversarial 

relationship between managers and clinicians, with clinicians unwilling to assume financial 

accountability, and management unwilling to acknowledge the rigour of health-professional 

education and understand the challenges faced by clinicians in their daily work. One could 

argue that the pendulum has swung too far towards managerial dominance, and the balance of 

power needs to be restored. Emerging literature suggests that the transition to a new era has 

already begun with a more hybrid approach (managed professionalism); however, findings 

from this study support ongoing transformation that goes beyond hybridity to an approach 

referred to as “organising professionalism” (Noordegraaf, 2015).  

Using a multilevel (organisational, group, and individual) and multiperspective 

(integrated, differentiated, and fragmented) approach enabled this research to paint a 

complete picture. In addition, the sequential mixed method study design combined with an 
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iterative and constant comparison, and reflexive learning has enabled the crystallisation of 

ideas and the emergence of a new way of seeing the role of the public-sector healthcare 

organisation and greater clarity around the link between control and culture.  

This thesis concludes that control mechanisms play a critical role in shaping 

organisational culture. The organisation is seen as the interface between two competing 

forces: first, the constraints imposed by government, and second, the requirements of 

clinicians to enable them to treat patients. The role of the organisation is not to control or 

manage health professionals, but rather to facilitate, enable, and enhance the coordination of 

work and relationships between colleagues and stakeholders. Managers cannot create and 

control culture, as if they are somehow removed from it, but rather control and culture are 

established through connections between professionals, managers, support staff, and technical 

analysis, with a shared responsibility for coordinating work (standards, processes and 

procedures), authority (structure, reporting requirements, governance) and values (culture) 

(Noordegraaf, 2015).  
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Appendix A: Organisational structure for GCHHS 
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Appendix B: Organisational strategic objectives and goals 

Strategic objectives Goals Measures of success and Risk control 

1. Provide access to safe and high 

quality healthcare 

 

The Gold Coast community will 

have better access to health 

services that are of a world class 

standard when they need them. 

 

a) Develop and maintain a safe hospital and health service 

b) Deliver accessible services in the most appropriate setting 

c) Provide new and expanded services to meet the needs of 

our local community  

d) Align performance with patient-centred care 

e) Provide timely access to patient information 

f) Promote continuous improvement systems and processes 

g) Become a learning organisation  

h) Implement information and technology solutions to support 

innovation, enhance efficiency and promote the delivery of 

patient-centred care 

Measures of success 

Gold Coast Health will meet or exceed 

national healthcare standards and improve 

access to safe and quality healthcare. 

Risk control  

Gold Coast health will ensure that the right 

people, with the right skill are available 

when patients need them. 

2. Provide integrated healthcare 

Gold Coast Health will make it 

easier for patients when dealing 

with different types of healthcare 

workers, form GPs to specialist 

care. 

 

a) Align services to community needs 

b) Provide integrated care pathways for chronic disease 

management 

c) Provide timely access to patient information for approved 

healthcare providers 

d)  Increase access to home visits post birth 

e) Promote and improve preventative health programs 

f) Support and progress implementation strategies that align 

with the local Primary Health Network plans 

g) Promote horizontal integration with and between primary 

healthcare providers 

Measures of success 

There are established partnerships with 

community GPs and healthcare providers to 

facilitate seamless continuum of care to 

patients with chronic conditions. 

Risk control 

Gold Coast Health will be able to identify 

the right care at the right time and place for 

patients. 
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3. Engage our community 

There are over 45 different cultural 

groups and many more among our 

community with diverse needs. 

Our engagement program will 

expand to incorporate broader 

community views on healthcare. 

a) Establish specific channels to engage our community in 

service planning, development, delivery and evaluation 

b) Be socially responsible in our initiatives 

c) Develop culturally sensitive services and material 

d) Participate in the City Planning Scheme and Social 

Infrastructure Plan for growth regions 

 

Measures of success 

Community members with a direct or 

indirect interest in health service will have 

an opportunity to feedback on important 

matters. 

Risk control 

The health service will ensure that 

community members are engaged and the 

represent a genuine need. 

4. Value and empower our staff 

Gold Coast Health encourages and 

supports professional development 

in its learning strategy. Staff are 

healthy and empowered to 

continuously improve the delivery 

of healthcare to the Gold Coast 

community. 

a) Gold Coast Health has a learning strategy designed to meet 

our future workforce needs 

b) A culture of continuous improvement and innovation is 

embraced and facilitated 

c) Staff participate in regular discussion about performance, 

achievement of organisational goals and change 

management activities 

d) Implement formal staff development programs 

e) Provide a setting to support a healthy workforce 

environment and lifestyle choices 

Measures of success 

Gold Coast Health staff will have a 

professional development plan which 

outlines their contribution to the health 

service objectives and key actions for 

personal growth. 

Risk control 

Work demands and expectations will be 

managed so that staff will have time to 

participate in personal development 

opportunities. 

5. Increase transparency 

Gold Coast Health will continue to 

make it easier for our stakeholders 

to know and understand our 

actions and decisions. 

a) Consult clearly and accurately with our workforce and 

stakeholders 

b) Strengthen corporate governance and accountability 

arrangements 

c) Develop robust procedures for corporate decision-making 

d) Active communication of progress towards achieving our 

strategic objectives 

Measures of success 

The health service will keep the community 

informed through openness, communication 

and being accountable. 

