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ABSTRACT 

This research investigates the perceptual value of reputation and the underlying 

relationship between reputation and organisational culture, in a public healthcare 

organisation in South East Queensland.  In doing so, it addresses the following research 

questions: 

In what way is the perceptual value of reputation conceptualised about public 

healthcare organisations? 

In what way is the perceptual value of reputation formed about public healthcare 

organisations? 

How do internal and external stakeholders perceive the value of reputation in 

public healthcare organisations? 

 Increasing problems associated with chronic disease and an ageing population 

are significantly impacting the Australian health system as health organisations struggle 

to keep up with demand and rising community expectations.  Despite these challenges, 

public healthcare organisations are required to deliver on the healthcare objectives of 

the government and maintain performance, efficiency, quality care delivery and equity 

of services.  Fulfilling the government mandate and community expectations requires 

healthcare organisations to focus on strategies that improve performance and provide a 

competitive advantage to the organisation. 

Organisational reputation radiates strong appeal and provides organisations with a 

competitive advantage over obtaining skilled employees, customer loyalty, improved 

performance, funding and philanthropic donations.  However, the value of reputation 

within public healthcare organisations has been largely undefined and under researched.  

Within private organisations, studies have shown reputation to be a valuable intangible 

resource that has provided organisations with a competitive advantage within their 

industry and is also likely to be associated with well-performing organisations. This 

research draws upon existing theory around resource-based view theory to explore the 

perceptual value of reputation. 



  

iii 

 

Studies that examine reputation tend to focus on measurable outputs.  Therefore, 

empirical research that considers how reputation is conceptualised and formed by key 

stakeholders is scarce, particularly studies conducted in Australia.  In addition, research 

that focuses on understanding the links between reputation and organisational cultural 

relationships tend to ignore the value of systems and the quality of the relationships 

between stakeholders.  Therefore, this research draws on existing theory around 

reputation and organisational culture in order to explore the relationship between these 

two constructs.  Further, this research aims to develop a better understanding of how 

reputation is defined and formed within public healthcare organisations and provide 

insights as to how organisations can work towards strategically building and managing 

their reputations. 

This study used an ethnographic, multi-phase, sequential, exploratory research 

design, and adopted a multilevel (organisational, group, individual), and multiple 

cultural perspective (integration, differentiation and fragmentation) approach.  The 

study was conducted in two phases:  Phase 1 explored internal stakeholder’s views of 

reputation at different hierarchical and professional levels.  This included a multi-

perspective examination involving diverse hierarchical levels of senior managers and 

frontline staff.   Phase 2 was the external stakeholder group which involved interviews 

with consumers and potential consumers of healthcare organisations.  Findings from the 

two phases were integrated, compared, and converged, to identify similarities and 

differences between the two data sets. 

Overall, findings indicate that reputation is a multi-dimensional construct based 

on the perceptions of key stakeholders.  Reputation is defined by three dominant 

conceptualisations namely, reputation as consciousness; reputation as resource; and 

reputation as appraisement.  By integrating the three conceptual perspectives of 

reputation, it defines reputation from public stakeholder perspectives.  In addition, 

findings from this research highlight that the value of reputation for public healthcare 

organisations is identified by three main dimensions namely, consumer satisfaction; 

healthcare quality; and organisational culture. Thereby, emphasising that reputation is 

rooted in stakeholder perceptions of the organisation’s actions and behaviours. 
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This research concludes that the value of reputation in public healthcare 

organisations is perceived as extremely important by both internal and external 

stakeholders.  Reputation is a multidimensional construct that is stakeholder specific 

and industry specific.  Importantly, the dimensions of reputation identified in this study, 

provide a basis for measuring reputation within organisations and addresses one of the 

significant problems identified in the reputation literature, that of an agreed method of 

reputation measurement.  Specifically, reputation measurement should be closely tied to 

the accepted definition, based on the perceptions of stakeholders, and informed by the 

dimensions of reputation which are specific to the industry.  Therefore, this research 

supports and extends the literature on reputation and confirms that organisational 

culture is a dimension of reputation.  Hence, reputation management strategies need to 

be developed in collaboration with all stakeholders to ensure the dimensions of 

reputation are considered from both internal and external perspectives. 
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Chapter 1: Introduction 

 Late in the afternoon at the Executive Management Team (EMT) meeting in a 

large tertiary public hospital, a discussion was being held around the service 

improvement strategies recently implemented in the healthcare organisation. The 

discussion was about a high-tech solution that saved the life of a patient. Clinicians 

decided to use the high-tech solution as a complete treatment, whilst the high-tech 

solution was only approved as a temporary measure until the patient could be 

transferred elsewhere; the clinicians decided not to transfer the patient. “Those doctors 

are cowboys”, was the comment made by a senior executive about the way in which this 

service improvement decision was being implemented.  

 The decision, made by the EMT, was to implement an Extra-Corporeal Membrane 

Oxygenation (ECMO) service at the hospital. The service was designed as transitional, 

whereby, patients would stay for 24-48 hours and then move on to a referral hospital 

with a larger ECMO service. To be able to say the healthcare organisation had an 

ECMO service would be a significant boost to the reputation of the organisation as a 

whole.  However, the clinicians implementing the service were concerned about the 

risks to these incredibly unwell patients by transferring them within a 24-48-hour 

period, and to their own professional reputation by not managing the service at a full 

and complete level.  What eventuated was a complete service from admission to 

discharge, without the EMT being informed.  When the EMT became aware of the full 

service being implemented it sparked the negative comments which eventually reached 

the ECMO clinicians.  What resulted was frustration, anger and offence between the 

EMT and the clinicians.  This was because of the significant risk to the reputation of the 

service and the organisation as a whole due to the threats to reduce the service to a 

transitional delivery mode. 

 Remarkably in the meantime, the hospital had become known as a successful 

ECMO service provider, which had boosted the reputation of the healthcare 

organisation and the professional reputations of the clinicians delivering the service. 

The reputation of the ECMO service within the organisation had grown significantly 

and was becoming well known both state-wide and internationally.  This provided the 

healthcare organisation with a significant competitive advantage, with research groups 

and professional training programs seeking to become involved and invest in the 

service.  However, the reputational value from the change in the progression of the 

service from transitional to full service was not fully realised by the executive or the 

clinicians. What was apparent were the competing, and issue-specific, reputations from 

the service improvement strategy at both professional and organisational levels, and the 

clear disconnect between the senior manager decision-making level to the frontline 

operational-execution level, in the understanding of the value of reputation.  
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1.1 THE TOPIC OF RESEARCH 

The opening vignette illustrates the reputational consequence of organisational 

adaption, learning and adjustment to service delivery.  Particularly, where the value of 

reputation is issue-specific and varies between hierarchical levels within an 

organisation. One of the conditions of organisational health is the unity of purpose (i.e. 

a strong integrated culture), which enables the ability to cope and adapt in response to 

new innovations, technologies, and political and economic impacts (Bruhn, 2001; 

Stanford, 2013). When organisations attempt to improve their service delivery, the 

management of reputation becomes increasingly important. 

Reputation management is not necessarily a skill expected from Health Service 

Managers in public sector organisations.  However, with engagement by the 

governments in tackling problems of efficiency and equity in the health sector, 

competition and contestability are increasingly important factors for these organisations.  

To gain a competitive advantage and ensure non-contestability of resources, healthcare 

organisations are beginning to recognise the importance of reputation.  Consequently, 

understanding, building and managing reputation is becoming an important skill for 

Health Services Managers.  

This chapter lays the foundation for the thesis by introducing the themes and 

concepts of the research and presents a summary of the theoretical foundations and 

methodological approach.  The fields of reputation, resource-based view theory and 

organisational culture are presented as components of the theoretical framework.  

Additionally, this chapter outlines the research problem and justifications.  Finally, the 

chapter continues with an outline of the thesis, definitions of key terms and 

delimitations of the scope of this research.  

1.2 BACKGROUND TO THE RESEARCH 

Over the last 30 years there has been growing concern for the effectiveness and 

efficiency of Australian health services (Degeling & Carr, 2004).  As a result, health 

policy and reform have remained high on the political agenda, with successive 

governments increasing their involvement in healthcare reform in the areas of 

governance and finance in an attempt to improve the healthcare system (Palmer & 

Short, 2014).   
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One of the most significant reforms came in 2010, with the introduction of a 

National Health and Hospitals Network to drive major improvements in service delivery 

and health outcomes for patients (Commonwealth of Australia, 2010).  The aim of this 

reform was to decentralise public hospital management and increase accountability by 

devolving responsibility for health service delivery to the local level.  This was to be 

achieved with the introduction of local hospital networks (Hospital and Health Services 

[HHS]) into each state and territory (Commonwealth of Australia, 2010).  Each HHS is 

responsible for its own budget, service delivery, quality and performance.  The 

objectives of each HHS is to strengthen performance, improve services and shape 

service delivery specifically to community needs (Queensland Government, 2019).  

Under the HHS agreements, funding for public hospitals is based on efficiency, with the 

Commonwealth funding 60 percent of the efficient price (a price determined by the 

Independent Hospital Pricing Authority [IHPA]) and state and territory governments 

funding the remaining 40 percent.  From 2018, growth funding that was provided by the 

Commonwealth government has been capped at 6.5 percent.  Under the current funding 

model, additional funding will not be provided if the HHS is unable to maintain budget 

integrity.  As a result, HHSs are under increasing pressure to improve efficiency and 

reduce costs. 

Stimulating efficiency, effectiveness and productivity in market economies has 

been driven by competition.  The notion that competition could improve elements of 

healthcare has gained increasing consideration (Australian Healthcare and Hospitals 

Association, 2016; Cutler, 2015; Productivity Commission, 2002; 2014; 2018). 

Competition is a key element of economic policy in Australia and is seen as the engine 

which drives efficiency, productivity and innovation (Commonwealth of Australia, 

2003).   

In 2016, the Productivity Commission was commissioned to inquire into 

Australia’s human services with an objective to identify innovative ways to improve 

outcomes through introducing the principles of competition and informed user choice 

whilst maintaining or improving quality of service (Steering Committee for the Review 

of Government Service Provision, 2017).  The inquiry found that the provision of public 

hospital services was one of the human services best suited for competition and 

contestability-based reform (Steering Committee for the Review of Government Service 
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Provision, 2017).  One of the main principles of the inquiry was that healthcare should 

be user-focused with consumer choice the basis of service provision and delivery 

(Steering Committee for the Review of Government Service Provision, 2017).  While 

competition, contestability and choice are still in the early stages of reform, it is likely 

that these factors will become an important part of Australia’s healthcare system in the 

future.  One of the important effects of competition, contestability and choice is 

reputation which can be an additional source of competitive advantage for organisations 

(Eckert, 2017; Walker, 2010), including public healthcare organisations when 

competing with industry partners to extend specialist services.  With the drive for 

efficiency, performance and accountability to the government and the community, 

public healthcare organisations are under pressure to meet the objectives and consider 

the reputational implications of healthcare reform. 

Reputation is a cognitive observation about organisations that affects actions and 

outcomes (Clardy, 2012).  A good reputation can provide an organisation with a number 

of strategic benefits such as increasing profitability (Roberts & Dowling, 2002); selling 

products for premium prices (Dayanç Kıyat, 2019; Ponzi, et al., 2011); a significant 

competitive advantage (Deephouse et al., 2019; Eckert, 2017); to broaden options 

available to managers (Da Silva & Batista, 2007); and to meet the demands and 

expectation of the organisations stakeholders (Coombs, 2007; Luoma-aho & 

Makikangas, 2014).  Essentially, the ability to meet the demands and expectations of 

stakeholders is crucial for public organisations and particularly so for public healthcare 

organisations (Szymaniec-Mlicka, 2015). 

Reputation has long been considered a rare and valuable resource, particularly 

within private sector organisations (Barney, 1989; 1991; 2001; Szymaniec-Mlicka, 

2014; 2017).  Public sector organisations are beginning to understand the importance of 

reputation and the many benefits that are vital to survival, such as organisational 

performance, and attracting a highly skilled workforce (Abito et al., 2019; Deephouse & 

Carter, 2005; Fombrun & van Riel, 2003; Tyler, 2006).  Understanding the influences of 

reputation on organisational performance shows that a strong reputation is a powerful 

tool in the search for a competitive advantage (Bergh et al., 2010). For this reason, 

many healthcare services in Australia are undertaking credentialing programs such as 

‘Magnet’.  A Magnet hospital is stated to be one where nursing delivers excellent 



  

Chapter 1: Introduction  5 
 

patient outcomes, where staff have a high level of job satisfaction, and where there is a 

low staff turnover rate and appropriate grievance resolution stratergies (American 

Nurses Credentialing Centre, 2020). 

Defining reputation has raised some difficulty as there is yet to be an agreed 

definition (Chun, 2005; Gotsi & Wilson, 2001; 2001a; Walker, 2010).  Without a 

confirmed and supported definition, measurement methodologies are questionable and 

weakened (Walker, 2010). Reviewing the literature between 2000 and 2019 found 49 

different, definitional, versions of organisational reputation (Agarwal et al., 2018; 

Barnett, et al., 2006; Walker, 2010).  The multiple voices defining reputation seems to 

exacerbate the confusion and in a way it does, however on the basis of over twenty 

years of extensive literature (see Chapter 2: Literature Review) it can be concluded that 

a lot of work has already been done and now is the time to build on previous work.  

Therefore, this research does not seek to find another definition but to support Walker’s 

(2010) definition, which provides that reputation is: 

“A relatively stable, issue-specific, aggregate perceptual representation of 

an organisations past actions and future prospects compared against some 

standard”. (Walker, 2010, p.370) 

The definition of reputation is important in order to align the measurement of the 

construct with the definitional attributes (Mahon, 2002; Walker, 2010; Wartick, 2002; 

2016).  For example, reputation measurement should reflect stakeholder’s perceptions, 

rather than certain representations, such as performance targets, which are objective 

measures and not consistent with the perceptual nature of reputation (Masso et al., 

2010). Overall, studies in relation to reputation tend to focus on measurable outputs, 

however, empirical studies looking at how reputation is conceptualised and formed by 

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

Therefore, this research addresses how reputation is conceptualised and formed by 

stakeholders of Australian public healthcare organisations.  More specifically, this 

research explores how internal and external stakeholders define reputation and what 

dimensions of reputation form the perceptual value of reputation by exploring how staff 

consider reputation and how it influences their behaviour, attitudes and ‘the way things 

are done’ in the context of a large public-sector Hospital and Health Service 
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organisation in South East Queensland.  In doing so, it examines the theoretical link 

between organisational reputation and organisational culture. 

Both organisational reputation and organisational culture have been recognised for 

their critical roles in improving organisational performance and effectiveness (Alsop, 

2004; Davis, 2002; Davis et al., 2014; Flatt & Kowalczyk, 2008; Fombrun, 1996; 

Sageder et al., 2018; Weigelt & Camerer, 1988).  Previous research suggests that 

organisational culture may be an important predictor of reputation for an organisation 

(Alsop, 2004; Dukerich & Carter, 2000; Flatt & Kowalczyk, 2000; 2006; 2008; 

Fombrun, 1996; Fombrun & Shanley, 1990; González-Rodríguez et al., 2019; Obloj, & 

Obloj, 2007; Sutedjo et al., 2018; Yusuf et al., 2018) largely due to the internal culture 

and external reputation factors interlinking and informing each other (Gonzalez-

Rodriguez, et al., 2019; Hatch & Schulz, 2000).  While there is theoretical support 

suggesting a relationship between organisational culture and reputation, what is 

highlighted is the limited empirical evidence considering how organisational culture 

influences reputation and how the indirect effects of this relationship contribute towards 

a competitive advantage for the organisation.  Therefore, this research aims to develop a 

better understanding around the relationship between these two constructs and how they 

influence and interact with one another.   

1.3 THEORETICAL UNDERPINNINGS 

This research explores the perceptual value of reputation by drawing on the 

theoretical perspective of resource-based view (RBV).  RBV theory examines how 

reputation is a valuable, rare, inimitable and non-substitutable (VRIN) intangible 

resource that leads to a competitive advantage for the organisation (Deephouse, 2000; 

Roberts & Dowling, 2002).  RBV theory argues that while it is necessary for 

organisations to possess VRIN resources, organisations must also demonstrate the 

ability to alter them to their full potential in order to gain a competitive advantage and 

superior performance (Boyd et al., 2010).  Recognising and managing VRIN resources 

is only part of the process of RBV theory; developing and strategically managing the 

resources builds organisational livelihood (Tarafdar & Gordan, 2007).  

Resource based view has been an influential perspective in organisational 

sciences, emerging in the field of strategic management (Barney, 1991). RBV central 
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tenant is that if an organisation is to achieve a competitive advantage over other 

organisations, it must have and control resources that are valuable, rare, non-

substitutable and inimitable (VRIN).   According to RBV strategic resources are those 

VRIN resources that provide organisations with a competitive advantage over those 

organisations that do not have these types of resources (Barney, 1991).  Given the 

simplicity and enticing face validity, the central tenant is easily understood 

(Kraaijenbrink et al., 2010).  Consequently, there is consistent and increasing evidence 

that supports this notion with researchers identifying the types of resources that meet the 

VRIN criteria (Barney & Arikan, 2001; Clarke & MacDonald, 2019; Crook et al., 

2008). 

While the central tenant of RBV is based on understanding why some 

organisations obtain a competitive advantage and outperform other organisations 

through VRIN resources (Barney, 1991) criticism of this theory can be refined to two 

main arguments.  First, notwithstanding the popularity of RBV, it has been criticised for 

inconsistent, varied and antithetical resource definitions (eg., Definition references).  

Essentially a consensus on the definition of resources and their magnitude has yet to be 

established resulting in confusion over what exactly constitutes a resource (Kellermanns 

et al., 2014; Kraaijenbrink et al., 2010).  The inclusive definitions of resources do not 

sufficiently acknowledge or make a distinction between input resources for the 

organisation and capability resources that support the organisation to manage and 

control the inputs (Kraaijenbrink et al., 2010).  While some researchers have attempted 

to distinguish capabilities from input resources (Dosi et al., 2008; Eisenhardt & Martin, 

2000) in the end they are all treated in the same way leaving the central tenant of RBV 

somewhat confusing.  In addition, the lack of consideration of the fundamental 

differences in how different types of resources contribute to a competitive advantage for 

the organisation in different ways obscures the logic of the RBV central tenant.  

However, Barney (1991) suggests that the strength of RBV comes from this all 

inclusiveness, although this then suggests that there is nothing strategically favourable 

about the organisation other than VRIN resources. 

Second, that VRIN criteria is insufficient and unnecessary in the explanation of 

competitive advantage for the organisation and that it is not these components of a 

resource that matter but rather it is the combination of resources created by the 
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organisation (Peteraf & Barney, 2003).  In other words, it is not the value of individual 

resources that provide the competitive advantage for an organisation but rather the 

bundle of resources that are strategically developed by the organisation.  This criticism 

does not recognise the role of individual resources, although that does not conclude that 

there are no resources that can be valuable for organisations.  The argument here is that 

to establish a competitive advantage an organisation it needs a combination of resources 

but also managerial capability to recognise the value and take advantage of the 

opportunities inherent in them (Kraaijenbrink et al., 2010). 

Notwithstanding these critiques, whether the resources are individually capable of 

providing an organisation with a competitive advantage or whether it is the bundling of 

the resources that establishes the competitive advantage, is not within the scope of this 

study. While RBV theory is mostly used to determine the strategic resources, an 

organisation can use to achieve a competitive advantage (Plewa et al., 2016), for this 

study RBV was drawn upon to identify specific resource dimensions that contribute to 

reputation in healthcare organisations.   Reputation is a result of an aggregate and 

complex combination of interconnected antecedents and consequences that result in 

resources leveraging off other resources to generate “causal ambiguity, rareness, and 

intangibility” that is inimitable (Boyd et al., 2010. P. 603). Therefore, reputation from 

an RBV perspective is a valuable and rare intangible resource because of its difficulty to 

imitate and its causal ambiguity (Walker, 2010).  Notwithstanding its value, the more 

ambiguity surrounding the dimensions that make up reputation (e.g. product quality) the 

greater its importance (Rindova et al., 2005) as it leads to improved organisational 

performance and competitive advantage (Boyd, et al., 2010).  This study advances the 

existing research by identifying specific healthcare resource dimensions that contribute 

to reputation in healthcare organisations. Moreover, this study addresses the gap on how 

different stakeholder groups perceive reputation and specifically how the dimensions of 

reputation are both issue and stakeholder specific.  

The application of RBV theory and reputation has been mostly examined within 

private sector organisations (e.g. Barney & Arikan, 2001; Hőflinger et al., 2018; 

Newbert, 2007; Raithel & Schwaiger, 2015).  However, the lack of use within public 

sector does not illustrate a lack of usefulness within this context.  Instead it suggests an 

emerging exploratory field for this theory (Kuoppakangas et al., 2019; Waeraas & 
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Byrkjeflot, 2012; Szymaniec-Mlicka, 2017).  To assist public healthcare organisations 

to meet expectations and create healthcare value and responsiveness, RBV theory is 

useful as it is likely to assist healthcare leaders in understanding resource value and 

value creation as being dependant on the efficient and effective use of resources in 

delivering quality healthcare.  Therefore, this research builds on existing theoretical 

understanding of RBV theory in the management of public healthcare organisations and 

the focus on reputation as a resource that organisations can exploit for competitive 

advantage, contestability and performance (Newbert, 2007; Szymaniec-Mlicka, 2017).  

This study does not measure the value of reputation and its influence on providing 

healthcare organisations with a competitive advantage as that is beyond the scope of this 

study.  However, in order to determine the value of reputation as a resource, there is 

firstly a need to understand how reputation is conceptualised and formed in the minds of 

key stakeholders and this study addresses this gap.  

1.3.1 Theoretical Lens 

This research examines the perceptual value of reputation through a cultural lens.  

In this way, it seeks to build on existing theoretical understanding of the relationship 

between organisational reputation and organisational culture, by adopting a multiple 

cultural perspective approach (Martin, 2002).  Mostly, researchers tend to adopt either 

an objective or subjective ideological approach to studying organisational culture 

(Kummerow & Kirby, 2014).  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 (Kummerow & Kirby, 2014; Ogbonna, 

1992).   

Advocates using a more objective view have a more pragmatic approach in the 

sense that their work is in some way concerned with understanding the effects of 

organisational culture (Balthazard, Cooke & Potter, 2006).  In contrast, the subjective 

ideology sees culture as something that an organisation is, and looks to the patterns and 

beliefs that make organised action possible (Smircich, 1983; 2007).  Subjective cultural 

studies focus on the intangible aspects of culture and acknowledge it as a social 

phenomenon portrayed as systems of cognition and belief, patterns of symbolic 
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interpretations, and manifestations (Allaire & Firsirotu, 1984; Fandrejewska, & Wasilik, 

2018; Martin, 2002). 

This research incorporates both objective and subjective ideologies in order to 

develop a more complete cultural picture from multiple perspectives.  This study adopts 

Martin’s (2002) three-perspective approach where organisational culture can be 

observed from an integration, differentiation and fragmentation perspective.  The 

integration perspective assumes that the organisation has one dominant type of culture 

that is organisation-wide and the assumptions, values and beliefs that make up culture 

are consistent and reinforced by one another (Martin, 1992; 2002).  Researchers within 

this perspective are generally focused on a managerial perspective (e.g. Balthazard et 

al., 2006; Neiminen et al., 2013; Schein, 2006; Tsui et al., 2006).   

The differentiation perspective focuses on cultural manifestations that have 

inconsistent interpretations and assumes the organisation consists of subcultures, each 

with its own traits and patterns of behaviour (Martin, 1992; 2002).  Researchers within 

this perspective pay particular attention towards non-leader centred sources of culture 

and the relationships between subcultures (e.g. Louis, 1985; Meyerson & Martin, 1987; 

Parker, 2000; Small 2002; Von Zugbach, 1988).  Organisational culture can also be 

studied from the fragmentation perspective, which recognises the uniqueness of 

members and assumes no cultural consensus, a constant flux, and inconsistent variations 

(Alvesson & Sveningsson, 2015; Martin, 2002).  Researchers within this perspective are 

generally interested in the complications that arise from divided opinions and tensions 

between opposites, ironies, paradoxes or contradictions (e.g. Alvesson, 1993; Grant et 

al., 2013; 2016; Markowitsch, 2018; Mathew, 2019; Meyerson, 1991; Stokes et al., 

2016; Weerts et al., 2018).  To ensure a more complete cultural picture, similar to 

previous studies undertaken by Fitzgerald (2002), Eljiz (2009) and Latta (2019), this 

study adopts a multiple cultural perspective approach by incorporating all three cultural 

perspectives (integration, differentiation, and fragmentation). 

1.4 RESEARCH PROBLEM / PURPOSE STATEMENT 

The purpose of this research is to explore the perceptual value of reputation in 

public healthcare organisations, and to explore the relationship between reputation and 

organisational culture.  Understanding the value of reputation and how it is 
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conceptualised and formed by stakeholders provides Health Service Managers with 

better insights to not only manage reputation, but also provide short and long term 

strategies for building and managing reputation as a valuable resource for healthcare 

organisations. 

Hence this study investigates the perceptual value of reputation in public 

healthcare organisations in South East Queensland through an organisational cultural 

lens and addresses the following research questions: 

1. In what way is the perceptual value of reputation conceptualised about public 

healthcare organisations? 

2. In what way is the perceptual value of reputation formed about public healthcare 

organisations? 

3. How do internal and external stakeholders perceive the value of reputation in 

public healthcare organisations? 

1.5 JUSTIFICATION OF THE RESEARCH 

Increasing problems associated with chronic disease and an ageing population are 

significantly impacting the health services in Australia and around the world, as 

healthcare organisations struggle to keep up with demand.  This struggle is further 

exacerbated by increasing community expectations for higher health standards, the 

latest technologies and improved access to care (Hall, 2015).  Despite these challenges, 

public healthcare organisations in Australia are required to deliver on the healthcare 

objectives of the governments (Federal, state and territory) and maintain performance, 

efficiency, effectiveness and equity of services.  Fulfilling the government mandate and 

community expectations requires organisations to focus on strategies that improve 

performance and provide a competitive advantage to the organisation.  This research 

will address the need to consider the organisational context and the value of reputation 

as an intangible resource that can provide the organisation with a competitive 

advantage.  The concept of reputation for public organisations is underdeveloped in the 

scholarly literature, and this research offers a new perspective to reputation and 

reputation management in public healthcare organisations.  It will provide insights into 

reputation in the complex environment of public healthcare and how organisational 
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culture relates to reputation as an important dimension for competitive advantage in this 

dynamic and highly essential context. 

Theoretically, this research will contribute to the literature by combining 

reputation, resource-based view theory and organisational culture theory, with further 

development of the contextual factors of public healthcare organisations as moderators.  

For practitioners, this research will offer a new perspective to assess and understand 

reputation and the dimensions that influence the perceptual value of reputation for 

stakeholders of public healthcare organisations.  In addition, application of a broader 

understanding of reputational value can be used to develop or modify reputation 

measurement instruments specific to the healthcare industry.  This in turn, provides 

potential opportunity to measure reputation and effect short and long term strategies to 

build and manage reputation. 

With a greater understanding of the important role of organisational culture and its 

relationship to reputation, this research will suggest that Health Service Managers may 

be able to improve the organisational culture and reputation. Furthermore, future 

healthcare reform initiatives may introduce further increases in competition, 

contestability and choice which, requires a more complete understanding of the value of 

reputation. 

1.6 OVERVIEW OF THE STUDY 

The goal of this thesis is to explore the perceptual value of reputation from 

stakeholders of public healthcare organisations.  In particular, this research required an 

open mind and methods that were orientated to real-life scenarios to explore an existing 

problem in the field of Health Services Management.  Therefore, this research adopted a 

constructivist world view (Creswell, 2009).  Constructivism is orientated to exploring 

scenarios where meaning is not discovered but is constructed by the participants as they 

engage in the world they are interpreting (Crotty, 2003).  Therefore, constructivism is 

well suited to qualitative studies as it allows the researcher to explore and construct 

meaning through rich stories and self-reflexivity. 

The reason a constructivist paradigm was ideally suited to this research is twofold.  

Firstly, because this paradigm is orientated towards real-life scenarios, this allows for a 

qualitative method approach for understanding the perceptual value of reputation in the 
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public healthcare setting and for developing a more complete in-depth picture of 

reputation from multiple perspectives.  The value of reputation arises from the different 

stakeholder perceptions of reputation and how they conceptualise and form their 

perceptions.    Thus, the constructivist paradigm allows the researcher to analyse and 

interpret findings from multiple perspectives by focusing on the reality of the actions, 

situations and consequences of the participants.  Secondly, the constructivist paradigm 

allows for the development of practical solutions based on theory and evidence. 

This research used an ethnographic multiphase sequential research design, which 

was conducted in two Phases incorporating qualitative methods, as shown in Table 1. 

 Table 1 

          Qualitative Two-Phase Research 

 

Phase Phase 1 Phase 2 

Level of analysis and 

perspective 

Internal stakeholder 

Strategic organisational level 

(Managerial perspective) 

Frontline operational level 

(Operational, group and 

individual perspective) 

 

External stakeholder  

Individual perspective 

Study Sample Senior managers (n=15) 

Frontline staff (n=16) 

 

Community members (n=17) 

Method of inquiry Exploratory Exploratory 

Methods Interviews, Observations, 

Documents 

Interviews 

 

 As shown in Table 1, this research was multileveled by combining 

organisational, group and individual levels of analysis.  The research was also multi-

perspective as it considered both the strategic senior manager perspective, the 

operational frontline perspective and the external perspective.  A total of 48 face to face, 

interviews were conducted with 15 senior managers, 16 frontline staff, and 17 

community members (consumers) across three public hospitals and surrounding 

community.  Additionally, this research used a multi-level cultural perspective where 

each level of analysis of the internal stakeholder was considered from integration, 

differentiation and fragmentation perspectives.  
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The data analysis was organised using the software program QSR NVivo 12.0 pro 

(QSR International 2020).  Raw data analysis began during the collection phase and was 

broken down into manageable units where the data were synthesised and searched for 

themes and patterns to determine the findings.  Constant review and analysis of the data 

were continued until it was apparent that no new themes were emerging.  All of the 

methods used and limitations of this research are explained in detail in Chapter 4.   

1.7 THESIS OUTLINE 

This thesis is presented in seven chapters.  The first chapter being the Introductory 

Chapter provides background information to the research problem, outlines the 

theoretical approach, and presents justification of the research and contributions, as well 

as a brief description of the methodology.  Chapter 2 presents an overview of public 

health services context and a review of the literature associated with the Australian 

Healthcare system with a focus on healthcare reform and reputation in order to provide 

an understanding of current issues in this context. 

Chapter 3 critically examines the literature in relation to organisational culture.  

The first section of this chapter provides an overview of the conceptual development of 

organisational culture.  The chapter then discusses the confusion surrounding the 

definition of organisational culture and argues the relevance of organisational culture as 

a theoretical lens.  Chapter 4 presents an in-depth discussion of the methodology and 

research methods used to answer the research questions and address the research gaps 

discussed in Chapters 2 and 3.  The ethnographic, multi-phase, and sequential research 

design used for this research is discussed, including detail around the methods used and 

data analysis.  The chapter concludes with a discussion of ethical the limitations of the 

methodology and ethical considerations for this study.  

Chapter 5 presents the findings from Phase 1 of the study, beginning with a 

detailed analysis of participant’s responses, including details of hierarchical level and 

stakeholder group.  The focus then turns to how participants’ conceptualise and form 

reputational value in public healthcare organisations.  Chapter 6 presents the findings 

from Phase 2 of the study, which includes a detailed presentation of participants 

responses from the external stakeholder perspective.   
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Chapter 7 presents a final discussion of the research and draws on the literature 

review (Chapters 2 and 3) and analysis chapters (5 and 6) to answer the three research 

questions: (1) In what way is the perceptual value of reputation conceptualised about 

public healthcare organisations? (2) In what way is the perceptual value of reputation 

formed about public healthcare organisations? (3) How do internal and external 

stakeholders perceive the value of reputation in public healthcare organisations?  This 

chapter also discusses the theoretical and practical contributions, study strengths, 

limitations and opportunities for future research. 

1.8 DELIMITATIONS 

This research focuses on the perceptual value of reputation as held by internal and 

external stakeholders within a large Hospital and Health Service in south-east 

Queensland.  Therefore, the focus of this study is on hospital staff perceptions of 

reputation and the selected community perceptions of public healthcare reputation.  

While this research crosses into the domains of the reputation of certain hospitals, its 

purpose is to examine reputation from a sociological perspective (Bergh et al., 2010).  

Therefore, it does not include any measurement of reputation in any of the hospitals 

involved in the study, as this was considered beyond the scope of this study.  While 

RBV theory is mostly used to determine the strategic resources an organisation can use 

to achieve a competitive advantage (Plewa et al., 2016), for this study, RBV was drawn 

upon to identify specific resource dimensions that contribute to reputation in healthcare 

organisations.  In addition, this study did not include any assessment of patient 

outcomes or hospital performance. This study focuses specifically on how reputation is 

conceptualised and formed in the minds of the participants. 

While the perceptual value of reputation may be different across a broad range of 

health services, the scope of this study was limited to public hospitals for two reasons.  

Firstly, because the acute care sector has undergone a number of healthcare reforms 

making Hospital and Health Services (HHS) separate identities, with each HHS 

competing for finite government resources, research funding and philanthropic 

donations.  Hence, the potential for making the value of reputation more important for 

these organisations.  Second, limiting the scope of this research allowed for greater 

depth of inquiry in a particular context that was required for this study.  Therefore, this 

study was conducted within south-east Queensland at a large Hospital and Health 
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Service which incorporates five hospitals, of which three were chosen for this study: a 

large tertiary hospital and two major hospitals.  The catchment area for the Hospital and 

Health service comprised approximately 23% of Queensland’s population (Queensland 

Health, 2020), making it a major provider of public health services in the region.  Given 

that this research was conducted within one Hospital and Health Service, the research 

findings are context-specific, and therefore, transferability to other contexts may be 

limited.  Nevertheless, this research will make important theoretical, practical and 

methodological contributions.  

1.9 SUMMARY 

This research explores the perceptual value of reputation in one public healthcare 

organisation by applying an ethnographic multiphase qualitative research design and 

addressing ambiguous and underdeveloped areas of investigation.  For example, by 

examining the link between organisational culture and reputation and by exploring how 

reputation is conceptualised and formed by stakeholders in public healthcare 

organisations.  This research provides a unique perspective through which to understand 

reputation and through which Health Service Managers can implement strategies to 

build and manage organisational reputation.  The following six chapters describe and 

examine the research process and endeavour to outline areas where management of 

reputation may be beneficial to public healthcare organisations. 



  

Chapter 2: Literature Review: Explanations For Public Hospital Reputation  17 
 

Chapter 2: Literature Review: Explanations 

for Public Hospital Reputation 

This chapter offers an overarching review of the scholarly literature on hospital 

reputation and related areas of research.  This involves tying together the 

interconnecting and separated scholarly thinking and highlighting the relevant issues 

identified through diverse perspectives.  The review appraises the theoretical 

shortcomings apparent within the literature and their consequence for empirical 

research.   Importantly, the review is not intended as an assessment of the current state 

of research rather, it provides a diachronic view of the expanse of theory and concepts 

analogous to the topic.  As such, both original and contemporary theoretical 

contributions are discussed wherever possible. 

The chapter is structured in three parts, beginning with an examination of the 

concept of reputation and the definitional development through scholarly contribution.  

The contrasting theoretical dimensions of reputation are examined in the context of 

organisational research.  Following this, as sensitivity to context is central to qualitative 

inquiry (Patton, 2015), particular attention is given to understanding the context in 

which this research takes place.  This includes discussion on the diversity and 

contextual factors that explain inherent variations, patterns and themes within the 

Australian healthcare system, including the relationship and influence between the 

Commonwealth and the State and Territory governments on the public healthcare 

system. This governmental influence has an impact on health reform policies and on the 

strategic management of healthcare organisations within Australia, affecting and 

guiding reputation.  The third part of the chapter then reviews and critically analyses 

reputation management implications for public healthcare organisations and the 

reputational considerations of stakeholders.  
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2.1 REPUTATION AND PUBLIC HEALTHCARE ORGANISATIONS 

2.1.1 Why reputation and what is reputation? 

To understand the value of reputation in public healthcare organisations, the 

concept of reputation must be understood first.  Since the early 1990’s corporate 

reputation has featured in business and management literature (Rindova et al., 2010).  

Scholarly thinking has considered the reputation of a cooperation to be its attributes 

derived from its past actions (Weigelt & Camerer, 1988), its fame and esteem (Hall, 

1992), its overall appeal (Fombrun, 1996) and a signal of key characteristics (Fombrun 

& Shanley, 1990).  Reputation also constitutes superior organisational performance 

(Alniacik et al., 2012; Deephouse & Carter, 2005) because it is a valuable intangible 

asset that may contribute to competitive advantage (Eckert, 2017; Hall, 1992; 

Schwaiger & Raithel, 2014) and reliable, superior financial performance (Roberts & 

Dowling, 2002).  

Reputation is a cognitive observation about organisations affecting actions and 

outcomes (Clardy, 2012).  A good reputation can provide an organisation with a number 

of strategic benefits such as increasing profitability (Roberts, & Dowling, 2002); selling 

products at premium prices (Fombrun & Rindova, 1996; Quagrainie et al., 2003); and 

attracting skilled professionals (Fombrun et al., 2000; Fombrun & Rindova, 1996; 

Turban & Cable, 2003).  For example, Turban and Cable (2003) found that high-quality 

job applicants were attracted to organisations with a good reputation and were more 

likely to accept lower wages from those organisations.  A good reputation has also been 

shown to widen the opportunities available to organisational managers (Da Silva & 

Batista, 2007); and enhance the ability to meet the demands and expectations of an 

organisations stakeholders (Coombs, 2007; Luoma-aho & Makikangas, 2014).  For 

example, Carmeli et al., (2006) found that a positive reputation was likely to influence a 

range of behaviours, attitudes and affective commitment to an organisation. 

The effective use of reputation is more common within some research areas than 

others.   Walker (2010) surveyed the field of organisational reputation and concluded 

that the discipline was largely unrefined and underpinned by inconsistent and varying 

theories.  Ten years later, Veh et al., (2019) in their systematic review of reputation 

literature, found that the inconsistencies and varying theories continue to dominate 

reputation literature.   Beyond the inconsistency of the concept, organisational 
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reputation has been investigated in several different disciplines and, therefore, from 

varying perspectives (economic, strategic, marketing, organisational, sociological and 

accounting) (Eckert, 2017).   

Beyond academia, reputation has mostly been observed within private 

organisations through rankings such as the Corporate Reputation Index and Fortunes 

Most Admired Companies (Tischer & Hildebrandt, 2014). Much of the reputation 

literature has focused on private organisations (e.g. Aksak et al., 2016; Dentchev & 

Heene, 2004; Kelley et al., 2019;  Odriozola & Baraibar-Diez, 2017) and non-profit 

organisations (de Quevedo-Puente & Perez-cornejo, 2020; Fillis, 2003; Pérez‐Cornejo 

et al., 2020; Rim et al., 2016; Standifird, 2005).  The ranking and comparison of 

organisations can raise questions of solidarity and legitimacy in public sector 

organisations because on this scale, someone wins, which means that someone must 

also lose (Waeraas & Byrkjeflot, 2012; Kuoppakangas, 2015).  For public sector 

organisations and particularly public healthcare organisations, it is more complex as 

there are more expectations of similarity in values, quality and service delivery 

(Kuoppakangas et al., 2019). 