Risk control 

Public information will be accessible, clear 

and easy to understand. 
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6. Use resource wisely  

Gold Coast Health will be more 

efficient in order to deliver more 

services to more people. 

a) Improve the efficiency of our services through integrated 

business planning, budget process and reducing red tape 

b) Implement clinical resource utilisation strategy 

c) Develop reliable and timely costing 

d) Develop service in line with community needs 

e) Align our facilities to meet changing conditions and 

community needs 

f) Align our workforce to meeting changing conditions and 

community needs  

Measures of success 

Gold Coast Health will compare our 

productivity with industry standards to 

make the best use of available facilities, 

financial resources, systems and staff. 

Risk control 

The health service will take advantage of 

the opportunities to reduce red tape and 

unnecessary bureaucracy to reduce cost. 

7. Develop the Gold Coast Health 

and Knowledge Precinct as part of 

the research and education 

initiatives 

Gold Coast Health will work with 

private hospitals, universities and 

key partners including the private 

sector to promote innovation and 

research in healthcare. 

a) Embed research as a key activity and increase visibility 

b) Active participation in the development of the Gold Coast 

Health and Knowledge Precinct 

c) Negotiate with University partners regarding shared 

contracts to facilitate clinical responsibilities for academic 

appointments for all disciplines 

Measures of success 

The health service will be engaged in 

discussions to ensure the precinct will result 

in better services for our patients, support 

robust local economy and place Gold Coast 

on the world map as a vibrant community 

of research and innovation. 

Risk control 

Gold Coast Health will establish 

partnerships and be engaged in discussions 

related to the use of infrastructure following 

the 2018 Commonwealth Games.  

Source: Gold Coast Health Strategic Plan 2013–2017: 2015 Update 
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Appendix C: Phase 1 Recruitment invitation 

Griffith University PhD Research Project  

Title: Organisational control and resource allocation in public hospitals: A mixed methods 
organisational culture study from multiple perspectives 

Invitation to participate in Phase 1: Interviews 

We are currently inviting senior managers in the GCHHS to participate in the initial phase of this 
exciting new research project.  

About this study 
This research aims to examine how organisational control mechanisms (both financial and non-
financial) impact on staff and their work environment. It is being undertaken by a PhD candidate 
from Griffith University, Griffith Business School.  

Why is this research being conducted? 
To control costs, our Government has developed funding policies with greater emphasis on 
improving efficiency. However little is known about how staff feel about this, and how it impacts on 
“the way things are done”.  

What will you be asked to do? 
You are asked to participate in a face-to-face interview at a time and location of your convenience. It 
will take around 40 minutes to one hour. We will ask you about organisational goals and values as 
well as your perceptions of the organisational strategies that are used to manage and control 
resource allocation. Interviews will be audio recorded and transcribed, and a copy of the 
transcription will be sent to you for verification.  

Expected benefits and risks of the research 
It is not expected that there will be any risks to you personally as a result of participating in this 
research. However, your participation in this interview will make an important and valuable 
contribution to the overall study which will help managers and policy makers to understand how 
best to develop, implement and manage resource allocation in health services. 

Your confidentiality  
Recordings will be disposed of as soon as these are transcribed. Transcription data will be stored on 
the Griffith University Secure server. All data will be de-identified and your details will remain 
confidential. You will not be identifiable in any publication or report arising from this research.  

Your participation is voluntary  
Your participation in this research is voluntary. You can withdraw at any time. Your decision to 
participate will in no way impact on any relationship you have with Gold Coast Hospital and Health 
Services, Griffith University or any other organisation.  

The ethical conduct of this research 
The project has been approved by the GCHHS HREC (HREC/15/QGC/15) and GU HREC 
(IBA/13/15/HREC). 

If you are interested in taking part, please contact Xanthe Golenko by phone on 0414 662 411 or 
email x.golenko@griffith.edu.au to arrange an interview. 

 

Thank you for your interest in this research 
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Appendix D: Phase 1 Participant information and consent 

Participant Information and Consent 
Phase 1: Interview 

 
Project Title: Resource allocation and organisational control in public hospitals: a mixed methods 

organisational culture study from multiple perspectives 
 

About this study 
This research aims to examine how organisational control shapes the organisational culture of public 
hospitals. It is being undertaken by a PhD candidate from Griffith University, Griffith Business School. 
This PhD study investigates the impacts of resource allocation and control mechanisms on the day-
to-day work of people working in the health service. 
 
Why is this research being conducted? 
To control costs, our Government has developed funding policies with greater emphasis on 
improving efficiency. However little is known about how staff feel about this, and how it impacts on 
“the way things are done”.  
 
What will you be asked to do? 
You are asked to participate in a face-to-face interview at a time and location of your convenience. It 
will take around 40 minutes to one hour. We will ask you about organisational goals and values as 
well as your perceptions of the organisational strategies that are used to manage and control 
resource allocation. Interviews will be audio recorded and transcribed, and a copy of the 
transcription will be sent to you for verification.  
 
Expected benefits and risks of the research 
It is not expected that there will be any risks to you personally as a result of participating in this 
research. However, your participation in this interview will make an important and valuable 
contribution to the overall study which will help managers and policy makers to understand how 
best to develop, implement and manage resource allocation in health services. 
 
Your confidentiality  
Recordings will be disposed of as soon as these are transcribed. Transcription data will be stored on 
the Griffith University Secure server. All data will be de-identified and your details will remain 
confidential. You will not be identifiable in any publication or report arising from this research.  
 
Your participation is voluntary  
Your participation in this research is voluntary. You can withdraw at any time. Your decision to 
participate will in no way impact on any relationship you have with Gold Coast Hospital and Health 
Services, Griffith University or any other organisation.  
 