Although reputation management is beginning to emerge in the public sector 

arena (Kuoppakangas et al., 2019), studies suggest that the reputation of public 

organisations is not formed in the same way as it is in private organisations (Luoma-

aho, 2007). This has resulted in a number of studies considering reputation management 

in public organisations problematic (For example Leijerholt, Chapleo, & O’Sullivan, 

2019; Leijerholt, Biedenbach & Hultén, 2019; Suomi & Jarvinen, 2013; Waeraas & 

Byrkjeflot, 2012), particularly because of the scarcity of autonomy to operate 

independently (Waeraas & Byrkjeflot, 2012).  For example, public organisations can 

create their own vision and mission goals, but they must align with the political mandate 

under which they operate, irrespective of how positive or negative stakeholders perceive 

that vision and mission.  In healthcare, politics may become visible, for example, in 

terms of the government allocating more resources to certain healthcare organisations 

with the aim of creating world-class healthcare (Commonwealth of Australia, 2020), 

while other healthcare organisations try to improve their reputation with fewer 

resources. 
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A key characteristic of organisations with strong positive reputations is their 

uniqueness and distinction from competitors (Waeraas & Byrkjeflot, 2012).  However, 

public organisations are more likely to be viewed as similar because of their common 

characteristics as political, rule orientated, and often hierarchical organisations 

(Waeraas & Byrkjeflot, 2012).  Hence, public sector organisations may struggle with 

uniqueness which makes reputation management problematic as reputation as a concept 

alludes to comparison among organisations (Fombrun & van Riel, 1997).  Waeraas and 

Byrkjeflot (2012) note that public sector organisations face stronger public expectations 

of quality, service provision, values and solidarity between organisations.  Making the 

management of reputation in public organisations a balancing act between acquiring 

legitimacy and building reputation (Sataoen & Waeraas, 2015; Waeraas & Sataøen, 

2015).  Some studies examining public organisations have reported challenges in 

building uniqueness and reputations in order to differentiate them from their 

competitors (For example Chapleo 2004; Suomi & Jarvinen, 2013). 

Accordingly, it follows that reputation management in public healthcare 

organisations does not mean the same as reputation management in a private 

organisation.  The scholarly focus of reputation in mostly private organisations would 

indicate that research in public contexts, and more specifically public healthcare 

contexts, might benefit from a more complete and explicit understanding of 

organisational reputation.  A key purpose of this chapter is to address this deficit. 

2.2 THEORETICAL DIMENSIONS OF REPUTATION 

Previous research motivated by gaps in understanding the concept of reputation 

has looked at reputation through different theoretical perspectives (For e.g. see, Berg et 

al., 2010; Jensen et al., 2012 Rindova, et al., 2010; Rindova & Martins, 2012).  Varying 

theories have been used in both conceptual and empirical papers examining reputation 

(Walker, 2010).  Some of the invoked theories include stakeholder theory (Cable & 

Graham, 2000), social identity theory (Turban & Greening, 1997), game theory 

(Pineiro-Chousa et al., 2016; Jaramillo & Srikant, 2010), economic theory (Rindova et 

al., 2005), transaction cost economic theory (David & Han, 2004; Williamson, 2008) 

and attribution theory (Flanagan & O’Shaughnessy, 2005).  The key theoretical 

perspectives that feature prominently in the literature include institutional theory (Staw 
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& Epstein, 2000) signalling theory (Basdeo et al., 2006; Dentchev & Heene, 2004) and 

resource-based view theory (Bergh et al., 2010; Roberts & Dowling, 2002). 

2.2.1 Institutional theory 

Institutional theory has been used to examine how organisations achieve positive 

culture and legitimacy within their context to grow their reputation (Deephouse & 

Carter, 2005; Staw & Epstein, 2000; Walker, 2010).  To do this, organisations must 

actively work towards building their reputation, with more emphasis on looking to their 

peers for cues to appropriate behaviours (DiMaggio & Powell, 1983; Marquis & Tilcsik, 

2016).  This means that building a reputation takes consideration of the specific 

environmental context in which the organisation is situated (Walker, 2010).   

Institutional theory has remained an influential perspective within the field of 

organisational studies and strategic management, and increasingly so, within the public 

sector research field (Andrews-Speed, 2016; Yang & Konrad, 2011).  The basic premise 

of institutional theory within public institutions is that they are organised configurations 

that are predisposed to institutionalisation processes; for instance, they reflect as well as 

produce eclectic values, norms, rituals and identities about themselves, society and 

polity (Dolan & Connolly, 2018; Yang, & Konrad, 2011).  That is, organisations may 

behave in ways that do not lead to improving reputation per se; however, these same 

behaviours may improve the chance of organisational success and ultimately reputation 

through demonstrated adherence to structures and processes that are considered 

‘legitimate’ within their broader social and political environment (Davis, 2016; Dolan & 

Connolly, 2018). 

2.2.2 Signalling theory 

Signalling theory has been used to explain how reputation is formed by the 

information signals sent by an organisation, as well as from stakeholder perceptions and 

understanding of the organisation’s behaviour (Fombrun & Shanley, 1990; Shamsie, 

2003; Yusuf et al., 2018).  The perceptions and understandings indicate how 

stakeholders interpret the information signals sent by the organisation (Fombrun & van 

Riel, 1997).  The signals and perceptions are incorporated to explain the formation of a 

reputation as an aggregate consequence of ongoing creations between organisations, 

stakeholders and other actors in the organisations’ environment. (Rindova, 1997).  
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However, the ongoing applications can neglect the stability of signalling strategies and 

may result in incomplete information on reputation.  Organisations must send out the 

right signal to the right stakeholder to achieve effective reputation management 

(Dentchev & Heene, 2003).  Hence, signalling theory includes building and maintaining 

reputation based on the organisational images that are projected. 

2.2.3 Resource-based view theory 

Resource-based view of the firm theory examines how reputation is a valuable, 

rare, inimitable and non-substitutable (VRIN) intangible resource that leads to a 

competitive advantage (Deephouse, 2000; Roberts & Dowling, 2002; Wernerfelt, 1984).  

Developed in the mid-1980s and early 1990s, Resource-based view (RBV)  theory 

argues that while it is necessary for an organisation to possess VRIN resources, 

organisations must also demonstrate the ability to alter them to their full potential in 

order to gain a competitive advantage and superior performance (Boyd et al., 2010).  

RBV has become one of the most prominent and influential theories for “describing, 

explaining and predicting organisational relationships” (Barney et al., 2011, p. 1300).  

However, recognising and managing VRIN resources is only part of the process of RBV 

theory; developing and strategically managing the resources builds organisational 

livelihood and reputation (Tarafdar & Gordan, 2007).   

Reputation from an RBV perspective is a valuable and rare intangible resource 

because of its difficulty to imitate and its causal ambiguity (Szwajca, 2018; Walker, 

2010). The more ambiguity surrounding the components that make up reputation (e.g. 

product quality, technical hardware, human capital (knowledge, experience, expertise, 

relationships, training), material capital and organisational capital (formal and informal 

structures and networks), the greater its importance as it leads to organisational 

performance and competitive advantage (Boyd et al., 2010; Kuoppakangas et al., 2019; 

Rindova et al., 2005).  Despite the theoretical prominence of RBV theories within 

private sector organisations (Barney & Arikan, 2001; Boyd et al., 2010; Deephouse, 

2000; Hoflinger et al., 2018; Newbert, 2007; Powell & Dent-Micallef, 1997;  Schroeder 

et al., 2002; Raithel & Schwaiger, 2015; Rindova et al., 2010; Roberts & Dowling, 

2002; Wiklund & Shepherd, 2003) the perspective has received only limited attention 

within public sector research, although interest is beginning to grow (Andrews et al., 

2016; Ferlie & Ongaro, 2015). 
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While the three (institutional, signalling, RBV) theories associated with reputation 

feature prominently in the literature, researchers that used RBV theory were more 

closely aligned to the five identified attributes defining reputation.  These being 

stakeholder perception of issue-specific reputation, measured against some standard, 

over time (Walker, 2010).  RBV theory’s close alignment with these reputational 

attributes highlights the applicability of RBV theory in the study and measurement of 

organisational reputation.  Despite the prominence of RBV theory within private sector 

scholars, the perspective has received only limited attention within public sector studies, 

though interest is developing (Andrews et al., 2016; Ferlie & Ongaro, 2015).   The large 

application of RBV theory and reputation within private sector organisations and the 

limited use within the public sector does not illustrate a lack of usefulness within this 

context.  Instead, it suggests an emerging exploratory field for this theory (Klein et al., 

2010; Kuoppakangas et al., 2019; Szymaniec-Mlicka, 2017; Waeraas & Byrkjeflot, 

2012).   

2.2.4 Resource-based view theory for public sector organisations 

The usefulness of expanding RBV theory in the management of public 

organisations is the efficiency-based explanation of sustainability and performance that 

has been valued by some scholars as enabling organisations to survive or even thrive in 

turbulent environments (Barney & Clark, 2007; Fredericks, 2005; Krupski. 2012).  

Support in the literature on the use of RBV theory reflects a transforming theory 

specifically focusing on resource and capabilities that organisations can exploit for 

competitive advantage, contestability and performance (Newbert, 2007; Szymaniec-

Mlicka, 2017). 

Public organisations and, in particular public healthcare organisations are 

externally justified with their existence dependent on the provision of services for public 

purpose (Bryson et al., 2007).  To assist public healthcare organisations to meet 

expectations and create healthcare value and responsiveness, RBV theory is useful as it 

is likely to assist healthcare leaders in understanding resource value and value creation 

as being dependant on the efficient and effective use of resources in delivering quality 

healthcare.   



  

Chapter 2: Literature Review: Explanations For Public Hospital Reputation  24 
 

Public healthcare organisations are facing dynamic economic, financial and social 

challenges and are searching for solutions that translate into greater adaptability and 

efficiency from an already turbulent and uncertain environment (Bryson, et al., 2007).  

Greater adaptability and efficiency are essential to ensure sustainability and 

performance and to meet the demand for insight and transparency surrounding the 

nature and management of public resources (Klein, et al., 2010; Szymaniec-Mlicka, 

2017).  Within the Australian context, the performance and sustainability of public 

healthcare organisations are important for the allocation of government resources.  This 

is because of an increased reliance on performance assessments by the government 

emerging over recent years (Bennett, 2013).  As such, the reputation of healthcare 

organisations has become increasingly important.  However, to fully understand and 

manage reputation, it requires defining.   

2.3 DEFINITIONAL DEVELOPMENT OF REPUTATION 

Defining reputation has raised some difficulty as there is yet to be an accepted 

definition (Chun, 2005; Gotsi & Wilson, 2001; 2001a; Szwajca, 2018; Veh, Gobel & 

Vogel 2019; Walker, 2010).  Without a confirmed and supported definition, 

measurement methodologies are questionable and weakened (Szwajca, 2018; Walker, 

2010).  Many definitions of reputation have emerged in the literature.  Barnett et al. 

(2006) in a review of the literature between 2000 and 2003, found 49 different versions 

defining reputation. Recent scholars continue to cite varying definitions for reputation 

(Bustaman et al., 2020; Szwajca, 2018). The diversity is largely as a result of the 

confusion surrounding the terms – identity, image and reputation (Clardy, 2012; 

Szwajca, 2018; Walker, 2010).  These terms are often used interchangeably and lack 

consistency in their use (Clardy, 2012; Walker, 2010).  For example, Gray & Balmer 

(1998) define ‘organisational identity’ as, “distinct characteristics of the 

organisation…what the organisation is”; ‘organisational image’ as “the mental picture 

of the company”; and ‘reputation’ as “the estimation of the company by its constituents” 

(pp.695-697).   

Alternatively, Chun et al., (2019) define ‘organisational identity’ as “the 

employees’ view of the company”; ‘organisational image’ as “the view of the company 

held by external stakeholders”, and ‘reputation’ as “a collective term referring to all 

stakeholder’s view of reputation including identity and image” (pp.113-114).  While 
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there is a lack of resolution between these terms, there does appear to be agreement that 

each of these terms are individually distinguished (Clardy, 2012). 

Despite the consistency challenges of a clear definition of reputation, scholarly 

thinking suggests that reputation is characterised by five main attributes: (1.) reputation 

is based on perceptions; (2.) it is the aggregate perception of stakeholders; (3.) it is 

comparative; (4) it can be positive or negative; (5.) it is relatively stable and enduring 

(Szwajca, 2018; Walker, 2010).  Attempts to define reputation within the paucity of 

literature has consistently identified the use of all or some of the five attributes of 

reputation (e.g. Bustaman et al., 2020; Cable & Graham, 2000; Deephouse, 2000; 

Fombrun & Rindova, 1996; Rhee & Haunschild, 2006; Rindova et al., 2005;  Szwajca, 

2018; Walker, 2010; Weigelt & Camerer, 1988; Whetten & Mackey, 2002).   

Fombrun’s (1996) definition of corporate reputation is frequently cited in the 

literature and contains varying degrees of these five attributes.  Walker (2010) building 

on Fombrun’s (1996) definition, clearly outlined, in his definition of reputation, the five 

attributes that have been empirically identified since 1996:   

A relatively stable, issue-specific aggregate perceptual representation of 

an organisations past actions and future prospects compared against some 

standard. (p.370). 

At first it would seem that the multiple voices redefining the definition of 

reputation exacerbates the confusion and in a way it does.  However, based on over 20 

years of extensive literature defining reputation, it can be concluded that a lot of work 

has already been done and that now is the time to build on previous work and establish 

conformity and consistency.   For the purposes of this study Walker’s (2010) definition 

outlined above was used. 

2.3.1 Defining reputation for measurement 

The definition of reputation is important in order to align the measurement of the 

construct with the definitional attributes (Mahon, 2002; Walker, 2010; Wartick, 2002). 

The construct of organisational reputation suffers from a lack of consistency and this 

confusion is largely reflected in the range of methods that are used to measure 

reputation (Clardy, 2012). Reputation has been measured using several methods with 
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the most common being Fortune’s Most Admired Companies (FMAC) which takes an 

aggregate perception of executives, directors and financial analysts on companies 

financial performance (Brown & Perry, 1994; Fryxell & Wang, 1994; Lewellyn, 2002; 

Walker, 2010).  Other measures include, media reputation from various newspaper 

articles (Deephouse, 2000); and character scale instruments. For example, the 

Reputation Quotient Index, which is a 20-item instrument measuring, emotional appeal; 

products and services; vision and leadership; workplace environment; social and 

environmental responsibility; and financial performance (Fombrun & van Riel, 2003).    

The operationalisation of reputation measurement requires close ties to the 

definition of the construct (Mahon, 2002; Walker, 2010; Wartick, 2002).  The five 

attributes outlined in the definition each have measurement implications: (1) reputation 

should examine the perceived reputation and should be measured as stakeholder 

perceptions and not objective measures such as market share (Fang, 2005); (2) it is the 

aggregate perception of all stakeholders but needs to be issue-specific (for example an 

organisation may have different reputations for different issues, i.e. a good reputation 

for performance but a bad reputation for employee conditions); (3) reputation is 

comparative which makes the measurement flexible to be compared with a number of 

possible standards (e.g. prior reputation; industry competitors); (4) measurement of 

reputation can be positive or negative and many studies have examined only 

organisations that have a good reputation.  Studies that examine both have the potential 

to provide more insight into organisational reputation (Walker 2010); (5) reputation is 

relatively stable and enduring, which highlights some implications for reputation 

measurement methods when considering longitudinal or cross-sectional studies.  

Longitudinal research may be more valuable as research has demonstrated 

organisational reputation is stable, although, given the stability, conclusions from cross-

sectional studies are likely to be more credible than studies examining unstable or short-

lived concepts (Veh, Gobel & Vogel, 2019; Walker, 2010).   

Reputation measurement within public sector organisations has had little influence 

within the field of organisation studies and strategic management (Andrews et al., 

2016).  The basic premise of reputation measurement is dependent on the reputational 

issue.  The five attributes identified in the definition of reputation are all relevant when 

seeking to understand and measure organisational reputation. As Walker (2010) 
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suggests, these attributes contribute to the notion that organisations can have multiple 

reputations on distinct and differing issues and as such, researchers examining 

reputation must determine the reputation for what and according to which stakeholder?  

Organisations can learn to capitalise on their reputation by exploring the reputational 

issue within the particular context; however, they need to be prepared to understand 

how stakeholders conceptualise and form reputation in order to measure and manage 

their reputation.  Without this understanding, organisations are likely to misinterpret the 

reputation being measured or the ability to influence reputation.  It is this gap in the 

literature on how reputation is conceptualised and formed by stakeholders of public 

healthcare organisations, which this study seeks to explore. 

2.4 CHALLENGES FOR REPUTATION MEASUREMENT IN PUBLIC SECTOR 

ORGANISATIONS 

The five attributes associated with the definition are all important when 

considering the measurement of organisational reputation (Walker, 2010).  Research 

suggests understanding and measuring reputation in public sector organisations requires 

the distinction between one aggregate perception of reputation and one issue-specific 

aggregate reputation (Walker, 2010).  The distinction between one overall aggregate 

perception of organisational reputation and the issue-specific aggregate reputation 

perspective allows for the notion that public organisations can have multiple reputations 

on different issues.  For example, the reputation of the organisation as a service provider 

or the reputation of the organisation as an employer.  However, a true reputational 

measurement can only result from a sampling of representative stakeholders on a 

conceptually relevant and issue-specific set of criteria (Andrews et al., 2016; Fombrun, 

1996; Walker, 2010).  

Reputational research in the public organisational arena is sparse and may be 

largely due to a number of inherent problems that most public organisations face, such 

as political constraints on management strategies (Waeraas & Byrkjeflot, 2012), and 

difficulty with consistency, uniqueness and excellence (Kuoppakangas et al., 2019). 

While the value of reputation is well defined within the private sector (Fombrun, 2001), 

the notion of reputation as a valuable resource for public organisations presents some 

challenges.  This is because statements conveying a negative image of public 

organisations have been heard for years with the general perception of public 
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organisations as being too big, wasteful, slow, unreliable and inefficient, and not 

sufficiently transparent (Waeraas & Byrkjeflot 2012).  Bureaucracy, by which public 

organisations are characterised, is used often as a derogatory term that makes it easy to 

forget the values it was originally supposed to embody, such as progress, rationality and 

efficiency (Bryrkjeflot & du Gay 2012; Olsen 2005).  

Governments and public figures are concerned about citizen’s dissatisfaction with 

public sector services and with organisational reputation as a whole (van de Walle 

2013).  In response, many public organisations are taking matters into their own hands 

by adopting image-building concepts such as reputation (Dolnicar & Lazarevski, 2009).  

Strong reputations serve as a competitive advantage, and for public organisations, it is a 

valuable political asset that can be used to generate public support, achieve delegated 

autonomy and discretion from politicians, and for recruiting and retaining valued 

employees (Carpenter et al., 2012; Kuoppakangas et al., 2019). 

Coming to the realisation that reputational value for public healthcare 

organisations is multifaceted and involves different stakeholders, the traditional private 

corporation approach is rapidly paving the way for a more performance-based model 

that recognises and involves an additional consequential perspective to consider over 

and above the service delivery relationship.  It highlights the constructed effectiveness 

of key individual stakeholders’ perception of an organisations service provision (Green 

& Griesinger, 1996).  For internal stakeholders, an organisations perceived performance 

influences their behaviour towards the organisation (Willems et al., 2016).  In particular, 

it can influence an organisations ability to attract resources, professionals and also affect 

employees’ commitment to, and decision making for the organisation (Willems et al., 

2016).  Managing reputation as a resource that potentially affects performance may 

provide public healthcare organisations with a competitive advantage for funding 

opportunities, philanthropic donations and the ability to attract high-quality 

professionals (Boyd et al., 2010).   

Public sector reputation can be understood to consist of several levels.  On the 

macro level, it is affected by the socio-political climate, world and economy trends; on 

the meso-level, the trustworthiness and performance of institutions; and on the micro-

level, the public services provided and the public servants' competence (Fombrun & van 

Riel, 2003;  Luoma-aho, 2007; Stenvall, 2000;). Public healthcare reputation is a 
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derivative of the organisations conduct over time and is formed in the minds of the 

stakeholders (Luoma-aho, 2007).  Scholarly thinking on the reputation performance 

relationship has highlighted inconsistent findings, mostly due to the measurement of 

reputation.  Reputation is based on stakeholder perceptions; however, most studies have 

measured reputation through surveys, with the most widely used being Fortune’s Most 

Admired Companies (FMAC).  The FMAC indices represent perceptions about an 

organisation through the business community (usually CEOs and financial analysts), 

which may be different from the perception of the organisation by the general public 

and key stakeholders specific to organisations (Kaur & Singh, 2020; Caliskan et al., 

2011).   The inherent limitations of these indices have questioned their applicability and 

usage as a universal measurement tool (Brown & Perry, 1994; Kaur & Singh, 2020; 

Kuoppakangas et al., 2019; Walker, 2010).  Respondents are asked to rank various 

organisations, some of which they may be unfamiliar with, which again questions the 

credibility of the scale and the credibility of ranks assigned to organisations (Kaur & 

Singh, 2020).  

In addition, the strong association with financial performance and personal 

prejudice incorporated with this instrument limits its use for accurate benchmarking 

between industry competitors (Fryxell & Wang, 1994; Kaur & Singh, 2020).  

Subsequently, some scholars have highlighted the inability of the instruments using a 

survey method like FMAC to fully incorporate multiple stakeholder perceptions about 

an organisation or about specific reputational issues (Tomak, 2014; Kansal et al., 2014).  

Hence, the perception of other stakeholders and the reputation issue being measured 

needs to be considered when measuring reputation.  While some studies have added 

additional issue-specific reputation measurements (Kaur & Singh, 2020; Tomak, 2014) 

without understanding how reputation is conceptualised and formed in the minds of 

stakeholders, a truly accurate reputation measurement cannot be suitably developed.  In 

the same way, without an accurate reputation measurement instrument, a true picture of 

the reputation performance relationship cannot be confirmed. 

Before embarking on hospital performance and its association with reputation, it 

useful to explore the Australian Healthcare system, its complexities and the reforms that 

have shaped the health system in Australia and placed greater attention and importance 

on performance. 
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2.5 THE AUSTRALIAN HEALTHCARE SYSTEM 

2.5.1 Healthcare decision-making structure 

The role of the Australian government in delivering healthcare services is to 

improve the health and wellbeing of all Australians and to provide safe and affordable 

healthcare, now and into the future (Commonwealth of Australia, 2019).   The 

Commonwealth, State and Territory governments each have a vital role in healthcare as 

funders of health services, as service providers, and as the regulators of healthcare 

services (Daley et al., 2019).  Importantly, the responsibility of government in Australia 

is multilayered and complex but essentially falls under two main areas. Firstly, the 

political role and responsibility of setting Australia’s health policy.  Second, the 

economic role and responsibility for funding healthcare services. 

Uniquely, the role of government in Australia’s healthcare system is shared 

among the Commonwealth, states and territories, and local governments (Duckett & 

Wilcox, 2015).  The Commonwealth government is responsible for Australia’s medical 

services through the Medicare scheme, which is funded by Australian taxpayers 

(Duckett & Wilcox, 2015).  The commonwealth is also responsible for the 

Pharmaceuticals Benefits Scheme (PBS), which helps make medicines cheaper for 

Australians.  In addition, the Commonwealth supports and regulates private health 

insurance and monitors and supports the efficiency and effectiveness of Australia’s 

primary health services (Commonwealth of Australia, 2019).  A further responsibility 

includes the provision of hospital and medical services to eligible veterans (Palmer & 

Short, 2014).  The states and territories have primary responsibility for managing and 

administering public hospitals. However, there are some differences between the states 

and territories in the funding model used and the governance structure under which 

hospitals and health services are managed.  The states and territories are also 

responsible for the licensing, monitoring, inspecting and regulation of private hospitals, 

aged care facilities and health premises.  Local government responsibilities include 

environmental health protection, health education activities and community-based and 

home care services (Palmer & Short, 2014). 

Historically, the sharing of responsibilities by governments has challenged the 

delivery of national health policies (Duckett & Wilcox, 2015).  Earlier governments 

have argued that the Commonwealth should leave health matters to the states and 
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territories as a direct result of tensions experienced by the states implementing 

Commonwealth health policies and initiatives (Palmer & Short, 2014).  However, 

Australia’s Commonwealth Constitution gives power to the Commonwealth to make 

laws about the provision of medical benefits and hospital services.  Hence, providing no 

legal, constitutional basis for healthcare being the sole responsibility of the states and 

territories.  History has shown that neither the states and territories nor the 

Commonwealth have any interest in being solely responsible for the Australian health 

care system (Hall, 2015).  In addition, decisions made by one government seem to 

provide little if any consideration of the implications those decisions will have on other 

areas of the healthcare system.  As a result, there is often a shifting of blame and a 

ducking of responsibility from one government to another when failure strikes 

(Commonwealth of Australia, 2006; Hall, 2015).  For example, when budgets are blown 

and/, or there is a shortage of beds, states and territories blame the Commonwealth for 

insufficient funding.  In turn, the Commonwealth blames the states and territories for 

poor, inefficient budget management (Hall, 2015).  As such, the division of 

responsibility for healthcare between the levels of government, as well as rising demand 

and costs for healthcare services, has been the basis for ongoing healthcare reform in 

Australia. 

Traditionally, publicly delivered health services are fraught with problems, such 

as technical insufficiency and resource inefficiency (Harding & Preker, 2003).  At the 

systemic level, resources often flow disproportionately to the requirements, and to make 

matters worse, the public sector is often lax at effectively managing and tracking costs 

(Alexander, 2001).  Such inattention to expenditure and inefficiencies reduces the 

ability to identify and deliver efficient and effective service delivery (Harding & Preker, 

2003).  Inattention to expenditure has a flow-on effect as new and innovative services 

tend to be funded when health services have a reputation of being well managed and 

high-performing.  Hence, the importance of a competitive edge for public healthcare 

organisations is vital to ensure additional funding for new innovations and services. 

From mid-1970, there has been growing concern for the effectiveness, efficiency 

and performance of Australian health services (Degeling & Carr, 2004).  As a result, 

health policy and reform have remained high on the political agenda, with governments 

increasing their involvement in healthcare reform in the areas of governance and finance 
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in an attempt to improve the health care system performance (Palmer & Short, 2014).  

The reforms have included changes to the responsibilities held across the governments 

(Duckett & Wilcox, 2015).  For example, to improve the commitment for the 

governments to work together and have more transparency over funding models, the 

Commonwealth, state and territory governments in 2011 replaced the previous five-

yearly public negotiation funding agreement, and set the Commonwealth contribution to 

public hospitals at 40 per cent  with states/territories contributing around 51 per cent to 

public hospital funding.  The remaining 9 percent comes from individuals through out-

of-pocket expenses, private health insurers and accident compensation schemes 

(Australian Institute of Health and Welfare, 2019; Council of Australian Governments, 

2020a). 

Previous to 2017, Commonwealth efficiency growth funding has been uncapped, 

providing 45 per cent for all activity growth above the prior year.  However, from 2017 

the Commonwealth growth funding has been capped at 6.5 per cent of funding, with 

approximately 1.6 per cent consumed in cost escalation (Commonwealth of Australia, 

2018).  This growth funding cap is a significant gap that will not be enough to meet 

current and future demand (Australian Medical Association [AMA], 2017).  As a result, 

health reforms have been driven through agendas and agreements to reduce costs, 

increase efficiencies and increase transparency through performance reporting, 

comparisons and competition.  Public reporting of hospital performance is thought to be 

a key strategy for influencing the consumers of healthcare in their choice of healthcare 

service (Hibbard et al., 2005).  Performance reporting promotes consumer choice and 

can affect the reputation of a health care organisation (Hibbard et al., 2005).  For 

example, healthcare organisations that have a good performance in the key indicators 

will be seen as having a good reputation for the provision of healthcare services 

(Luoma-aho, 2007).  In other words, it can contribute to the legitimacy of the 

organisation. 

Notably, government agendas and agreements have been largely influenced by the 

Council of Australian Governments (CoAG).  CoAG was established in 1992 and 

dmanaged matters of national significance that need coordinated action by all Australian 

Governments (Council of Australian Governments, 2020).  Members of CoAG include 

the prime minister, state premiers, territory chief ministers and the president of the 
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Local government Association, who meet to develop, drive and monitor national policy 

reforms aimed at improving the lives of Australians.  For example, the 

intergovernmental agreement on competition and productivity-enhancing reforms, 

which is aimed at improving Australia’s economic performance in several areas, 

including health. 

2.6 AUSTRALIAN HEALTHCARE REFORM 

  Major reforms driven by the Commonwealth government since 2006 have 

focused on access, delivery, equity, effectiveness and efficiency (Commonwealth of 

Australia, 2020a).  Each new reform agenda has been aimed at increasing 

accountability, responsibility and government monitoring.  For example, in 2008, the 

Commonwealth government established the National Health and Hospitals Reform 

Commission (NHHRC) to develop a sustainable health plan that would provide 

efficiencies and improvements in performance (Duckett & Wilcox, 2015).  In 2010 the 

Australian Institute of Health and Welfare (AIHW) launched the ‘my hospitals’ website 

to monitor, compare and report to the public on performance information for public and 

private hospitals in Australia (Australian Institute of Health and Welfare, 2020). 

In 2008, the National Health and Hospitals Reform Commission (NHHRC) was 

established to provide a ‘blueprint’ for design and a plan of action to manage and 

identify the current challenges facing the Australian health system.  The NHHRC 

released its 2009 report on a national plan for health reform with 100 recommendations 

to transform Australia’s health system.   For example, the commission identified the 

need to improve hospital accountability and recommended publicly reporting on 

performance against a national set of indicators that measure access, efficiency and 

quality of care (Commonwealth of Australia, 2009).  The report by the commission 

pressures the government to respond to the challenges and contribute towards a 

sustainable, high quality, responsive health system (Bennett, 2009).  As such, health 

reform will continue to remain up front and centre on the government’s political agenda 

to which health administrators will need to respond.  

Significantly, in 2009 Activity Based Funding (ABF) was introduced to provide a 

nationally consistent funding approach for public hospitals (Eagar et al., 2013).  The 

National Health Reform Agreement was signed by the Commonwealth government in 
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August 2011 which commits ABF funding to public hospitals were practicable 

(Commonwealth of Australia, 2011). While ABF models have been used for funding 

Australian hospitals since the early 1990s, some of the states and territories had a 

significant portion of their funding based on other models, such as block funding.  The 

ABF funding model characterises hospital funding based on the activity (mix of 

patients) they treat, using product identification and classification systems (Eagar et al., 

2013).  Funding is based on the Price and the Volume of services delivered 

(Commonwealth of Australia, 2018).  Additionally, ABF has supported the 

implementation of eHealth digital information systems that give more choice, control 

and transparency within the health system, and more importantly, reduce costs, increase 

efficiencies and performance (Commonwealth of Australia, 2018).  In short, the 

consequence of these health reforms signifies the focus on transparency, performance 

measurement and comparison.  This has forced Hospital and Health Services to view 

performance outcomes as a competitive measure for future funding provisions. 

One of the most significant health reforms came in 2010 with the introduction of a 

National Health and Hospitals Network to drive major improvements in service delivery 

and health outcomes for patients (Commonwealth of Australia, 2010).  The aim was to 

decentralise public hospital management and increase accountability by devolving 

responsibility for service delivery to the local level, with the introduction of Local 

Hospital Networks (called Hospital and Health Services (HHS) in Queensland) into 

each state and territory (Commonwealth of Australia, 2010).  The HHSs are responsible 

for the delivery of health services as agreed between the Department of Health and each 

Hospital and HHS (Queensland Health, 2020).  These negotiated agreements outline the 

health services mix and volume, teaching, research and other services provided by the 

HHS (Queensland Health, 2020).  Each HHS is responsible for its own budget, service 

delivery, quality and performance.  The objective of the HHS is to strengthen 

performance, improve services and allow each local HHS to shape their service delivery 

specifically to their local community needs (Queensland Health, 2016). 

Under the Local HHS, funding for public hospitals is based on efficiency, with the 

Commonwealth funding 60 per cent of the efficient price, a price determined by the 

Independent Hospital Pricing Authority (IHPA) and state governments funding the 

remaining 40 per cent.  The efficient pricing means that HHS’s that operate using less 
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than the efficient price for that service they can preserve and reinvest the surplus of 

funds.  In other words, if an HHS delivers a service for less than the efficient price 

funding they receive from the government, they can keep those surplus funds to use 

within their HHS (Council of Australian Governments, 2020a).  This is important to 

note because HHS’s that are efficient will have more opportunity to spend surplus funds 

on new and innovative services.  Hence, public healthcare organisations with a 

reputation of efficiency and performance will be likely to also have a positive reputation 

for new services and innovation.  This, in turn, is more likely to distinguish the 

organisation from competitors in the industry, attract highly sort after professionals and 

loyal supporters (Baer et al., 2018). 

Despite the benefits of being able to preserve funds, there are three major 

implications of the efficient pricing policy.  Firstly, the efficiency pricing assumes that 

additional funding will not be provided if the HHS is unable to maintain budget 

integrity.  Under the previous funding model, there was the ability for hospitals to 

negotiate additional funding from the state. However, under the current funding 

agreement, additional funding would only be negotiated along with additional activity 

and not to fix inefficiency.  Secondly, the agreement sets out that the Commonwealth is 

responsible for growth funding however, the growth funding is capped at 6.5 per cent, 

which means that growth beyond that will have to be funded by the individual HHS’s.  

Finally, as a result of the efficient pricing, HHS’s are under more pressure to improve 

efficiency and reduce costs.  

Australia’s health system is founded on the principle that all citizens should be 

provided with “timely access to quality health services based on their needs, not ability 

to pay, regardless of where they live in the country” (Council of Australian 

Governments, 2012, p. A-2).  Healthcare reforms have been implemented to ensure this 

objective by focusing on improving efficiency, effectiveness, productivity and 

performance.  With substantial financial commitment, relatively minor improvements in 

efficiency, effectiveness and productivity, can have a notable positive impact on an 

individual’s quality of life and on the local community’s welfare (Commonwealth of 

Australia, 2019).  Stimulating efficiency, effectiveness, productivity and performance in 

market economies have been driven by competition.  The notion that competition could 

improve these elements in healthcare has gained increasing consideration (Arrow, 1963; 
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Australian Healthcare and Hospitals Association, 2016; Cutler, 2015; Hewitt, 2018; 

Gaynor et al., 2011; Goddard, 2015; Productivity Commission, 2002; 2014; 2017; 2018; 

2018a). 

2.6.1 Competition Implications of Healthcare Reform 

Competition is a key element of economic policy in Australia, seen as the engine 

which drives efficiency, productivity and innovation (Commonwealth of Australia, 

2019).  In 1993, the Hilmer Committee (Commonwealth of Australia, 1993) found 

“widespread community support for a National Competition Policy that would increase 

efficiency, improve international competitiveness and ultimately standards of living” 

(Commonwealth of Australia [Hilmer Committee Report], 1993, p.iii).  The Hilmer 

Committee proposed a National Competition Policy (NCP) that comprised a set of 

principles, laws and processes to ensure any anti-competition conduct needed to be 

explicitly justified; fostering competitive neutrality between government and private 

businesses when they compete; and “reforming the structure of public monopolies to 

facilitate competition” (Commonwealth of Australia [Hilmer Committee Report], 1993, 

p. xvii).  To give effect to the recommendations set out by the Hilmer Committee, 

CoAG endorsed agreements that set out the strategies required to coordinate and 

implement the reforms, with the objective of improving living standards in Australia 

(Commonwealth of Australia, 2003).  To address the central principle of the NCP, that 

arrangements that detract from competition should be retained only if they can be 

shown to be in the public interest, gave rise to a review of health-related legislation 

(Medical Practice Act 1992 [NSW]; Dentist Act 1984 [SA]; Nursing Act 1992 [Qld] 

Health Act 1937 [Qld]; Private Health Facilities Act 1999 [Qld]; Nursing Homes Act 

1988 [NSW]; Private Hospital and Nursing Homes Act 1981 [NT]).  

In 2005, the Productivity Commission (PC) did a review of the NCP arrangements 

(Productivity Commission, 2005).  While the focus of the NCP was to wind back 

barriers to efficiencies and free up competition, the PC Review (2005) recommended 

that a coordinated national reform should extend to areas beyond the NCP and focus on 

areas such as health and aged care (Productivity Commission, 2005, p.xxxvii.).  The PC 

Review (2005) assessed the need for ongoing legislation review and looked for 

opportunities to “strengthen transparency and gatekeeping mechanisms” for new and 

amended legislation containing restrictions on competition (Productivity Commission, 
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2005, p. 255.)  Mindful of the challenges facing Australia’s ageing population and 

increasing healthcare costs, the review concluded that further reform is needed to 

improve living standards and community wellbeing.  Importantly, the review 

highlighted the complexity of coordinating this task and the extent of coordination 

failure to date, suggesting that reforms in healthcare should be tackled through separate 

nationally coordinated initiatives (Productivity Commission, 2005). 

In 2008, the NHHRC, in their recommendations to transform Australia’s health 

system, determined that to promote autonomy and system responsiveness, consumer 

choice and provider competition were fundamental to an innovative, sustainable and 

efficient system (Commonwealth of Australia, 2009; Le Grand, 2009).  The NHHRC 

proposed that individuals should be able to select a ‘health and hospital plan’ of their 

choice to deliver on their Medicare entitlement (Commonwealth of Australia, 2009).  

While a tax-funded community insurance scheme had been proposed to achieve this, in 

response to stakeholder feedback, the NHHRC recommended extending the current 

system with a reformed model called Medicare Select (Commonwealth of Australia, 

2009).  

Under Medicare Select, all Australians would be given a government-operated 

health and hospital plan that would provide the opportunity to move to another plan 

operated by a not-for-profit or private enterprise, with the funding following the 

individual.  Essentially the plans would compete for membership based on premium 

prices, product range, quality and reputation (Commonwealth of Australia, 2009).  

Health and hospital plans would receive funds from the Commonwealth government on 

a risk-adjusted basis and through contracting arrangement plans that would purchase 

services to meet the full healthcare needs of their members (Commonwealth of 

Australia, 2009).  For the market to be reasonably competitive, it would require the 

ability to change plans to be easy, with the threat of consumers changing plans placing 

increasing pressure on service providers to perform well.  However, recognising the 

technical and policy changes required for the implementation of Medicare Select, the 

NHHRC recommended exploring the benefits and risks over the next two years.  As a 

result, when the NHHRC report was launched, Medicare Select was absent from the 

principles that would inform future health care reform (Scott, 2009). 



  

Chapter 2: Literature Review: Explanations For Public Hospital Reputation  38 
 

With the introduction of the National Health and Hospitals Network, the National 

Healthcare Agreement (2011) and National Health Reform Agreement (2011) addressed 

ways to assess the performance, efficiency and governance of the health system.  

However, competition-based reforms to support these objectives were either included 

within the performance reporting and funding arrangement or absent (Council of 

Australian Governments, 2012).  The drivers associated with competition and choice 

were not included. 

In 2013, the Australian government changed, and one of the first initiatives was 

the establishment of a National Commission of Audit (NCoA).  The NCoA was 

commissioned to examine the scope for efficiency and productivity improvements 

across all areas of Commonwealth expenditure, including healthcare (Commonwealth of 

Australia, 2014).  In considering healthcare reform, the Commission suggested a 

universal health insurance arrangement and that such an arrangement would inject 

greater competition and therefore efficiencies into the Australian health care system.  

However, a commitment to increased competition or choice was notably omitted from 

the final report. 

In 2015, Australia’s competition policy, laws and institutions were reviewed by 

the Competition Policy Review Panel (Harper Review) to determine whether they 

remained fit for purpose considering the challenges and opportunities facing Australia 

in the foreseeable future (Commonwealth of Australia, 2015).  The Harper Review 

recommended a new set of competition principles that would assist in directing the 

government’s commitment to competition reform (Hewitt, 2018).  Competition was 

welcomed if it was in the public interest and did not impede on the long-term wellbeing 

of the public (Commonwealth of Australia, 2015).   The healthcare sector was expressly 

recommended by the Harper review (2015) as being amenable to competition reform to 

ensure innovative ways to deliver high quality and efficient human services.   

In 2016, the Productivity Commission was requested to inquire into Australia’s 

human services with an objective on innovative ways to improve outcomes through the 

introduction of competition and informed user choice (Productivity Commission, 2017).  

The inquiry found that the provision of public hospital services was one of the six 

human services best suited for competition-based reform (Productivity Commission, 

2017).  One of the main principles of the inquiry was that healthcare should be user-
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focused with consumer choice the basis of service provision and delivery (Productivity 

Commission, 2017). 

In summary, competition in Australia’s healthcare system has been frequently 

recommended, with an increasing momentum since 2005.  Appendix A (Healthcare 

Reform Strategies) sets out the persistent strategies that have arisen from healthcare 

reform considerations since 1993.  While competition, contestability and choice are still 

in the early stages of reform, it is likely that these factors will become an important part 

of Australia’s healthcare system in the future.  Particularly since other successful 

jurisdictions, such as the United Kingdom, have had competition policy as an integral 

part of their National Health Service.  One of the important effects of competition, 

contestability and choice is reputation.  Reputation can be an additional source of 

competitive advantage for organisations (Szwajca, 2018; Walker, 2010).  Therefore, 

with the drive for efficiency, performance and accountability to the government and the 

public, healthcare organisations are pressured to meet the objectives of efficiency and 

performance and consider reputational implications of healthcare reform. 

2.6.2 Reputation and Management Implications of Healthcare Reform 

 Recent healthcare reforms discussed above have implications for the reputation 

management of healthcare organisations.  Reputation has long been considered a rare 

and valuable resource, particularly within private sector organisations (Barney, 1991; 

Klein et al., 2010; Szymaniec-Mlicka, 2014).  However, reputation management is 

becoming increasingly important in public healthcare organisations (Szymaniec-Mlicka, 

2014).   Public sector organisations are beginning to understand the importance of 

reputation and the many benefits that are vital to survival, such as a highly skilled 

workforce and easier recruitment (Deephouse & Carter, 2005; Fombrun & van Riel, 

2003; Tyler, 2006).  Understanding the influences on organisational performance forms 

the basis of the strategic management field of inquiry.  Studies linking reputation to 

performance show that a strong reputation is a powerful tool in the search for a 

competitive advantage (Bergh et al. 2010).   

2.7 PUBLIC HEALTHCARE SECTOR PERFORMANCE 

Public hospitals in Queensland are linked to government set key performance 

indicators and measures.  The measures are used to compare hospitals within and 
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between jurisdictions (Australian Institute of Health and Welfare, 2020). Figure 1. 

Public hospital performance indicator framework identifies the key performance 

indicators for public hospitals in Australia are based on equity, effectiveness and 

efficiency of health services. 

Figure 1  

Public hospital performance indicator framework. 

 

Source: https://www.pc.gov.au/research/ongoing/report-on-government-

services/2019/health/public-hospitals. 

 

Figure 1 above outlines equity, effectiveness and efficiency as the three main 

objectives of healthcare delivery in public hospitals in Australia.  Each of the objectives 

is distinguished between outputs and outcomes of service delivery.  Equity is linked to 

access and the importance of access by special-needs groups as an outcome indicator of 

the government’s objective to provide hospital services equitably.  Effectiveness is 
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linked to access, appropriateness, quality and sustainability as output indicators and 

avoidable mortality in hospital as the quantifiable outcome indicator. Effectiveness 

indicators monitor the government’s objective to provide timely and accessible services 

to all Australians.   Efficiency performance output indicator is based on cost per 

admitted patient separation and non-admitted patient as indicators of the government’s 

objective to deliver services in an efficient manner.  The aim of this performance 

indicator framework is to provide a transparent and comparative reporting system for all 

public Hospital and Health Services in Australia. 

In addition, Queensland Health has established a performance framework for 

delivering the government mandate of a high-performing health system for 

Queenslanders.  The framework sets out the performance requirements, measures and 

reporting structure in which the Department of Health monitors and assesses the 

performance of public sector health services in Queensland (State of Queensland 

[Queensland Health], 2020a).  The performance reporting has major implications for 

managers of Hospital and Health Services in respect to ongoing budgetary allocations.  

In other words, with budget allocation linked to performance targets of efficiency and 

effectiveness of each hospital, managers of healthcare services need to ensure that their 

service is efficient and maintains budget integrity whilst providing high-quality care.  

This means that both senior managers and frontline clinicians work together and commit 

to high quality, efficient service delivery for Australian consumers.  Consequently, now 

more than ever, healthcare organisations will need to pay attention to reputation 

management to optimise and influence all aspects of performance to ensure a 

competitive advantage. 

Notably, the use of comparable performance targets for hospitals has raised 

questions as to the exclusivity of the indicator leading to tunnel vision of other 

important performance imperatives (Masso et al., 2010).  In other words, too much 

emphasis on targets can shift focus from assessing the overall performance of hospital 

services.  For example, emergency department access targets resulted in departments 

directing their efforts on achieving the target at the expense of other performance areas 

such as quality and staff well-being (Mortimore & Cooper, 2007).   As such, budget 

allocation for hospitals is likely to be based on criteria that do not accurately reflect the 

true indicators of the performance of the hospital and may result in reduced budget 
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allocation, yet working with a decreased budget may impact on the hospital’s 

performance. This then becomes a paradoxical situation from which the healthcare 

organisation cannot escape.  Scholarly literature offered very little reflection on how 

various factors triggered by mechanisms operating with healthcare organisations might 

be prioritised or positioned to bring about a performance outcome.    

Consequently, the move to performance benchmarking highlights the importance 

of competitive advantage and the strong implications for reputation management.  The 

public healthcare sector has been influenced by efficiency and competitive advantage 

methods used by private healthcare sector managers (Richardson, 2002; Dedman et al., 

2011; Duckett & Wilcox, 2015).  For example, the Casemix development program and 

the Australian Refined Diagnosis Related Groups (AR-DRGs) development program 

are specific programs introduced by the Australian government to facilitate the adoption 

of targeted managerial strategies to measure performance and reduce costs (Duckett & 

Wilcox, 2015).  Hence, the service of health is heavily influenced by the business of 

health, with direct implications for Health Service Managers and clinicians.  The 

pressure and accountability for efficient and effective health service management will 

require strategic reputation management and clear competitive advantage strategies to 

ensure the responsibility of fulfilling the government mandate and community 

expectations.   

Despite a steady stream of research into the reputation-performance link, 

uncertainty continues to exist on two main levels: the nature of the relationship and the 

direction of its influence (Kaur & Singh, 2020; Boyd et al., 2009).  While a number of 

studies point towards the existence of a strong relationship between reputation and 

performance (Alvarado-Vargas, 2013; Anderson & Smith, 2006; Boyd et al. 2010; Eberl 

& Schwaiger, 2005; Hall & Lee, 2014; Lee & Jungbae Roh, 2012; McGuire et al., 1990; 

Raithel & Schwaiger, 2015; Roberts & Dowling, 2002; Sarstedt & Schloderer, 2010; 

Wang & Berens, 2015; Zhang & Rezaee, 2009) the influence and direction of the 

relationship remains unclear.  Analogous to the chicken and the egg paradox, the 

dilemma still exists as to whether reputation influences performance, whether 

performance influences reputation, or whether both reputation and performance 

influence each other.  Scholars examining the relationship between hospital 

performance and reputation indicate the need for more rigorous future research focus on 
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the reputation-performance relationship.  In particular, taking care to distinguish 

antecedents, such as reputation, from contextual perplexities and adequately explore the 

true indicators of hospital performance.  To effectively examine this relationship, the 

true understanding of the determinants of reputation for public healthcare organisations 

needs to be explored, and this can only be achieved by establishing how reputation is 

conceptualised and formed by the stakeholders of these organisations.  This study seeks 

to explore this gap.    

2.7.1 Reputational considerations of organisational strategy changes in response to 

healthcare reform 

 The complexity of the public healthcare system requires the sector to be more 

strategic, especially as resources become more restrained and politicians insist that their 

policies are delivered on (Buse et al., 2012).  A key consideration of health reform is the 

introduction of competition and contestability into public healthcare, making reputation 

management at the forefront of both strategic and clinical decision making.  With the 

drive for efficiency, performance and accountability to the government and the public, 

healthcare organisations are pressured to meet these obligations and consider 

reputational implications of healthcare reform into strategic management.  

To be successful, healthcare organisations must be willing and able to effectively 

and creatively manage in an uncertain internal and external environment (Harris, 2006).  

Organisational strategy and design are key elements of the adaptability and survival of 

organisations in highly competitive and complex environments (Harris, 2006).  

Healthcare organisations are inherently unpredictable and non-linear as components of 

the system, internal (professionals and managers) and external (patients, family, 

community, political) have multiple disruptions, changes and interdependencies 

(Martin, 2018).  Yet, the ability to change quickly in response to environmental shifts is 

critical to the success of organisations. 

Consequently, there are several factors that will impact the development and 

adaptability of organisational strategy.  These factors are summarised in Figure 2. The 

external environment within which the public healthcare organisation operates has a 

number of elements that can directly or indirectly affect the organisational strategy as 

well as the successful achievement of its objectives (Harris, 2006).  For healthcare 

organisations, understanding the changes taking place outside of the healthcare 
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organisation requires consideration of both the general environment and the healthcare 

environment (Ginter et al., 2018).  While conceptually different, the impact that these 

two environments can have on healthcare organisations are important (Ginter et al., 

2018).  The general environment can be considered as having a more indirect, albeit 

important, impact on healthcare organisations and generally encompasses trends 

occurring in the community as a whole (Harris, 2006).  For example, fiscal policy and 

spending on infrastructure.  To the contrary, the healthcare environment takes in trends 

affecting healthcare more specifically.  For example, trends in the cost of healthcare for 

community members.  Both general environment and healthcare environments are 

complex, multifaceted entities and to strategically manage healthcare organisations in 

these environments is challenging. 

Figure 2  

Factors affecting the design of organisational strategy 

 
 

 

Adapted from Harris (2006, p. 657). 

 

Organisations in the public sector sometimes adopt a system of ‘muddling 

through’ these environments, which is not the most efficient and effective means of 

managing their complexity (Buse et al., 2012).  This type of approach offers minimal 

chance for development and is not adaptive and responsive to the problems of the 

organisation (Richardson, 2002).  Moreover, opportunities are often missed 

(Richardson, 2002).  
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To assist organisations to function in a highly turbulent environment and to 

manage its scarce and valuable resources effectively and efficiently requires a well-

developed strategic process (Richardson, 2002).  Goods and services should be provided 

effectively and efficiently at minimum cost to ensure the public dollar is managed 

responsibly (Hope & Muhlemann, 1997).  Resource management is essential for 

healthcare organisations, and understanding the value of resources like reputation will 

assist organisations in applying successful reputation management strategies to ensure 

optimal effectiveness.  The preamble to this thesis outlines the importance of clearly 

aligning strategy and innovation with key stakeholders to ensure opportunities for 

innovation and new services are not missed.  Hence, the importance of strategically 

managing reputation as a valuable resource in public healthcare organisations. This 

research will explore the value of reputation from key stakeholders: those who manage; 

work within, or use healthcare services. 

2.7.2 Reputational considerations of stakeholder implication and response to 

healthcare reform 

 The aim of the Australian healthcare reform agenda for organisational 

efficiency, effectiveness and cost reduction will be achieved by setting performance 

targets to measure hospital performance (Duckett & Wilson, 2015).  Essentially, a major 

component of healthcare reform is focused on influencing the behaviour of those at the 

front line of health service delivery.   Driving quality performance and getting the best 

value for the health dollar by reducing inefficiency and waste has largely been led by 

making clinicians accountable and responsible for cost efficiency and budget integrity 

(Fulop & Day, 2010). 

Healthcare reform agendas affecting and placing increasing responsibility on 

frontline clinicians is not new.  While prior to the 1980’s strategic decision making for 

healthcare organisations was dominated by the influence of clinicians (Alexander, 

2001).  The decisions on resource use were largely at the discretion of clinicians who 

determined which resources and where resources were needed, with the role of 

management to respond to those decisions and provide the required resources 

(Alexander, 2001).  However, the 1980’s saw major changes to this process when the 

healthcare system in Australia started to experience significant budgetary constraints.  

The fiscal restraints impacted on the elasticity of hospital budgets and the free flow of 
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resources previously experienced.  For example, changes to resource allocation and 

accountability moved from administrative managers to clinicians, where the resource 

implications of practice were now a consideration for service delivery by clinicians.    

In addition, hospitals initiated various organisational structural changes to 

management and leadership models as a way of maximising an advantage over the 

continual budgetary constraints (Fulop & Day, 2010).  For example, healthcare 

organisations aligned divisional structures with services that are closely aligned, such as 

the surgical departments, perioperative department and intensive care department under 

the same clinical directorate, working together rather than as separate entities (Maddern 

et al., 2006). Hence the clinical directorates are a management cost centre overseeing 

several related clinical services. 

The clinical sub-units, often called ‘Clinical Directorates’ (Dedman et al., 2011), 

were first introduced in 1974 at Baltimore’s Johns Hopkins Hospital (Llewellyn, 2002).  

The model resulted in significant changes to the organisational structure of hospitals.  

With medical specialties grouped together to created one single entity that had full 

budgetary and clinical decision-making authority.  The strategy was designed to place 

the responsibility for managing the diminishing healthcare resources into the hands of 

those who use them, notably medical and nursing practitioners (Dedman et al., 2011).  

The benefit of this organisational structural change was to have greater medical input 

into the prioritisation and development of health service strategies, enhance patient 

coordination and navigation, improve the communication by removing the silo effect of 

specialties working within their own sphere, and create more efficiency and effective 

healthcare spending (Dedman et al., 2011; Disken et al., 1990; Llewellyn, 2002;).   

The clinical directorates became the new way of working and impacted not only 

senior managers but also on the frontline staff as well.  However, having clinical 

directorates is not always seen as advantageous (Braithwaite & Westbrook, 2005).   For 

instance, clinical directorates are comprised of a conglomerate of interacting 

subcultures, such as doctors, nurses and allied health professionals.  Each subculture has 

its own distinct patterns of behaviour and attitudes to clinical and managerial work and 

change (Morgan & Ogbonna, 2008).  Hence, the more powerful and vocal players 

within the directorate may overpower other less powerful subcultures and tensions and 

conflict may result.   
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Therefore, meeting the organisational expectations required by structural changes 

can influence employees’ perception of organisational reputation.  Employees 

increasingly identify with the organisation through their perceptions of reputation and 

the pressure and strain experienced by organisations to perform and meet expectations 

are often paralleled at the employee level (Baer et al., 2018).  The reputation- 

performance induced strains can affect employee attitudes and behaviours and can lead 

to both benefits and burdens for employees (Maslach et al., 2001). 

The reputational considerations of stakeholder implications and response to 

healthcare reform are important on two main levels.  First, the reforms are performance 

and efficiency based, which affects the resource allocation, service delivery and overall 

reputation of the organisation.  Second, the healthcare reform can influence the 

behaviour and attitudes of employees, which in turn potentially effects the overall 

reputation of the organisation.  Hence, how stakeholders conceptualise and form their 

perception of reputation is important to know in order to influence and manage the 

overall reputation of the organisation. 

2.8 CHAPTER SUMMARY 

 This chapter sought to provide an overarching review of the concept of 

reputation and the scholarly contribution to this construct.  The contrasting theories 

relevant to reputation were examined and their role within organisational research.  The 

Australian healthcare system was presented with a review of the development of the 

healthcare system through governmental reform.  Particular attention was given to the 

introduction of competition relevant to healthcare and performance and its effect on 

reputation.  A number of key observations and conclusions were drawn from the review: 

i) the theoretical landscape is awkward; ii) there are a large number of challenges to 

reputation and reputation measurement in public organisations (e.g. uniqueness, 

legitimacy, values, quality, service delivery, solidarity); iii) there is more governmental 

focus on performance and competition in public healthcare organisations, but 

uncertainty exists on the reputation-performance relationship; iv) little understanding of 

how reputation is formed and conceptualised by stakeholders of public healthcare 

organisations, resulting in an overall poorer understanding of reputation and reputation 

management. 
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The review of theories and context presented herein provides the structural 

scaffolding for a second review of the literature (as per Chapter 3) in which empirical 

support for relevant explanations are examined.  
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Chapter 3: Literature Review: Organisational 

Culture and Reputation 

3.1 WHY ORGANISATIONAL CULTURE AND WHAT IS ORGANISATIONAL CULTURE? 

Organisational culture is widely considered one of the most significant factors in 

understanding healthcare organisational performance (Scott et al., 2003; Mannion et al., 

2009).  It can be said that while researchers conceptualise and explain the very nature of 

organisational culture, practitioners tend to signify the management of organisational 

culture as a component to provide explanation and justification for organisational 

challenges and performance (Jacobs et al., 2013).  As a result, there have been a 

plethora of studies into measuring and understanding organisational culture over the 

past few decades (Bailey et al., 2019; Curry et al., 2018; Martin, 2002; Schein, 1990). 

For the purpose of this research, organisational culture is the lens used for 

exploring and understanding the perceptional value of reputation from key stakeholders 

connected to public healthcare organisations in Queensland, Australia.  Therefore, this 

research determines that organisational culture can be defined as a “system of shared 

beliefs and values that guides behaviour (Wood et al., 2011) and can be informally 

described as “how things are done around here” (Braithwaite et al., 2017; Martin, 2002; 

Parker, 2000). 

This research seeks to highlight the meaning behind the attitudes and behaviour of 

stakeholders in their perception of reputation value.  Using Martin’s (2002) three 

perspective theory of organisational culture provides this research with a wider range of 

insights than would be available from a single perspective viewpoint.  This framework 

provides a conceptual sweep to identify commonalities and differences in shared 

meaning between the subcultural groups of frontline staff and senior managers in their 

perceptional value of reputation.  The first part of this chapter provides an outline of the 

conceptual development of organisational culture and discusses the competing views 

that have developed throughout the literature.  The competing views can be broadly 

categorised from two perspectives: culture as something an organisation has; and 
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culture as something an organisation is.  Culture, as something an organisation has, sees 

culture as a variable and related in some way to organisational performance.  It is under 

this section that Schein’s (1990) model of the three levels of culture is discussed. 

 Following this, culture as something an organisation is, highlights the perspective 

of organisational culture as a root metaphor.  In other words, under this perspective 

organisational culture is subjective and looks to the patterns and beliefs that make 

organised action possible.  The chapter will then discuss the combining of these two 

perspectives in a way that they can be effectively regarded as complementary rather 

than opposing, as this is the most suitable position for this research which seeks to 

understand the perceptional value of reputation in public healthcare organisations.   

The next part of the chapter reviews the literature to define organisational culture 

and outlines the difficulties with reaching an agreed definition amongst researchers, 

particularly concerning both subjective and objective perspectives, which feature 

prominently in a large portion of the definitions.  As this study adopts a multi-

perspective approach to understanding organisational culture, it requires a definition of 

culture that incorporates both the objective and the subjective perspectives.  As such, 

the definition of organisational culture adopted for this research incorporates both 

perspectives and is most appropriate for this research. 

The next section of this chapter discusses the use of organisational culture as a 

theoretical lens for this research to explore organisational life.  This section discusses 

Martin’s (1992) three perspective mode, which uses a range of complex variables as a 

method to interpret patterns of behaviour in an organisation.  This way, organisational 

culture can be studied through three different lenses: integration, differentiation, and 

fragmentation.  The appropriateness of this multi-perspective approach for this research 

is discussed, showing how each lens provides a different perspective of the culture 

within the organisations under study. It argues that a multi-perspective approach is 

required in the context of this research in order to develop a complete cultural picture to 

understand the value of reputation in public healthcare organisations. 

Finally, the organisational culture - reputation relationship is discussed, 

highlighting that culture may be an important predictor of reputation for an 

organisation.  Highlighted is the limited empirical evidence considering how culture and 
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reputation influence each other, which justifies the importance of this research in 

addressing this gap by exploring this relationship using a multi-perspective cultural 

approach. 

3.1 CONCEPTUAL DEVELOPMENT OF ORGANISATIONAL CULTURE 

The construct of culture has a long history in anthropology and has been used in 

early writings on organisations (Alvesson & Berg, 1992; Trice & Beyer, 1993), 

significantly by Pettigrew (1979), who introduced culture to organisational studies.  

Pettigrew (1979) legitimised the concepts of beliefs, ideology, language, ritual and 

myths in the study of organisations (Alvesson & Berg, 1992; Schneider et al., 2017; 

Schneider et al., 2013). His emphasis on the relevance of beliefs, myths and values for 

understanding what organisations are provides an instructive basis for researchers and 

practitioners (Schneider et al., 2017; Parker, 2000), resulting in a vast array of books 

(e.g. Alvesson, & Sveningsson, 2008; 2015; Gogheri et al., 2013; Martin, 2002; 

Schneider, 1990; Wood, 2004) conceptual papers (e.g. Alvesson & Sandberg, 2014; 

Martin & Siehl, 1983; Schein et al., 2014; Schein 2015) empirical studies (e.g. Araujo et 

al., 2019; Fu & Chan, 2014; Kanungo & Jain 2013;  Lordanides et al., 2015; Naranjo-

Valencia et al., 2016; 2017; Ranaei et al., 2013; Singer et al., 2009) and review articles 

(e.g. Braithwaite et al., 2017; Hofstede, 2016; Jung et al., 2009; McLean 2005;  Runtu et 

al., 2019; Schneider et al., 2013; Scott et al., 2003) being published, which circumscribe 

to psychological (positivist), sociological (constructivist/interpretivist) and 

anthropological (pragmatic) epistemologies (Allaire & Firsirotu, 1984).  However, 

despite the extensive research, there is little agreement among scholars on a clear 

meaning of ‘organisational culture’ or on how it can or should be observed or measured 

(Scott et al., 2003).   

3.1.1 Culture – something the organisation ‘has’ or something an organisation ‘is’? 

The conflicting views of organisational culture can be broadly grouped into two 

perspectives: that culture is something an organisation has or something an organisation 

is.  That is the perspective of culture as a variable on one hand and culture as a root 

metaphor on the other (Kummerow & Kirby, 2014).  It is important to understand both 

perspectives of organisational culture in order to determine the perspective of culture 

that is most appropriate for this research and to understand the strengths and limitations 
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of each.  The following sections review the literature relevant to both perspectives in 

more detail, concluding with a justification of the use of a multi-perspective approach in 

the context of this research. 

3.1.2 Organisation ‘has’ culture 

Culture as a variable perspective is objective and has been underlined with the 

basic assumptions that culture is related in some way to organisational performance 

(Kummerow & Kirby, 2014).  When culture is viewed as something, an organisation 

has, it becomes a very powerful organisational tool (Ogbonna, 1992).  Advocates for 

this view have a more pragmatic approach in the sense that their work is in some way 

concerned with understanding the effects of organisational culture.  For example, how 

culture affects the organisational performance and adaptability to change (Balthazard et 

al., 2006; Smircich, 1983).   

In this way, culture is seen as something that is created by those in authority 

positions and is relatively consistent throughout the organisation (Mouton et al., 2012; 

Schein, 1983; 1992; 2004).  For example, Balthazard et al. (2006) examined the 

association between different cultural styles and various individual and organisational 

level performance drivers, assessed culture in terms of the behavioural norms and 

expectations required for those seeking to fit in the organisation.  Balthazard et al. 

(2006) highlight that the specific attributes that represent culture can be quantitatively 

measured, analysed and used by management to inform organisational development and 

change interventions, as well as providing important cultural profile data of high and 

low-performing organisational units.  Therefore, culture, as something an organisation 

has, is seen to shape behaviour, gives members a sense of identity and establishes well 

recognized and accepted premises for decision making (Kummerow & Kirby, 2014; 

Ogbonna, 1992). 

This perspective is supported by several scholars (e.g. Hofstede 1984; Ouchi & 

Wilkins 1985; Schein, 1990) and has gained increasing support over the last few 

decades (Kummerow & Kirby, 2014; Schneider et al. 2013; Scott et al. 2003). While 

debates exist on how to study organisational culture and on what perspectives of 

organisations should be the focus, there is increasing focus on the organisational 
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performance consequences of organisational culture (Brown, 1998; Mannion et al., 

2018; Oliver, 2011; Schein, 2017; Wilkins & Ouchi, 1983). 

 In this view, organisational culture is either seen as an internal dependent 

variable to measure outcomes of organisational activities and processes or as an external 

dependent variable explaining differences in the attitudes of employees (Smircich, 

1983).  Researchers adopting this perspective are usually pragmatic in their approach in 

regard to organisational effectiveness and organisational change (Alvesson, 2002; 

Parker, 2000; Schneider et al., 2013).  This approach is typically comparative and 

explains the use of surveys as the preferred method of data collection, exploring the 

attributes of an organisation that characterise the effective from the ineffective attributes 

(Sackmann, 2011; Schneider et al., 2013). For example, measures included variables at 

the individual (e.g. patterns of behaviour, job satisfaction, communication and role 

clarity) and organisational level (financial performance, return on investment, operating 

cash flow, sales measures and overall organisational performance) (Sackmann, 2011; 

Schein, 1990; Schneider et al., 2013).  

Researchers coming from the perspective that organisations have culture have 

defined culture as the system of accepted meanings and patterns of behaviour.  For 

example, Pettigrew (1979) defined organisational culture as “the system of publicly and 

collectively accepted meanings operating for a given group at a given time” (p.574.) 

and Schein (2004) defines culture as: 

 “A pattern of shared basic assumptions that was learned by a group as it 

solved its problems of external adaptation and internal integration that 

has worked well enough to be considered valid and, therefore to be 

taught to new members as the correct way to perceive, think and feel in 

relations to those problems”. (p.17).   

According to Schein (1990), organisational culture can be analysed at three 

different levels, observable artifacts, shared values and basic underlying assumptions. 

See Figure 3 outlining Schein’s (1990) model of organizational culture.   
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Figure 3:  

Three levels of culture 

 

 
 

 

 

 

 

 

 

 
 

 

 

 

Source: Schein (1990) 

 

 

Artifacts 

According to Schein (1990; 2015), visible artifacts are the phenomena that are 

observed, heard and felt when encountering a new group with an unfamiliar culture.  

These include the architecture of the physical environment such as office layout, 

language; technology and products; the artistic creations such as style (clothing, 

manners of address and emotional displays; the myths and stories told about the 

organisation; the published list of values; and observable rituals and ceremonies 

(Schein, 1990; 2015).  Martin & Siehl (1983) explain that observable culture has a 

significant effect on shaping the attitudes and behaviours of employees.  In other words, 

the observable culture is the explicit behaviour pattern that a group displays.  Included 

in this level are the organisation's formal descriptions of how the organisation works, 

such as charters and organisational charts (Schein, 2015).  According to Schein (2015), 

the most important consideration about the artifacts level is that while this level is easy 

to observe, it is very difficult to interpret.  As such, when new to an organisation and 

observing artifacts, some of them will not make sense without asking some questions, 

and the longer time spent in the organisation, the observations will become clear as 

people explain “why we do it that way” (Schein, 2015, p. 18).  However, to really 

understand this level of culture, those new to the organisation must find out why they do 

it that way which leads to the shared values and beliefs level of culture. 

Artifacts 

Observable rituals and stories e.g. visible products of the group 

such as physical environment, language 

Shared values and beliefs 

Ideals, goals, values, ideologies, May or may not be congruent 

with behaviour and other artifacts 

Basic underlying assumptions 

Unconscious, taken for granted beliefs and values – determine 

behaviour, perception, thought and feeling 

Most 

visible 

Least 

visible 

Layers of 

culture 
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Shared values and beliefs 

According to Schein (1990; 2015), when groups take joint action and together 

observe the outcome of those actions, they have a shared basis for determining values 

and beliefs.  However, only those beliefs that have been tested and continue to work 

reliably in solving the groups' problems will become transformed into assumptions.  

Bettenhausen and Murnighan (1985) explain this level as social norms, which are less 

visible but very powerful form of social control over individual action.  In other words, 

the social norms work in the sense of reducing uncertainty in critical areas of the 

functioning of the group (Schein, 1990; 2015).  The beliefs and values that provide 

meaning to a group may not necessarily be congruent with the beliefs and values of 

effective performance.  That is, organisational values that reflect desired behaviour may 

not be reflected in the observed behaviour (Argyris & Schon, 1978; Schein, 2015).  The 

espoused beliefs and values often leave aspects of behaviour unexplained and hence 

limits the full understanding of the entire culture (Schein, 2015).  As Schein (2015) 

explains, to gain a full deeper understanding of the entire organisational culture requires 

an understanding of the underlying basic assumptions. 

Underlying basic assumptions 

Underlying basic assumptions are the essence of culture and represent the “taken-

for-granted beliefs about reality and human nature” (Hatch, 1993, p. 659).  They are the 

beliefs and behaviours that are so profoundly embedded that they can go unnoticed.  

The interpretations may reflect “deeply held values” that become basic assumptions that 

are so well understood that they are difficult to articulate (Martin, 2002, p. 47).  Culture 

as a set of basic assumptions determines what things mean and what actions to take in a 

variety of situations (Schein, 2015).  According to Schein (1990; 2015) culture at this 

level provides members with a sense of identity and values that provide confidence 

(Hatch & Schultz, 2004).  In other words, at this level, culture provides members with 

an understanding of who they are, how to behave with other members and self-worth. 
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Extending Schein’s model 

Hatch (1993) extends Schein’s theory and proposes the Cultural Dynamics Model, 

which draws on symbolic-interpretive perspectives.  The model adds symbols as a 

fourth level and focuses on the links between the levels rather than on the levels 

themselves.  These links include manifestation, realization, symbolism and 

interpretation.  While Schein’s view focuses on what artifacts and values reveal about 

basic assumptions, the Cultural Dynamics Model focuses on how culture is created by 

assumptions, values, artifacts, symbols as well as the processes that link them.  The 

model suggests that the links between the levels work in both directions and that over 

time adjustments are made back and forth through the process of reflexivity and cultural 

consciousness to achieve alignment or consistency between the levels. 

Commensurate with this approach, the more modernistic approach to culture tends 

to refer to ‘hard’ and ‘soft’ dimensions of organisational culture.  The ‘hard’ dimensions 

include logos, mission statements, style of the buildings, uniforms, organisational 

performance and structures, and production procedures.  These ‘hard’ dimensions of 

organisational culture are designed to accentuate and definitively promote the adopted 

ethos of the organisation.  In contrast, the ‘soft’ dimensions include individual attitudes, 

values, team spirit, and organisational rituals (Stokes et al., 2016).  Within this 

modernistic normative perspective of culture, a strong culture is one where the ‘soft’ 

dimensions of culture align with the ‘hard’ dimensions of the espoused culture of the 

organisation.  Lack of alignment between the two dimensions can result in a weak 

culture which will ultimately cause variations in the organisation's performance (Tan, 

2019).  Therefore, organisations with strong management-focused cultures seek 

alignment between the members’ values and beliefs and the mission and values of the 

organisation (Balthazard et al., 2006; Stokes et al., 2016; Tan, 2019).   

Developing and fostering a strong culture is considered critical in achieving 

organisational objectives and improving performance (Briody et al., 2018; Tan, 2019).  

However, strong cultures can prevent organisations from adapting to changes within the 

external environment (Gogheri et al., 2013).  Davies et al. (2000) highlight that while 

the more visible elements of culture, such as artefacts and values, can be manipulated, 

the underlying assumptions, beliefs and attitudes of individual members is likely to be 

more difficult to change and align to those desired by the organisation.   
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The theoretical concepts around the levels of culture and the ability of the 

organisation to build a culture to facilitate the behaviour of staff that is desired by the 

organisation to improve performance has implications for this study, given the context 

and topic of this research.  This thesis advances that the value of reputation is 

perceptually different at different levels of the organisation.  While senior manager 

culture focuses on performance efficiency and productivity, frontline clinician cultures 

are more focused on safe quality care and d the integrity and reputation of their health 

discipline (Golenko, 2017).  In the context of this research, the organisational values are 

developed within the external environment by the Queensland Department of Health.  

Additionally, professional values are developed externally through professional 

registration bodies such as the Australian Health Practitioners Registration Authority 

(AHPRA) and through clinical training and education programs.  Therefore, the level of 

adjustment and change within the organisation to achieve cultural alignment is 

prohibitive.  This lack of alignment has resulted in organisational culture, in some of the 

hospitals, that is hierarchical, fractured and combative, which suggests that 

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

change the culture and may create further malalignment of values and beliefs (Golenko, 

2017).   

Culture as something an organisation ‘has’ perspective is especially useful in the 

context of this research as organisational culture is seen objectively as a variable that 

can explain the value of reputation in terms of organisational performance and 

competitive advantage.  However, culture as something the organisation ‘is’ focuses on 

the unique aspects of culture, taking a subjective view that culture can be inconsistent 

throughout the organisation and not easily controlled by management.   

Organisation ‘is’ culture  

In contrast to the organisations have culture perspective, which sees culture as a 

variable view that is in some way linked to organisational performance, the perspective 

that culture is something the organisation is, sees culture as a root metaphor and not 

something the organisation has but rather something the organisation is (Smircich, 

1983).  According to Smircich (1983) research from this perspective is subjective and 

looks to the patterns and beliefs that make “organised action possible” (p.348).  In this 
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way, culture is seen as a social phenomenon portrayed as systems of cognition and 

belief, patterns of symbolic interpretations, and as manifestations of unconscious 

processes of the mind (Allaire & Firsirotu, 1984; Smircich, 1983).  As such, 

organisations are regarded as metaphors of organisations as ‘little societies’ and thus 

comprising of social systems equipped with socialisation processes, social norms and 

structures showing significant and distinct cultural traits (Allaire & Firsirotu, 1984).  

Similarly, organisational culture can be seen as an organisations identity that is unique, 

integral and socially constructed (Allaire & Firsirotu, 1984; Smircich, 1983).  In this 

way, the culture can be inconsistent throughout the organisation and not easily 

controlled by management (Fitzgerald, 2002; Martin, 2002; Meyerson, 1991). 

While the perspective of organisations ‘have’ culture largely focuses on culture as 

a variable with shared aspects that are in some way related to organisational 

performance, the perspective of culture as something an organisation ‘is’ tends to focus 

on the unique aspects of culture.  For example, Eldridge and Crombie (1974) provide 

that “while the uniqueness of individuals is expressed in their personality, the 

individuality of organisations may be expressed in terms of their differing cultures” 

(p.88). See also (Peters, 1978; Rossi & O’Higgins, 1980; Van Maanen & Barley, 1985).  

This concept of uniqueness suggests that cultural traits and characteristics are exclusive 

to an organisation and not found in any other organisation.  Although, Kreiner & Schulz 

(1995) argue that the edges of culture are permeable and likely to be penetrated by 

external environmental influences, such as members crossing boundaries as part of their 

job (i.e. clinicians’ commitment to their professional identity).  As such, unique 

characteristics that members believe to be particular to a context within the organisation 

are often found in other organisations.   

Focusing studies within the boundaries of the organisation may not adequately 

deal with the impact of environmental influences on the contents of cultures (Martin, 

2002).  Hence, culture and subcultures being studied across boundaries are better 

described as occupational cultures (Martin, 2002).  Furthermore, members may be part 

of multiple cultures at one and may permeate cultural boundaries of an organisation 

(Nightingale, 2018; Parker, 2000).  Nightingale (2018), in her study of culture in the 

National Health Service (NHS), suggests that occupational subcultural characteristics 

can permeate the cultural boundaries of the organisation and that members may identify 
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with a number of cultural entities simultaneously.  This notion of occupational, cultural 

characteristics crossing cultural boundaries of an organisation has important 

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

professional identity and occupational culture (Dixon-Woods et al., 2014; Nightingale, 

2018; O'Neill et al., 2014), it is likely that the cultural characteristics of this group will 

reflect their occupational culture and this, in turn, may or may not be consistent with the 

cultural characteristics of the organisation (Nightingale, 2018).   

Culture as something an organisation ‘is’ perspective is especially useful in the 

context of this research as it adopts a more ideational approach, rather than focusing on 

the material aspects of culture (Alvesson, 1993; Hartel & Ashkanasy, 2011; Kummerow 

& Kirby, 2014; Smircich, 1983) and can be used to investigate the symbolic 

interpretations and meaning of explicit manifestations of culture (Martin, 2002; 

Kummerow & Kirby, 2014).  Based on interpretive processes, researchers often adopt 

an emic (inductive) approach aimed at understanding an employee’s perspective of their 

experiences within an organisation and how these constructed experiences shape the 

culture of the organisation (Kummerow & Kirby, 2014; Martin, 2002).  As such, 

qualitative methods are generally preferred as they aim to develop deep, rich and thick 

descriptions of members’ experiences (Geertz. 1973; Martin, 2002; Parker, 2000).  As 

the perceptional value of reputation is varied among stakeholders, understanding 

stakeholder perspectives of their experiences and how these are constructed provides the 

understanding of the value of reputation. 

Developing a deeper rich understanding of the meanings constructed by different 

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

uniquely beneficial to this research.  This is because it helps to explain the varying 

perceptions of the value of reputation and the conflicts between hierarchical groups.  In 

addition, using a cultural lens provides insights into ways that senior managers and 

frontline staff can work towards overcoming historical tensions and work towards 

collectively shaping a culture that is mutually cohesive and beneficial to the 

organisation and its members. 
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3.1.3 Combining the two perspectives   

Bringing attention to the substantive differences between the perspectives of 

organisations have culture and culture is something an organisation is, does not 

necessarily imply that the two perspectives are incompatible (Kummerow & Kirby, 

2014).  However, the two perspectives are often portrayed as opposing one another 

(Martin, 2002; Parker, 2000).  On the contrary, Alvesson (1993; 2002) provides that 

they can be effectively regarded as complementary.  For example, deep level 

understandings provided through culture as a root metaphor perspective can be used to 

inform decision-making about effective courses of action provided through culture as a 

variable perspective.   