The ethical conduct of this research 
The project has been approved by the Ethics Committee at Queensland Health and Griffith 
University (HREC/15/QGC/15). This research is being conducted in accordance with the National 
Statement on Ethical Conduct in Human Research (2007). If you have any concerns or complaints 
about the ethical conduct of this research please contact the Manager, Human Research Ethics 
Committee, Gold Coast Hospital and Health Services on 07 5519 8718 or by email 
(GCHEthics@health.qld.gov.au) or the Manager, Research Ethics, Griffith University, on (07) 3735 
4375 or by email (research-ethics@griffith.edu.au). 
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Questions / further information 
Should you have any questions or require further information about this research, please contact 
Xanthe Golenko, PhD candidate at Griffith University on 0414 662 411 or x.golenko@griffith.edu.au 
 
The researchers 
 
Lead researcher 
Xanthe Golenko 
PhD Candidate, Griffith University 
 
Principal supervisor 
Professor Anneke Fitzgerald 
Griffith University 
 
Associate supervisor 
Dr Katrina Radford 
Griffith University 
 
 

Please detach and retain these pages prior to completing the Consent form 
Thank you for your interest in participating in this research 
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Appendix E: Phase 1 Interview questions 

Please tell me about, and give examples… 

1. Your role within the organisation? 

2. The organisational goals and you perception of how well they align with the goals of 

Queensland Health and the goals of your department?  

3. The organisational values and your perception of how shared they are throughout the 

organisation?  

4. The key organisational control mechanisms and your perception of how effective they 

are in ensuring employees are working towards achieving the organisational goals?  

5. The funding model and how resources are allocated? Also some of the challenges and 

some of the good things about them? 
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Appendix F: Sample coding 
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Verbal responses to Question: 

Can you please tell me about the funding model and how resources are 

allocated? Also some of the challenges and some of the good things about 

them? 

First level coding 

Topics – “What” 

Second level coding  

Thematic categories 

/ variables 

- Need to balance getting target – not too far over or too far under 

- Paid based on projected activity, no adjustment for what walks through the 

door or how to manage extra activity than the service agreement 

- ABF doesn’t take demand into consideration, the service agreement specifies 

exactly what has been purchased and what should be delivered, but that doesn’t 

always match actual demand  

- Meeting activity targets 

- Payment based on agreed activity 

- Supply (activity) constrained through 

service agreement 

- Demand that exceeds projected activity 

- Mismatch between demand and 

activity  

Challenge managing 

demand that exceeds 

constrained supply 

- ABF specifies staffing levels based on activity, however levels of activity can 

vary so if staff levels are insufficient then need to draw on casual pool. 

- Hospital uses more beds than they are funded for to keep up with demand, but 

this means insufficient staffing levels, staff from casual pool are inefficient due 

to higher cost and higher level of supervision required 

- Supply constrained by limiting staffing 

levels and number of beds 

- Use more beds to keep up with demand 

- Need more staff for number of beds 

- Creates staff shortages so need to draw 

from casual pool 

- Casual staff more expensive  

Mismatch between 

beds / staffing levels 

and activity creates 

inefficiency 

- Doesn’t account for patients going through multiple cost centres, difficult to 

allocate how much for each, and often the activity gets allocated to the 

specialty unit so there are gaps in the way we capture ABF 

- Not clear how to apportion non-frontline costs – inconsistent between 

hospitals and HHSs and DoH doesn’t provide any guidelines in this 

- Reimbursed on the basis of units but don’t consistently cost on the basis of 

units  

- The costing is very important so we know how much a service actually costs 

so we can get that money from the Government 

- Need to make sure we are getting the revenue we need and that it is equitably 

distributed so that all areas are adequately funded 

- Patients pass through multiple cost 

centres 

- Inconsistencies between the way costs 

are counted and the way resources are 

allocated 

- Inconsistencies between HHSs and 

hospitals may account for variations 

rather than inefficiencies 

Counting costs / 

allocating revenue 

 

- Resources allocated according to where the activity happens, complicated but 

quite equitable 

- Resource allocated according to 

activity levels 

Equitable  
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- Relies on clinicians to document everything to do with costs accurately when 

treating patients so as to maximise revenue and keep their efficiency and 

budget up 

- Have to work at marginal cost to cover extra activity – pushes efficiency, but 

unsustainable in the long term 

- All costs need to be documented to 

identify how much is spent where 

- Working at marginal cost  

Improves efficiency 

and transparency 

- Politically the focus is on meeting surgical targets and getting people out of 

ED so that is where the funding tends to go, it doesn’t go to the community 

sector. The cash is distributed on the ABF/non-ABF line 

- Non-ABF is harder to count and measure so haven’t had real growth in non-

ABF, but population has grown 

- ABF gets the most funding and is the priority, ABF is the dominant source of 

income 

- Tension between activity and non-activity based funding, easy to monitor 

activity and budget and if you want to increase capacity you can write a 

business plan, but non-activity things like research or new equipment is hard to 

get because it costs more but doesn’t increase activity, but if you want top 

clinicians and researchers you need to cater for this. Everything has to be 

linked to activity 

- ABF services prioritised over non-ABF 

services 

- Non-ABF services harder to measure 

- Increasing ABF services increases 

revenue, but non-ABF services don’t  

ABF vs non-ABF 
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Appendix G: Coding framework developed from Phase 1 data analysis 

 

  