In addition, Alvesson (2002) notes that there are a number of organisational 

culture studies that do not easily fit into either culture as a root metaphor or culture as a 

variable perspective, and as such, lie somewhere in between the two perspectives.  

Furthermore, there are some dimensions of organisational life that are more tangible, 

although no less important, than others and may not be as easily captured under the 

culture as a root metaphor perspective (Kummerow & Kirby, 2014).  Thus, as Alvesson 

(2002) notes, many researchers, while approaching culture as a root metaphor, will also 

address non-cultural aspects of organisations in their work, such as empowerment.   

Using a combined approach to studying organisational culture was provided by 

Morgan and Smircich (1980), who justified the use of a combined approach through a 

framework that shows culture as a root metaphor perspective and culture as a variable 

perspective, as a continuum rather than distinct paradigms.   Consistent with this idea, 

Mouzelis (2008) suggests that objectivism and subjectivism are interrelated and are 

unable to be separated completely.  Similarly, Parker (2000) suggests that the lines 

between the two perspectives are blurred at best and generally overlap.  Alvesson 

(1987) suggests that cultural studies should be permitted to develop unrestricted to a 

particular perspective as the more rigid the perspective, the theoretical rigour is likely to 

be lost in the interest of practicality.  Likewise, Cunliffe (2011) suggests that the 

approach to studying organisational culture should reflect the range and overlay of 

theoretical assumptions. 

Whether the subjective or objective perspectives are considered as separate or 

overlapping, there is considerable support for using both perspectives and adopting a 
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multiple perspective approach (Kummerow & Kirby, 2014; Martin, 2002; Mouzelis, 

2008; Parker, 2000; Smircich, 1983).  As such, a multi-perspective approach is most 

suitable for this research which seeks to understand the perceptional value of reputation 

and its impact on explicit and implicit manifestations of culture.  Reputation is often 

linked with organisational performance and competitive advantage. However, 

understanding the constructed perceptional value of reputation from stakeholders 

requires the use of both perspectives to fully explain reputation and its value within the 

context of public healthcare organisations.   The next section will outline the difficulties 

with defining organisational culture and will justify the definition adopted for this 

research. 

3.2 DEFINING ORGANISATIONAL CULTURE 

Organisational culture has suffered from confusion surrounding the definition, 

with many definitions created and little agreement amongst researchers. The difficulties 

in reaching an agreed definition for organisational culture are provoked by the array of 

meanings that culture has in everyday language (Scott et al., 2003).  Most of the 

definitions highlight two common theoretical features, that being ‘shared’ and ‘unique’.  

For example, Davis (1984) held that culture is “the pattern of shared beliefs and values 

that give members of an institution meaning and provide them with the rules for 

behaviour in their organisation” (p. 1) and Louis (1985) provides that culture is “a set 

of understandings or meanings shared by a group of people.  The meanings are largely 

tacit among the members, are clearly relevant to a particular group, and are distinctive 

to the group” (p. 74).  However, not all researchers agree that culture is shared or 

unique, and while most share a common frame of reference, the word ‘shared’ and the 

concept of ‘unique’ fail to elicit agreement among cultural researchers (Martin, 2002).  

That is, some definitions identify conflict between opposing points of view rather than 

that which is shared.  For example, Mills (1983) provides that:  

“…cultural arrangements of which organisations are an essential 

segment, are seen as manifestations of a process of ideational 

development located within a context of definite material conditions.  It 

is a context of dominance but also of conflict and contradiction in which 

class and gender, autonomous but overdetermined are vital dynamics.  

Ideas and cultural arrangements confront actors as a series of rules of 
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behaviour; rules that in their contradictions, may variously be enacted, 

followed or resisted”. (p. 366) 

Although, even Mills (1983) definition does presumptively acknowledge some 

sharing of points of view by subcultures.  What is highlighted in Mills’ (1983) 

definition is the emphasis on material conditions in which ideations develop.  The 

material manifestations include conditions of work in the organisation, such as salary, 

wellbeing, that characterise work at different levels of an organisation’s structure 

(Martin, 2002).  Czarniawaska-Joerges (1992) suggest that the material manifestations 

in organisational culture must be considered in studies in order to provide a rich 

understanding of the disparate differences within hierarchical levels.  In other words, 

working conditions such as the frontline staff endurance of day-to-day complex patient 

care or the relative quiet and luxury of the executive level need to be considered in order 

to gain a rich in-depth understanding of the culture as it is likely to highlight the 

intergroup conflicts (Martin, 2002). 

Other approaches to defining organisational culture have considered material 

conditions as important abstract considerations; however, are not defined as being part 

of culture.  In other words, the material conditions such as pay, reporting structures and 

policies are not part of the cultural structure.  The cultural structure consists of elements 

such as beliefs and values that emerge and explain the material conditions (Martin, 

2002).  For example, Davis (1984) provides that culture is “the pattern of shared beliefs 

and values that give members of an institution meaning and provide them with the rules 

for behaviour in their organisation” (p.1).  Whether material conditions are defined as 

important to a cultural study but not part of the cultural manifestations, or on the other 

hand, whether material conditions are considered as part of the cultural manifestations, 

both aspects highlight the importance of considering the material conditions that 

characterise the cultural context (Martin, 2002). 

This study adopts a multi-perspective approach to understanding organisational 

culture and, as such, requires a definition of culture that incorporates both the objective 

and the subjective perspectives.  As such, the definition of organisational culture 

adopted for this research incorporates both perspectives and is most appropriate for this 

research.  This definition was provided by Fitzgerald (2002) and adapted from Martin 

(2002) as: 
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“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”. (pp. 23-24). 

 This definition is most appropriate for this research as it incorporates bother 

objective and subjective manifestations of culture that can be shared or unique.  

Importantly, this definition also incorporates the three perspectives of culture 

(integration, differentiation and fragmentation) and acknowledges that culture can be 

influenced by the external environment and by members belonging to more than one 

subculture simultaneously.  Hence, this definition provides the basis for understanding 

the perceptual value of reputation from internal and external stakeholders.  

Thus far, this chapter has justified the use of a multiple perspective approach for 

this study that combines both the subjective and objective perspectives to develop a 

complete in-depth understanding and picture.  The following section provides the 

theoretical lens that will be adopted for this research. 

3.3 ORGANISATIONAL CULTURE AS A THEORETICAL LENS 

Researchers have used organisational culture as a lens to explore organisational 

life.  The conceptualisation of organisational culture proposed by Martin (1992; 2002) 

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

both the subjective and the objective perspectives.  Martin’s (1992; 2002) three 

perspective model uses a wide range of complex variables as a method to interpret 

patterns of behaviour in an organisation.  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 (Martin, 

2002; Meyerson, 1991).  Notably, these perspectives have been used effectively 

together in organisational culture research in organisations (Braithwaite et al., 2010; 
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Markowitsch, 2018; Mathew, 2019; Weerts et al. 2018;) which supports the 

appropriateness of the multi-perspective approach for this research as each lens provides 

a different perspective of the culture within the organisation. 

3.3.1 Integration perspective 

The integration lens examines organisational culture from a functionalist 

perspective which focuses on those manifestations that have mutually consistent 

interpretations (Martin, 2002).  A functional view of organisational culture is promoted 

to provide managers with easy solutions to organisational problems (Jung et al., 2009).  

The integration perspective assumes organisation-wide sharing of beliefs and 

assumptions and assumes that the elements that make up culture (such as, basic 

assumptions, values, behavioural norms, stories and rituals) are consistent with and 

reinforced by one another (Kummerow & Kirby, 2014; Martin, 1992; 2002).  Further, 

the integration perspective allows the researcher to view what is shared and understood 

between members of the organisation and becomes the norms of behaviour.  For 

example, in the healthcare setting members may work for the organisation because they 

believe in caring for the patient which aligns with the organisational values of being 

patient focused.  Therefore, it would be expected to see behaviours indicative of caring 

and prioritising patient care.  This was highlighted in the study by Braithwaite, et al. 

(2010) of a teaching hospital where the integration perspective found members of 

professional groups (doctors, nurses, allied health) individually aligned to the broader 

hospital values.  

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

used as the starting point to identify the expectations of the organisations, not only with 

regard to how it wants members to behave but also how it wishes to be perceived by 

external stakeholders, including consumers, community and government.  It was used to 

create a framework for the research by identifying the ‘hard’ aspects of culture such as 

the mission, vision, objectives, and values. It was also used to identify the symbols such 

as the physical layout of offices and patient care areas and to identify the organisational 

structure, policies and procedures, different professional uniforms and the way members 

communicated with one another. 
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While having a number of benefits as stated above and being influential with 

many scholars and practitioners, the integration perspective also has its limitations.  As 

suggested by Martin and Meyerson (1988), the integration perspective is naive of the 

expectation that organisational contexts in which conflicts of interest are endemic 

should be characterised by consistency and consensus.  Linstead et al. (2004) argue that 

the explicit manifestations of shared culture represent the espoused values of the 

organisation culture, which is over-reliant on the role of leadership to sell or impose on 

the rest of the organisation.  From this perspective, leaders are regarded as highly 

influential in terms of both shaping and changing organisational culture (Martin, 1992; 

Martin & Meyerson, 1988).  Organisation wide culture is designed to entice employees 

to ‘buy in’ to the behaviours expected of the organisation, regardless of their own 

individual values and beliefs (Denison, 1984; 1990; 2012; Kotter & Heskett 1992; 

Lincoln & Kalleberg, 1990; Markowitsch, 2018; Mathew, 2019; Weerts et al. 2018).   

Although, what is seen, is not always what is true, and where cultures are most 

visible is where one can expect the deepest conflict and difference of opinions (Fulop et 

al., 1999; Mathew, 2019).  It is the divergence of opinions and discordance with the 

attitudes, beliefs and values between members, groups and organisation that leads to the 

emergence of subcultures and countercultures (Linstead et al., 2004; Markowitsch, 

2018; Weerts et al. 2018).  In the context of this research, the senior manager approach 

represents the integrative perspective.  Although, the divergence of opinions and 

discordance in the attitudes, beliefs and values between the organisation and frontline 

clinicians and professional groups suggests that there are likely pockets of subcultures 

that need to be examined from a differentiation perspective. 

3.3.2 Differentiation perspective 

The differentiation perspective focuses on cultural manifestations that have 

inconsistent interpretations (Martin, 1992; 2002).  Researchers within this perspective 

often pay particular attention to non-leader cantered sources of culture (Louis, 1985; 

Meyerson & Martin, 1987; Parker, 2000; Von Zugbach, 1988).  These researchers, 

however, differ in their analysis of units of differentiation by which to characterise the 

field.  For example, some scholars see culture as a product of social structures such as 

departments and/or professions and groups (Parker, 2000).  Organisational members 

who share strong values with some but not all the members of the organisation are 
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described as manifesting subcultures (Trice & Beyer, 1993).  Differentiation can occur 

on the basis of demography within an organisation or, in the case of this study, 

subcultures can emerge from a functional (senior manager) and professional (frontline 

staff) divide.  Personal characteristics that are similar to other members can encourage 

the development of subcultures, including ethnicity, occupation groups, age, division 

structure (Trice & Beyer, 1993).  Some of these relationships expand across 

organisations, particularly similar industry organisations or professional bodies.  For 

example, clinicians can develop a shared relationship through membership of their 

professional body, which can be seen to represent a distinct subculture. 

Subcultures in healthcare organisations can represent differences in values and 

beliefs as well as professional education and, as such, can be seen as occupational and 

professional subcultures.  Subcultures can proceed along vertical (hierarchical) or 

horizontal (functional) lines and may also emerge based on networks or personal contact 

at work and friendship (Martin, 2002).  The subcultures can coexist with other cultures 

and can unify members through the use of symbols, resources and other forms of 

meaning (Clegg et al., 2005; Fitzgerald, 2002; Markowitsch, 2018; Weerts et al. 2018).  

The relationship between subcultures can be mutually reinforcing, conflicting, and 

independent (Bartunek & Moch, 1991; Louis, 1985; Martin, 2002; Mathew, 2019; 

Stevenson & Bartunek, 1996; Trice & Beyer, 1993) or can lead to dominance over other 

subcultures that are seen to have unequal access to power and resources within the 

organisation (Callan et al., 2007; Lok et al., 2011; Morgans & Ogbonna, 2008).  For 

example, in the healthcare setting, clinicians are part of a dominant subculture with their 

professional authority and autonomy providing them with power and influence over 

decision-making about clinical practice and resources. 

The differentiation perspective was used in this research to compare attitudes and 

beliefs and perceptions of organisational culture between subgroups with those of the 

organisation.  Using this lens provided an understanding of the distinguishable values, 

beliefs and attitudes of the various subcultures and how subcultures in public healthcare 

organisations experience tension or conflict as the impact of this on other members of 

the organisation.  However, the differentiation approach on its own has limitations as 

this perspective does not account for ambiguity, although cultural manifestations from 

this perspective may seem ambiguous (Richter & Koch, 2004).  As such, this study also 
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considers inconsistent and ambiguous behaviours that are examined from a 

fragmentation perspective. 

3.3.3 Fragmentation perspective 

The fragmentation perspective on organisational culture recognises the uniqueness 

of members and acknowledges the uncontrollable uncertainties, contradictions and 

irreconcilable differences (Martin, 2002; Meyerson, 1991).  According to Alvesson & 

Sveningsson (2015), this perspective acknowledges that cultural patterns can be 

unpredictable, fluctuating and inconsistent, which may be as a result of members 

belonging to multiple subcultures and the interactions of members between subcultures.  

Fragmentation includes more than the ambiguity that develops from ignorance or 

confusion (Martin, 2002).  It also encompasses the complications that arise from divided 

opinions and includes irreconcilable tensions between opposites, ironies, paradoxes or 

contradictions (see, Alvesson, 1993; DiMaggio, 1997; Hatch, 1993; Markowitsch, 2018; 

Mathew, 2019; Meyerson, 1991; Weerts et al. 2018). 

The existence of ambiguity is refuted by Schein (1990), who argues that the 

concept of shared meanings is core to the definition of culture, and as such, if there is 

extreme ambiguity and lack of consensus, then there is no organisation, at least not in a 

cultural sense.  However, Meyerson (1991) provides that ambiguities can be both 

normal and abnormal parts of an organisations culture, but most cultural studies 

consciously ignore the ambiguity because the focus of researchers is on objective 

tangible aspects of culture.  In the context of this research, ambiguity may be a 

characteristic of a healthcare organisations culture and as such needs to be considered.  

However, a focus on the fragmentation perspective as a single lens assumes that the 

integrative and differentiated perspectives do not coexist within an organisation 

(Markowitsch, 2018; Martin, 2018; Martin, 2002; Weerts et al. 2018).   

3.4 SINGLE AND MULTI-PERSPECTIVE CULTURAL STUDIES 

According to Martin (2002) researchers of organisational culture usually adopt a 

single perspective study through either integration or differentiation or fragmentation.  

Most single perspective studies tend to look at organisational culture through the 

integration or differentiation perspective and generally adopt the organisations have 

culture view (Martin, 2002).  These studies tend to emphasise social norms and shared 
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meanings of culture.  In contrast, studies that adopt a multi-perspective lens assume that 

all three perspectives coexist in the organisation (Markowitsch, 2018; Martin, 2002; 

Martin, 2018; Weerts, et al., 2018).  This multidimensional view is appropriate to 

understanding organisational culture as organic, responding to internal and external 

influences.  Hence, understanding that the culture of the organisation is constantly 

changing.  According to Fitzgerald (2002), these perspectives are also hierarchical with 

the dominant culture among senior managers more likely to be characteristic of an 

integrated culture, while the dominant type of culture among lower-level managers is 

more consistent with differentiated, and frontline members more likely to be dominated 

by a culture that is characteristic of a fragmented culture.  However, the three 

perspectives are not merely three levels of analysis; the three levels differ from each 

other on all three levels of analysis (Martin, 2002).  The three perspectives each 

conceive a culture in radically different terms: as unified, as a collection of subcultures, 

or as a gathering of fleeting, issue-specific concerns constantly in a state of flux (Martin, 

2002).  According to Martin (2002) each level of analysis should be examined from 

each perspective, as outlined in Table 2.  

   

  Table 2  

  Levels of analysis and the three perspectives 
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Source: Martin (2002, p. 152).   

As shown in Table 2 one of the three perspectives will not provide a more 

accurate description of culture at a particular point in time, all three levels are relevant 

at any point in time (Martin, 2002).  Ensuring that all levels are examined from each 

perspective helps to view the world in a particular, socially constructed way, stemming 

from the viewpoint of the researcher and the characteristics of the context and the 

members being studied (Martin, 2002).  Thus Martin’s (2002) three perspective model 

is relevant for this research as it highlights understandings of the cultural manifestations 

and interpretations from all levels, within the complexity of public healthcare 

organisations.  The multi-perspective approach was applied: First, this study 

incorporated both explicit (subjective) and implicit (subjective) manifestations of 

culture. Second, it examined these manifestations of culture and the perceptional value 

of reputation at an organisational, group, and individual level.  Third, these levels of 

analysis were examined through integration, differentiation, and fragmentation cultural 

lenses to determine the culture – reputation relationship. 

3.5 CULTURE AND REPUTATION 

Previous research on reputation suggests that culture may be an important 

predictor of reputation for an organisation (Alsop, 2004; Aminu et al., 2018; Dukerich 

& Carter, 2000; Flatt & Kowalczyk, 2000; 2008; Fombrun, 1996; Fombrun & Shanley, 

1990; Gonzalez-Rodriguez, et al., 2019; Sutedjo, et al., 2018) largely due to the internal 

Level of analysis Perspective 

 Integration Differentiation  Fragmentation 

 

Organisational 

 

Consensus 

throughout the 

organisation; goal is 

assimilation and 

conformity 

 

 

No organisation-wide 

consensus; 

organisation is 

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, 

nested, over-lapping 

Individual Self-unified, 

constant, a member 

of the culture 

Self-composed of 

multiple subcultural 

identities 

Self-fragmented, in 

flux; no central unity. 
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culture and external reputation factors interlinking and informing each other (Gonzalez-

Rodriguez, et al., 2019; Hatch & Schulz, 2000).  While a number of scholars cite a 

culture – reputation relationship, the empirical testing of this relationship (Alsop, 2004; 

Dukerich & Carter, 2000; Eberl & Schwaiger, 2005; Flatt & Kowalczyk, 2008; 

Fombrun & Shanley, 1990; Rindova, et al., 2005) has been limited within the healthcare 

sector.  However, researchers that have tested this relationship within the healthcare 

sector highlight that organisational culture has emerged as a predictor of reputation (e.g. 

Braithwaite, et al., 2010; Luxford et al., 2011; Smallman & John, 2001). 

A potential relationship between reputation and culture was suggested by Weigelt 

and Camerer (1988) who advanced that because culture influences strategy 

implementation and performance then using straight forward logic, culture would also 

support reputation building activities, particularly where unwritten rules guide 

employees in their response to unforeseen and ambiguous situations.  Similarly, some 

researchers propose that culture is related to the organisations identity and identity is 

related to reputation (Alsop, 2004; Davis et al., 2014; Fombrun, 1996; Hatch & Schulz, 

2000).  This notion was confirmed by Flatt and Kowalczyk (2008) in their empirical 

study of 104 organisations.  The authors found that a strong organisational culture 

positively influences reputation and suggest the culture creates the context for 

employees to align their perception of their organisation’s reputation through cultural 

norms and shared values towards organisation goals.  The authors also found that the 

relationship between culture and financial performance is mediated by reputation, 

suggesting both a direct and indirect effect that culture has on performance.  While there 

is theoretical support suggesting a relationship between culture and reputation, what is 

highlighted is the limited empirical evidence considering how culture and reputation 

influence each other and how the indirect effects of this relationship contribute towards 

a competitive advantage.  This research addresses this gap in the literature by exploring 

the reputation – culture relationship using a multi-perspective approach. 

3.6 SUMMARY 

This chapter has reviewed the literature in relation to cultures in organisations and 

the conceptual development of organisational culture.  It concludes that in order to 

develop a complete picture of organisational culture within the context of this research, 
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a multi-perspective approach was required in order to obtain a more complete picture of 

the phenomenon under study.
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Chapter 4: Methodology 

Chapters 2 and 3 concluded that scholarly knowledge on the topic of reputational 

value is somewhat confined and fractured, with a limited understanding of the 

relationships and interdependencies between various aspects and interpretations and 

how they may interact to illuminate understanding.   

Qualitative research is well suited to areas that are underdeveloped and where 

understanding how people experience and interact within their social world is important 

(Merriam & Grenier, 2019). Additionally, qualitative studies are capable of answering 

‘how’ and ‘why’ factors affect the ways in which individuals construct reality, which 

must be explored in order to begin the inductive process of understanding organisational 

reputation from stakeholder perspectives (Mason, 2002).  As suggested by Mason 

(2002): 

“Through qualitative research we can explore a wide array of dimensions 

of the social world, including the texture and weave of everyday life, the 

understandings, experiences and imaginings of our research participants, 

the ways that social processes, institutions, discourses or relationships 

work, and the significance of the meanings that they generate”. (p. 11) 

This chapter is structured in three parts.  Part one, outlines the aims and objectives 

of the research and outlines the research questions that were used to guide this study.  

Part two, contemplates the assumptions that might influence the research process and 

design.  Methodology (distinct from method (Hyett et al., 2014) is discussed, along with 

providing an introduction to the interpretivist / constructivist perspective.   

Part three, describes the research approach, including the construction and 

integration of an interpretivist / constructivist method using a multi-phase, sequential, 

qualitative research design using an ethnographic tool kit, underpinned by Denzin and 

Lincoln’s (1994) foundational qualitative approach. The research design allows for 

examination of stakeholder perceptions of the value of reputation within a complex 

public healthcare system, where the government promotes reputation through 
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fundamental values of integrity, customers and patients first, accountability, respect and 

engagement (State of Queensland [Queensland Health] 2020a). 

4.1 STUDY AIMS AND QUESTIONS FOR RESEARCH 

4.1.1 Research aim 

This study aims to explain how and why the perceptual value of reputation is 

influenced by various environmental, organisational and cultural factors.  Little is 

known from the literature regarding how reputation is conceptualised and formed by 

stakeholders, both internal and external to hospital and healthcare services, especially 

ways in which the identified dimensions of reputation may interact.  This study seeks to 

address this gap of evidence and understanding. 

4.1.2 Research objective 

The objective of this study is to contribute to the development and understanding 

of the dimensions of reputation.  While recognising the limits of empirical 

generalisability for qualitative inquiry, the main objective of this study is to contribute 

to the body of knowledge about how reputational value is conceptualised and formed.  

In addition, this research explores how the dimensions of reputation can be harnessed or 

developed, to facilitate robust reputation management strategies to increase the 

likelihood of competitive advantage and performance improvement in the public 

healthcare context.  

4.1.3 Research questions 

Addressing the deficiencies evident within the scholarly literature, a three-part 

research question was developed for an in-depth qualitative exploration of a large 

Hospital and Healthcare organisation, located in South East Queensland.  Generating 

and discovering the answers to the research problem and question requires obtaining 

detailed knowledge from the field of inquiry (Creswell, 2014).  Therefore, the research 

questions are essentially how and why questions established to foreshadow the approach 

to inquiry.  They ask how internal stakeholders (frontline staff, senior managers) 

working within, and external stakeholders (community members) using public hospital 

and healthcare services, value reputation, and how reputation impacts on decision 

making and actions in general.  Hence, the research questions were developed to 
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explore and understand the perceptions and views of both internal and external 

stakeholders on reputation in south-east Queensland public hospitals. 

The research questions are aimed at explaining what the research intends to 

understand about factors affecting reputation and what influence reputation has over 

decision making and competitive advantage for Hospital and Health Services.  

Accordingly, the research questions allowed the researcher to consider reputation from a 

cultural perspective.  Learning about groups and subgroups to be able to understand and 

describe its richness and complexity was an essential part to this research as it helped 

the researcher search for logical cohesive patterns in the behaviours and ideas of the 

participants. 

Multi-perspective cultural studies have shown that executive and senior 

management positions commonly view culture from an integrative perspective (i.e. 

culture viewed in relation to unanimity and consistency) (Daymon, 2000; Fitzgerald, 

2002; Kappos & Rivard, 2008).  Employees with a more clinical focus tend to view 

culture from either a differentiation or ambiguity perspective with complexity existing 

at all levels within the organisation (Daymon 2000; Fitzgerald, 2002; Kappos & Rivard, 

2008).  Therefore, the research questions provide a platform for reflective and 

contextual learnings and understandings of reputation from the three cultural 

perspectives that will provide the researcher with a complete picture of the phenomenon 

under study (Tracy, 2013).  

Thus, the research questions guiding the research are: 

RQ. 1 In what way is the perceptual value of reputation conceptualised about 

public healthcare organisations? 

RQ. 2. In what way is the perceptual value of reputation formed about public 

healthcare organisations? 

RQ. 3. How do internal and external stakeholders perceive the value of reputation 

in public healthcare organisations? 
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4.2 METHODOLOGY 

4.2.1 Research assumptions 

When it came to choosing which research design to use for this research, it 

required consideration of the criticisms and limitations of each method as well as clearly 

recognising that methodological choices are about flexibility and appropriateness 

(Patton, 1988; 2015).  Making the clear philosophical and methodological assumptions 

that underpin research design is particularly important to the integrity of the research 

findings (Marsh et al., 2018).  However, many veiled assumptions penetrate research 

designs as a consequence of the researcher's fundamental beliefs about the nature of the 

world and existence (ontology), the theory of knowledge and how it is acquired about 

the world (epistemology) and the nature of values and valuation that form the basis of 

the search to know about reality (axiology) (Rawnsley, 1998; Turner & Risjord, 2007; 

Varpio & MacLeod, 2020).    

The researcher’s position in relation to these assumptions, whether or not 

manifestly considered by the researcher, will influence the selected research design 

(Goldkuhl, 2012).  The varied positional approaches adopted by researchers to 

ontological and epistemological questions are often contested, characterised as 

conflicting positions, often between the broad positions of positivism and interpretivism 

(Goldkuhl, 2012; Marsh et al., 2018).  Where positivists adhere to a realism ontology 

and seek to establish independent causal relationships between social phenomena, thus 

establishing explanatory, predictive truths (Creswell, 2014; Marsh et al., 2018), 

interpretivism assumes that the social world is relativistic and can only be understood 

from members of the social group who are directly involved in the activities being 

studied and are, therefore, more cautious about truths (Falconer & Mackay, 1999).   

The research design employed for the current study is informed by the 

interpretivist/constructivist stance: a subjectivist ontology and epistemological position, 

as a double hermeneutic understanding (one level – the world is constructed by the 

actors; the other level – the actors' construction is interpreted by the researcher), 

(Lowndes et al., 2017) and therefore, a broader, balanced approach in response to the 

perceived weaknesses of positivism and critical realism (Lowndes et al., 2017; Michel, 

2012).  The positivist research methodology emphasises experimentation research from 

the natural sciences, including lab-like environments and randomised controlled trials, 
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which eliminate the complexity of the external world (e.g. social and psychological 

influences). The critical realist tradition takes a middle ground between positivism and 

interpretivism and can be seen as a variable separate approach within organisational 

management research (Greenhalgh, 2004; Greenhalgh et al., 2009).  Although, the 

attempt to unify method in the natural and social sciences in accord with the ontology 

positioned by critical realism is where tension arises with this approach (Cruickshank, 

2017).  The difficulty seen with the critical realist ontological assumptions is the 

transitive dimension and the intransitive dimension seem mutually exclusive of each 

other, thus lacking “a deeper appreciation of the ontological significance of science and 

language as human activities and potentialities” (Michel, 2012, p. 209). In contrast, 

interpretivist research designs are often associated with qualitative research, putting the 

sense-making and process of those studied at the centre of the research, mostly using 

abductive logic of inquiry to make sense of experiences within social structures 

(Alharahsheh, & Pius, 2020; Goldkuhl, 2012).   

The rationale for adopting an interpretivist/constructivist stance goes beyond the 

researcher’s personal affinity with interpretivism but is also informed by the suitability 

of the approach for a qualitative, ethnographic multi-phase study. 

4.2.2 Interpretivism 

Researchers use interpretivism to explore and analyse the meanings that humans 

bestow upon their own and other’s actions (Myers, 2009). As suggested by Myers 

(2009) “interpretive researchers assume that access to reality, either given or socially 

constructed, is only through social constructions, such as, language, consciousness, 

shared meanings and instruments” (p. 38).  Interpretivism is empirical in nature, but the 

approach is different to the traditional scientific methods used by the physical sciences.   

While inspired by a number of qualitative concepts and approaches (see, Patton, 

[1990] highlights 10 traditional approaches and Tesch, [1990] lists over 40 different 

approaches), the interpretive approach relies on naturalistic methods of inquiry, such as 

interviewing, observations, and analysis of documents.  The interpretivist allows the 

focus of the research to be on understanding what is going on in a given context by the 

consideration of varied realities from, different human perspectives; researcher 
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involvement; the context under study; and the meanings and motives of actions 

(Neuman, 2014).  Interpretivist researchers assert that the world is socially or in a 

roundabout way constructed and therefore a distinct feature of this approach is based on 

a constructivist lens (Carson et al., 2001; Lowndes et al., 2017).   

The interpretivist researcher often adopts an exploratory approach in order to 

study what is going on in particular contexts and situations, to reach an understanding of 

the characteristic orientations of the study participants (Lowndes et al., 2017).  In 

essence, for researchers working within this approach, the understandings and 

interpretations of social phenomena directly affect outcomes.  That is, the 

interpretations and meanings of social phenomena can only be understood and 

established within language, contexts or behaviours.  Hence, the focus of interpretivist 

is exploring the language or behaviours and “establishing the interpretations and 

meanings they attach to social phenomena” (Lowndes et al., 2017, p. 189).  This 

research sought to understand the perceptual value of reputation within public 

healthcare organisations, using a cultural lens. The key tenets of ontological assumption 

and epistemological stance are briefly summarised herein.  

4.2.3 Subjectivist Ontology and epistemology 

Ontology is the “study of being” (Crotty, 1998, p. 10) and “raises basic questions 

about the nature of reality and the nature of the human being in the world” (Denzin & 

Lincoln, 2005, p. 183).  The ontological debate is that reality exists independent of 

human consciousness and experience (objectivism), or reality exists within our 

consciousness and only through experience (subjectivism) (Levers, 2012).  As an 

interpretivist, the core ontological assumptions adopted for this research see reality as a 

social construction.  Hence, individuals create meanings through language, routines, 

behaviours and symbols.   The researcher identifies with a constructivist assumption 

about human nature.   

Constructivism holds that “meaning is not discovered but constructed” (Crotty 

2003 p. 42).  Meaning emerges when it is consciously thought about with meanings 

constructed by human beings as they engage in the world they are interpreting (Crotty 

1998).  The epistemological stance is to understand how reality is created through 

exploration of pure subjectivity.  As such, this approach is well suited to qualitative 
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studies as it allows the researcher to explore and construct meaning through rich stories 

and self-reflexivity (Creswell, 2009; Creswell & Poth, 2018).  In this research, meaning 

is constructed by the participants involved in the study and by the researcher in the 

analysis and comprehension of those meanings. 

 A subjectivist ontology and epistemology using a constructivist lens is well suited 

to this research as it is orientated toward real life scenarios and this allows for a 

qualitative method approach.  This approach is critical for understanding the value of 

reputation in the healthcare setting and for developing a more complete in-depth picture 

of reputation from multiple perspectives.  The value of reputation arises from the 

different stakeholder perceptions of reputation and its value in public healthcare 

services.  Thus, the adopted research paradigm allowed the researcher to construct, 

analyse and interpret the findings from multiple perspectives by focusing on the reality 

of the actions, language, situations and consequences of the participants.  Further, the 

research paradigm allowed for the development of practical solutions based on theory 

and evidence. 

4.2.4 Interpretivist qualitative exploratory research 

The strengths of qualitative research allowed the researcher to understand the 

meaning for the participants in the study, including their experiences and actions they 

are involved in (Maxwell, 2013; Menzel, 1978).  The face credibility of qualitative 

research, and the focus on particular contexts and their meaning for participants in these 

contexts, make it particularly suitable for researcher collaboration with their participants 

(Brydon-Miller et al., 2011; Maxwell, 2013; Pushor, 2008; Somekh, 2009; Tolman & 

Brydon-Miller, 2001).  Qualitative research also allows for searching for meaning 

within the data collected, by using the perceptions and descriptions of the research 

participants. 

In terms of this research, qualitative research is justified as it allowed for an 

understanding and to learn the meaning that the key stakeholder participants hold of the 

perceptional value of reputation.  This required being involved in the research process, 

interacting with the participants, and observing their patterns of behaviour.  Being part 

of the research involved providing an interpretation of the value of reputation and its 

impact according to the research participants.  In addition, researching within the natural 
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setting of the participants provided the ability to examine the construct of reputation 

according to the participants and to consider the value of reputation and its impact on 

decision making in the context of public healthcare services. 

Creswell and Poth (2018) point out that qualitative research allows for data to be 

collected in the natural setting of the participants.  Being in the natural setting provides 

opportunity to understand, describe and analyse the organisation’s culture from multiple 

perspectives.  As highlighted by Bryman (2016) qualitative research can “describe and 

analyse the culture and behaviour of humans and their groups from the point of view of 

those being studied” (p.46), which, for this study, are those working within or using 

public healthcare services.   Greib et al., (2015) also provides that understanding the 

individual behaviours and norms around those behaviours requires an in-depth 

understanding of the individual within their environment and, that this is best achieved 

by the researcher interacting with the participants, observing patterns of human 

behaviour and thought in the natural setting. 

Researching an organisation’s culture can be approached from two main 

perspectives; the insider perspective and the outsider perspective.  These approaches 

were defined by Pike (1967) as the emic (inductive) approach and the etic (deductive) 

approach (Onwuegbuzie & Johnson 2006).  The emic approach is the inside approach, 

where the emic perspective is the perspective of the insider.  This approach uses 

qualitative methods to obtain content specific points of view from participants by the 

researcher immersing themselves in the culture and developing relationships with the 

participants (Tracy, 2013).   The etic approach is the outside approach, where the etic 

perspective is that of the objective outsider looking in and studying the group 

(Onwuegbuzie & Johnson 2006).  A prominent feature of etic research is that 

observations can be made in and across different settings that are similarly aligned 

(Morris et al., 1999).   

Traditionally, emic and etic approaches to research have been divided with some 

researchers using a single method in their inquiry (Onwuegbuzie & Johnson, 2006).  As 

Currall & Towler (2003) show generally, qualitative researchers relied upon the emic 

approach, whilst the etic approach was preferred by quantitative researchers.  However, 

recent literature supports the use of both approaches, to maximise knowledge gained 

(Creswell, 2014; Currall & Towler 2003; Fetterman 2010; Hofstede 2016; 1984; Morris 
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et al. 1999; Onwuegbuzie & Johnson 2006; Tracy, 2013).  For this research, a 

combination of both approaches provided a balanced and complete view of the issues in 

relation to the perceptional value of reputation in the public healthcare setting in South 

East Queensland. That is, in the hospital where the participants worked so that up-close 

information on the perception of reputation could be gathered.  Thus, participant 

behaviour within their context and the influence of the context on their behaviour could 

be observed.   

Being involved in the research process also allowed for an interpretation of the 

perceptual value of reputation according to the research participants.  Most notably, 

qualitative research allowed for the adoption of a cultural lens to observe behaviour and 

ensure that those behaviours are positioned in a meaningful and culturally relevant 

context (Fetterman, 2010). In this study, more emphasis was placed on the experience of 

the participants in the study. To understand the perception of reputation from internal 

stakeholder groups (frontline, senior manager) it was important to interpret the shared 

patterns of culture in these groups and qualitative research methods facilitated and 

enhanced the interpretations and understandings. 

Additionally, qualitative research provides for “rich, thick description” (Creswell, 

2014, p. 202) of the views and perceptions of the research participants.  The extensive 

use of words, examples and stories told by the participants provides rich descriptions 

and explanations to reinforce the interpretation and understanding of the phenomenon 

under study (Creswell, 2014).  In other words, the thick, rich description provided an 

enhanced explanation based on how participants are influenced by some situations and 

events.   For this research, rich descriptions and explanations provided by the 

participants reinforced the interpretation and understanding in relation to the value of 

reputation in public healthcare services within South East Queensland.    

Further, qualitative research is well suited to community-based research with 

participants in the study.  Part of this research involved understanding the perceptional 

value of reputation from consumers of healthcare, thereby gaining a community 

perspective.  The lived experiences of consumers of healthcare provided an external 

research lens, which provided a complete perspective of the value of reputation. 
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As this research involved exploration of the perceptional value of reputation from 

both internal (frontline staff, senior managers) and external (local community members) 

stakeholders, it was well suited to qualitative methods.  This was because it preserved 

chronological flow and observed the consequences of events, which allowed for 

deriving at more rich explanations (Miles et al., 2020).  Conducting this research in two 

phases allowed for the ability to refine phase 2 of the study from the findings from 

phase 1.  This led to serendipitous findings in relation to the value of reputation within 

public healthcare. 

Qualitative research methods are further justified by facilitating the development 

of both theoretical and practical implications to the social science field of inquiry.  In 

this study the perception of reputation was examined from cultural, and resource-based 

view theoretical perspectives.  With the use of both inductive and deductive reasoning, 

qualitative research facilitated credible, rigorous and authentic findings to gain a rich 

understanding of reputation, particularly within south-east Queensland public healthcare 

services.   

In summary, qualitative research is justified as it: 

• Enabled the researcher to present an interpretation of the participants 

construct of reputation, particularly reputational value; 

• Allows the researcher to get close to the research participants’ reality; 

• Allows the researcher to understand the context and culture in which the 

participants act by collecting data in the natural setting; 

• Allows for the preservation of chronological flow; and 

• Allowed the researcher to use both inductive and deductive reasoning 

when building knowledge and advancing reputation theory. 

Therefore, qualitative research was considered by the researcher to be the only 

appropriate and comprehensive way to advance theory in this research due to the 

applicability to the purpose, objectives and the ability to assist with answering the 

research questions.   
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4.3 RESEARCH STRATEGY AND DESIGN AND STRATEGY 

This section describes the decision-making process and procedural steps taken 

throughout each stage of the research process.  Included is the research design and 

detailed steps through the completion of data analysis.  The section ends with a 

description of the decisions. 

4.3.1 Research design 

When it came to choose which research design to use for this research, it required 

consideration of the criticisms and limitations of each method, as well as clearly 

recognising that methodological choices are about flexibility and appropriateness 

(Patton, 1988; 2015).  Determining the research design was based on the nature of the 

research problem, personal experiences of the researcher, and the audience under study 

(Creswell, 2014).  Reviewing methods used in organisational culture research has 

shown that the choice of method is best determined by the way organisational culture is 

conceptualised, the purpose of the investigation, the intended use of the results, and the 

availability of resources (Bellot, 2011).  Howe and Eisenhart (1990) support this idea, 

stating that it is not about the orthodox methodology, rather it is about whether the 

method chosen provides the data to answer the research question(s), whether the 

background assumptions are coherent, and whether the method is applied well enough 

that the results are credible.  Therefore, a multi-phase research framework using an 

ethnographic toolkit was selected as the most appropriate methodology for this research.  

The use of an ethnographic toolkit allows for openness to inquiry and to research the 

culture and social organisation of the group under study (Wolcott, 2008). 

Culture has been described as a toolkit that consists of the symbols, stories, rituals 

and world-views, which individuals use in varying configurations to solve different 

kinds of problems and from which people devise their strategies of action or their 

persistent ways of ordering action through time (Swidler, 1986, p. 273).  For this study, 

the metaphor of an ethnographic toolkit is used to highlight the abundance of cultural 

tools that assist the qualitative researcher in exploring cues and determining what is 

occurring in a particular social environment or interaction during fieldwork (Reyes, 

2020; 2018).  The tools include the researchers own identities, education, background 

and characteristics and are used to understand the field under study (Reyes, 2020; 

2018).  The ethnographic toolkit shapes how the researcher understands, explores and 
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experiences fieldwork as a social phenomenon and emphasises interpretive reflexivity 

through all stages of the research and provides theoretical and methodological language 

to the understanding of that experience (Lichterman, 2017).  Moreover, the use of an 

ethnographic toolkit for this research provided the researcher with the interpretive 

reflexivity need to reveal cultural cues and convergences. 

For this research, the study was conducted over two phases (see Figure 4). The 

first phase of the study was an exploration of public hospital employee’s perception of 

reputation, using a cultural lens, in which interview (n=31) and observation data were 

collected from a sample of public hospital internal stakeholders (employees) at three 

public hospitals within South East Queensland.  From this initial exploration, the 

qualitative views of participants were used to develop and frame the interview questions 

for the external stakeholder group participants (phase 2).  In phase 2 of the study, 

consumers of healthcare services (local community) were interviewed (n=17) to 

understand their perception of the value of reputation within public healthcare services. 

Figure 4  

Research design  

 

Research design adapted from Creswell (2014). 

The design of this study allowed investigation of multiple perceptions of the value 

of reputation from key internal stakeholders, which then informed the development and 

framing of the semi-structured interview questions for phase two (external stakeholder).  
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In other words, the development and framing of healthcare-specific reputation 

perception questions for consumers were informed by Phase I of the research design.   

The scope and transferability of the qualitative findings were then able to be assessed 

(Bryman, 2016). 

The following section outlines the research protocol used.  The setting, study 

population and purposive sampling techniques are discussed, along with the recruitment 

processes.  A discussion is provided on the data collection methods used for this 

research, which includes document analysis, observations, and semi-structured 

interviews. 

4.3.2 Setting and study population 

The site chosen for this study was a large public hospital and healthcare service.  

The focus of this study was on internal and external stakeholder perceptions of 

reputation and its perceptual value as perceived by its key stakeholders.  This research 

was interdisciplinary, and its purpose was to examine reputation from anthropological 

and sociological perspectives.  The Hospital and Health Service (HHS) understudy was 

located in Queensland Australia and the surrounding community was selected to take 

part in this research to obtain external stakeholder perspective on reputation of public 

healthcare organisations.  The HHS was invited to participate as this health service had 

a large range of services and hospitals within its catchment area.  It was also the HHS at 

the centre of the preamble to this thesis. 

The selection of the Hospital and Health Service was based on size, location and 

healthcare services delivered to ensure a large representative sample.  The HHS services 

a population of over one million people, which is approximately 23 per cent of 

Queensland’s population, with a catchment that spans 3,856 square kilometres (State of 

Queensland [Queensland Health], 2016).   The HHS is the major provider of public 

health care, teaching, research and other services.  It provides these services through 

five major hospitals and several community health centres and oral health facilities 

(State of Queensland [Queensland Health], 2016).  For the purposes of carrying out this 

research, site-specific approval was obtained from three of the HHS’ largest facilities, a 

tertiary hospital (780 beds, with responsibility for some specialist state-wide services); a 

major hospital centre (436 beds); and a major health centre, 172 beds) (State of 
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Queensland [Queensland Health], 2016).  The major metropolitan hospitals were 

selected based on having tertiary, metropolitan and regional hospital facilities, which 

allowed for a more diverse perspective on hospital reputation.  These hospital settings 

and surrounding community were ideally suited as they provided the opportunity to 

explore ‘real life’ scenarios and the participant’s perceptions of the value of reputation 

in public healthcare across south east Queensland.   

The diversity of the hospitals and community groups provided an opportunity to 

examine and contrast how the organisation and groups value, and are influenced by, 

reputation.  This diversity also allowed for an analysis of the organisational culture from 

different internal stakeholder perspectives and different levels within the organisation, 

particularly how reputation is influenced by culture.  In addition, these differences 

allowed the researcher to contrast the varying perceptions of reputational value from 

external stakeholders and how reputation may influence decision-making. 

Phase 1 data were collected between January 2019 to June 2019. At that time the 

HHS employed 15,759 employees of which 56% were in clinical roles (i.e. medical, 

nursing, allied health, environmental) and 53% of permanent staff were in were in full-

time positions (State of Queensland [Queensland Health], 2016).  During this period, 

the HHS had a workforce diversity mix of 1.12% who identified as aboriginal or Torres 

Strait Islander; 18.4% non-English speaking background; and 73.5% women (State of 

Queensland [Queensland Health], 2016).  Access to the sites was facilitated through 

existing connections between the research team and the HHS.  These contacts provided 

the opportunity to determine the ‘gatekeeper’ (Tracy, 2013).  Key sponsors within the 

HHS were nominated by the research team who were positioned within the hospital, to 

ensure that access was obtained through the correct channels. 

The study population for internal stakeholders consisted of all staff working 

within the hospitals.  This included Board members (n=2), executive (n=9), managers 

(n=4) (clinical and non-clinical); front-line clinical staff (n=13) (medical, nursing and 

allied health); and non-clinical staff (n=3), (administrative, financial and environmental 

support staff).  For this research, it was important to include all staff covering all 

hierarchical levels and professional groups in the study population.  The reason for the 

inclusion of these groups and levels was two-fold.  Firstly, the perceptional value of 

reputation on individuals and the individual’s level is likely to differ.  Therefore, if only 
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one group or level of staff were represented in this research, then the findings may have 

been misleading and resulted in a misrepresentation of the organisations culture.  

Secondly, including these groups and hierarchical levels allowed for comparisons to be 

made between the professional groups and levels. 

From May 2019 to September 2019, data were collected from consumers (external 

stakeholder/community members) of public healthcare. At the time of conducting the 

research the south-east Queensland population group was 51% female, 2.2% Aboriginal 

and Torres Strait Islander, 80.9% aged over 15 and 92.7% employed (Australian Bureau 

of Statistics (ABS), 2016).  During this data collection period community members 

living in the HHS catchment area were invited to participate in the research.   

4.3.3 Sampling method 

Purposeful sampling is the primary sampling method used in both phase 1 and 

phase 2 of this study.  Purposeful sampling is a method that “intentionally selects a 

group of people that will best inform the researcher about the research problem under 

examination” (Creswell & Poth, 2018).  In other words, purposeful sampling allowed 

the flexibility of selecting a sample group of participants that were able to provide data 

that would answer the research questions and contribute to the evolving theories 

(Creswell & Poth, 2018). Patton (1990) suggests “the (purposeful) sampling strategy 

must be selected to fit the purpose of the study, the resources available, the questions 

being asked, and constraints being faced” (p.181-2).  For this research, purposeful 

sampling provided the ability to obtain a good mix of participants that fit the purpose of 

the study, which was understanding the perception of reputational value from internal 

and external stakeholders. 

In addition to purposive sampling, the use of snowball sampling was also used in 

this research.  This method takes advantage of recommendations and referrals, from 

research participants, of other people who meet the criteria of the research and are likely 

to be information rich (Creswell & Poth, 2018).  Patton (1990) suggests “by asking a 

number of people who else to talk with, the snowball gets bigger and bigger as you 

accumulate new information-rich cases” (p. 176).  The referrals obtained during this 

research allowed the researcher to access information rich participants, particularly from 

internal stakeholders within the HHS.  This sampling method provided access to several 
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internal stakeholders who were directly involved in programs and departments that had 

been the subject of media reporting on the organisation.  The sampling method also 

assisted with gaining balanced participant representation based on gender, hierarchical 

and age.  If these referrals had not occurred the researcher might have missed the 

opportunity to include them in the research and gain their perception of the value of 

reputation.  Additionally, not having the right participants may affect the outcome of 

this research (Creswell & Poth, 2018).  As such, purposive and snowball sampling 

techniques enabled the researcher to gain access to a wider and complete range of 

internal and external stakeholders within south-east Queensland. 

The sampling methods used in this research provided the ability to recruit a 

comprehensive sample group for both Phase 1 and Phase 2 of this research.  For Phase 

1. The selection of participants for the interviews was based on the employee’s response 

to an email requesting volunteers to participate in this study.  Senior managers and 

front-line operational employees were selected for this study as they were able to 

provide the different cultural perspectives of reputation in the organisation.  Participants 

were also selected based on their hierarchical and professional sub-group level within 

the organisation.  These professional sub-groups are defined as: 

1. Senior managers: Executive / director / assistant director / executive / 

manager / Board member. 

2. Frontline staff: Nursing / medical / administrative / Health practitioner / 

environmental staff. 

In addition, the researcher purposefully sought out ethnographic interviews and 

discussions during the observation phase of the study when opportunities arose.  

Voluntary participants to the Phase 1 study were excluded if they were not a current 

employee of the organisation.  For example, agency nurses were not selected as they are 

employed by individual professional agencies that supply workers on a temporary day 

to day basis and are ultimately not part of the organisation’s employees. 

For Phase 2 of the study purposive sampling provided the opportunity to target 

and select research participants that were part of the south-east Queensland community.  

Due to the large population within the HHS catchment area, purposeful sampling was 

used to obtain a representative selection of consumers rather than relying on the 
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idiosyncrasies of chance that would only be representative of a large sample (Maxwell, 

2013).  An important goal of the research was to adequately capture the heterogeneity in 

the population to ensure that the conclusions drawn in the research adequately reflect 

the range of variation rather than only typical members.   

4.3.4 Recruitment 

Recruitment of the research participants was different for each phase of this 

research.  In Phase 1, the HHS was contacted, and after approval had been granted from 

the Executive team, the organisation subsequently agreed to participate in the study.  An 

initial discussion took place with a senior manager of the organisation where the aims of 

the study were described in detail.  From this discussion, several recommendations for 

key interview informants were obtained.  The discussion was followed up by an email 

which included the research aims and objectives and the research advertisements 

(Appendix G), information sheets (Appendix B senior managers and Appendix C 

frontline participants), consent forms (Appendix E) and the ethics and site-specific 

approval forms (Appendix J) (discussed later in this chapter).  The senior manager 

agreed to proceed with the research and forwarded the information on to the staff of 

each of the three hospitals via group email. 

In addition to the group email, the researcher posted research advertisement, 

information sheet and consent forms on the staff notice board of the hospitals.  Included 

on the noticeboards was tear-off contact details for the researcher and a list for potential 

participants to leave their name and contact details if they were interested in 

participating in the research.  The researcher was then able to follow up with interested 

people and organise suitable time and location for the interviews to take place.  

Phase 2 of the research involved community participants.  Recruitment of 

community members progressed through research advertising, information sheets and 

consent forms being posted on the community centre notice boards.  A list of tear-off 

contact details of the researcher and for potential participants to leave their name and 

contact details were included with the information.  The notice boards in 32 community 

centres in south-east Queensland were utilised for this research.  This process resulted in 

the researcher able to follow up on interested participants and organise a time and 

location for the interview to take place. 
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4.3.5 Sample size 

Phase 1 involved internal stakeholders and Phase 2 included consumers of 

healthcare (local community members).  There were several factors that determined the 

sample size for this research.  These were the geographical size of the area in south-east 

Queensland, the number of hospitals within the HHS, the number of willing 

participants, the people that could most appropriately answer the research questions and 

the time constraints and resources available to the researcher (Tracy, 2013).  In 

determining these factors, it is often difficult at the onset of research design to know 

how many interviews will be enough, as the answer is ambiguous at best (Kvale, 1996).  

However, the sample size is critically important (Tracy, 2013).  With these constraints 

in mind the researcher was mindful of maximising the information gained and to keep 

an open analytical perspective to ensure rich, in-depth information was collected. 

Determining the sample size depends largely on the richness of the data, which for 

qualitative studies the quality of the data collected is preferred to quantity (Tracy, 

2013).  If there are not enough interviews the contribution from this research will be 

shallow.  If there are too many interviews it may result in an overwhelming amount of 

data (Tracy, 2013).  Therefore, the sample size used in this research required careful 

consideration.  In qualitative research, the prevailing sample size is generally 

determined by saturation (Malterud et al., 2016).   Meaning, the sample size should be 

sufficiently large and varied to get across the aims of the study (Patton, 2015; Marshall, 

1996).  Lincoln and Guba (1985) recommend that sample selection and size should be 

enough to the point of redundancy.  In other words, maximising the information gained 

and ending when there was no new information forthcoming.   

For this study the sample size for Phase 1 consisted of senior managers (n=15) 

and frontline staff (n=16) giving a total of 31 interviews. In Phase 2 of this study, 

external stakeholders from the community were interviewed (n=17) to explore their 

perception of the value of reputation in public healthcare services.  Sampling was ended 

once saturation was reached and no new information was coming forward. 

4.3.6 Method of data collection 

For this study the researcher used three data collection techniques: these included 

document analysis, observations and semi-structured interviews.  Document analysis, 
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observations and interviews were undertaken in Phase 1 during January 2019 to June 

2019.  Phase 2 semi-structured interviews were undertaken from June 2019 to 

September 2019. 

4.3.7 Documents 

Access to key organisational documents (see Appendix K) were obtained, 

including publicly available annual reports, health service survey reports, historical 

information and media reports.  Access to documentation not publically available (e.g. 

Staff survey report 2016-2018) was provided by the Health Service following 

permission to access this information provided by the organisations Executive. The 

benefit of document collection is to authenticate and enhance data collected during the 

interviews and observations (Yin, 2017; Patton, 2015).  In other words, documents 

provide information about what is learned from the documents but also, they can be a 

stimulus for paths of inquiry that can be pursued during the interview or observation 

process (Patton, 2015). 

Documentary analysis was used to compile a picture of reputation relevant events 

over the period under study.  For instance, health service strategic planning documents 

and reports provided an outline of the vision, mission and values – which helped to 

make sense of the desired organisational culture.  Further, the documentation allowed 

data collection through interviews and observations to be verified and reflected upon, as 

necessary.  Conflicting and incongruous evidence between interviews, observations and 

documentary sources prompted further exploration and analysis, helping to build a 

descriptive picture of the health service, its history and reputation building strategies. 

4.3.8 Participant observation 

Participant observation was part of the data collection process for this research.  

Observation was used by the researcher within Phase 1 of this study to observe the 

reactions both verbal and non-verbal (see memo Appendix L: Memo – field 

observations).   Participant observation involved data gathering from the fieldwork by 

the researcher watching, interacting and asking questions and then reflecting on those 

observations (Lofland & Lofland, 1995).  Being a nurse and understanding the 

complexities of the healthcare system enabled the researcher to be a complete 

participant and be fully engaged with the people being observed (Creswell, 2013).  The 
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advantages of observing behaviours are that the researcher had first-hand experience 

with participants and can record the information at the time of observation.  It is this 

observation that makes it possible to explore topics and note phenomenon being 

observed (Creswell, 2013).  Importantly, while the researcher’s position provided 

advantages there were necessary steps taken to minimise bias and the risks associated 

with bias (For further detailed discussion on bias, see 4.6.1).   

The observations were recorded in a reflective journal by the researcher during the 

data collection process.  The entries in the journal were comprehensive and detailed and 

included paraphrases of participant quotes (see Appendix M: Reflective journal memo).  

In addition, the researcher was able to record emotions and behaviours of the 

participants as well as the researchers own thoughts and perceptions, which added to the 

reflective process during data analysis. For example, a participant said: “oh I love this 

place sometimes” and was observed rolling her eyes whilst saying it.  The observation 

prompted further inquiry into the statement made, to explore the meaning.  

4.3.9 Interviews 

Individual semi-structured interviews formed the primary means of data collection 

for this research.  The use of interviews was to allow the researcher to enter into the 

participants’ perspective and begins with the “assumption that the perspective of others 

is meaningful and knowable and can be made explicit” (Patton, 2015, p. 426).  In other 

words, the interviews permit the researcher to find out what is in, and on, the mind of 

the participants to gather their stories (Patton, 2015). 

Qualitative interviews are useful tools that can generate worthwhile data 

necessary for the inquiry (Rubin & Rubin, 2005).  Semi-structured interviews allow for 

some variance in the questions, but all the participants are asked the same questions 

(Shank, 2006).  The use of semi-structured interviews enables the researcher to delve 

into topics and expand the questioning, particularly if the participant does not 

understand.  The interviewer is able to clear up any misunderstandings and allow the 

participant time to be orientated to the topic, thereby facilitating relevant responses 

(Creswell, 2014). 

Another advantage of interviews is that it allows the researcher to take note of 

spontaneous reactions, which would not be available from written forms of data 
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collection (Creswell, 2014).  In addition, it may be necessary to carefully restructure 

questions when it is shown by the participant’s reactions that they are sensitive to a 

topic.  The interviewer can shape the questions more delicately than would be possible 

from other techniques, thus providing the ability to elicit relevant information. 

On the contrary, the difficulties with interviews can be that the interviewer asks 

questions in a way that may subtly bias the response from the participant (Babbie, 

2016).  The interviewer needs to be careful with the questions so that they are not asked 

in a way that may reduce or prevent relevant responses (Babbie, 2016).  In addition, 

semi-structured interviews can be similar to normal conversation and the interviewer 

needs to remind themselves that this is not the case and care should be taken to make 

sure the interviewer is listening more than talking (Brinkmann & Kvale, 2018; Creswell, 

2014).  For the purpose of this research the interviewer conducted the interviews in a 

relatively informal manner to ensure that the participants were relaxed and open to 

communicating and sharing their stories.  The aim was to build a rapport with the 

participant and make them feel comfortable sharing their stories and experiences around 

reputation value for public health services.  

Forty-eight semi-structured interviews were conducted, in two phases.  Thirty-one 

interviews were conducted with internal stakeholders of the Hospital and Health Service 

under study (Senior Managers, n=15; Frontline staff, n=16). The semi-structured 

interviews allowed the researcher to approach each interview with an open mind and 

with a set of open-ended questions that explored the topic of reputation (see Appendix 

D research interview questions).  The open-ended questions encouraged the participants 

to respond in their own words and to express their own personal perspectives and focus 

on the response, rather than the interviewer. (Denzin & Lincoln, 2011; 1994; Patton, 

2015).  The open-ended questions also allowed the interviewer to follow particular lines 

of inquiry (Yin, 2017).  This facilitated themes of relevance to emerge from the 

discussions which then could be explored further.  In other words, open-ended questions 

were clear in structure so that the participant could understand what was being asked.  

This facilitated a smooth transition between topics, but also allowed for additional 

information to be collected (Patton, 2015; Punch, 2005).   

Participants were recruited through their response to an invitation email.  

Arrangements for interview locations and times were guided by the participant’s 
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preference, and arranged either through executive assistants, or the researcher and 

participant directly.  Each interviewee provided written consent and their anonymity and 

confidentiality was strictly upheld throughout all research data storage and transfer, in 

accordance with Griffith University, data storage standards and protocols.  The semi-

structured interviews were audio-recorded and transcribed by the researcher.  The 

transcriptions were then stored in the qualitative data management computer software 

program QSR NVIVO 12TM (QSR, International 2020).  Field notes were taken during 

interviews to record points of interest and observations that were made during the 

interview but not otherwise recorded.   

4.4 METHOD OF DATA ANALYSIS 

Having addressed the design and procedural stages of the research, the following 

stage to be discussed is the analysis of the interviews, observations, documents and field 

notes.  The ethnographic toolkit used in the research was chosen to create interpretive 

explanations rather than direct conclusions (Kuhn & Woog, 2005).    Hence, the focus 

throughout the analysis of the research data was to understand and find meaning in the 

value of reputation in public healthcare organisations from the key stakeholders, both 

internal and external, who work within or utilise the healthcare services.   

Miles et al., (2020) suggest that there is no single customary blueprint for the 

analysis of ethnographic data and the major analytic challenge for the researcher is in 

finding the descriptions and explanations that still include the inconsistencies and 

contradictions inherent in social life.  Therefore, bringing about a meaningful 

understanding from the raw data is a process that relies on the exploration of relevant 

themes.  Such a process rests on the researcher’s competence and ability to engage with 

the raw data (O’Leary, 2014).  Bogden and Biklen (1982) define the data analysis 

process as: 

“.... a process of systematically searching and arranging the interview 

transcripts, field notes and other materials that you accumulate to 

increase your own understanding of them and to enable you to present 

what you have discovered to others. Analysis involves working with 

data, organizing it, breaking it into manageable units, synthesizing it, 
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searching for patterns, discovering what is important and what is to be 

learned and deciding what you will tell others”. (p.145) 

Using this as a guideline initiated to analyse the data during the early stages of 

collection, the data were organised, categorised and aligned.  Hammersley and Atkinson 

(2019) suggest that identifying the categories is central to the process of analysis when 

using an ethnographic approach to research.  The process of analysis required active 

reorganisation and coding of the data into themes and noting the patterns to assist in the 

path of discovery (Boeije, 2010; Hammersley & Atkinson, 2019; Miles et al., 2020).  

Coding the data provided prompts for deeper reflection of the meanings and began the 

process of analysis. 

4.4.1 Thematic analysis 

A thematic analysis of the data obtained in this study was chosen for its iterative 

process to make sense of the data (Creswell & Clark 2007; Hammersley & Atkinson, 

2019).  The data analysis process in this study began with coding the data and breaking 

it down into smaller units and labelling each unit (Creswell & Clark, 2007).   Charmaz 

(2000) describes coding as the critical link between the collections of the data, to 

explanation of their meaning.  In this research, the data was coded using the computer 

software program NVivo after manually transcribing each interview.  Each code 

represented a more general idea, theme or category (Silverman, 2019).  In doing so, 

order was created within the raw data.  In this way, coding assisted with the reassembly 

of the data so that it could be approached from different perspectives.  The coding 

process was undertaken through six levels, each time revaluating and analysing the 

codes, exploring relationships and themes (see Appendix N: Level 6 codes) 

The coding process involved the data sources from interview transcripts, field 

notes and memos being added into the NVivo project in files, which assisted with the 

organisation of the sources, classifications, codes and themes.  In doing so, it allowed 

for the integration and comparison of the different data sources obtained in the study. 

The aim was to identify convergences but also contrasts of the data collected.  Thematic 

analysis of the data included identifying theme connections from multiple perspectives 

of participants and examining links and connections between concepts (Bryman, 2016; 

Tracy 2013).  The coding process through NVivo used a six staged approach. 
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 Step 1: working with the data 

The first step in the data analysis involved working with the data.  This stage 

began during the data collection stage (interviews and observations) itself when the 

researcher started thinking about the data (Gibbs, 2002).  As the data was collected 

throughout the research period the researcher began analysing and working with the 

data.  This process of working with the data includes interpreting, transforming and 

making sense of data (Hammersley & Atkinson, 2019; Silverman, 2019; Wolcott, 

1994). 

Working with the data was a reiterative process, which began and continued 

throughout all of the data collection process and through to the final stages of data 

analysis and reporting of the findings.  In this study, qualitative data was compiled from 

the various sources i.e. interviews, observations, field notes and memos.  An important 

aspect of working with the data included ensuring and maintaining the validity of the 

data.  To ensure the construct validity of the research, transcripts were provided to the 

participants for review prior to finalising the transcript for coding (Yin, 2017).  This is a 

member checking process where the participants in this study were asked to review the 

transcripts from the semi-structured interviews that were conducted and make any 

comments, agreements or disagreements.  If there was disagreement, it was resolved by 

discussing the section of the transcript with the participants and thereafter correction 

was made on the transcript.  This occurred with one transcript where the transcribed 

notes reflected an incorrect timeframe for the story being discussed and was quickly 

resolved through correction of the transcript. 

Step 2: Data Organisation 

Immediately following collection, the data were organised so to enable ease of 

analysis.  The first level of organising data entailed transcribing all the data and saving 

it into a word processing program i.e. MS Word using different folders and giving 

catalogued coded file names. Before data were imported into the NVivo program, the 

data files were modified to ensure there was compliance with the software. This 

involved ensuring the files contained no incompatible objects (e.g. files that were in 

formats that would not open within the NVivo program).  The easiest way to do this was 
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to convert the MS Word files to rich text format files.  These files included the 

interview transcripts of all the participants, observation field notes, and memos. 

Once each transcript had been imported into NVivo, the first level of organising 

data included a first round of coding. The process of coding within qualitative research 

is extremely important as it ensures a thorough analysis of the data (Strauss, 1987). In 

fact, Strauss (1987) highlighted the essentiality of coding because “any researcher who 

wishes to become proficient at doing qualitative analysis must learn to code well and 

easily. The excellence of the research rests in large part on the excellence of the coding” 

(p.27). In essence, the coding process is a continual process of identifying sections of 

text that demonstrate theoretical or descriptive interpretations. Gibbs (2002) describes 

the qualitative coding process as “a way of organising or managing the data. All the 

original data were preserved. Codes were added to the data. In fact, typically, text may 

be densely coded; not only will most text be assigned a code, but much will have more 

than one code attached to it” (p.4).  Using NVivo software provided the ability to 

organise the data with separate files for codes able to be linked to the transcript data. 

This research used an ethnographic tool kit for data collection in order to explore 

cultural meanings and explanations that may yield reputation management or building 

implications.  Hence, the data analysis coding process was framed around an 

interpretive description of the data which provided direction in the development of an 

interpretive account of the interactions, social constructions and textualisation of culture 

into the analytic strategy (Thorne, 2000; Thorne et al., 2004).  To do this, the process of 

data analysis, utilised open and axial coding (Strauss & Corbin, 2007).  Open coding, 

included defining and developing categories, organised with the use of NVivo software.  

The categories were designed based on their characteristics and properties.  Keywords 

and sentences were selected from the transcript text, through reflective reading and then 

identifying the appropriate and relevant category. This process resulted in a large 

number of codes in the initial stages.   

Axial coding was then used to group some of the codes close together as they 

began to form common themes.  This was achieved by connecting relevant items, 

words, sentences and passages of a document to a node either newly developed or an 

existing node (or category). A node is not just mere labelling, it is a way of 

“…connecting a theoretical concept or idea with passages of text that in some way 
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exemplify that idea” (Gibbs, 2002, p.57). Node development entailed interpretive, 

subjective, analytical thinking, particularly in determining the credibility and rigour of 

the coding process. For example, when participant 1 (FL1) said “They don’t really listen 

to us, we want them to see the struggles we are having and actually listen to us”.  If the 

literal meaning of what FL1 said, was labelled, it could be titled as ‘frontline views’, but 

following the subjective process, the node was titled as “Barriers”.  Table 3 provides an 

example of the conceptualisation involved in creating and categorising nodes. 

 Table 3  

 Examples of nodes and their properties developed in this study. 

 

Nodes Characteristic properties of nodes 

Communication Communications internal to the organisation and external to 

the organisation.  Aspects of communication, media, social 

media, HHS website.  Participants’ thoughts on 

communication and communication strategies.  What 

thoughts and feelings are experienced when faced with 

certain challenges through communications? 

Culture Behaviours, patterns of behaviour.  Observed, voiced, 

stories, rituals 

Reputation definition What reputation means, how it is defined by internal and 

external stakeholders.  Building blocks of reputation defined 

by stakeholders 

Consumer choice Does reputation have a role in consumer choice, views, 

feelings, advantages and problems regarding public health 

service choice 

 

 The initial round of open coding for the first participant totalled 237 nodes.  

Initially, coding was very dense with the first few data.  However, it was soon 

discovered that doing this resulted in increasing numbers of nodes.  In addressing this 

issue, longer passages were selected as it resulted in an easier to understand content as 

well as context, and this assisted with understanding the overall meaning within the 

context (Gibbs, 2002).  In this study, the context was important because the actions and 

behaviours can be understood more comprehensively and subjectively when studied in 

the setting in which they occur (Bogden & Biklen, 1982).   
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Consequently, while the shorter passages were easier to code, as they were less 

complex, they lacked the reference to their original context and made thematic analysis 

more difficult.  As stated by Thorne et al., (2004) it is important to code with clear 

structural decisions “to avoid clinging to the assumptions with which they entered the 

study or, conversely, to prevent premature closure a way of making sense of the 

emerging conceptualizations” (p. 5).  Having discovered this in the early stages of the 

first few collections of data, the subsequent coding involved disciplined reflexivity and 

analytical structure to facilitate broadened conceptual linkages.  Following on from the 

initial node development, subsequent coded texts were added to existing nodes if the 

text supported the existing node.  However, if new information arose from the coded 

texts, then another node was added.  Progressively, node development began broadening 

in terms of depth and width of rich interpretations from the data. 

Step 3: Condensing data into manageable units 

As discussed above, axial coding followed the open coding process (Strauss & 

Corbin, 1990). This involved refining, developing and conceptualizing loosely related 

ideas, within the data, into increasingly meaningful relational patterns.  The approach 

involved condensing the data into logical, manageable units of analysis.  To do this, 

listed nodes were selected and merged in the NVivo Node Browser to form 

hierarchically arranged tree nodes.  Some examples of tree nodes identified in this 

research included: 

• Barrier (manager, environment) 

• Culture (team, unit, organisation) 

• Value (tangible, intangible) 

Creating and condensing the data was done by organising the identified 

relationship between nodes and categorising the nodes as either a parent, child or sibling 

node. This allowed for the relationships between the data to facilitate moving in and out 

of the detail in an iterative manner.   

Figure 5 shows an example of this relationship between the identified nodes in 

this study.  For example, the node ‘Barrier’ referred to as the parent node and this node 

had two children i.e. manager and environment.  The ‘manager’ node had 2 children i.e. 

‘support’, ‘communication’.  Through NVivo nodes that share the same parent were 
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referred to as siblings.  In this study, ‘barrier’ had two siblings i.e. ‘manager’ and 

‘environment’.  As the analysis progressed and patterns and themes within the data were 

ordered into parent nodes or became parent nodes, sense-making and meaning was 

increasingly understood within the complexity of the data. 

Figure 5  

Example of a tree structure 

 

Further refining of the coding process was continued in this stage.  The reiterative 

process from time to time involved codes being uncoded and recoded with 

intersubjective construction of knowledge with mindfulness of the positioning of the 

researcher.  As a result of thorough and rigorous coding, new categories of data began 

to emerge, and this resulted in new and interesting discoveries.   

Step 4: Integrating the data 

Constant reviewing of the data resulted in tidying up of the lists of free nodes and 

refining the definitions of each tree node.  In that way, flexibility in the analysis of the 

data assisted with the development of new branches and modification of the trees 

resulting in a more critical reflective analysis of the data.  Field notes and observations 

made during the data collection process were integrated and analysed.  Some 

researchers refer to this as metadata, the reflective data that is written during the life of 

the study (Gibbs, 2002).  In this study, the metadata was recorded using memos, 

annotations, and conceptual drawings (see examples of these in Appendix H Research 

Memo and Appendix I Conceptual drawings).  Keeping the metadata from the 

beginning of the data collection process was important as it assisted with facilitating 

alternative conceptual emphases and intrigues, which arose during analytical and critical 

thinking.   
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NVivo has inherent features that assist with the analytical and critical reflection 

process.  Some of the features included the ability to record and write reflections about 

the data through annotations and memos.  In qualitative data analysis, the data 

collection and analysis inform one another, and as a result, the shape and direction 

emerge as “new possibilities arise and are considered” (Thorne et al., 2004. p. 5).  As 

the researcher, it was important to be sceptical of the immediately apparent and continue 

to create the themed tree structures that challenged the immediate conceptualisations.  

Hence, to broaden, rather than narrow, the conceptual connections, it was important to 

be mindful of seeking out alternative relationships and divergent associations from the 

data.  By doing this, it was possible to constantly examine and re-examine the data for 

alternative emerging themes to assist in the quest for logical rich understandings that 

acquiesced theory to be transformed by the logic of the data (Thorne et al., 2004).   

Through NVivo, the reflections were able to be linked to any unit of text or 

passage in a document.  The memos written during the data analysis process were 

theorising write-ups of inductive reasoning about codes and their relationships, as they 

arose throughout the coding process.  Sometimes these writings were very short, a 

sentence or a paragraph, and sometimes they were longer consisting of few pages (For 

example, see Appendix H Research Memo).  However, when it came to writing memos, 

some basic guidelines were adhered to, such as writing the memo as soon as it came to 

mind, dating and time stamping the memos to keep consistency with the audit trail of 

analysing.  The process of reflections through memos and annotations assisted with the 

development of the analysis and identification of surprising and interesting themes and 

patterns. 

Step 5: Emerging patterns 

Following the integrating of the data, the data was then analysed for emerging 

patterns and themes of how reputation was conceptualised and formed.  In other words, 

attempts were made to compare the patterns with patterns from past studies, knowledge 

or theory.  In this study, the researcher anticipated obtaining evidence that would 

support reviews of literature of reputation and the theoretical underpinnings of this 

study, i.e. socio-constructivism through the analysis of the research objective of how 

reputation is conceptualised and formed, and how the dimensions of reputation can be 
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developed to facilitate reputation management strategies, that are likely to increase 

competitive advantage and performance for public healthcare organisations.  Hence, 

searching for patterns was an important activity in this qualitative study, as it involved 

determining and discovering all related issues regarding the value of reputation.  For 

example, the NVivo search tool provided the ability to conduct a wide range of searches 

from simple to complex. This was an important task to ensure that an exhaustive and 

complete search was conducted of the data.  See Appendix O (NVivo search query), for 

an example of the search queries for the relationship between reputation and culture.  

This search yielded 876 references through 47 files, providing an exhaustive but more 

complete picture of this pattern in the data. 

Consequently, the search for emerging patterns was a crucial step in the data 

analysis process for this qualitative study, as it entailed comprehending, recognising and 

interpreting how stakeholders perceived reputational value.  Once this was understood, 

the patterns emerged of the dimensions of reputation.  While these findings did not 

emerge in the sense of having their own agency (Morse, 1994) they were ultimately 

generated and determined by the researcher's conceptualisations and interpretations of 

the data.  As such, it was important for the researcher to be aware of their role in driving 

the interpretation of the data and therefore was an essential element in generating 

findings.  This awareness is essential for the credibility and interpretive authority of the 

researcher (Thorne, 1997). 

Step 6: Determining and generating the findings. 

The final stages of this qualitative study involved what and how to report and 

write the findings.  Since the data was explored to investigate the ‘what’ and ‘how’ of 

reputation, a descriptive and structured approach consisted of explaining and building 

the phenomenon.  While there were an infinite number of interpretive possibilities and 

foundations of interest, the core of this qualitative study was the answering of the 

research question. Through the analytical building approach, the researcher inductively 

explained how internal and external stakeholders perceive and value reputation.  The 

patterns and themes were ordered into a narrative that outlined how reputation is 

conceptualised and formed in the minds of stakeholders of public healthcare 

organisations.  How stakeholders thought about reputation exposed the dimensions of 
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reputation which exposed the perceptual value of reputation.  While maintaining contact 

with the research objectives, constant assessment of explanations with those from 

previous studies, and from identified patterns that linked and matched those relevant 

studies, were explained. 

4.5 RESEARCH QUALITY AND RIGOUR 

Several aspects of research quality were considered for this study and a number of 

strategies engaged in order to maximise research rigour and circumvent biases.  While 

quantitative researchers from the positivist tradition use validity and reliability methods 

to establish trustworthiness (Houghton et al., 2013; Tobin & Begley, 2004), qualitative 

research notions of trustworthiness are more reliant on credibility, dependability, 

transferability and confirmability (Guba & Lincoln, 1994; Lincoln & Guba, 1985; 

Shank, 2006; Tracy, 2013; Williams & Hill, 2012). According to Lincoln and Guba, 

(1985); and Guba and Lincoln, (1994) trustworthiness and authenticity are more feasible 

than reliability and validity standards as they reflect that there is a possibility of more 

than one absolute account of social reality. ‘Credibility’ essentially relates to the linking 

of the research findings with whether or not participants agree with the findings, or 

whether a reader can understand the findings in order for the researcher to demonstrate 

the truth of the study’s findings (William & Hill, 2012).  ‘Dependability’ is a bit like the 

notion of reliability and refers to the consistency of the data interpretations (William & 

Hill, 2012). ‘Transferability’ refers to the degree to which the research can be 

transferred to other contexts and settings with other participants (Korstjens, & Moser, 

2018).  ‘Confirmability’ is akin to objectivity and relates to how a researcher accounts 

for their own perspectives and research interests and how the interpretations are clearly 

derived from the data, Confirmability is achieved through researcher reflexivity 

(Korstjens, & Moser, 2018; Williams & Hill 2012). 

Strategies to maximise research rigour are summarised in Table 4. Of particular 

benefit was the use of respondent validation/member checking.  This was accomplished 

by providing the participant with an account of the transcript from interviews, 

conversations and from what was observed by the researcher by watching the 

participant during field observations.  This validation was achieved by seeking 

confirmation that the findings and impression are congruent with the participants, which 

provides the ability to seek out areas and reasons for lack of consistency (Bryman, 
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2016).  This exercise proved useful as some participants expanded on the examples and 

experiences they provided clarifying some of the areas of interest.   

 Table 4 

 Research rigour strategies 

 

Research rigour Strategies employed to enhance research rigour 

Credibility • The use of multiple sources of data from interviews, observations, 

and documents to provide rich source of data for analysis and 

allowed for constant revision of the data to illuminate the research 

question. 

• Participant diversity from both internal and external stakeholders.  

Diversity was not only cultural but included professional and 

hierarchical level within the organisation. 

• Ensuring an accurate audit of evidence. 

• Participant validation/member checking by providing transcripts 

to the participants of the interviews to seek confirmation that the 

findings and impressions were congruent with the participants. 

Dependability • Recording and describing the research steps taken throughout all 

stages of the study project from beginning to end.   

• Use NVivo software to store, collect and retrieve data from one 

place. 

Transferability • Clear thick, rich description of the behaviours, experiences of 

participants. 

• Inclusion of the context in the rich descriptions to enable 

outsiders to assess whether the findings are transferable to their 

own setting. 

Confirmability • Researcher reflexivity which entailed deep reflection and memo 

writing.  Examining researchers own explicit and implicit 

assumptions and preconceptions. 

• Peer review and debriefing with supervisors. 

 

 This qualitative research used an ethnographic toolkit which involved the 

researcher being involved in the data gathering process.  Consequently, confirmability 

in the form of peer review and debriefing with the researcher’s supervisors was 

essential.  Peer review provides an external check of the process involved in the 

research (Creswell, 2013, 2014; Ely et al., 1991; Erlandson et al., 1993; Glesne & 

Peshkin, 1992; Lincoln & Guba 1985).  The research process checking involved 

consideration of the process as it relates to positions of power, the position of the 

researcher and the intersubjective construction of knowledge (Thorne et al., 2004). 
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Weekly debriefing sessions were conducted throughout the study during the data 

collection and analysis phase with the researcher’s supervisors as a ‘thoughtful clinician 

test’ (Thorne et al., 2004).  As experts in the field, the researcher’s supervisors were 

able to provide confirmation and plausibility for the interpretations of the relationships 

and understandings and also to overcome researcher bias.   