Key themes Thematic variables 

Healthcare system, ABF and resource allocation 

Challenges managing supply and 

demand 
 Constrained supply of healthcare 

 Managing excess demand through wait lists 

Activity-based funding as a means 

for allocating resources 
 ABF versus non-ABF services 

 ABF versus population-based funding 

 Accountability 

Organisational goals  

Ambiguity around the meaning of 

the organisational goals 
 Meaning of world-class undefined 

 Different meanings attached to different goals 

 Dificult to operationalise 

Goal alignment and congruence  Cascading goals  

 Goals primarily aligned with Queensland 

Health 

 Different goals are priorised at different levels 

of the organisation and by different groups 

Organisational control 

External controls  Multiple external controls: ABF – quasi-market 

orientation; government regulations – 

bureaucratic 

 Increased organisational autonomy to develop 

innovative 

Internal control at strategic level  Excessive bureaucratic control 

Internal control at the operational 

level 
 Bureaucratic control versus professional control  

 Competing logics  

Organisational values 

Strategic level – organisational 

values – integrated culture 
 Strong attachment to organisational values 

Operational level – professional 

values – differentiated culture 
 Disconnect from organisational values and 

strong attachment to professional identity 

Interactions between subgroups – 

fragmented culture 
 Inconsistent behaviour depending on situation 

and relationship with person they were 

interacting with  

 System incentives and belief they can get away 

with inappropriate behaviour  

 Non-attachment to organisational values or 

professional values 
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Appendix H: Phase 2 Survey 

Griffith University Research Project  

Title: Resource allocation and organisational control in public hospitals: A mixed methods 
organisational culture study from multiple perspectives 

 
Participant Information for Phase 2: Survey 

 
About this study 
To control rising costs of healthcare, our Government has developed funding policies with greater 
emphasis on improving efficiency. However little is known about how staff feel about this, and how 
it impacts on “the way things are done”. This research investigates the impacts of resource 
allocation and control mechanisms on the day-to-day work of people working in the acute health 
services. The study is being undertaken by a PhD candidate from Griffith University, Griffith Business 
School.  
 
What will you be asked to do? 
Participation involves completing an anonymous survey which includes some demographic 
questions, followed by a series of questions around attitudes and beliefs towards issues facing the 
acute healthcare system, resource allocation and clinician autonomy and accountability. Finally, the 
survey asks a series of questions regarding the existing culture within the organisation, and 
preferred culture. The survey will take around 15 to 20 minutes to complete. Once completed, 
please return using the reply-paid envelope provided or place in box marked “Control and Culture 
Study” located at hospital’s Main Reception. 
 
You are also invited to participate in an optional interview. The interview will be conducted face-to-
face at a time and location of your convenience. It will consist of around eight open-ended questions 
and will take around 30 to 40 minutes. The interview questions will be in relation to your attitudes 
and beliefs around resource allocation and organisational control and how this impacts on your work 
environment. Should you wish to participate in the interview, please complete the “Expression of 
Interest” form at the end of the survey with your name and contact information. You will then be 
contacted to arrange a suitable time and location to conduct the interview. Please note that your 
contact details will be kept separate from your survey responses to protect your confidentiality. 
 
Expected benefits and risks of the research 
It is not expected that there will be any risks to you personally as a result of participating in this 
research. However, this research will help managers and policy makers to understand how best to 
develop, implement and manage resource allocation in public hospitals. 
 
Your confidentiality  
Electronic data collected from this study will be managed by the researcher and stored on the 
Griffith University secure server and hard copies of the survey will be kept in a locked filing cabinet 
at Griffith University for a minimum of five years. Access to the data will be restricted to the 
researcher and principal supervisor. Data collected for the study will be used in a PhD thesis, 
conference presentations, reports and publications. Results will be communicated to GCHHS via 
existing communication channels such as the in-house newsletter or bulletin, and a final report and 
presentation at an appropriate forum within the GCHHS. Your details will remain confidential and 
you will not be identifiable in any publication or report arising from this research.  
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Your participation is voluntary  
Your participation in this research is voluntary. You can withdraw at any time. Your decision to 
participate will in no way impact on any relationship you have with Gold Coast Hospital and Health 
Services, Griffith University or any other organisation.  
 
The ethical conduct of this research 
The project has been approved by the Ethics Committees at Queensland Health (HREC/15/QGC/15) 
and Griffith University (IBA/13/15/HREC. This research is being conducted in accordance with the 
National Statement on Ethical Conduct in Human Research (2007). If you have any concerns or 
complaints about the ethical conduct of this research please contact the Manager, Human Research 
Ethics Committee, Gold Coast Hospital and Health Services on 07 5519 8718 or by email 
(GCHEthics@health.qld.gov.au) or the Manager, Research Ethics, Griffith University, on (07) 3735 
4375 or by email (research-ethics@griffith.edu.au). 
 
Consent 
By completing and returning this survey you are consenting to participation in this study. 
 