4.5.1 Bias 

Researcher bias can affect the development of the research and the outcomes 

(Creswell, 2014).  Personal judgements, favouritism and distortions in the data 

introduced will bias the study (Payne & Payne, 2004).  Therefore, the researcher was 

aware of potential biases from preconceived values and beliefs.  Strategies to minimise 

bias were managed using reflexivity, journal reflection, and regular discussions with 

supervisors during the research process. 

Reflexivity has been used by academics to convince readers of the assumptive 

concepts, values and practices of the field (Smith, 2006).  Epistemological reflexivity 

argues that assumptions contained in any body of knowledge can become the focus of 

critical attention (Smith, 2006).  By the same token, research is considered of good 

quality when the researcher makes their position explicit about what values, biases, and 

experiences they bring to the study (Creswell, 2013; 2014; Hammersley & Atkinson, 

2019).  In this study, the researcher is educated in nursing and law and is currently 

working in the healthcare industry.  These factors were taken into consideration during 

the study with particular attention to the researcher’s thoughts and reflections which 

were discussed with the researcher’s supervisors.  In addition, recording of field notes 

and journal writing of the researcher’s opinions were distinguished from those of the 

participants. 

4.5.2 Context and time-bound 

The research is also limited as a result of it being context and time-bound.  This 

means that the research is a conceptualisation of reputation situated in a particular 

context and a moment in time.  As a result, applying the methodology again or in a 

different location, such as a different Hospital and Health Service, may generate 

different findings.  For example, at another time there may be different staff present or 

different community members who may have different views on the perception of 
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reputation and its value.  In addition, another Hospital and Health Service may have 

different contextual factors to those in south-east Queensland and their perception of 

reputation may vary from the participants in this study. 

In addition, the priorities for Hospital and Health Services change, particularly 

with changes in the political environment.  Accordingly, the relevance of the research 

findings from this study will begin to diminish directly upon the completion of the 

research as culture and society change and healthcare advances.  However, reputation is 

a construct built over time and, therefore, the context and time-specific nature of 

reputation is relevant to qualitative inquiry and does not necessarily diminish the 

credibility and value of the research findings. 

4.6 ETHICAL CONSIDERATIONS 

Ethical approval was obtained through the Australian Public Hospitals Human 

Research Ethics Committee (HREC) and Griffith University HREC.  This research is 

considered negligible risk; however, the following key ethical issues have been 

identified: informed consent and power dynamics; and confidentiality (Shank, 2006). 

Informed consent and power dynamic were provided by the participants in the study 

where they signed the purposefully designed consent form prior to the commencement 

of the interviews.  The consent form was contextualised to prevent participants from 

feeling threatened by the format of a standard consent form.   

In addition, a participant information letter (Appendix B: Research information 

sheet for senior managers; and Appendix C: Information sheet for frontline participants) 

was provided to the participants and the participating organisations, outlining the 

purpose of the study, financial implications, confidentiality, consent implications and 

support network.  Confidentiality was established to protect the privacy of the 

individual participant and participating organisations.  By using aggregated results in 

published work, and de-identification of organisations and participants, confidentiality 

was maintained.   

All data was securely stored and will be disposed of after a five-year period 

following the end of the year of the last refereed publication (Griffith University, 2020).  

The researcher abides by the Australian Code for Responsible Conduct of Research 
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(2007) and Griffith University’s Best Practice Guidelines for Researchers: Managing 

Research Data and Primary Materials (2014). 

4.7 CHAPTER SUMMARY 

This chapter served three purposes.  Firstly, as a logical extension to what is 

known and not known on the topic of reputation the research aims, objectives and 

questions guiding this study were provided and rationalised.  Broadly summarising, the 

aim of the study was to explore how reputation is conceptualised and formed in the 

minds of public healthcare stakeholders and how the value of reputation is perceived by 

the different stakeholders.  Secondly, the study was positioned within the broader 

context of the philosophy of science, with an introduction and justification for the 

approach and perspective guiding the study – interpretivism/constructivism. 

Interpretivism was chosen as a subjective approach, using a constructivist lens, 

orientated toward real-life scenarios.   Thirdly, the interpretivist/constructivist method 

relied on to undertake this study was thoroughly outlined.  This involved detailing the 

qualitative steps involved in the thematic analysis alongside the principles of a 

subjectivist ontology and epistemology.  Consistent with this approach, the devised 

method was modified throughout the research process, offering methodological insights 

and allowing the researcher to gain a rich in-depth understanding of the perceptional 

value of reputation in the public healthcare setting.  

The next two chapters of this thesis report on the findings and the theoretical 

interpretations regarding their meaning and significance.  Chapter 5 Internal 

Stakeholders explores the perceptions of senior managers and frontline staff of the 

public healthcare organisation under study.  In other words, chapter 5 begins to address 

the questions of how reputation is conceptualised and formed in the minds of internal 

stakeholders.  In particular the dimensions of reputation are developed through the 

unfolding of the events and experiences of the stakeholders. Chapter 6 External 

Stakeholders explores the external stakeholders’ perceptions of reputation, which 

included consumers and potential consumers of the public healthcare organisation under 

study.  This chapter examines the extent to which consumers were able to perceive and 

be influenced by reputational dimensions.  
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Chapter 5: Findings – Internal Stakeholders 

Phase 1 of this research was an exploratory qualitative study aimed at establishing 

an overall picture of reputation based on the perceptions of internal stakeholders, which 

included senior managers and frontline staff working in public healthcare organisations.  

The external stakeholder findings will be described in the next chapter.  This chapter 

focuses on the internal stakeholder perspective to provide an overall picture of how 

internal stakeholders conceptualise reputation, and how reputation is formed, to provide 

a clear understanding of the dimensions of reputation and its value for public healthcare 

organisations.  More specifically, how the dimensions of reputation are formed, how 

these dimensions influence the perceptions of internal stakeholders, and how these 

perceptions influence the prevailing organisational culture.    Understanding how 

reputational dimensions influence perceptions provides a platform to develop and 

modify reputational measurement instruments to build and manage reputation.  

Additionally, understanding the role of organisational culture and its relationship to 

reputation has implications for Health Service Managers to improve culture and 

reputation and provide the organisation with a competitive advantage and contestability, 

over industry peers.   

Therefore, the sub-questions specifically developed for Phase 1 were: 

1. How is the perceptional value of reputation conceptualised within public 

healthcare organisations? 

2. How do senior managers and frontline staff form their attitudes and beliefs 

about the reputation of public healthcare organisations? 

 

As outlined in Chapter 2 of this thesis, the context of this research is public 

healthcare organisations, and the two key constructs are reputation and organisational 

culture.  Highlighted in Chapter 2, this research examined the relationship between 

reputation and organisational culture.  Outlined was the potential influence that 

organisational culture may have on reputation.  Therefore, this study adopted the multi-

perspective cultural lens advanced by Martin (1992): integration perspective, 
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differentiation perspective, and fragmentation perspective (Martin, 2002; Rosenthal et 

al., 2017; Weerts et al., 2018).  

Additionally, the underlying theory that frames this research includes the 

Resource-Based View (RBV) of the firm (Barney, 1991).   Resource-based view theory 

examines how reputation is a valuable, rare, inimitable and non-substitutable (VRIN) 

intangible resource that leads to a competitive advantage (Deephouse, 2000; Roberts & 

Dowling, 2002).  Please refer back to Chapter 2 for further detail on this theory. 

This chapter starts with how internal stakeholders conceptualise reputation. 

Findings from senior managers and frontline staff perspectives on key topics is 

presented, highlighting the perceptional value of reputation for public healthcare 

organisations. The focus then shifts towards the internal environment commencing with 

an exploration of how internal stakeholders perceive the organisational goals and values 

are designed to achieve the objectives of the organisation.  This is followed by 

presenting the links drawn between the key reputational dimensions identified in this 

research in order to show how reputational value is shaped by organisational culture in 

public healthcare organisations. 

5.1 CONCEPTUALISING REPUTATIONAL VALUE  

5.1.1 How senior managers conceptualise reputation. 

The interpretation of ‘reputation’ can vary among industries, stakeholders and 

disciplines (Cian & Cervai, 2014).   For the purpose of this research, participants were 

provided with the definition of reputation adopted for this research at the 

commencement of the interview:  

“A relatively stable, issue-specific aggregate perceptual representation of 

an organisations past actions and future prospects compared against some 

standard” (Walker, 2010. p.370). 

Reputation was defined by a number of the senior managers as a concept that aligned 

with the objectives and performance of the organisation.  For example: a participant 

said: 
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“I think there's a number of things that are important that is excellent 

care, timely care and access, and good food and whatever, it is that we 

would think we should be able to deliver”. (SM1)   

Another senior manager stated:  

“It is a balanced scorecard.  Things that you learn through Magnet and 

Pathways to excellence is that there are always pockets where the culture 

or the outcomes aren’t great but it’s the sum of the parts.  Also 

recognising that sometimes those parts can damage the reputation.  I 

consider it is like a balanced scorecard and has to be more than one 

dimension and has to be in balance.  Its things like those practical 

outcomes and also the feel within an organisation and those sort of 

things”. (SM3)  

Of note, here a senior manager describes two programs (‘Magnet’ and ‘Pathways to 

excellence’) that are organisational culture shaping programs designed to demonstrate 

the organisations commitment to a positive culture (American Nurses Credentialing 

Centre, 2020).  A functional view of organisational culture is promoted, providing 

senior managers with practical overarching solutions to organisational problems.  This 

is a functional view of organisational culture and reflects the integration perspective of 

culture that comes from higher levels in the organisation. 

The importance of reputation was expressed from all the senior managers including a 

board member who concluded, “To me reputation is critical. But at the same time 

potential risks must be recognised and if necessary, handled with great care so that 

professional efficient and effective reputation management is realised” (SM15).   

The finding that reputation is considered important by senior managers is consistent 

with Vancheswar et al., (2015) examined the perceptions and sentiments of corporate 

executives at various levels across industry sectors in India.  Their study found that 

reputation is an important intangible asset that needs to be nurtured especially by top 

managers and leaders.  In healthcare terms, research has demonstrated that reputation 

consistently ranks as one of the most important factors that consumers use in selecting 

health services (Dijs-Elsinga et al., 2010; Jung et al., 2011; Yahanda et al., 2016; 

Ziemba et al., 2017; Ziemba et al., 2019).  On this note, some of the senior managers 
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felt that reputation was a strategic asset that provided value to the organisation.  For 

example, a senior manager stated that “reputation is a strategic asset that as an executive 

we are very aware of”. (SM2).  Another senior manager said: 

“I think what you will see is an emerging trend for public hospitals to 

invest much more heavily into reputation as a strategic asset because the 

evidence is becoming quite clear from a performance and value 

perspective” (SM 1). 

Reputation conceptualised here by senior managers, describes an asset for the 

organisation.  Consistent with other studies on reputation, that have focused on the 

outcome of reputation, by examining how reputation is a valuable and rare resource that 

leads to a sustainable competitive advantage (Fombrun, 1996; Fombrun & van Riel, 

2003; Gatzert, 2015; Roberts & Dowling, 2002; Walker, 2010).  From a resource-based 

view theory perspective, reputation is a valuable and rare intangible resource because it 

is difficult to replicate and highly ambiguous, which leads to a sustained competitive 

advantage (Deephouse, 2000; Flanagan & O’Shaughnessy, 2005; Roberts & Dowling, 

2002; Walker, 2010). This concept of reputation having value was also recognised by a 

participant who stated: 

“When you have a good reputation, you own a rare and valuable asset 

that can assist with the performance of the organisation”. (SM6) 

That participant also highlighted a common link in the senior manager 

participants, which revealed that senior managers also considered reputation as 

something that is determined by the public organisations’ performance.  While, 

performance is determined by government performance measures, which includes 

emergency department waiting times, hospital activity, elective surgery waiting lists, 

specialist outpatient waiting lists, immunisation rates and nurse to patient ratios (State 

of Queensland [Queensland Health], 2020a) most of the senior managers felt that these 

performance measures were what was conceptualised when considering the reputation 

of public healthcare organisations.  In addition, the performance reporting has major 

implications for senior managers as the ‘government set’ performance measures are 

linked to public healthcare organisations’ budgetary allocation.  As a result, all of the 

senior managers were focused on performance as a basis for conceptualising reputation.   
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While there is a steady stream of research exploring the reputation-performance 

relationship, uncertainty exists on the nature of the relationship and the direction of its 

influence (Boyd, et al. 2010; Kaur & Singh, 2020).  In this study, senior managers are 

clear that there is a link between reputation and performance and that the performance 

of the organisation, influences the reputation.  The senior managers clearly distinguish 

reputation from contextual perplexities and see performance as a driver of reputation.  

However, also identified is reputation as a driver of factors influencing performance.  

For example, a senior manager stated: 

“I think a good reputation influences the decision to provide additional 

funding. To the core business stuff. So, I think if you have a good 

reputation as doing your best to deliver on whatever you've promised, 

you probably get higher up in the queue of people who are waiting for 

extra funding to do something”. (SM6) 

Senior managers were mindful of the socio-political environment and the 

influence and financial benefits of achieving government performance targets set for 

public healthcare organisations.  While the public healthcare sector in Australia has 

been influenced by efficiency and competitive advantage methods used by private 

healthcare sector managers (Dedman et al., 2011; Duckett & Wilcox, 2015; Richardson, 

2002), it was evident in this study that senior managers felt that good performance was 

influenced by efficiency and this formed the basis of how they described reputation. 

Interestingly, frontline staff held a different view of their perception of reputation, 

which is discussed in the next section. 

5.1.2 How frontline staff conceptualise reputation. 

In contrast to the senior manager perspective, frontline staff were either not aware 

of the government mandated performance targets or did not really consider them as 

important factors in their understanding of reputation.  For example, a frontline staff 

member who works at a regional public healthcare organisation stated: 

“The executive look at the performance targets but we look at the care we 

provide the patients and the doctors and the nurses work with the families 

and we give a good service”. (FL1)   
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Another participant said: 

“Executives are very eagle eyed on the money side of things and we do 

get regular emails from executives saying we've got a great system here 

and a great hospital and you're all fantastic workers and what have you, 

but I don't know how much they think about the outside. So, I think what 

we do as frontline staff is very important in terms of reputation” (FL5). 

This finding of service delivery being at the forefront of how reputation is 

conceptualised, for frontline staff, is consistent with some of the literature which 

provides that service delivery employees play a crucial role in creating and sustaining 

the reputation of the organisation (Babić-Hodovića & Arslanagić-Kalajdžić, 2019).  The 

frontline staff were consistent in their perception of the importance of their role in 

forming the reputation of the organisation.  In other words, reputation in the mind of 

frontline staff was based on the healthcare quality they provided to consumers.  Also 

evident from the frontline staff was the different perspectives of reputation that were 

perceived by the different levels (senior managers and frontline staff). Frontline staff 

participants felt that their attitudes and commitment to the public healthcare 

organisation are reflected in consumer’s perception of healthcare quality which in turn 

formed the basis of the organisation's reputation.  For example, a participant said: 

“I think reputation is about the quality of the care that we provide to the 

patients.  If they are happy with the delivery of care and the interactions, 

they have with us, then that has positive effects on the reputation of the 

organisation”. (FL12) 

Frontline staff perceived reputation to be based on the healthcare quality that was 

delivered to the patient by them and their ability to deliver a high standard of care 

reflected positively on reputation.  However, some frontline staff expressed that their 

ability to deliver high-quality healthcare was affected by the sometimes constraining 

decisions of senior managers.  For example, a frontline staff member stated: 

“The executive put a system in place without talking to the staff, and it 

didn’t work.  If they had spoken to us first, we would have been able to 

explain to them why it wouldn’t work and would end up costing more 

money rather than saving money”. (FL11) 
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While frontline staff perceived healthcare quality as an important dimension of 

reputation, most did not consider the effect of their role on reputation. Organisational 

culture at this level of the organisation is fragmented.  There is ambiguity that has 

developed from unawareness or confusion from the organisation as well as from the 

complications that arise from divided opinions and tensions between senior managers 

and frontline staff.  This is an important finding as employee’s perception of positive 

reputation has been shown to contribute to positive behavioural patterns and intentions 

by employees (Fu et al., 2014).  Therefore, the importance of creating a positive 

reputation to ensure aligned behavioural intentions, highlights the significance of 

reputation management and reputation building in public healthcare organisations. 

In summary, senior managers and frontline staffs understanding of the concept of 

reputation formed the basis of their responses to the interview questions.  The findings 

show that the conceptualisation of reputation aligns directly with where the focus of the 

feedback, interactions and accountability lies.  For example, senior managers receive 

feedback on, and are accountable for the performance of the organisation, to 

government agencies and a wider range of stakeholders.  Therefore, it makes sense that 

their perception of reputation is based on aggregate data and reflects an integrated 

culture perspective, assuming an organisation-wide sharing of beliefs and assumptions 

that make up culture.  Frontline staff receive feedback from and interact with consumers 

of healthcare services mostly and managers occasionally. Hence it makes sense that 

their perception of reputation is based on the lens they see.  Table 5 below summarises 

the how senior managers and frontline staff conceptualise reputation in public 

healthcare organisations. 
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Table 5  

How senior managers and frontline staff conceptualise reputation. 

 Senior managers Frontline staff 

Conceptualising reputation Reputation based on the 

performance of the 

organisation as a whole.  

Reputation provides public 

organisations with a 

competitive advantage with 

positive performance 

implications such as, 

additional resources, 

attracting quality staff, 

philanthropic donations.  

Reputation based on the 

quality of the care provided 

to the consumer.  High 

quality of care delivered by 

frontline staff provides a 

positive experience for the 

patient which forms the basis 

of reputation for the 

organisation.  Believe they 

play a crucial role in shaping 

the reputation of the 

organisation. 

 

Organisational culture 

perspective 

Integrated culture Fragmentation culture 

 

As shown in Table 5 the findings suggest that senior managers’ perception of 

reputation was mostly centred on the organisation as a whole and its performance 

against targets set by the government.  Reputation was considered by senior managers to 

be a valuable asset for the organisation that could provide it with a competitive 

advantage for other resources such as additional funding, philanthropic donations and 

attracting quality staff.  This finding is consistent with other studies on reputation that 

suggest reputation is thought to differentiate organisations and is an intangible asset that 

is composed of complementary and reinforcing relationships that have positive 

performance implications (Boyd et al., 2010).  In contrast, frontline staff perception of 

reputation was based on the standard and quality of care delivered to the consumer.  

When the quality of the care delivered is high then it is likely to result in a positive 

experience, which in turn creates a positive reputation for the organisation.   This 

finding is consistent with the literature which suggests that favourable perceptions about 

consumer experience is positively correlated with consumers’ perception of reputation 

(Al-Amin et al., 2018; Nguyen, 2010).  

The first research question asks: in what way is the perceptual value of reputation 

conceptualised about public healthcare organisations?  This section of the chapter has 

partially addressed this question by presenting an examination of the prominent factors 

that seem to be associated with the conceptualisation of reputation.  These factors are 
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presented at senior management level as a set of shared values and attitudes and cultural 

practices that reflect an integrated culture of shared values for performance and 

improvement of the organisation.  At the frontline level the prominent factors associated 

with the conceptualisation of reputation are presented as a distinguishable set of values, 

beliefs and attitudes that are often inconsistent and unpredictable.  The meanings 

constructed by different members, to aspects of culture (i.e. language, patterns of 

behaviour, rituals) explains the varying perceptions of the value of reputation and the 

conflicts that exist between hierarchical groups.   

Interestingly, the underlying structural and cultural differences that appear to have 

influenced the perception of reputation, suggest that culture is a likely predictor of 

reputation for the organisation, largely due to the internal culture and the perceived 

reputational factors interlinking and informing each other.  Thereby, suggesting that 

culture would potentially support reputation building activities.  However, this is only 

part of the potential reputation – culture relationship.  To fully explore the reputation-

cultural link requires understanding how reputation is formed by stakeholders. 

5.2 FORMING REPUTATIONAL VALUE 

Now that it is clear how senior managers and frontline staff conceptualise 

reputational value of public healthcare organisations, this chapter will move forward to 

presenting the results on the perceptions of senior managers and frontline staff on how 

reputational value is formed.  The participants were asked a series of questions about 

their perception of the value of reputation for public healthcare organisations and what 

influenced their perceptions.  The next section describes the themes that emerged from 

the interviews and observations noted during the data gathering phase of this study.  It 

explores how senior managers and frontline staff form their attitudes and beliefs about 

the reputation of public healthcare organisations and their perceived role in shaping 

reputation.   

Three dimensions of reputation that emerged from the interviews and observations 

were: 1. Consumer satisfaction, which included the sub-categories of communication 

and reputation management. 2. Healthcare quality, which includes the sub-category of 

organisational goals and objectives, which were identified as components of this 

dimension that influenced the formation of reputational value of public healthcare 
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organisations.  3. Organisational culture as identified through the values of the 

organisation.  These identified dimensions of reputation provided an in-depth 

understanding of how senior managers and frontline staff formed their opinion, and how 

they saw their role in shaping public hospital reputation.  Of note, the three dimensions 

are not mutually exclusive, a relationship exists between all of them in relation to 

forming reputational value for public healthcare organisations. 

5.2.1 Dimension 1: Consumer satisfaction 

Consumer satisfaction was highlighted by all participants as the most important 

aim for delivery of public healthcare services and was a key dimension of reputational 

value for the organisation.  All participants outlined the importance of delivering 

healthcare that was safe and met the safety and quality standards set by the government 

(Australian Commission, 2017).  Participants comments related to consumer satisfaction 

were subcategorised into reputation management and communication. 

Reputation management 

When asked about whether participants felt that reputation should be managed by 

the organisation to ensure consumer satisfaction, all participants agreed that it should be 

managed.  A senior manager recognised the importance of managing the organisations 

reputation to attract and retain the best staff: 

“Staff want to work in an organisation that has a positive reputation and 

know that in the next 5 years that our workforce demands are going to be 

a major challenge for us. The national workforce literature would suggest 

that in the next 10 years there is going to be over 150,000 registered 

nurses short of what is required in this country so it is a competition in a 

way so that if we can develop a little cocoon, and I don’t mean work in 

an insular way, you have to be broader than that but essentially if we 

want to attract people to the organisation, if we want to do that then the 

staff have got to see that it’s a positive place to work. And that reputation 

is also about how we look after our staff, not just paying them but how 

we look after them and develop them and have that very close link 
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between the staff and the patients.  I think if we lose that link then we are 

in trouble”. (SM1) 

This finding is consistent with findings by other researchers who conclude that 

organisations that deliberately manage their reputations enjoy significantly enhanced 

relationships with their stakeholders (Vancheswar et al., 2015; Fombrun & Rindova, 

1996; Tetrault et al., 2019).  While the importance of reputation management was 

understood by the senior manager group of participants, how to actually do this was not 

clear.  Some participants felt that reputation management was linked to good 

communication.  For example, a participant said: 

“I think its constant key messaging out to the community.  Celebrate the 

successes, transparency, and the failures.  It’s about building the 

confidence and sometimes acknowledging when things have gone wrong 

and not brushing them under the carpet but taking full responsibility for 

them. For example, our care was substandard, and we need to learn from 

that and to never let that happen again.  That’s a very strong message.  

Most families want to hear the truth and know that you are not going to 

let that happen again.  Celebrating the successes – our outcomes are 

really good given our resources and things like that are outcomes are 

stellar”. (SM8) 

Another senior manager said: 

“I think the biggest element is communication. The patients need to 

know who is looking after them, they need to know where they are up to, 

they need results of tests that they have had, and they need to know what 

their plan of care is and when they might be likely to go home.  For my 

particular cohort they also need to know that they will or won’t go home, 

whether they need to be placed or whether they need to have the family 

come in and have those conversations, but it is all about communication.  

By far the most complaints I get, are based on communication and if you 

don’t communication those see that as poor care”. (SM12) 

This finding is consistent with the literature, which suggests that reputation should 

be based on strategic commitments of the organisation and communicated well 
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(Dowling & Moran, 2012).  In addition, organisations that respond positively to 

stakeholder expectations will improve reputational resources, which can lead to a 

sustainable competitive advantage by a continuous investment in ‘doing good’ to be 

viewed by stakeholders as ‘looking good’ and over time ‘looking even better’ (Tetrault 

et al., 2019).  By managing communication and customer relationships, a good 

reputation is seen as a hygiene factor rather than a real motivator (Wiedmann, 2017).  In 

the context of this study, communication was highlighted by participants as an 

important factor in their perception of reputation.  Both frontline staff and senior 

managers described reputation in terms of the importance of communicating a positive 

message to the general public.  For example, a senior manager stated:  

“Having a positive media strategy to get on the front foot is also a very 

important part of developing the organisations reputation”. (SM1) 

This finding is consistent with the literature, which suggests that an 

organisations reputation is influence by the effectiveness of the communication strategy 

(Forman & Argenti, 2005) and that communication of good behaviour is as important as 

doing good (Chun et al., 2019).  However, in this study it was important to ascertain 

what participants felt that consumers wanted from public healthcare services and 

whether they were influenced by the reputation of the organisation.  Most of the senior 

managers felt that the media was very influential on the consumers’ perception of the 

reputation of public healthcare organisations.  For example, a senior manager of a large 

tertiary hospital stated: 

“They [consumers] are definitely influenced by the media in a negative 

way and I think we have to put it into context.  If you look at this hospital 

a great hospital that is being massively challenged by the ability to 

supply what the demands of the community are.  There is way more 

positive feedback from our consumers than there is negative feedback but 

like everything the negative feedback gets the press”. (SM1)   

Senior managers were mindful of local media publishing stories that may reflect 

poorly on the reputation of the hospital.  This was largely due to the reactiveness that 

resulted from negative media stories, as stated by a senior manager: 
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“For the Minister, the media is unbelievably influential, when an item 

appears in the Courier Mail, the Minister is on the phone to the executive 

to respond immediately to the negative press”. (SM9) 

And: 

“We're constantly getting the minister needs this, or the chief executive 

needs that, and it's always in response to the local media saying 

something negative. It's not great. And I guess sometimes that’s where 

the money goes, where the focus goes in responding to the media”. 

(SM8) 

This finding may explain why senior managers believe that consumers’ perception 

of reputation is influenced by the local media. Senior managers conceptualised the value 

of reputation on a broader level than Frontline staff.  Senior managers are accountable 

to external stakeholders and it makes sense that they would consider the media as a 

potential influence on the reputation of the organisation. However, frontline participants 

felt that consumers’ perception of reputation was influenced by the care received in 

public healthcare organisations, whether experienced personally or heard through word 

of mouth.  For example, a participant stated: 

“ I think consumers look at the type of care they receive or the care they 

hear others have received, this influences them on whether they have 

trust in that hospital or not”. (FL4) 

Participants were asked what they thought consumers wanted from public 

healthcare organisations.  Again, senior managers and frontline staff had differing 

views.  Senior managers were more focused on the performance of the organisation, 

stating that consumers wanted access to services and to know that the organisation 

would provide quality healthcare.  For example, on the one hand a senior manager 

stated: 

“Consumers want to know that they are going to get their operation on 

time and that they are going to get access to services when they need 

them”. (SM6) 
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On the other hand, frontline participants felt that consumers wanted quality 

healthcare and that they were listened to and communicated with.  For example, a 

frontline staff member stated: 

“Consumers are influenced by who's talking to the patient, and how 

much the staff knows what's going on in relation to the patient, things 

like that. Because the most common things that I hear, where I am now, 

is there's a lot of miscommunication, nobody knows what's happening, 

their surgery is getting cancelled, or they don't know what time they're 

going to surgery and stuff like that and so it’s just quite stressful for 

them. And also I think when people have been to hospital quite a few 

times, and they already understand sort of, a bit of the process, and then 

somebody else comes along and they do it differently, that kind of freaks 

them out without people explaining to them what's happening”. (FL8) 

The findings show that there are differing views on what internal stakeholders 

perceive as important to consumers in terms of healthcare needs from public healthcare 

organisations.  The findings show that communication is an important factor in forming 

the perception reputational value.  In the context of this study, when participants were 

asked to describe what reputation management through good communication would 

look like, most participants stated that it was about sending the right messages 

throughout the organisation.  One senior manager reflected on the values of the 

organisation being an important message that should be at the forefront of decision 

making: 

“The aims and values that we have, because we are a health service not 

an individual hospital, and if you look at the individual hospitals, they in 

a way mimic, and I don’t mean mimic in a punitive sense, they mirror the 

health service wide aims and values.  What we should be doing is 

recruiting and employing by our aims and values.  You know the 

expectation that we have for people if they want to join our team they 

have to be caring, they have to be committed to professional self-

development, to the values, they have to be working with integrity etc.  

And of course, we manage our staff that don’t, hopefully our processes 
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won’t allow them in the door because they don’t fit with our aims and 

values”. (SM10) 

This finding highlights the importance of sending a good message out but also relying 

on the values that are important to the organisation when managing reputation. 

Reputation management has been described as a more active, centralised, focused 

and scientific approach to communicating with stakeholders (Fombrun et al., 2000).  In 

addition, research suggests that communication to stakeholders both internally and 

externally should be consistent as employees and advocates are the ones forging the 

organisations reputation, they endorse and expose with their own beliefs and 

perceptions, a positive reputation. (Tran et al., 2015; Breitinger & Bonardi, 2019).  

However, while the relevance of reputation management has increased, the application 

of more sophisticated reputation management approaches and tools has decreased 

(Wiedmann, 2017). In the context of this study, some participants were unsure about 

how to manage an organisation’s reputation.  For example, one participant said:  

“As to how you go about managing a reputation in this kind of field, I 

would have no idea how you go about that”. (SM4) 

Frontline participants stated that managing reputation was the responsibility of 

everyone in the organisation, but the senior managers should lead the strategy by their 

actions and the way they communicated with the staff.  For example, a frontline staff 

member stated: 

“The way the executive behave has a huge impact because I think it 

filters down, and even onto sometimes, regrettably, at the patient level. 

So, if you don't have happy staff, the patients would undoubtedly feel it 

as well”. (FL13) 

This finding highlights the significance of “walking the talk” so that the 

employees can see that the values and behaviours that are communicated and expected 

of the staff are demonstrated in the behaviours of the executive. At this level the culture 

is integrated with the goal of consensus and conformity.  The significance of ‘walking 

the talk’ has been highlighted in the literature as an important component of reputation 

management for organisations (Fombrun & Rindova 1996; Vancheswaret al., 2015).  In 
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addition, reputation has been described as a perceptual phenomenon and it depends on 

how attitudes and behaviours are perceived by those individuals who observe the 

organisation reputation (Seeger et al., 2003).  Among those observers, it is the employee 

stakeholder who is particularly relevant because they are the ones that contribute to the 

organisation’s reputation (Seeger et al., 2003).  In turn, the reputation influences the 

amount and quality of the employee stakeholder contribution and commitment to the 

organisations service delivery and willingness to defend the organisation against 

antagonists (Einwiller & Steilen, 2015; Vancheswar et al., 2015).  In this study, most 

participants stated that the attitudes and behaviours of staff were an influencing factor 

on the organisation’s reputation.  

However, when participants were asked whose responsibility, it was to manage 

the reputation of the organisation, all of the senior managers and frontline participants 

stated that it was the responsibility of everyone in the organisation, regardless of level 

or profession.  This finding is inconsistent with the literature that suggests that 

reputation should be managed by the senior level of organisations whose field of 

activity is related to the subject of reputation (Wiedmann, 2017).  In addition, problems 

that need to be solved are linked to the notion that reputation management is considered 

a top management issue (Wiedmann, 2017).  In the context of this study, public 

healthcare organisations are complex and service delivery of healthcare is managed at 

every level of the organisation which may explain why participants felt reputation 

management was everyone’s responsibility.  

In summary, senior managers and frontline staff described reputation differently.  

Table 6 encapsulates how senior managers and frontline staff form reputational value in 

regard to the reputational dimension of consumer satisfaction.  
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  Table 6  

How senior managers and frontline staff form reputational value in relation to 

consumer satisfaction 

 

 Dimension Senior managers Frontline staff 

Forming 

reputational 

value 

Consumer 

satisfaction 

Constant key messaging to 

the community through 

clear communication 

strategies.  Believe 

consumers are influenced 

by local media.  Therefore, 

reputation should be 

managed, although not 

clear on how to manage 

reputation. Reputation was 

the responsibility of all 

employees in public 

healthcare organisations. 

Reputational value gained by 

providing quality safe 

healthcare services to 

consumers.  Communication 

centred on healthcare 

delivery to ensure patients 

well informed.  Believe that 

consumers are influenced by 

the level of care delivered 

and how they were listened to 

and communicated with.  

Believe that reputation should 

be managed.  Reputation 

management is the 

responsibility of all staff but 

is driven by the senior 

managers of the organisation. 

 

Cultural 

perspective 

 Integrated culture Differentiated / fragmented 

culture. 

 

 

Senior managers focused on the influence that the local media has on the 

reputational value of the organisation.  On the other hand, frontline staff described 

reputational value in terms of clear communication with patients on their healthcare 

needs.  Despite the different perceptions of reputational, both senior managers and 

frontline staff were in agreement over the importance of communication in forming 

reputation.  When forming reputational value both senior managers and frontline staff 

highlighted the importance of managing reputation which was the responsibility of all 

employees regardless of level or profession.  

5.2.2 Dimension 2: Healthcare quality 

This next section turns toward the internal environment of public healthcare 

organisations in relation to the relationship between reputational value and 

organisational goals and objectives on healthcare quality.  The participants identified 
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healthcare quality as a dimension of reputation that was influenced by the goals and 

objectives of the organisation. The organisational goals and objectives were highlighted 

by senior managers and frontline staff as an important factor in creating reputational 

value for the organisation.   

Organisational goals shaping the perception of reputational value. 

Public healthcare organisations in Queensland set their strategic goals based on 

the Department of Health’s strategic plan 2019-2023 (Queensland Government, 2019) 

and are outlined as follows: 

1. Promote and protect the health of Queenslanders where they live, work and 

play; 

2. Drive the safest and highest quality services possible; 

3. Improve access to health services for disadvantaged Queenslander; 

4. Pursue partnerships with consumers, communities, health and other 

organisations to help achieve our goals; 

5. Empower consumers and health professionals through the availability and 

use of data and digital innovations; 

6. Set the agenda through integrated policy, planning, funding and 

implementation efforts; 

7. Lead a workforce that is excellent and has a vibrant culture and workplace 

environment. 

Interview participants were asked to talk about the organisational objectives of 

Queensland Health and throughout the public healthcare organisations that they worked 

for and how they perceived the goals in terms of reputation.  The key themes that 

emerged were: (1) ambiguity around the meaning of the organisational goals, and (2) 

goal alignment and reputation relationship. 

Ambiguity around the meaning of the organisational goals. 
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Overall, participants had a general awareness of the goals of public healthcare 

organisations and most senior managers saw them as important in providing an overall 

direction for the organisation and influential of the organisations perceived reputation.  

This was because the goals of the organisation outlined the performance targets that 

formed the basis of the reputation of the organisation in the minds of the senior 

managers.  The main goals that most senior manager participants considered important 

were providing safe and high quality healthcare services and leading a workforce that is 

excellent and has a vibrant culture and workplace.  One of the main issues that emerged 

was the ambiguity around some of the terminology used, especially that of “safest and 

highest quality of services”.  For example, one senior manager stated: 

“How we set the agenda seems to vary depending on the organisation and 

while integrating policy should create consistency throughout public 

healthcare organisations in Queensland, there still seems to be so much 

variability within organisations and between them”. (SM4) 

Frontline staff also commented on the ambiguity of some of the terminology used 

about the goals of the organisation as they felt this was inconsistent between senior 

managers.  For example, one frontline staff member stated: 

“I think there is a problem with how the goals are defined because you 

get different messages from different people, for the executive it means 

one thing but to doctors it means something different”. (FL7) 

Senior managers indicated that ambiguity around the meaning of goals means that 

some staff do not feel connected to the goals, and some staff are working towards 

achieving different goals, which makes operationalising the goals of the organisation 

difficult and this affects the overall reputation of the organisation.  This finding is 

consistent with Otchere-Ankrah et al., (2016) in their study on the impact of 

organisational reputation on employee attitude, which found that goal alignment was an 

important factor in building organisational performance and reputation.  Similarly, as 

found by Miah and Berd (2007) and Olmedo-Cifuentes, and Martinez-León (2014) 

organisational performance and reputation are only achieved through organisational 

goal congruence.  
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Goal alignment and reputation relationship 

All the senior managers indicated that the strategic goals were aligned with the 

goals of the Department of Health, and some held that the strategic goals of the 

organisation were clearly aligned throughout the organisation.  As one senior manager 

explained: 

“We have set the health service strategic plan to align with the 

Department of Health plan and expectations and then each directorate 

sets their operational plans to align with the strategic plan of the health 

service”. (SM12) 

Findings suggest that the setting of organisational goals cascades down 

throughout the organisation and according to the senior manager participant’s this is 

done ‘with consultation with clinicians at the frontline’ and then the plan is ultimately 

approved at the top level of the organisation by the Board. The process of planning and 

setting the objectives of the organisations was described by senior managers as the 

setting of the goals for each of their directorates that they were responsible for by 

consulting with other senior managers in their directorate and then having the final plan 

approved by the Board through the executive directors.  The process was designed in a 

way that provided consideration of the operational needs associated with the health 

service objectives to ensure that the goals were achievable and were aligned with the 

goals of Queensland Health.  However, while the process was outlined as being 

consultative in nature, frontline participants indicated that they are not involved in the 

decision making and felt that this was done without them being involved.  For example, 

one frontline participant stated: 

“It is frustrating when we are given the objectives set by the organisation 

and we have not been involved in the decision-making.  The clinical 

requirements of carrying out these objectives is often overlooked and 

then we run into difficulties achieving the goals because due 

consideration has not been given at every level.  I think this ultimately 

affects the reputation of the organisation”. (FL12) 

Indeed, this sentiment was also expressed by some of the senior managers who 

felt that the planning process lacked clinician input, although some felt that the 
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clinicians were not concerned about performance targets and it was not something that 

they spent much time considering, as suggested in this quote: 

“The clinicians are concerned with patients and they don’t spend a lot of 

time considering the performance of the organisation as a whole.  There 

is a level of frustration on both sides I think as we would like clinicians 

to be more responsive to the overall goals of the organisation and I think 

the clinicians would like the executive to be less focused on performance 

and the business side of hospital management”. (SM4) 

 The limited clinician involvement in the development of the strategic goals of 

the organisation, shows that frontline clinicians generally do not feel connected to the 

goals, this in turn makes it difficult for senior managers to garner support when 

implementing them at an operational level, particularly when patient care is affected, as 

one frontline clinician explained: 

“We get that there are targets that the organisation needs to meet but 

sometimes this is not possible as you cannot always predict the outcomes 

for your patients and there may be a day when a large portion of patients 

have to stay greater than four hours in the emergency department or 

cannot have their surgery in the recommended time.  There are clinical 

reasons for this, but we then have to explain ourselves to executive 

because we haven’t met the target for that day or week, which is 

frustrating because ultimately how we care for our patients is very 

important to us as health professionals”. (FL9) 

This finding is consistent with the literature, which suggests that healthcare 

organisations are large and complex and have a broad and diverse range of stakeholders, 

which requires a broad range of professionals to work together, often with competing 

goals and interests (Glouberman & Mintzberg, 2001a; 2001b).  Different groups of 

professionals at different levels of the organisation have their own professional 

standards mandated by external professional institutions, such as, the Royal Australian 

College of Surgeons and the Nursing and Midwifery Board of Australia.  These 

professional bodies provide standards around work practices in relation to ethical 

standards and quality and safety of practice for professionals (Crusack et al., 2019). This 
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study extends the knowledge by providing that professional standards are likely to 

influence the perceptual value of reputation of an organisation, particularly where 

disparity exists between professional standards and organisational efficiency. 

Public healthcare organisations were previously characterised as professional 

bureaucracies where professionals had complete control over their own work and the 

role of senior managers and administrators was to coordinate and support their practice 

(Abernethy & Chua, 1996; Mintzberg, 1989).  However, the introduction of New Public 

Management (NPM) reforms resulted in a dramatic increase in managerial control over 

the delivery of care by clinicians, which has increased tension between the professional 

values of health professionals and the demands for improved efficiency, effectiveness, 

cost control and resource management (Hallier & Forbes, 2005; Fitzgerald & Dufour, 

1998; Fitzgerald & Ferlie, 2000; Kippist & Fitzgerald, 2009).  It has also highlighted the 

reluctance of clinical professionals to adopt management values and priorities (Dedman 

et al. 2011; Hallier & Forbes, 2005; Kippist & Fitzgerald, 2009).  

In summary, these findings suggest that different groups may be prioritising 

different goals, which is causing a lack of goal alignment and conformity between the 

strategic goals, the operational goals, and the goals of the health professionals.  Table 7 

summarises how senior managers and frontline staff form reputational value with regard 

to the reputational dimension of healthcare quality.  
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  Table 7 

How senior managers and frontline staff form reputational value in relation to 

healthcare quality. 

 

While the restructuring of the Hospital and Health Services within the state of 

Queensland has provided more autonomy in setting organisational strategic goals, these 

goals are highly influenced by the political environment and reflects how the 

organisation is expected to be perceived by key stakeholders, including Queensland 

Health and the community.  This political influence explains why senior managers see 

healthcare quality in the performance of targets set by the government, as a basis for the 

reputational value of the organisation.  The operational goals are aligned to the way 

performance of these targets is measured, yet the goals of the frontline clinicians is 

providing the right care to the right patient at the right time and this forms the basis of 

healthcare quality and their perception of reputational value.  If on the one hand 

perceptions of the value of organisational reputation are formed through goal alignment 

and the achievement of organisational goals which in turn enhances the performance of 

    

 Dimension Senior Managers Frontline Staff 

Forming 

reputational 

value 

 

 

 

 

 

 

 

 

 

Healthcare 

quality 

Strategic goals of the 

organisation are aligned 

with the goals of the 

Department of health.  

Achievement of goals 

ensures performance and 

builds reputational value.  

Believe that organisational 

goal setting is consultative 

in nature but clinical 

willingness to be involved 

is limited 

Frustration with lack of 

involvement in decision-

making around the setting of 

organisational goals.  

Clinical requirements of 

achieving organisational 

goals often overlooked. 

Competing professional 

goals and interests. 

Healthcare quality forms the 

basis of reputational value 

and relies on clinician 

involvement in goal setting 

for the organisation. 

 

Cultural 

perspective 

 Integrative culture – goal 

orientated.  Members of 

professional groups 

(doctors, nurses, allied 

health) individually 

aligned to the broader 

hospital values. 

Differentiated / Fragmented 

counterculture.  Divided 
opinions and irreconcilable 

tensions between opposites, 

contradictions. Lack of 

consensus. 
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the organisation, then on the other hand, the reputational value of the organisation relies 

on clear goal alignment with internal stakeholders as an essential component of 

reputation management for public healthcare organisations.   Therefore, organisational 

goal alignment is directly linked with culture and forming reputational value. 

5.2.3 Dimension 3: Organisational cultural influence on reputational value 

As stated earlier, the dimensions of reputation are not mutually exclusive and cultural 

aspects have already been identified.  This section looks more specifically at the cultural 

influence on reputation.  Interview participants were asked to talk about the values of 

the organisation and how they are shared throughout the organisation.  The perspectives 

of the organisational values from senior managers and frontline staff were considered 

from three cultural perspectives: integration; differentiation; and fragmentation. For 

further detail on the three cultural perspectives see chapter 3, literature review. Overall, 

findings indicate there are three different value systems that drive attitudes and 

behaviour within the organisation and form the perceptional value of reputation.  The 

different value systems correspond with different cultural perspectives as shown in 

Table 8.  
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Table 8 

Value systems from three cultural perspectives 

 

 Integration 

perspective 

Differentiation 

perspective 

Fragmentation 

perspective 

Value system Organisational 

values that define 

how the 

organisation expects 

staff to behave.  The 

assumption that by 

imparting the 

organisational 

values among staff 

they can align staff 

behaviours and 

create a desired 

culture within the 

organisation 

(Flamholtz, 2012). 

 

Professional values and 

standards which defines 

how professional 

colleagues expect each 

other to behave 

(Freidson, 2001) 

Personal values: define 

how society and the 

environment have 

guided behaviours, 

attitudes and beliefs 

(Stokes, et al., 2016) 

Organisational 

level 

Strategic level: 

senior managers  

Operational level: 

professional 

subgroups/teams 

Frontline: individual 

level.  Interactions 

between strategic and 

operational levels and 

between professional 

subgroups of frontline 

staff. 

 

Key themes Strong attachment to 

the organisational 

goals by senior 

managers with the 

values setting the 

desired culture 

which builds 

performance and 

ultimately the 

reputation of the 

organisation 

Strong attachment to 

professional values of 

professional group 

which forms the 

perceptional basis of 

reputational value. 

Some disconnect from 

organisational values 

Inconsistent behaviours 

and attitudes depending 

on the interaction.  

Subcultural boundaries 

uncertain.  Issue-specific 

attention with no 

consensus forming 

perceptional basis of 

reputational value.  

 

As shown in Table 8, different value systems become prominent at different levels 

of the organisation.  At the strategic level of the organisation, the organisational values 
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operate as the guiding behavioural system which promotes performance as a basis of the 

perceptional value of reputation.  At the operational level, professional values guide the 

behaviours and forms the basis of reputational value.  However, the values that guide 

attitudes and behaviours of individual staff is not fixed but changes depending on the 

interaction and the situational influence.  The consensus forming perceptional basis of 

reputational value is in flux and uncertain as it is guided by the situation and the 

interaction.  Therefore, personal values operate as the guiding behavioural system of 

individuals when staff from different hierarchical levels and professional subgroups 

interact with each other in specific situations.  The paradox of this complex causality of 

the three sets of values is portrayed in the reflection of a frontline staff member: 

“I know that the organisation has an expectation of how we adhere to the 

values of the organisation, however the interpretation of these values is 

not always the same between the clinicians and management, at the end 

of the day I have to remain true to myself and my profession and that may 

not always align with the expectations of the management”. (FL4) 

The following sections present a thematic analysis of senior managers and 

frontline staff perspectives around organisational values and their influence on 

reputational value.  In the context of this study, it was important to explore the 

perspectives of organisational values from both senior managers and frontline staff 

because there were identified differences in their perception of reputational value in 

relation to consumer satisfaction and healthcare quality.  Previous research suggests that 

to understand the perception of reputation within healthcare organisations it requires a 

cultural lens (Alsop, 2004; Corfield & Paton, 2016; Dukerich & Carter, 2000; Flatt & 

Kowaczyk, 2008; Fombrun, 1996; Fombrun & Shanley, 1990). Importantly, 

organisational culture has been shown to have a significant role in the building and 

management of an organisation’s reputation (Rashid & Ghose, 2015).  Therefore, this 

research explored the perceptional value of reputation three cultural perspectives. 

Strategic-level organisational values: An integrated culture 

Findings indicate that there is a strong sense of alignment to organisational values 

among the senior managers who all highlighted the importance of the values in driving a 

performance culture throughout the organisation.  Senior managers felt that 
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organisational values are well communicated throughout public healthcare organisations 

as they were a required item at the bottom of all staff email correspondence and were 

also referred to in meetings, forums and on posters displayed throughout Queensland 

Health public hospitals.  For example, a senior manager stated: 

“The values of the organisation are very important and are central to 

driving the culture of the organisation.  That is why they are 

communicated so broadly throughout and highlighted in the forums 

delivered by the CEO”. (SM12) 

 Some senior managers felt that the values set by the organisation need to be not 

just words on a page and it was important to show that you personally walk and talk the 

values.  These senior managers talked about how staff will observe your behaviour and 

so it is important to show them that you are reinforcing the values in your behaviour.  

For example, a senior manager stated:  

“If the CEO walks past rubbish on the ground the staff will see that.  If 

the CEO stops and picks it up that defines a lot of the culture, there is 

definitely a huge influence from the leadership showing the values in 

their work every day”. (SM10) 

 Senior managers indicated that the organisational values were influential in the 

overall performance of the organisation and also in implementing change throughout the 

organisation.  For example, a senior manager stated: 

“When you have congruence with the values of the organisation you have 

an organisation that can implement change in a positive and successful 

way.  This is why the values are so important in driving a culture of 

performance and this is particularly important for healthcare 

organisations that are constantly subjected to change, either from the 

political environment or through technology or innovation”. (SM6) 

 This finding is consistent with the literature, which highlights organisational 

values as one of the most powerful forces in driving change (Sullivan et al., 2002).  By 

aligning the values of the people in the organisation, change can be implemented as the 

values drive the behaviours and attitudes towards successful change (Sullivan et al., 
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2002).  Senior managers felt that the values of the organisation were important as they 

affected the overall performance of the organisation and it was the performance that 

influence the perception of reputational value for the organisation.  These findings 

suggest that senior managers generally demonstrate the organisational values while 

interacting with other colleagues at the strategic level of the organisation mostly 

because at this level the values are normalised and expected.  Given the consensus 

around the organisational values at the strategic level of the organisation that is without 

the professional subcultural and individual influence, the culture at the strategic level of 

the organisation is considered to be an integrated culture (Martin, 2002).  The following 

section outlines the operational level which has a differentiated culture driving a 

professional based perception of reputational value. 

Operational–level professional values: A differentiated culture driving a 

professional based perception of reputation. 

Findings indicate that at the operational level of the organisation there are a strong 

set of values that are aligned to professional standards and ultimately patient care 

delivery.  For example, a senior manager stated:  

“I think that the values of the organisation are highlighted by the 

executive but for clinicians our focus is on the quality of the healthcare 

that we deliver to our patients”. (SM8) 

Most of the frontline staff were aware of the values of the organisation but some 

of them were unable to clearly state what they were, as a frontline staff member stated: 

“I know we have organisational values, but I couldn’t tell you what they 

are, I think maybe respect and integrity are a couple of them.  I don’t 

think that they influence me in the way I deliver care to patients, that is 

influenced by my profession and the expectations of what it means to 

deliver quality, safe care.  That is what guides my behaviour and that is 

where I think the organisation gets its reputation from.  It’s how well we 

deliver care to our patients and how we behave towards our patients”. 

(FL3) 



  

Chapter 5: Empirical Findings – Internal Stakeholders  135 
 

Indeed, professional values and standards that emphasise patient care are deeply 

entrenched in clinical professions and it is what drives their behaviours and attitudes.  

This emphasises the difficulty that senior managers can have in trying to override the 

behaviours and attitudes of the clinicians with the organisational values that emphasise 

reputation, performance, efficiency and effectiveness of the organisation.  For example, 

a senior manager stated:   

“The clinicians are important in the delivery of quality healthcare, 

however there is a responsibility to the taxpayer that we are using 

healthcare resources wisely and that might mean that we don’t spend 

$20,000 on a hip replacement when we can spend $9,000 and have the 

same outcome.  Sometimes it is difficult to get the clinicians to see this as 

they are assessing individual patients and want to deliver what they 

determine is the best care for that particular patient”.  (SM12) 

Some of the senior managers felt that clinicians should consider the organisation 

as a whole when delivering care, rather than on an individual patient level or an 

individual professional level: 

“We have changed the way healthcare organisations are managed and it’s 

not solely from a clinician point of view anymore.  We have to be 

mindful of the fact that we are responsible for delivering healthcare to the 

public with a finite amount of resources.  So yes, we need to make sure 

that we deliver quality healthcare but we are also responsible and 

accountable for delivering the expectations of the government and the 

expectations of the community that we serve”. (SM12) 

Another senior manager stated: 

“You really want people for their attitude, rather than skill set. I mean, 

obviously they've got to have some skills, but you know, somebody who 

is not perhaps quite up to speed technically, but you can just see that 

they're engaged in the way they treat patients, the way they have respect 

for other people and uphold the organisational values. And to me, that is 

really important, and it took me a long time to realize that, because I 

mean most doctors are reasonably intelligent, so you can train them, but 
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you can't change their attitude towards the values of the organisation if 

they don’t align with them”. (SM14) 

Reflecting on why some of the professional clinicians have difficulty aligning 

with the organisational values, senior managers indicated that it is not something that is 

prominent in the way they think about delivering their care to patients.  This notion was 

highlighted by some of the frontline staff who felt that the senior managers’ job was to 

focus on political expectations of the organisation but for them it was all about the 

patients.  For example, a frontline staff member stated: 

“The executive talk about the values and the culture that they want in the 

organisation but at the end of the day what’s important to us is that 

patients get good care, that my reputation as a professional is not 

compromised and that the patient has the best care that can be delivered”. 

(FL3) 

Another frontline participant stated: 

“They [senior managers] come around with their clipboards telling you 

what you need to do and questioning your decisions, yet they do not have 

clinical expertise but think they can tell us what needs to be done with 

our patients.  I get that they have to see the bigger picture, but healthcare 

delivery needs to be the number one priority”. (FL8) 

The findings highlight a disconnection between staff at the operational level and 

the organisational values and their meaning.  Some frontline staff have said they act 

with ‘integrity’ and ‘respect’ in everything that they do, but it may not necessarily be 

the same interpretation of integrity and respect as held by the senior managers of the 

organisation.  For example, a frontline participant said: 

“Integrity and respect are organisational values but my interpretation of 

them is probably different to that of senior executive.  I think of it in 

terms of delivering good quality healthcare, whereas I think the executive 

think about it in terms of how they want staff to adhere to the 

organisational goals which may not align with my expectations of 

delivering quality care”. (FL2) 
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It is clear from this finding that there is ambiguity around the meaning of the 

values and differences in value systems between frontline professionals and senior 

managers.  However, differences in values between professional groups was also 

identified, as a frontline staff member stated: 

“We have to work with a number of different professional groups and 

sometimes they have different values and expectations than you have, 

and this can cause behaviours and attitudes to become conflicting and the 

way this is dealt with is usually by reporting each other to executive”. 

(FL11). 

These findings suggest that at the operational level there is a disconnection 

between how public healthcare organisations want staff to behave and how they are 

actually behaving.  In other words, a disconnection between the organisational values 

espoused by the senior managers and the existing organisational culture and shared 

values.  Therefore, while the strategic level of the organisation is characteristic of an 

integrated culture that perceives reputation value as defined by the performance of the 

organisation, the operational level of the organisation consists of professional sub-

cultures that is characteristic of a differentiated culture (Mathew, 2019; Martin, 2002), 

where the value of reputation is professionally driven by the delivery of quality 

healthcare.  Findings also suggest that the relationship between subgroups can also be 

conflicted.  

Interactions between subgroups: A fragmented culture driving an individual 

perceptional basis of reputational value. 

Some of the participants from both the senior manager group and the frontline 

group suggested that some of the senior managers in the organisation do not 

consistently behave in a manner that reflects the values of the organisation when 

interacting with staff at the operational level.  For example, one frontline staff member 

stated: 

“The new top-level didn’t walk and talk the values, they were more 

focused on performance targets and if staff weren’t in line with that 
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vision, then they were not treated in a way that would have aligned with 

the values of the organisation”. (FL5) 

Findings also indicate that the behaviour of staff can be inconsistent depending on 

the situation and that inappropriate behaviours and attitudes may arise in times of stress 

and workload pressures.  For example, one frontline participant stated: 

“When you are pressured by the amount of patients we have and the 

severity of their condition, and then executive come around and say you 

are not approved for additional staff or to give out overtime.  We forget 

about respect and integrity and often our behaviours reflect the 

frustration we are feeling.  It makes you feel that the executive are out of 

touch with what difficulties are faced by operational staff”. (FL5) 

These finding suggest that behaviours and attitudes are highly contextual and at 

the frontline individual level a fragmentation (Latta, 2019; Martin, 2002) cultural 

perspective exists in which there is no consensus forming the perceptional basis of 

reputational value.  Results demonstrate the importance of considering organisational 

sub-cultures when exploring the effects of organisational culture on reputation.  

Extending the analysis to a fragmentation perspective has revealed new insights that add 

to the understanding of the complex relationships that exist within cultures and 

subcultures and how this influences the perception of reputation.  Particularly because 

people in organisations can vary in their viewpoints and often shift their behaviours and 

attitudes to fit changing interactional contexts (Gioia et al., 2000) which, in turn can 

alter their perception of reputation.   

According to Martin (2002) informal practices, which can become social rules, are 

often inconsistent with the formal practices expressed as rules and policies and 

procedures.  These informal and possibly inappropriate practices can become 

normalised and passed on to others within the organisation and create countercultures 

(Drotz & Poksinska, 2014; Latta 2019).  These subcultures represent the context for 

organisational reputation and help workers make sense of what they do because this 

sense-making is made in the context of cultural norms and artefacts (Flatt & 

Kowalczyk, 2008; Ravasi & Schultz, 2006).  As such, culture can affect the 

perceptional value of reputation from an internal perspective.  This is because the 
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attractiveness of the workplace is important to workers in terms of being part of the 

healthcare organisation that has a good culture. 

5.3 VALUES LINKING REPUTATION AND CULTURE 

This section draws links between the key dimensions identified in this research in 

order to understand how reputational value is shaped by organisational culture in public 

healthcare organisations.  Findings from this Phase 1 study indicate that organisational 

culture has a strong influence over the internal organisational environment.  In addition, 

findings indicate that organisational goals and values are the critical link between the 

perceptional value of reputation and the prevailing culture, as shown in Table 9. 

Table 9  

Values linking reputation and culture. 

 
Organisational level Dominant value 

system 

Dominant culture Perceptional value 

of reputation 

Strategic Organisational values 

– wide consensus on 

basic beliefs and 

appropriateness of 

behaviours, often 

assumed by senior 

management. 

 

Integrated Based on 

organisational 

performance 

 

Operational middle 

management 

Professional values Differentiated Based on 

professional values 

and professional 

reputation 

 

Frontline individual Individual and 

professional values – 

cross-organisational 

consensus and norms 

are mostly absent. 

 

Fragmentation Based on individual 

and professional 

values  

 

As shown in Table 9, findings from Phase 1 of this study indicate that there are 

differences in both the perceptional value of reputation and the type of culture.  This 

difference corresponds with different levels of the organisation and are linked by 

different value systems.  At the strategic level of the organisation, the dominant value 

system is the organisational values, and the culture is an integrated culture which has a 
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perceptional value of reputation based on the organisations performance against targets 

set by the government.  This finding is consistent with integrated cultures that occur 

when there is a wide consensus on the basic beliefs and appropriateness of behaviours 

within an organisation (Davies et al., 2000).  Although, as found in the context of this 

study, an integrated culture existed at senior management level, in a broad aggregate 

perception that is more wishful thinking than practically realised at the lower levels in 

public healthcare organisations. In contrast, at the operational and middle management 

level, the dominant value system is largely based on professional values and the type of 

culture at this level of the organisation is differentiated, with the perceptional value of 

reputation based on professional values and professional reputation.   

The differentiated culture has emerged due to multiple groups within public 

healthcare organisations (medical, nursing, professions allied to medicine, 

administrative and managerial) possessing diverse and often incompatible views and 

norms (Davies et al., 2000).  The development of these subcultures potentiates 

misunderstandings and conflicts (Martin, 2002).  At the frontline individual level of the 

organisation, the dominant value system is based on individual and professional values 

and a culture that is fragmented.  At this level, there is ambiguity around the 

organisational values and the perceptional value of reputation is based on both 

individual and professional values that can be inconsistent and fluctuating depending on 

the situation.  At this level differences are more marked than commonality and 

agreements that are seen are often fleeting and tied to specific issues (Davies et al., 

2000).  Thus, the organisation is characterised by shifting alliances, uncertainty, 

ambiguity and unpredictability (Richter & Koch, 2004).  Findings from this study also 

indicate that interactions between different hierarchical and professional levels are 

influenced by individual values, which can result in inconsistent and interchanging 

behaviours and attitudes. 

According to Bromley (2001) there are many levels of culture that influence 

organisational, group and individual behaviours.  This subculture is a local, social 

framework which incorporated the established norms, rules, shared meanings, feelings 

and values that constrain individual behaviour and status relationships within an 

organisation and influence the perceptional value of reputation of the organisation 

(Bromley, 2001).  Cultural differences between hierarchical and professional groups can 
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lead to culture clashes, ambiguity and conflict, making it difficult for organisations to 

coordinate activities, implement change and create a consensus of reputational value for 

the organisation.  This is because each subgroup has its own perspective and its own set 

of values which drives the perceptional value of reputation.  Indeed, findings from this 

study support this idea and suggest that superimposing a set of organisational values 

over pre-existing deeply entrenched professional and individual values leads to cultural 

clashes between strategic, operational middle management and frontline levels of the 

organisation.  In turn, this leads to differences in the perceptional value of reputation in 

the public healthcare organisation. 

Excellence in the delivery of healthcare was the primary focus of participants, 

particularly at the operational middle management and frontline levels of the 

organisation.  However, at the senior management level of the organisation, reputational 

value was aligned with the performance of the organisation together with the industry’s 

reputation.  That is, the reputation of public healthcare sector as a whole as well as the 

reputation of individual public healthcare organisations.  This finding is consistent with 

the literature which suggests that at senior manager level sector reputation is more likely 

to be taken into account along with the performance and credibility of the organisation 

(Cakir et al., 2014; Luoma-aho, 2007). 

The operational level of the organisation the perceptual value of reputation was 

influenced by professional as well as individual values.  At this level clinicians 

highlighted the importance of the delivery of high-quality healthcare motivated by their 

professional values rather than the values of the organisation.  The powerful influence 

that the professional value system has over staff behaviours and attitudes at the 

operational level can be explained by Wynia et al., (2014) who highlight that medical 

professionalism is more than a list of desirable values and behaviours.  It is the 

motivational force of the belief system that leads clinicians to come together, in groups 

often across multi-disciplinary divides, to create and keep shared promises about how 

best to organise and deliver care to patients, and its legitimacy relies on fulfilling its 

promise of ensuring ethical and trustworthy healthcare.  Comparatively, Stokes et al., 

(2016) found that individual embedded values, beliefs and attitudes can be either 

subversive or conducive to the espoused values of the organisation and either way 

represents a hidden but persuasive contribution to the overall culture of an organisation.  
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In the context of this study, the findings suggest that culture has a direct and indirect 

effect on the perceptional value of reputation. 

In summary, these findings highlight that healthcare delivery to patients was the 

primary focus of all participants but particularly so for the operational middle managers 

and frontline levels of the organisation.  At the senior level, reputational value was 

aligned with the performance of the organisation which is underpinned by the values of 

the organisation.  For the frontline participants, the perceptional value of reputation was 

influence by professional values as well as individual values.  In answering research 

question 2, Table 10 summarises how senior managers and frontline staff form 

reputational value in regards to the reputational dimension of organisational culture. 

  Table 10 

How senior managers and frontline staff form reputational value in relation to 

organisational culture. 

 

 Dimension Senior managers Frontline staff 

 

Forming 

reputational 

value 

 

 

 

 

 

 

 

 

 

Organisational 

culture 

Organisational values are 

an important driver of 

reputation because the 

values drive the 

behaviours that are 

expected from employees. 

Demonstrate 

organisational values 

while interacting with 

other colleagues at the 

strategic level where the 

values are normalised. 

 

A differentiated and 

fragmented culture which 

exists at middle 

management and frontline 

levels.  Behaviours and 

attitudes are highly 

contextual.  Counter cultures 

created which represent the 

context for reputational 

value of the organisation.  

Disconnect between how 

public healthcare 

organisations want staff to 

behave and how they are 

actually behaving. 

 

Cultural 

perspective 

 Integrated view Fragmented view 

 

5.4 SUMMARY 

This chapter presented the findings from Phase 1 of this research, which was an 

exploratory study aimed at establishing an overall view of the perceptional value of 
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reputation from senior managers and frontline staff.  The focus of the findings was on 

two topics: (1) Conceptualising reputational value; and (2) Perceptional influence of 

organisational goals, values and culture on reputational value.  It also identified the 

effect of organisational culture on internal stakeholders at different hierarchical and 

professional levels in the organisation and drew links between organisational culture 

and reputation.  Importantly, the findings from this study highlighted the different 

perceptions that senior managers and frontline staff have of what forms the value of 

reputation in the mind of the public healthcare consumer.  Now we know what is going 

on within the organisation it is clear that in order to gather a complete understanding of 

the perceptional value of reputation this study needed to also ask similar questions to the 

consumers.  As a consequence, Phase 2 was added to the design of this study to explore 

the value of reputation from the perspective of the consumer and is discussed in the next 

chapter.   
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Chapter 6: Findings – External Stakeholders 

In Phase 1 of this study, we looked at how reputation is conceptualised and 

formed by internal stakeholders of public healthcare organisations.  We now turn to the 

external stakeholder (Phase 2) of this exploratory qualitative study, to establish an 

overall picture of reputation based on the perspective of external stakeholders, which 

included consumers and potential consumers of public healthcare organisations.  This 

chapter focuses on the external stakeholder perspective on the dimensions of reputation 

for public healthcare organisations and builds on the previous chapter, which focused on 

the internal perspective of reputation.  Exploring both the internal and external 

perspective of reputation for public healthcare organisations provides an overall picture 

of the dimensions of reputation and a clear understanding of the complexities of 

reputation and its value for public healthcare organisations.   

This chapter presents the findings from Phase 2 of this research, which included 

qualitative interviews that examined community attitudes and beliefs on the Australian 

public healthcare system, the dimensions of reputation and its influence on decision 

making.  Therefore, the sub-questions specifically developed for Phase 2 were: 

1. How do consumers conceptualise value of reputation of public healthcare 

organisations? 

2. How do consumers form their attitudes and beliefs about the reputation of 

public healthcare organisations? 

The chapter starts with a description of the findings organised by the research 

questions and themes identified in the coding process.  The results are then evaluated, 

compared to previous studies, and discussed in relation to the contribution to the field of 

reputation theory.  First, the chapter discusses what participants say about reputation.  

Consumer perception of reputation was important to understand as it was likely to 

influence their responses to the interview questions.  The focus then shifts towards 

understanding how consumers and potential consumers form their attitudes and beliefs 

about public healthcare reputation.  This includes exploring the relationship between 

consumer satisfaction and consumer-based reputation.  This is followed by an 

exploration of healthcare quality and consumer-based reputation and explores the links 

between organisational culture and external stakeholder perception of reputation. Next, 
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a thematic model is presented that depicts the how reputation of public healthcare 

organisations is formed by the participants.  Finally, the chapter concludes by exploring 

the links between consumer experiences measured against the expectation 

communicated by public healthcare organisations and the influence on consumer-based 

reputation. 

6.1 CONCEPTUALISING REPUTATION 

The first research question was: How do consumers conceptualise value of 

reputation of public healthcare organisations?  The answer to this question was found 

in the themes that emerged from the 17 face-to-face semi-structured interviews with 

consumers.  When undertaking the community interviews, it was not known to the 

researcher whether the participant was a consumer of public healthcare services or was 

a potential consumer.  Regardless, given that 73 per cent of Australians use public 

hospital services every year and this rate is increasing on average 3.8 per cent per year 

(Australian Institute of Health and Welfare, 2020), it is highly likely that the 

interviewees either have accessed these services or will do in the future.  For the 

purposes of this study, a consumer is considered someone who has used public 

healthcare services, either as an inpatient or an outpatient.  A potential consumer is 

considered someone who has not used public healthcare services yet but may use them 

in the future.   

Participants were initially asked: “what do you think about when considering 

reputation in relation to public healthcare organisations?”  This question was asked to 

understand how the participants perceived the concept of reputation, which could 

influence their responses to the questions that followed.  In summary, the participants 

indicated in their responses that a reputation could be either good or bad; is based on 

their personal experience or the experience of others by word of mouth; can change over 

time; is largely heard about in a negative way through the media; should be managed 

and has consequences. 

The participants identified the potential positive and negative components of 

reputation and mostly used the terms of good or bad.  The participants also indicated 

that reputation was tied up with good or bad care and that an organisation could be good 
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with some components of care and bad with others.  One of the participant responses to 

the question about reputation was: 

“What the hospital does good and is, or how bad it is, the reputation is 

determined by how good or bad they are at caring for you as a patient”. 

(CPC3) 

This statement reflects both the positive and negative aspects of reputation as well 

as the notion that reputation is based on the service that is provided.  This idea was 

supported by the numerous participant statements about how reputation perception is 

based on people’s experiences, either by personal experience or from word-of-mouth 

stories.  The consumer participants said that personal experiences influenced what 

people think and ultimately forms their opinion about an organisation.  According to 

one participant who had recently been a patient in a public hospital: 

“My experience has affected how I feel about the hospital, and that’s 

what forms my opinion when people ask me what I think about a certain 

hospital”. (CPC7) 

The participants talked about how they share their experiences with others, mostly 

by word of mouth in person and online through social media.  Social media platforms 

are highly interactive platforms that enable individuals, consumers and communities to 

share, co-create, discuss and modify user-generated content and share it with friends and 

followers (Kietzmann et al., 2011).  This is an important finding as social media has 

empowered the public and weakened the position of organisations by exposing them to 

negative publicity and reputation damage (Horn et al., 2015).  Previous research 

suggests that reputation damage arises mostly from an internal perspective of the 

employee angle and from unintentional damage occurring when managing an 

organisation’s social media account (Coombs & Holladay, 2009; Cravens et al., 2014; 

DiStaso et al., 2011; Heng et al., 2007; Kassing, 2002; Miles & Mangold, 2014; Miles 

& Muuka, 2011).  The findings from this study suggest that reputational risk for 

organisations from social media platforms also arises from an external perspective and 

is influential on how reputation is formed in the mind of consumers and potential 

consumers. 
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Some participants pointed out that their perception was influenced mostly by their 

own experience but also by word of mouth, observing others during their experience or 

as a visitor to a health service.  One participant with personal experience in a public 

hospital stated: 

“I know what my experience was like, but I am also interested in what 

has happened to others, particularly if I am about to go back into hospital 

soon, because things may have gotten better, or worse since I was there 

last”. (CPC12) 

The importance of word of mouth was supported by most of the participants who 

recognised how the reputation of an organisation can change and can change very 

quickly.  One participant said that reputation is easily ruined:  

“You can have a few good experiences and then one really bad one and 

it’s the bad one that you talk about”. (CPC9)   

Other participants said that reputation was something that could be built, albeit 

slowly.  The participants described reputation as something that influences their opinion 

about whether a public hospital was safe or unsafe, with one participant stating: 

“Reputation is important because a bad reputation usually means the 

hospital is not safe”. (CPC 12)  

The consequences of reputation were acknowledged by participants, who commented: 

“The emotion tied up in word-of-mouth opinions about a hospital 

experience can influence how far and to what extent the reputation is 

shared”. (CPC 4)  

And: 

“The reputation of a public hospital is important because if the reputation 

is poor then you lose trust as reputation generally reflects the quality of 

the care”. (CPC 10)   

These findings show that personal experience shared through word of mouth is an 

influential factor in forming reputation in the mind of the external stakeholder.  This is 
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consistent with the literature that suggests that patient experience is an important factor 

in shaping the reputation of public healthcare organisations (Luxford et al., 2011) and 

reputation is an important factor for external stakeholders when determining healthcare 

organisation choice.  For example, Dijs-Elsinga et al., (2010) highlight in their cross-

sectional study across three Dutch hospitals that the reputation of the hospital was 

frequently chosen by patients as information they used in their hospital choice.  This 

was because the reputation was closely aligned with the quality of the care delivered. 

One participant described what a public hospital with a good reputation would look like: 

“I think that a good reputation for a public hospital would be happy 

patients and good communication between the staff and the patients, as 

well as how they are treating the patients”. (CPC 3) 

This finding highlights the importance of consumer satisfaction and healthcare 

quality on conceptualising reputation for consumers and potential consumers.  This is a 

significant finding for managers of public healthcare organisations as it emphasises the 

importance of the patient care experience on the reputation of public healthcare 

organisations.  Luxford et al., (2011) reported in their study of eight healthcare 

organisations across the United States of America the importance of providing frontline 

staff, management and governance with regular reports of patient care experience data 

to actively identify areas for improving patient-centred care.  As such, the improvement 

of patient care is likely to impact positively on the reputation of the healthcare 

organisation. 

In summary, the consumer and potential consumer’s understanding of the concept 

of reputation formed the basis of their responses to the interview questions.  Overall, the 

findings suggest that participant’s perception of reputation were mostly centred around 

the operational capability of the organisation, with the safety and provision of good care 

as important factors in building reputation for public healthcare organisations.  This is 

consistent with other studies on reputation that suggest consumers tended to believe that 

if a company is providing a good service, then other factors such as quality, appeal, 

believability and value will follow (Fombrun et al., 2000; Rindova et al., 2005).  In the 

context of this study, participants felt that when public healthcare organisations 

provided good safe services, then other factors such as caring, good communication and 

trust followed.  Therefore, external stakeholders conceptualise reputation based on the 
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provision of healthcare quality and the level of consumer satisfaction received.  It is 

these components that form the reputational value of public healthcare organisations.  

6.2 FORMING REPUTATIONAL VALUE 

Now that it is clear how consumers conceptualise reputational value of healthcare 

organisations, the research moved forward to unpacking the perceptions of consumers 

on how reputational value is formed. The participants were asked a series of questions 

about their perception of the value of reputation for public healthcare organisations and 

what influenced their perceptions.  The next section describes the themes that emerged 

from the interviews, mostly through participants own experiences but also influenced by 

word of mouth and observation of others’ experiences.  It explores how consumers and 

potential consumers form their attitudes and beliefs about the reputation of public 

healthcare organisations. Using the most frequently mentioned driver of reputation as a 

measure of importance, the most important dimension was consumer satisfaction, which 

included the sub-categories of communication both personal and public.   

The second dimension is healthcare quality and the sub-categories of clinical care; 

health workforce, which includes staff behaviours, attitudes, skills and shortages; and 

trust that were identified as components of this dimension that influenced the formation 

of reputational value of public healthcare organisations.  The third dimension is 

organisational cultural influence on reputation.  These identified dimensions of 

reputation provided an in-depth understanding of how consumers and potential 

consumers formed their opinions about public hospital reputation.  Interestingly the 

three dimensions are not mutually exclusive; a relationship exists between all of them in 

relation to forming reputational value. 

6.2.1 Dimension 1: Consumer satisfaction 

 Participants comments related to consumer satisfaction were subcategorised into 

communication, which included personal communication and public communication.  

The relationship between consumer satisfaction and consumer-based reputation has 

been identified as a key dimension of organisational reputation (e.g. Davies, et al. 2000; 

Fombrun & Shanley, 1990; Gheorghe et al., 2018; Jung et al., 2011; Walsh et al. 2009).   

Communication 
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 Communication was believed to be a major component of a public hospital’s 

reputation. Participant comments related to communication were subcategorised as 

either personal communication or public communication.  Personal communication was 

considered that which was between the consumer and the public healthcare organisation 

or the staff of that public healthcare organisation.  Public communication was 

considered that which was communicated to the public as a whole (e.g. advertising, 

public relations, hospital website).   

Personal communication 

Overall participants felt that personal communication was major factor in how 

they perceived the reputation of a given hospital.  Personal communication related to 

how the consumer (patient) was communicated with regarding their treatment or 

medical condition and whether they were listened to, or whether they were provided 

with the information they were seeking.  The participants shared stories that included 

communication with various hospital staff, including administrative, clinical, medical, 

nursing and environmental.  Some participants said that the communication they 

received regarding their own care, or the care of a loved one, was not at a level 

acceptable to them.  For example, a participant who was recently visiting a relative in 

hospital said: 

“I visited my aunt who had a stroke.  It was a weekend but there were not 

many nursing staff around and we found it hard to have questions 

answered.  When we did manage to get hold of a nurse, they didn’t tell us 

what was happening and said we needed to wait for the doctor to come 

tomorrow.  It wasn’t very helpful”. (CPC6) 

There were a number of comments that were specific to the doctor-patient or 

nurse-patient communication.  One participant summed up the view about being 

informed this way:  

“The doctors need to communicate better with their patients, so they 

know what is going on”. (CPC7)  

 Consumers stated that more explanation is needed from the medical staff to the 

patients and their carers/relatives.  Several participants discussed experiences they had 
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when they did not understand what the doctor was saying, acknowledging that culture 

and language barriers make communication challenging: 

“…I couldn’t understand what the doctor was saying, English was not his 

first language, but he should have has someone there to help him with the 

information because I was confused when he left”. (CPC 11) 

Consumers also argued that,  

“Nurses often are the ones that make sense of what the doctor has just 

said to you”. (CPC 12) 

From a consumer perspective it was stated by a few participants that the 

communications from the doctor back to the general practitioner (GP) was lacking at 

times, with one participant saying:  

“My GP never received my discharge letter from the hospital, I had to 

ask them for it more than once”. (CPC 12) 

According to some participants, there was often a lack of communication from 

emergency departments in public hospitals.  An example provided by one participant 

was when an emergency comes in and the doctor is called away, nobody let the people 

waiting know that this has happened or how long they might be waiting: 

“…the doctor had to go to an emergency but we weren’t told and so we 

waited and waited for hours.  The nurse should have come in and let us 

know.  Then at least we could have decided if we wanted to stay or not”. 

(CPC1) 

These findings highlight the importance of communicating with patients at all 

levels whether it is between the clinician and the patient or to inform the patient of 

waiting times.  Poor communication impacted the patient experience, which in turn 

impacted consumer satisfaction. This finding is consistent with the literature that 

suggests consumer satisfaction based on personal experience influences consumer 

perception of reputational value and has a large impact on future hospital choice (Jung 

et al., 2011).  In addition, high-quality communication with the patient has been 

highlighted as an essential factor in reaching patient satisfaction (Belasen, & Belasen, 
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2018).  Further, patients and relatives have been shown to experience unnecessary 

anxiety and reduced confidence in healthcare after negative professional encounters 

(Belasen, & Belasen, 2018) and that “how” a message is conveyed may be as important 

as “what” is said (Ambady et al., 2002).  In contrast, some participants had a good 

experience with communication.  For example, one participant who had a recent visit to 

the emergency department of a public hospital said: 

“…they showed that they wanted me to know the details of what they 

were doing and what was wrong with me, and not just in general, like 

‘are you alright.  You know they’re like ‘I wanted to see how you were 

and let you know what your results showed’.  It was just that sort of 

communication and the regular occurrence, where they would come by 

every 15 minutes or so just to see how I was”. (CPC 1) 

In this case, the individualised communication approach from staff was much 

appreciated by this consumer, enhancing their hospital experience, thereby forming 

reputational value.  