Questions / further information 
Should you have any questions or require further information about this research, please contact 
Xanthe Golenko, PhD candidate at Griffith University on 0414 662 411 or x.golenko@griffith.edu.au 
 
The research team 
 
Lead researcher 
Xanthe Golenko 
PhD Candidate, Griffith University 
 
Principal supervisor 
Professor Anneke Fitzgerald 
Griffith University 
 
Associate supervisor 
Dr Katrina Radford 
Griffith University 
 
 
 

Please detach this page and retain for your information 
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Part A – Demographics 
 

 

1. Please state your year of birth ___________________________ 

2. Please indicate your gender     O Male  O Female    

3. Do you identify yourself as Indigenous Australian or Torres Strait Islander?   O Yes O No 

4. Do you consider English to be your second language?   O Yes   O No 

5. Please state your current job title and level 

______________________________________________________ 

6. How long have you worked in your current job? _____________ (years)  _____________ (months) 

7. Which hospital within the GCHHS area do you consider to be your principal place of work? 

         O Robina            O GCUH   O Equally across both       O Other ______please 

specify________________ 

8. How long have you worked for GCHHS?  ______________ (years)  ______________ (months) 

9. What type of position are you currently working in? 

     O  Permanent full time            O Permanent part time     O Temporary full-time         

        O  Temporary part time           O Casual/flexible    O Other ______please 
specify_________________ 

 

Part B: Healthcare system, resource allocation, clinician autonomy & 
accountability 

In the following section we are interested in your attitudes and beliefs around issues facing the acute 
healthcare system, resource allocation (financial and non-financial), and clinician autonomy and 
accountability.  

NB: Clinician is defined as any health professional, such as a physician, psychologist, or nurse, who is 
directly involved in patient care 
10. Issues facing the acute healthcare system Please rank the issues below from 1 to 6 according to your 

view of their relative importance (1=most important; 6=least important).  

The increasing pressure on clinicians to base their clinical decisions on financial rather than strictly 
clinical grounds 

 

The unwillingness of clinicians to consider the cost implications of their clinical practices  

Significant shortcomings in the accountability of clinicians  

The increasing erosion of clinical autonomy by management  

The inability of current hospital information systems to monitor the clinical outcomes of clinical decision 
making 

 

The inability of current hospital information systems to monitor the cost implications of clinical decision 
making 
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11. Issues around resource allocation in hospitals Please place a tick ( ) in the column which best 
represents the extent to which you agree or disagree with the following statements 

 
Strongly 
agree 

Agree Neutral Disagree 
Strongly 
disagree 

Resource allocation decisions should be based on the needs of 
individual patients, as determined by the clinicians immediately 
involved 

 
    

Resources should not be allocated to a new clinical procedure until 
its efficacy has been demonstrated through clinical trials 

 
    

In today’s economic climate, costs and efficiency concerns have to 
take precedence over concerns about equity and access 

 
    

Medical and surgical interventions should be open to economic 
assessment 

 
    

Resource issues have no place in clinical decision making      

Continually increasing the financial accountability of clinicians will 
cause them to compromise their responsibilities to patients 

 
    

 
12. Strategies addressing resource issues in hospitals Please place a tick ( ) in the column which best 

represents your view of the order of priority for each of the strategies listed below 
To address resource issues that confront hospitals, health authorities should: 

 Highest 
priority 

Middle order 
priority 

Low  priority 
Not an 

appropriate 
strategy 

Increase government funding to hospitals     

Appoint clinicians to manage both the clinical and resource 
dimensions of hospital-based care 

 
   

Implement Quality Management methodologies     

Engender public debate about the resource limits that should be 
placed on the acute care component of the healthcare system 

 
   

Develop modes of service delivery which enable more patients to 
be treated without resorting to hospital inpatient services 

 
   

Improve the ability of hospital information systems to monitor the 
work of clinicians 

 
   

Use case-mix / activity-based hospital funding     

Require medical colleges to develop and implement clinical 
protocols 

 
   

Engender public debate about the ethical limits of medical 
interventions 

 
   

 
13. Decision making around resource allocation Please rank each item below from 1 to 4 according to 

your view of the appropriateness of each approach to allocating funds for the purchase new 
equipment (1=most appropriate; 4 = least appropriate)  

The matter should be decided by the person in the appropriate managerial position  

The decision should reflect the will of the majority at the relevant committee meeting  

There should be no decision made until all staff with a legitimate interest in the matter agree  

The matter should be decided by those with technical expertise in the matter  
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14. Rationale for decision making around resource allocation Please rank each item below according to 
your view of the appropriateness of each rationale for allocation of funds between alternative 
proposals to purchase new equipment (1=most appropriate; 4=least appropriate)  

The decision should be based on objective evidence and logic  

The decision should be based on the need to follow formal rules and procedures  

The decision should be based on mutual give and take  

The decision should be based on custom and precedent  

 
15. Setting clinical care standards Please place a tick ( ) in the column which best represents the extent 

to which you agree or disagree with the following statements  
 Clinical care standards should be set by: 

 
Strongly 
agree 

Agree Neutral Disagree 
Strongly 
disagree 

The clinical college / society of a medical specialty      

Medical administrators within the hospital      

Non-clinical hospital management      

All members of a multi-disciplinary clinical team      

Patients      

Funders of care      

Medical peers within the hospital      

 
16. Basis for setting Clinical standards Please place a tick ( ) in the column which best represents the 

level of appropriateness of each of the following statements 
Clinical standards should be based on: 

 Very 
appropriate 

Appropriate Neutral In-appropriate 
Very in-

appropriate 

A doctor’s view of what works for her or him      

Locally accepted practice patterns within a hospital      

Documented and evaluated practice patterns across a 
number of hospitals 

 
    

The latest developments in the medical literature      

Protocols set by clinical colleagues      

What is acceptable to patients      

What is feasible within existing hospital resources      
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17. Clinician Autonomy For each of the statements below, please place a tick ( ) in the column which 
best represents your view of the level of importance to your sense of clinician autonomy  

The right of clinicians to: 

 Extremely 
important 

Very 
important 

Moderately 
important 

Slightly 
important 

Not 
important at 

all 

Choose the hospital in which they will practice      

Exercise control over other health professionals      

Choose their clinical specialty      

Determine the income target they will pursue      

Control the volume of their work with respect to, for 
example, how many diagnostic procedures they 
perform in a clinical session; and how they schedule 
their time 

     

Choose the hours that they work within the hospital      

Determine the criteria by which their clinical work is 
assessed 

     

Determine (for individual patients) what tests they will 
order, and what treatments and medications they will 
prescribe 

     

Choose the patients they will accept for treatment      

 
18. Effects of clinician expectations on their level of autonomy For each of the expectations below, 

please place a tick ( ) in the column which best represents your view of its effect on the autonomy of 
clinicians  

An expectation that clinicians: 

 
Significantly 

extend 
autonomy 

Extend 
autonomy 

Neutral 
Threaten 
autonomy 

Significantly 
threaten 

autonomy 

Routinely participate with their peers in reviews of their 
individual clinical work 

 
    

Participate with all members of the clinical team in 
planning, evaluating, and improving the team’s collective 
performance 

 
    

Undertake administrative/clerical work      

Follow clinical protocols developed collectively with their 
hospital colleagues 

 
    

Become involved in the day-to-day management of the 
clinical unit 
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19. Clinician Accountability Please place a tick ( ) in the column which best represents your view of how 
important each of the accountability arrangements below is to your perception of clinician 
accountability  

An expectation that clinicians: 

 
Very 

important 
Important 

Slightly 
important 

Unimportant 
Very un-
important 

Answer to themselves for the way they have acted in 
the interest of each of their patients 

     

Participate with all staff in their clinical team in 
evaluating and improving the team’s collective 
performance 

     

Answer to hospital management for the resource 
implications of their clinical practices 

     

Answer to themselves for the way that they have 
balanced the needs of individual patients with those 
of all other patients particularly with regards to 
resource use 

     

Collectively review their clinical work with their peers 
using evaluation criteria they have defined 

     

Have their clinical work routinely reviewed by senior 
members of their clinical specialty using evaluation 
criteria defined by the senior members 

     

Be open to public scrutiny and provide justification for 
their clinical practices and resulting clinical outcomes 

     

Answer to their patients for their clinical practices and 
resulting clinical outcomes 

     

 
 

Part C – My Organisation 
NB: Organisation refers to Gold Coast Hospital and Health Services (GCHHS)  

20. Organisational goals In the space provided, please rank the statements below from 1 to 8 in terms of 
your perception of their importance as goals of this organisation(1=most important; 8=least 
important) 

In rank order, I believe the goals that are currently being pursued in this organisation are: 

Staff welfare  

Organisational stability  

Equal access for all patients from the local community  

Financial viability  

Reputation for service innovation and industry leader  

Service quality  

Improved productivity  

Teaching and research reputation  

 

21. Organisational culture The following questions relate to the type of organisation that your 

organisation is most like. There are six items, each of which contains four descriptions of 

organisations. Please distribute 100 points among the four descriptions depending on how similar the 

description is to your organisation. None of the descriptions are better than the others; they are just 

different. For each item, please use all 100 points. 
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NB: The first column for the six questions is labelled “Now”. This refers to the culture, as it exists 

today. The second column is labelled “Preferred”. Your answers to these questions should be based 

on how you would like the organisation to look five years from now. 

EXAMPLE ONLY 

1. Dominant Characteristics Now Preferred 

The organisation is a very personal place. It is like an extended family. People seem to 
share a lot of themselves. 

20 10 

The organisation is a very dynamic and entrepreneurial place. People are willing to stick 
their necks out and take risks. 

50  

The organisation is very results oriented. A major concern is with getting the job done. 
People are very competitive and achievement oriented. 

 90 

The organisation is a very controlled and structured place. Formal procedures generally 
govern what people do. 

30  

Total 100 100 

 

Please respond to the six items in the table below 

1. Dominant Characteristics Now Preferred 

The organisation is a very personal place. It is like an extended family. People seem to 
share a lot of themselves. 

  

The organisation is a very dynamic and entrepreneurial place. People are willing to stick 
their necks out and take risks. 

  

The organisation is very results oriented. A major concern is with getting the job done. 
People are very competitive and achievement oriented. 

  

The organisation is a very controlled and structured place. Formal procedures generally 
govern what people do. 

  

Total 100 100 

2. Organisational Leadership Now Preferred 

The leadership in the organisation is generally considered to exemplify mentoring, 
facilitating, or nurturing. 

  

The leadership in the organisation is generally considered to exemplify 
entrepreneurship, innovating, or risk taking. 

  

The leadership in the organisation is generally considered to exemplify a no-nonsense, 
aggressive, results-oriented focus. 

  

The leadership in the organisation is generally considered to exemplify coordinating, 
organizing, or smooth-running efficiency. 

  

Total 100 100 
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3. Management of Employees Now Preferred 

The management style in the organisation is characterised by teamwork, consensus, 
and participation. 

  

The management style in the organisation is characterised by individual risk-taking, 
innovation, freedom, and uniqueness. 

  

The management style in the organisation is characterised by hard-driving 
competitiveness, high demands, and achievement. 

  

The management style in the organisation is characterised by security of employment, 
conformity, predictability, and stability in relationships. 

  

Total 100 100 

4. Organisation Glue Now Preferred 

The glue that holds the organisation together is loyalty and mutual trust. Commitment 
to this organisation runs high. 

  

The glue that holds the organisation together is commitment to innovation and 
development. There is an emphasis on being on the cutting edge. 

  

The glue that holds the organisation together is the emphasis on achievement and goal 
accomplishment. Aggressiveness and winning are common themes. 

  

The glue that holds the organisation together is formal rules and policies. Maintaining a 
smooth-running organisation is important. 

  

Total 100 100 

5. Strategic Emphases Now Preferred 

The organisation emphasises human development. High trust, openness, and 
participation persist. 

  

The organisation emphasises acquiring new resources and creating new challenges. 
Trying new things and prospecting for opportunities are valued. 

  

The organisation emphasises competitive actions and achievement. Hitting stretch 
targets and winning in the marketplace are dominant. 

  

The organisation emphasises permanence and stability. Efficiency, control and smooth 
operations are important. 

  

Total 100 100 

6. Criteria of Success Now Preferred 

The organisation defines success on the basis of the development of human resources, 
teamwork, employee commitment, and concern for people. 

  

The organisation defines success on the basis of having the most unique or newest 
products. It is a product leader and innovator. 

  

The organisation defines success on the basis of winning in the marketplace and 
outpacing the competition. Competitive market leadership is key. 

  

The organisation defines success on the basis of efficiency. Dependable delivery, 
smooth scheduling and low-cost production are critical. 

  

Total 100 100 

 
22. Do you have any comments? 

______________________________________________________________________________________

______________________________________________________________________________________ 
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Title: Resource allocation and organisational control in public hospitals: a mixed methods 
organisational culture study from multiple perspectives 

 
Expression of interest  

Phase 3: Interview 
 

Do you agree to participate in a follow-up interview?    O Yes  O No 

 

Name: 

______________________________________________________________________________  

 

Email/phone: 

______________________________________________________________________________ 

 

 
Thank you for completing this survey 

Please return using the reply-paid envelope provided or  
place in box marked “Control and Culture Study” located at hospital’s Main Reception 
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Appendix I: Phase 3 Recruitment Invitation (Email) 

Dear xxxx 

I am emailing you because earlier this year, you completed a survey in relation to resource allocation, 
organisational control and organisational culture and expressed interest in participating in an 
interview. Firstly thank you so much for your interest in my research and for completing the survey. I 
am now up to Phase 3 of my PhD research which involves an open-ended survey (rather than an 
interview) and I am hoping that you are still happy to participate. The purpose of this final phase of 
my research is to test the validity of the findings from Phases 1 and 2.  

The open-ended survey contains three propositions based on the findings from Phases 1 & 2 of this 
research. You are asked to firstly indicate the level to which you agree or disagree with the overall 
statement and then secondly to explain your answer. Each proposition is quite complex and therefore 
may take some thought and consideration so please allow time for reflection. The more in-depth your 
explanation the better! You are also given the option of discussing these propositions in person if you 
prefer.  

Please see the attached information and open-ended survey to be completed and returned to me via 
email. There is no fixed deadline for this, but I am hoping to receive the completed survey sometime 
in the next week or two. 

Thank you again for your support and interest in my research. Please call me on 0414 62 411 if you 
have any questions or concerns. 

Kind regards 

Xanthe Golenko  
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Appendix J: Phase 3 Open-Ended Survey 

Participant Information and Consent 

Phase 3: Open-ended survey 

Project Title: Resource allocation and organisational control in public hospitals: A mixed 
methods organisational culture study from multiple perspectives 

About this study: To control rising costs of healthcare, our Government has developed funding 
policies with greater emphasis on improving efficiency. However little is known about how staff feel 
about this, and how it impacts on “the way things are done”. This research investigates the impacts 
of resource allocation and control mechanisms on the day-to-day work of people working in the 
acute health services. The study is being undertaken by a PhD candidate from Griffith University, 
Griffith Business School.  

What will you be asked to do? If you agree, you will be asked to complete an open-ended survey 
which contains three propositions. For each proposition, you are firstly asked to rate the level to 
which you agree or disagree with the overall proposition. You are then asked to explain your 
response by stating which parts of the proposition you agree or disagree with and why, and where 
relevant, provide examples.  

Expected benefits and risks of the research: It is not expected that there will be any risks to you 
personally as a result of participating in this research. However, this research will help managers and 
policy makers to understand how best to develop, implement and manage resource allocation in 
public hospitals. 

Your confidentiality: Electronic data collected from this study will be managed by the researcher 
and stored on the Griffith University secure server and hard copies of the survey will be kept in a 
locked filing cabinet at Griffith University for a minimum of five years. Access to the data will be 
restricted to the researcher and principal supervisor. Data collected for the study will be used in a 
PhD thesis, conference presentations, reports and publications. Results will be communicated to 
Gold Coast Hospital and Health Services (GCHHS) via existing communication channels such as the 
in-house newsletter or bulletin, and a final report and presentation at an appropriate forum within 
the GCHHS. Your details will remain confidential and you will not be identifiable in any publication or 
report arising from this research.  

Your participation is voluntary: Your participation in this research is voluntary. You can withdraw at 
any time. Your decision to participate will in no way impact on any relationship you have with 
GCHHS, Griffith University or any other organisation.  

The ethical conduct of this research: The project has been approved by the Ethics Committees at 
Queensland Health (HREC/15/QGC/15) and Griffith University (IBA/13/15/HREC). This research is 
being conducted in accordance with the National Statement on Ethical Conduct in Human Research 
(2007). If you have any concerns or complaints about the ethical conduct of this research please 
contact the Manager, Human Research Ethics Committee, Gold Coast Hospital and Health Services 
on 07 5519 8718 or by email (GCHEthics@health.qld.gov.au) or the Manager, Research Ethics, 
Griffith University, on (07) 3735 4375 or by email (research-ethics@griffith.edu.au). 

Consent: By completing and returning this survey you are consenting to participation in this study. 
Questions / further information: Should you have any questions or require further information 
about this research, please contact Xanthe Golenko, PhD candidate at Griffith University on 0414 
662 411 or x.golenko@griffith.edu.au 

The research team: 
Lead researcher 
Xanthe Golenko 
PhD Candidate, Griffith University 

Principal supervisor 
Professor Anneke Fitzgerald 
Griffith University 

Associate supervisor 
Dr Katrina Radford 
Griffith University 
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Resource allocation and organisational control in public hospitals:  

A mixed methods organisational culture study from multiple perspectives 

Phase 3: Open-ended survey 

This open-ended survey contains three propositions which were derived from the findings of 

Phases 1 and 2 of this research, and the purpose of this Phase 3 open-ended survey is to 

test the validity of these findings.  

 

With regards to each proposition, you are asked to firstly indicate the level to which you 

agree or disagree with the overall statement and then secondly to explain your answer. Each 

proposition is quite substantial and may take some thought and consideration so please allow 

time to ponder. The more in-depth your explanation the better! If you would prefer to discuss 

these propositions in person, either face-to-face or over the phone, please provide your 

preferred contact details below.  

 

Prior to completing the survey, please place a tick  in the matrix below according which 

category best describes your primary current professional group and hierarchical level. If 

your role does not correspond with any of the categories, please state the title of your current 

role and level in the space provided below. 

 

  

 Nurse 
Medical  

professional 
Allied Health 

Non-clinical  
(Executive, Finance 

Administration,  
Operations) 

Level 1: Director  
(clinical, non-clinical) 

    

Level 2: Senior clinician,  
Manager (clinical, non-clinical) 

    

Level 3: Staff 
(clinical, non-clinical) 

    

 

 

Other (please state) ___________________________________________________________ 

 

 

I would prefer to discuss these propositions in person    O Yes O No  

 

Name: ___________________________________________________________ 

 

 

Email/phone: _____________________________________________________ 
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Proposition 1: Organisational control is strongly influenced by external factors such as activity-based 
funding, government regulations, and clinical standards set by clinical institutions. This situation 
causes a disconnect between the strategic level (e.g. executive, directors, senior managers) and the 
operational level (e.g., clinicians, admin, operational support) within the organisation. At the strategic 
level, the high degree of external controls imposed on the organisation coupled with limited 
resources, leads to the application of high levels of bureaucratic control which emphasise efficiency 
and compliance. However, at the operational level, staff are strongly influenced by professional 
controls which incorporate their own hierarchical systems and emphasise patient care and protecting 
the standing of their profession. Therefore, while bureaucratic controls are effective in controlling 
measurable outputs, when it comes to controlling behaviour at the operational level, professional 
controls can at times undermine or override the organisation’s bureaucratic and structural controls.  

In the scale below, please tick  the box which corresponds with the degree to which you 

agree or disagree overall with this proposition.  

Strongly agree Agree Neutral Disagree Strongly disagree 

     

Please explain which parts of the proposition you agree or disagree with and why, and 

provide examples where relevant.  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

__________________________________________________________________________ 
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Proposition 2: Currently, staff behaviour and interactions between staff from different hierarchical 
levels and different professional groups, does not consistently reflect the organisational values. This 
is because multiple types of culture coexist within the organisation, which drive staff behaviour, staff 
interactions, and influence “the way things are done”. At the strategic level, the culture is 
predominantly homogeneous (i.e. similar, uniform) and staff have a strong connection to the 
organisational values. At the operational level however, the culture is more heterogeneous (i.e. varied, 
diverse) with staff from different professional groups having strong connections to their professional 
values and professional identity. Given that values are central to culture, the organisation only has a 
limited ability to create and control organisational culture, and influence staff attitudes and beliefs, 
especially at an operational level.  

In the scale below, please tick  the box which corresponds with the degree to which you 

agree or disagree overall with this proposition.  

Strongly agree Agree Neutral Disagree Strongly disagree 

     

Please explain which parts of the proposition you agree or disagree with and why, and 

provide examples where relevant.  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

__________________________________________________________________________ 
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Proposition 3: In order to bridge the gap between the strategic and operational levels, the 
organisation needs to create a set of strategic goals and values which are more relevant to the 
operational level of the organisation. These goals and values need to be defined using a common 
language that is non-divisive, and unambiguous. Staff need to demonstrate the values consistently 
especially during interactions with others from different hierarchical levels and professional groups. 
In addition, the organisational control system needs to be designed to measure, monitor and reward 
the achievement of the specified goals rather than focusing primarily on reducing cost and ensuring 
compliance. This will help to create a shared vision that the whole organisation feels connected to and 
an environment of trust and mutual respect between hierarchical levels and professional groups.      

In the scale below, please tick  the box which corresponds with the degree to which you 

agree or disagree overall with this proposition.  

Strongly agree Agree Neutral Disagree Strongly disagree 

     

Please explain which parts of the proposition you agree or disagree with and why, and 

provide examples where relevant.  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

Thank you for completing this open-ended survey.  

Please return to x.golenko@griffith.edu.au 