Only one participant said that waiting times affected the reputation of the hospital.  

Most of the participants said it was ineffective or inadequate communication that had 

the biggest effect on public hospital reputation.  Participants based their opinion about 

their experience and about the hospital overall on the personal communication they 

received.  Participants seemed to have an expectation that the personal communication 

they received from the hospital staff should be at an optimum level because it was 

dealing with their health.  Participants felt that they should not only be communicated 

with but also listened to and that the communication should be timely.  While studies 

examining the role of personal communication in forming perceptions of reputational 

value were not found in the literature, there are a number of studies that highlight the 

importance of consumer-centred communication in consumer satisfaction (Beyari & 

Abareshi. 2016; Guan et al., 2018; Ruberton et al., 2016; Schram et al., 2017).  In 

addition, effective communication between patients and healthcare professions has been 

shown to facilitate patient-centred care delivery and promote better quality health 

services (Brown, 2020; Ozaras & Abaan, 2018; Tzeng et al., 2019; Tzeng et al., 2018) 

which in turn improves consumer satisfaction (Ausserhofer et al., 2013; Ozaras & 

Abaan, 2018; Pehrson et al., 2016; Wittenberg-Lyles et al.,2013).  Consumer 
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satisfaction has been highlighted in this study as an important dimension of reputation 

that influences healthcare decision making, particularly with personal communication.  

Thereby highlighting the importance of personal communication in forming reputational 

value for the consumer. 

Public communication 

 Participants discussed what was defined as public communication (i.e. 

communication from public hospitals to the general public).  Comments about public 

communication covered advertising, public relations and public hospital websites.  In 

general, participants felt that public hospitals should do more to improve their 

reputation by telling good news stories.  A participant said: 

“They should do what the police force does by going out to schools and 

the community and talking about what they do and what challenges they 

face, it would help the public to understand and to trust them.  It worked 

well for the police force”. (CPC 4) 

All participants stated that public hospitals should manage their reputation and felt 

this was something that public hospitals did not do well.  Reputation literature argues 

that organisational communication has a strategic role when it deals with the gap 

between, what an organisation really does, and how the organisation is perceived by its 

stakeholders (Castellano & Dutot, 2017; Grunig & Hunt, 1984; Romenti, 2010; Van 

Riel & Fombrun, 2007).  Several types of advertising were mentioned including public 

hospital websites, social media cites such as Reddit, Facebook, and local media, such as 

newspaper and local news.  Participants used the hospital website to find out 

information about the services and the location of services but none of the participants 

used the website as a basis to forming their perception of reputation.   

The one advertisement that was mentioned by the majority of participants was, 

what was said in local newspapers.  Many participants did not place any credibility in 

the local newspaper stories.  For example, a participant in response to being asked about 

the influence of local news stories said:  
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“It might have some truth, but I understand how the media takes only the 

critically bad stories to air and they don’t always tell you in an unbiased 

way”. (CPC 4) 

 The most common response to public communication was that they mostly 

heard bad news stories about the problems with access to care, not enough beds in 

hospitals, and long waiting lists.  However, when asked whether these stories in the 

news influence their opinion of the reputation of the public hospital, most participants 

said “no”, “not at all”, and a participant said:  

“I might look into a story further if I was heading to that hospital as a 

patient, but I still don’t think it would change my opinion about that 

hospital”. (CPC 13)  

Participants were influenced mostly either by their own experience or the 

experience of others heard by word of mouth and what they expected of the organisation 

when considering the reputation of public hospitals.  Social expectation is frequently 

used as a basis for distinguishing organisations (Boateng & Okoe, 2015; Christensen, & 

Lodge, 2018; Ghosh, 2017; Kim, 2019; Roach & Wherry, 1972).  That is, most 

organisations derive their reputation by doing exactly what society expects of them, 

such as providing quality health services in the case of public healthcare organisations.  

Consumers and potential consumers with favourable attitudes towards public hospitals 

were more likely to take actions that reflected that attitude; however this was influence 

by their own experiences and the experiences of others, and not through local news 

stories.   

Consumer satisfaction from personal experience or from word-of-mouth 

communication was an important theme of reputation that influenced decision making 

for the consumer and potential consumer participants.  This finding is supported by 

other studies which have demonstrated that consumers select their healthcare based on 

referrals and recommendations (Chao et al., 2016;  Dijis-Elsinga et al., 2010; Hibbard et 

al., 2005; Jung, et al., 2011; ; Yahanda, et al., 2016;  Ziemba, et al., 2017; Ziemba, et al., 

2019).   Previous research has demonstrated that reputation formation is heavily 

influenced by market strategies, such as social media and word of mouth, primarily in 
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the form of physician recommendations, family or friend recommendation or patient 

testimonials (Ziemba et al., 2019; Ziemba et al., 2017).   

The word-of-mouth behaviour is important because it is an experience-delivery 

mechanism (Walsh et al., 2009) that satisfies what consumers are seeking.  That is, 

information from individuals who are similar to them in terms of health status or have 

had similar experiences (Lubalin & Harris-Kojetin, 1999; Ziemba, et al., 2019).  

However, previous research has suggested that the general public are highly influenced 

by newspaper media and advertising (Jung et al.,2011;  Shamma & Hassan, 2013; 

Ziemba et al., 2017; Ziemba et al., 2019).  In the context of this study, participants were 

critical of these media sources and were unlikely to use them to form an opinion of 

public hospital reputation.  Specifically, the participants rely on word-of-mouth 

recommendations and some social media sources.  The participants are aware of public 

healthcare organisations actions, and activities through different media sources and 

word of mouth communications are very important sources for gathering and 

disseminating information about organisations (Boatang & Okoe, 2015; Shamma & 

Hassan, 2013).  As such, public communication is an important consideration for 

hospital administrators and managers who may consider local news and print media as 

factors influencing the organisations’ reputation and fail to recognise other sources that 

are influencing consumers and potential consumers’ perception of the organisations’ 

reputation, such as word of mouth and some social media sources. 

In summary, consumer satisfaction was an important dimension of reputation that 

influenced healthcare decision making for participants, particularly with personal 

communication and word of mouth.  Previous research has demonstrated that reputation 

formation is heavily influenced by market strategies, such as social media and word of 

mouth, primarily in the form of physician recommendation, family or friend 

recommendation or patient testimonials (Ziemba, et al., 2017; Ziemba, et al., 2019).  

The word-of-mouth behaviour is important because it is an experience-delivery 

mechanism (Walsh, et al., 2009), which satisfies what consumers are seeking.  That is 

information from individuals who are similar to them in terms of health status or have 

had similar experiences (Lubalin & Harris-Kojetin, 1999; Ziemba, et al., 2019).  This 

finding is supported by other studies which have demonstrated that consumers select 

their healthcare on reputation that is based on referrals and recommendations 

(Djis_Elsinga, et al., 2010; Hibbard, et al., 2005; Jung, et al., 2011; Yahanda, et al., 
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2016; Ziemba, et al., 2017; Ziemba, et al., 2019). The following section moves on to the 

second dimension of reputation found in this study which is healthcare quality. 

6.2.2 Dimension 2: Healthcare quality as determined by consumers. 

 The relationship between healthcare quality and consumer-based reputation has 

been shown to exist because consumers strongly associate reputation with hospital 

performance quality data, such as hospital activity and median wait times (Ziemba, et 

al., 2019).  When choosing what is important for consumer stakeholder participants, the 

reputation of the public healthcare service was identified as the main driver of 

healthcare decision making.  However, in the context of this study, objective quality 

indicators that are used to define public hospital performance on healthcare performance 

websites, such as myHospitals website, were disregarded by participants as factors that 

influence their perception of reputation.   

Consumer participants consistently relied upon their indicators of healthcare 

quality that were categorised as quality care and staff, as factors that informed their 

perception of public hospital reputation.  This finding is not surprising as reputation can 

vary and organisations can have several different reputations depending on the 

stakeholder quality dimension (Dowling, 2016; Herbig & Milewicz, 1997; Nguyen & 

Leblanc, 2001; Walsh et al., 2009).  For example, one consumer may relate reputation 

to excellent clinical care, but to another consumer, it is the efficiency of administrative 

care.  In the context of this study the varying dimensions of hospital reputation between 

consumers at the individual level are explained by the level of personal experience 

informing the elements of reputation.  In other words, reputation can be formed by 

direct interactions with a public healthcare organisation, such as a hospital stay or 

treatment, or by word of mouth or social media, which is based on the quality of the 

healthcare received. 

The next section discusses the perception of reputational value that involves 

clinical care and the quality of care provided by public healthcare organisations. 

Perception of reputational value involving clinical care.  

Participants indicated that the quality of the care provided by public healthcare 

organisations is one of the major influences on reputation.  A consumer participant said: 
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“Efficiency, safety and good care, for me it’s about quality care where 

you know that you are going to get the care you need at the time you 

need it.  You also want to know that the care is of a good standard, so 

you feel safe and you have trust that you are getting the care you need”. 

(CPC5)  

In healthcare terms, quality of care is delivering health services for individuals 

that increase the likelihood of desired health outcomes that are consistent with current 

professional health knowledge (Spath, 2012).  Increasing consumer information on the 

quality of care delivered by public health services requires clarification of what quality 

aspects consumers consider relevant and useful for their healthcare choices (Feldman et 

al., 2018; Harris & Buntin, 2008; Jung et al., 2011).  A large portion of the comments 

about quality of care were about the accident and emergency departments or elective 

surgery waiting times.  There were both positive and negative comments associated 

with the accident and emergency department, but all of the comments relating to 

elective surgery waiting times were negative.  One patient described a positive 

reflection on the emergency department at one public hospital as: 

“This place looked like a war zone, there were people in stretchers 

everywhere, people crying, people yelling, people vomiting, but the staff 

were so quick they move people into places out the back and kept 

everyone in the waiting room up-to-date with what they were doing.  I 

thought we were going to have to wait for hours but we were seen really 

quickly, I couldn’t believe it”. (CPC 17) 

In contrast, another consumer who had recently experienced a visit to a public 

hospital emergency department had a very different experience: 

“There was no one around and my wife was in a lot of pain, I kept asking 

the person at the desk to please get someone, but they kept saying please 

just wait.  It took 3 hours before she was seen”. (CPC 7) 

When describing waiting for elective surgery, consumers related how frustrating it 

was to be kept waiting when needing surgery.  In one case, a consumer was supposed to 

have his surgery done within three months, but he had waited longer: 
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“I was supposed to have a knee replacement within 3 months because my 

arthritis was that bad that I couldn’t walk and that meant that I couldn’t 

work.  They kept me waiting for over 6 months and if effected my job”. 

(CPC 6) 

While there is information in the public domain on the performance of hospitals, 

which includes emergency department waiting times and elective surgery waiting times, 

participants rarely searched for this information and did not understand it, or trust it, and 

as such, this information did not impact on their decision making in respect to public 

hospital choice.  This finding is consistent with the literature which has shown that 

hospital performance data is rarely searched or understood at a level that would 

influence consumer choice (Al-Amin et al., 2018; Dijs-Elsinga et al., 2010).  While 

there is an increasing amount of information available to consumers, there is little 

evidence about the effectiveness of quality information and its influence on consumer 

healthcare choice (Al-Amin et al., 2018; Faber et al., 2009).  As such, the recognition of 

what is important to consumers in terms of public hospital information requires 

clarification.  The reputation of public hospitals in terms of clinical care delivery and 

the friendly atmosphere were frequently expressed by consumers as the information that 

they considered when forming reputational value.   

Perception of reputational value involving healthcare workers. 

 Most of the consumer participants talked about public hospital staff and these 

comments were further separated into two categories: 1) staff behaviours, attitudes and 

skills, which related to the way staff acted towards patients, and the ability of the staff to 

perform in a way that was expected by the consumer; and 2) staff shortages, which 

referred to comments relating to not enough staff available to deliver the care expected. 

Staff behaviours, attitudes and skills 

 Staff behaviours, attitudes and skills were described by participants as actions by 

staff that consumers had either experienced or observed.  One participant described a 

positive experience with hospital staff that was observed during a hospital stay: 
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“I saw this nurse that comes to give this little kid an injection, and she 

gave him a cuddle, and she was like this big lady and she was giving him 

this big squeeze, and then she did this injection in the other arm, and she 

was like ‘no, look this way and cuddle me’ and then gave him the 

injection. And he was like ‘I didn’t even feel it! I didn’t even notice!  

And he was so proud of himself, but it was really her that had distracted 

him.  But she made him feel like that, and I just thought that was really 

amazing that people like that are in that job”. (CPC 9) 

Another staff member who had bypass surgery and had to spend time in the intensive 

care unit said: 

“The staff gave excellent care and were always communicating with me 

and allowing me to be part of the decision making, the whole team of 

doctors, nurses and others were very friendly and happy.  It makes you 

feel so much better when the staff that are caring for you look like they 

really like what they are doing”. (CPC 3) 

Evidence shows healthcare workers are central to consumers forming their 

perceptions about reputational value.  While the above comments indicate healthcare 

workers went beyond their call of duty or displayed high levels of skill, it also raises 

expectations for next visits, which could end up being disappointing.  However, positive 

opinions about hospital experience were influenced by hospital staff members or 

clinicians with positive attitudes and behaviours.  The relationship found between staff 

attitudes and behaviours and participants opinions about reputational value is consistent 

with Nguyen (2010) finding that consumers favourable perceptions of the competence 

and kindness of consumer-based staff were positively correlated with their perception of 

reputation. 

Unlike the positive staff behaviours experienced in these examples, one 

participant shared a negative experience.  While in a public hospital as a patient in an 

area with three other patients, one of the patients was very confused and the nurse 

caring for this patient was rude and uncaring: 

“I was in hospital for a couple of days after having minor surgery and I 

was in a bay with other patients.  An elderly man was confused and kept 
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calling out and trying to get out of bed.  The nurse came in and pushed 

him back into bed and told him if he got up he would fall and the nurse 

wouldn’t be there to help him. The nurse was so rude I felt sorry for the 

man”. (CPC 8) 

While there were positive comments about staff behaviours and attitudes, most of 

the comments were negative.  A common term associated with the negative comments 

were about staff being rude.  For example, one participant said: 

“Most of the staff were nice and friendly but one night we had an agency 

nurse and she was so rude, if you asked her to do something she would 

roll her eyes.  I was frightened to ask her for anything”. (CPC 5)   

There were a number of comments about staff behaviours towards patients that 

were negative with some of the terms describing the staff as nasty; uncaring and 

unhappy.  It was evident that the staff attitude toward patients influence participant 

opinions about public hospitals in both a positive and negative way depending on the 

experience.  One participant summed up the importance of staff behaviours this way: 

“I think it’s the most important part of a hospital stay is how you are 

treated by the staff and how they behave towards you.  When they are 

kind, caring and happy it makes you feel so much better about asking for 

help and it is only going to help you get better when it’s a pleasant 

environment”. (CPC 7) 

There were a number of comments that related to the skills and qualification of 

staff.  Comments relating to staff skills were identified as views such as “the staff knew 

exactly what they were doing” (CPC 8); “I’m not sure they were adequately trained” 

(CPC 2) and “some of the staff had no idea” (CPC 11) which reflected participants 

perceptions regarding staff skills.  Some of the participants felt that the skills of the staff 

reflected on the healthcare quality that was experienced.  These findings suggest that the 

behaviour, attitudes and skills of staff influenced consumers’ perception of the 

reputation of public healthcare organisations.  Importantly, the extent to which staff 

interact with consumers affects the formation of reputational value.  Reputation seems 

to be based on experience or from others who have had experiences within the 

organisation.  This potentially means that future experiences are likely to follow a 



  

Chapter 6: Findings – External Stakeholders 162 

‘confirmation bias’.  Therefore, reputation management strategies by Health Service 

Managers may need to focus on setting up strategies aimed at providing positive 

experiences going forward. 

Staff shortages 

Participants thought that the reputation of a public hospital was heavily influenced 

by the management of the hospital.  All participants felt that a public health service 

should manage its reputation.  One participant suggested: 

“Reputation is encouraged and developed by staff striving for optimal 

delivery of care. This requires communication and engagement on 

multiple levels”. (CPC 2)   

The importance of management communicating with staff to ensure that optimal 

service delivery is being achieved, was highlighted by participants as a reputation 

building mechanism.  For example, a participant said: 

“Management needs to establish the processes for creating a culture that 

strives for honest assessment of patient needs and outcomes. Without this 

reputation remains unremarkable and only “on paper.” (CPC 16) 

A participant who recently visited a friend in hospital said: 

“Short staffing of trained staff is a problem.  Hearing that they have a lot 

of managers but are cutting the staff at the bedside doesn’t make sense to 

me.  They talk about saving money, but they seem to cut in the wrong 

areas.  I see how many of the public hospitals now have such a high 

percentage of administrative staff, if you look at efficient private business 

the percentage of administrative staff is a lot lower, the focus of staff 

should be at the bedside providing the care that is needed”. (CPC7) 

It appears that consumers believe understaffing does not allow for patient’s needs 

to be met, or care to be optimal.  Participants thought that shortages of nurses meant that 

there is not enough care provided to the patients that need them and this, in turn, 

affected the quality of the healthcare provided.  Staffing resource was considered by 

external stakeholders to be an important component of reputational value.  
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In summary, the findings from this study show that staffing levels, behaviours, 

skill levels and culture are a predictor of forming reputational value.  Previous studies 

provide substantial evidence to support a strong association between staffing levels and 

healthcare quality (Al-min et al., 2018; Kane et al., 2007; Lang et al., 2004; Ma et al., 

2015).  When discussing staffing shortages, most of the consumers were referring to 

nursing staff.  In a cost-containment era when public organisations are exploring options 

to improve efficiency, administrators and managers may need to realise the importance 

of adequate staffing levels, particularly with nursing levels.  Hospitals with higher 

nurse-patient ratios, have improved patient safety and quality of care, safer workloads 

and improved retention and employee satisfaction rates (Lang, et al., 2004; Al-Amin et 

al., 2018) which influences the trust associated with the organisation and the overall 

value of reputation.  Highlighted here is the value of reputation as a resource.  

Reputation being valuable, rare, inimitable and non-substitutable makes it a resource 

capable of building the organisations livelihood (Boyd et al., 2010).  Understanding this 

value will assist Health Service Managers to strategically develop, alter and manage 

reputation to its full potential in order to gain a competitive advantage in the form of 

value (i.e. quality staff, funding, donations) against industry peers.   

Perception of reputational value in relation to trust 

Most participants talked about healthcare quality in terms of trust.  That is, 

depending on the exchange or the observation experienced, it influenced the level of 

trust held for that public healthcare organisation.  For example, one participant stated: 

“I could see the nurses and doctors really cared about me, and that made 

me trust them”. (CPC 4) 

The relationship between trust and organisational reputation has been emphasised 

in the literature (Roberts & Dowling, 2002; Rose & Thomsen, 2004), although rarely 

empirically established (MacIntosh & Doherty, 2010; Walsh, et al., 2009; Zheng, 2018).  

Trust is seen in terms of willingness to rely on an exchange partner in whom one has 

confidence (Anderson & Weitz, 1989; Moorman et al., 2018; Walsh et al., 2009).  An 

important aspect of this is that trust is seen as a belief or an expectation about the 

exchange partner (public healthcare organisation) that results from the partner’s 

expertise, reliability, and intentionality (Walsh et al., 2009).  By trusting an 
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organisation, consumers or potential consumers are likely to think the organisation is 

acting fairly, being reliable and showing concern for its consumers.  If consumers trust 

public healthcare organisations, this will positively affect their feelings and evaluations 

of the organisation and its reputation will improve.   

In the context of this study, consumer satisfaction and trust influenced 

participant’s perception of reputation, this is because consumers of healthcare services 

derive their sense of the organisation’s reputation from their interactions with its staff.  

In addition, public healthcare organisations that provide quality services and reliability 

will gain a favourable reputation, which in turn will have an impact on the linkage 

between the consumers and the organisation, based on trust.  Therefore, staff behaviours 

are directly linked with forming reputational value. 

6.2.3 Dimension 3: Organisational cultural influence on reputational value 

Of particular interest in the context of this study was the extent to which core 

organisational culture values enacted by staff or public healthcare organisations are 

picked up by external stakeholders/consumers as cues or references by the consumers 

and potential consumers of public healthcare organisations.  These cues help to produce 

a certain perception of what public healthcare organisations are all about or “how things 

are done around here”.  Rindova and Fombrun (1999) argue that staff relationships with 

consumers and potential consumers are not just exchanges but sustained social 

interactions in which past impressions affect future behaviours. These impressions can 

imprint on a consumer or potential consumers mind and consequently generate either 

positive or negative feelings towards the organisation.  Thus, ‘how things are done 

around here’ is becoming increasingly transparent to outsiders and indeed may be 

manipulated by senior management because of that (Hatch & Schulz, 2004).  Davis, et 

al., (2014) suggest that organisations should attempt to align the positive internal views 

in order to create a positive external image for their clients.  According to Schulz and 

De Chernatony (2002) culture provides a platform for an organisation to develop and 

express its distinctiveness through a consistent relationship with all of its stakeholders.  

It would seem that the internal phenomenon of organisational culture has the potential 

for a larger and more intricate web of influence than traditionally expected.  Thus, it 

was of interest in this current study to examine both consumers and potential 
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consumers’ perception of reputational value and the dimensions that influence 

organisational reputation.  

Organisational culture was explored through the attitudes and behaviours that 

described the core cultural value system of public healthcare organisation within south-

east Queensland, see Table 11 for an outline of the core values for Queensland public 

healthcare organisations. 

   

  Table 11  

  Queensland Health Core Values  

 
Core values Queensland Health Definition 

Care Attentive to individual needs and circumstance 

Integrity Consistently true, act diligently and lead by 

example 

Respect Behave with courtesy, dignity and fairness in all 

that is done 

Commitment Do the best we can all of the time 

  

(State of Queensland [Queensland Health], 2020). 

The core cultural values outlined by the public healthcare organisations under 

study were aligned with the values perceived by the external participants. Consumers 

and potential consumers in the study perceived that public healthcare organisations were 

mostly characterised by their commitment to care, commitment to quality service 

delivery, integrity and respect.  In addition, they perceived the dimensions of trust and 

communication as large components associated with these values.   

Consumer and potential consumer participant’s perception of public 

organisational culture revealed that the core cultural values held by public healthcare 

organisations of care, integrity, respect and commitment were readily apparent in “how 

things are” in public healthcare organisations.  The participants perceived that the 

organisation was mostly characterised by its commitment to providing good quality 

care.  In contrast they perceived the values of integrity and trust as less readily apparent 

in public healthcare organisations.  For example, there were some participants with less 
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of a sense of confidence in staff member’s ability and level of knowledge, that the 

organisation does what it says it will do, and that information is clearly communicated.  

Participants did not perceive these things to be valued by public healthcare 

organisations.  However, these views can be expected to shape participants perception 

of the organisation’s reputation (Dowling, 2016; Hatch & Schultz, 2000; Kowalczyk & 

Pawlish, 2002; MacIntosh & Doherty, 2010; Rindova & Fombrun, 1999; Schultz & de 

Chernatony, 2002).  As the participants perception of organisational culture shaped their 

perception of the components of reputation of public healthcare organisations, it can be 

summarized that organisational culture was detected, at least in part, through contract 

and exchanges with employees and as heard through word-of-mouth stories.   

In addition, although the findings are not directly comparable because of different 

methodologies, it is interesting to note that Ziemba et al., (2019) found, in the context of 

the healthcare industry, that staff in healthcare organisations also perceived quality care 

to be the predominant organisational core value, while integrity in terms of timely 

diligent service delivery was one of the least evident aspects.  Some parallels in 

consumer and potential consumer perceptions of organisational culture are apparent and 

may be expected (Hatch & Schulz, 2004).  As such, the role of staff is an important 

influencing component in the formation of reputational value by consumers and 

potential consumers. 

Although care and commitment were perceived to be the most dominant values in 

public healthcare organisations, and were the most meaningful to consumers, the 

organisational values of respect and integrity were the most important values to this 

external participant group.  This was evidenced by comments such as, “It’s important 

that I feel respected” (CPC 3) and “You want the type of care they say they are going to 

deliver” (CPC 7). The values of respect and integrity significantly influenced 

participant’s satisfaction with public healthcare organisations and formed the basis of 

their intention to remain loyal, trust or use the services of the organisation.   

In essence, integrity means that an organisation will do what it says it will do for 

the consumer when using their services.  In other words, when someone is a patient in 

hospital, they have certain expectations of the organisation in regards to healthcare 

quality.  Whether the staff and the organisation are accountable and promises kept (such 

as following up on test results) can influence the consumers’ perception of the 
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organisations reputational value.  Certainly, integrity was a key component regarding 

consumer and potential consumer attitudes and future behaviour in this study. 

While organisational culture is predominately thought of as an internal 

organisational phenomenon, impacting staff attitudes and behaviour as well as other 

organisational performance measures, it is purported to influence the external 

environment as well (Hatch & Schultz, 2004; Kowalczyk & Pawlish, 2002; MacIntosh 

& Doherty, 2010).  The findings of this study revealed that organisational culture was 

associated with quality care and staff, thus supporting the notion that the scope of 

culture extends beyond an organisations’ boundaries.  The findings also extend the 

understanding of factors that influence consumers and the general public’s perception of 

public healthcare organisations reputation and highlight the role of perceived 

organisational values in shaping consumers and potential consumers attitudes and future 

behaviour. 

6.3 CONCEPTUALISING AND FORMING REPUTATIONAL VALUE 

 This chapter presented the findings from Phase 2 of this research, which was an 

exploratory study aimed at establishing an overall view from consumer and potential 

consumers perception of public healthcare reputation.  The focus of the findings was on 

two topics: (1) Conceptualising reputational value; and (2) Forming reputational value.  

It also identified the effect of organisational culture on the external stakeholder and 

drew links between the consumer satisfaction, healthcare quality and organisational 

reputation.  This section presents a discussion of the findings in response to the Phase 2 

sub-questions. 

6.3.1 Phase 2 sub-question 1. 

How do consumers conceptualise value of reputation of public healthcare 

organisations? 

Findings indicate a number of assumptions around reputation awareness and 

understanding.  However, reputation was determined as either good or bad and was 

mostly based on personal experiences or the experience of others.  On one hand, the 

quality-enhancing effect of reputation can be explained by the fact that organisations 

providing poor care delivery will be penalised by customers who will engage in word of 
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mouth that is likely to be negative.  On the other hand, consumers who perceive the 

organisation to have a good reputation would be expected to be more willing to engage 

in positive word of mouth than those who do not perceive the organisation has a good 

reputation.  This means that public healthcare organisations with very good reputations 

are likely to stimulate positive word of mouth (Walsh et al., 2009; Sundaram et al., 

1998).   

From the consumer and potential consumer perspective, the perception of 

reputation was influenced by the quality of care delivery experienced by self or by 

others, as important drivers of reputation.  The consumer and potential consumer’s 

understanding of the concept of reputation formed the basis of their perception of 

drivers of reputation.  The operational capability of the organisation, with the safety and 

provision of good care were identified as important factors in building reputation for 

public healthcare organisations.  Consumers that were positive about public healthcare 

organisations providing a good service were confident that other factors such as quality, 

caring good communication and trust were also present.  

6.3.2 Phase 2 sub-question 2. 

 How do consumers form their attitudes and beliefs about the reputation of 

public healthcare organisations? 

Findings in response to this question are considered from the perspective of 

consumer satisfaction and healthcare quality.  A model of how consumers and potential 

consumers formed their perception of reputation for public healthcare organisations is 

shown in figure 1 below.  The formation process flows from left to right beginning with 

factors identified as affecting the perception of reputation, such as experience, 

behaviours and attitudes that resulted in consumer responses representing the drivers of 

consumer and potential consumer-based reputation among study participants.  The 

experiences represent a persons’ inclination or intention toward the organisation 

(Romenti, 2010).  As modelled in Figure 1, the staff attitude, behaviours and overall 

organisational culture and staff shortages influenced the perception of healthcare quality 

which was a driver of reputation for participants in the study.  The responses of trust 

and safety in the provision of healthcare services were important to participants in the 

outcome of overall reputation for public healthcare organisations. 
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concept of reputation, consumers described their perceptions of public healthcare 

organisations and how they arrived at these perceptions. 

The overwhelming influence on the formation of perceptions about public 

healthcare organisation among the consumers and potential consumers was their 

personal experience or the experience of others that they had heard about.  The stories 

of experiences revealed the components that formed their opinions of public healthcare 

organisations that collectively formed the consumer-based reputation among this group 

of participants.  The potential consumers relied on word of mouth and observation of 

others’ experiences to form their opinions.  The experiences, either personal or 

observed, generated the perceptional view of reputation. 

6.4 SUMMARY 

 The findings from this Phase 2 qualitative study suggest there are a number of 

factors that influence the perception of reputational value for public healthcare 

organisations, according to consumers.  Although the most influential is obtained 

through personal experience with the organisation or through word of mouth from 

others’ experiences.  These findings support the idea that in order to view consumer and 

potential consumer-based reputation of public healthcare organisations, consumer 

satisfaction and perceived healthcare quality are driving factors of reputation.  

Therefore, communication through word-of-mouth and through organisational culture 

through staff behaviours and attitudes are important dimensions for building reputation.  

These findings suggest that in order to build reputation hospital administrators need to 

collectively manage reputation through these dimensions. 

Chapter 5 and 6 have provided the findings from this research.  The next chapter 

considers the value of these findings, in light of existing scholarly research and in 

relation to their capability for theoretical generalisation to other contexts and practice 

settings. 
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Chapter 7: Conclusion 

This research explores the perceptual value of reputation and the influence it has 

on the organisation’s internal and external environment.  In doing so, it examined how 

reputation is conceptualised and formed by both internal and external stakeholders of 

public healthcare organisations.  This study drew upon resource-based view theory and 

examined reputation as a valuable, rare, inimitable and non-substitutable resource in 

public healthcare organisations in South East Queensland.  In addition, this research 

used a three-perspective cultural lens to shed light on the organisational cultural patterns 

that exist when examining views on reputational values.  For example, this research 

found that the normative view held by managers in an organisation differs from the 

ambiguity perspective from front line staff. 

In order to develop a complete cultural picture, this research used an ethnographic 

toolkit to explore the perceptual value of reputation.  Therefore, this research was 

conducted in two phases.   Phase 1 explored the internal stakeholder view of reputation 

at different hierarchal and professional levels within public healthcare organisations.  In 

that Phase, the perceptual value of reputation of internal organisational stakeholders was 

explored. This was a multi-perspective examination involving diverse hierarchical 

levels within the organisation (i.e. managerial staff and frontline staff) from three 

cultural perspectives: integration; differentiation and fragmentation perspectives 

(Martin, 2002).  In Phase 2, the perceptual value of reputation as held by external 

stakeholders (consumers and potential consumers of public healthcare organisations) 

were explored.  These qualitative steps provided a platform for the meticulous 

exploration of the meaning of reputation and its key dimensions as perceived by internal 

and external stakeholder groups. 

This study addresses the following research questions: 

1. In what way is the perceptual value of reputation conceptualised about public 

healthcare organisations? 

2. In what way is the perceptual value of reputation formed about public healthcare 

organisations? 
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3. How do internal and external stakeholders perceive the value of reputation in 

public healthcare organisations? 

In this concluding chapter, the findings are discussed in response to the 

overarching research question and, in light of, current literature.  The significance of 

this research is 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. 

7.1 ANSWERING THE RESEARCH QUESTIONS 

 The next section provides a discussion of the findings in relation to each of the 

research questions.  The first research question explores how reputation is 

conceptualised by stakeholders of public healthcare organisations.  Organisational 

reputation has been conceptualised as constructed from market signals (Basdeo, et al., 

2006; Fombrun & Shanley, 1990) or through strategic level communication (Rindova & 

Fombrun, 1999; Prabhu & Stewart, 2001), where the beliefs about the sender form the 

basis of the organisation’s reputation.  However, organisational communications, 

intentions and abilities do not always align with stakeholder perceptions and may not 

reflect a true perception of reputation.  Without a clear understanding of how reputation 

is conceptualised and defined by stakeholders, managers are unable to build and manage 

organisation reputation.  Therefore, this study explored how reputation is conceptualised 

and understood by stakeholders of public healthcare organisations. 

7.2 RQ. 1: IN WHAT WAY IS THE PERCEPTUAL VALUE OF REPUTATION 

CONCEPTUALISED ABOUT PUBLIC HEALTHCARE ORGANISATIONS? 

As discussed in Chapters, 5 and 6, this study found that there are three dominant 

attributes that exist when conceptualising reputation in public healthcare organisations 

namely, reputation as consciousness; reputation as resource; and reputation as 

appraisement. Reputation as consciousness is a collective perceptual representation 

reflecting broad visibility of the organisation.  In other words, reputation as 

consciousness represents the prominence of the organisation within the healthcare 

industry.  Reputation as resource is a judgement or evaluation of characteristics of 

public healthcare organisations and likely reflects the performance of the organisation 

against set targets, as well as, the perceived quality of service delivered.  Reputation as 
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appraisement is an overall summary judgement of the favourability and appeal of the 

organisation that goes beyond certain aspects of the organisations past or future.  That 

is, public healthcare organisations are viewed as having desirable healthcare practices 

that conform to locally appropriate and culturally desirable quality.    

7.2.1 Reputation as consciousness 

 From the perspective of reputation as consciousness, the organisation is 

characterised as having not only prominence but understanding within the healthcare 

industry.  For example, from an organisational level perspective, reputation as 

consciousness is reflected as the organisation ‘being known’ to exist in the industry as a 

healthcare provider.  This notion of ‘being known’ highlights how well recognised the 

organisation is by stakeholders, including professional streams within the industry.  

From an external perspective, reputation as consciousness highlights a strong awareness 

and understanding of public healthcare organisations being known to exist and, 

particularly that they are known to provide free access to healthcare which make them 

stand out amongst private healthcare providers.   

Findings from this study indicate that organisational reputation was deemed 

stronger if internal and external stakeholders had a more distinctive perceptual view of 

the organisation, irrespective of judgment or evaluation.  These findings align with 

previous research in this area, where the extent to which an organisation is widely 

recognised among stakeholders in its industry, and the extent to which it stands out 

relative to its competitors, may be an important component of reputation (Rindova et al. 

2005).  Barnett et al. (2006) describe this component as observer or stakeholder 

awareness of the organisation without judgement.  They include awareness as 

comprising of “aggregate perceptions, latent perceptions, net perceptions, global 

perceptions, perceptual representations and collective representations” (p. 32).  In 

addition, reputation as consciousness has been somewhat described in the literature as 

being known (Agarwal et al., 2018; Lange et al., 2011; Scott & Walsham, 2005).  

Shamsie (2003) describe being known as the level of awareness that the organisation 

has been able to develop for itself.  Indeed, the level of familiarity with or knowledge of 

the organisation by stakeholders, regardless of stakeholders’ judgement of the 

organisation provides the basis for reputation (Fombrun, 2001).  Rindova et al., (2005) 

describe this viewpoint as ‘prominence’ which is the extent to which the organisation is 
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known and recognised by its stakeholders.  However, the notion that reputation 

encompasses awareness of the organisation is not universally accepted.  For example, 

Boyd et al., (2010) distinguish between reputation and prominence, with prominence as 

something that logically follows reputation.   

This research extends the knowledge in this area by finding that there is a deeper 

level of consciousness or being known, captioned.  Thus, reputation as consciousness is 

more complex and more about experiencing the existence of reputation.  The 

consciousness results in awareness and is associated with an innate understanding that 

brings about awareness and a perception of that awareness (Rosen, & Swann, 2018).  

For example, when an organisation is observed for its prominence in the industry, it is 

the consciousness of the information that brings about awareness.  That is, the innate 

intelligence which is a result of the consciousness that provides the sense of awareness. 

Accordingly, reputation as consciousness contributes to the literature by reflecting 

a deeper more complex experiencing of the existence of reputation and as one of the 

dominant attributes of stakeholder’s conceptualisation of reputation.  When public 

healthcare organisations are well known, observers have a strong sense and 

understanding of what is central and distinctive about its attributes, especially relative to 

other organisations in the industry.  Given that other studies have focused more on 

reputation measurement (Brown & Perry, 1994; Fryxell & Wang, 1994; Lewellyn, 

2002; Walker, 2010).  This study focuses on how reputation is conceptualised and 

formed by stakeholders as well as the value of reputation as perceived by stakeholders.  

Hence, this study provides useful guidance and understanding to public healthcare 

organisations by providing that when defining reputation, it is more than just an 

awareness of the organisation in the industry, it is an experienced existence.  

For public healthcare managers these findings highlight the importance of 

reputation management and reputation building strategies to influence stakeholder 

perceptions of the organisation’s reputation.  Stakeholder definition of reputation for 

public healthcare organisations includes reputation as consciousness as one of the 

dominant attributes.  For example, as shown in Table 9, from a normative point of view, 

perceptions of the value of reputation as consciousness were characterised by 

organisational performance against government-set targets. At the same time, from a 

differentiation perspective, this research found that reputation as consciousness was 
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characterised by the organisational goals and values of the organisation and by the 

healthcare quality experienced.  The ambiguity perspective of the organisational culture 

indicated reputation as consciousness was characterised by healthcare quality 

experienced. Reputation as resource is another dominant attribute conceptualised by 

stakeholders to define reputation.    

7.2.2 Reputation as resource 

 From the perspective of reputation as a resource, findings from this study 

highlight that when conceptualising reputation, there is a judgement or an evaluation of 

the quality of service delivered and of the achievement of organisational objectives.  

The organisation has particular attributes of interest or value that it is known for.  

Specifically, an organisation can be known for specific healthcare quality that the 

organisation can be trusted to provide.  Hence, reputation as resource constitutes an 

assessment of an attribute or characteristic, specific to that organisation, that assists that 

organisation in meeting objectives.   

In contrast to the reputation as consciousness attribute, judgement is a central 

feature of reputation as resource.  This means that organisational reputation is closely 

coupled with consequences and tangible organisational outputs of the organisation to 

meet stakeholder needs and expectations.  Therefore, when conceptualising or defining 

organisational reputation the perception includes the result of judgement with respect to 

the organisations demonstrated ability to create value.  The subjective perceptions are in 

respect of the likelihood of seeing desired quality outputs and behaviours from the 

organisation in the future.  This finding aligns with previous research in this area, where 

the conceptualisation of reputation is reflected as a perception that the organisation has 

an attribute or asset of interest or value to the stakeholder (Deutsch & Ross, 2003; 

Fischer & Reuber, 2007; Sánchez & Sotorrío, 2007).  Rindova et al., (2005) describe 

this notion of judgement as ‘being known for something’, component of organisational 

reputation and is determined as the perceived quality of products or services.  This 

means the degree to which stakeholders evaluate an organisation positively on an 

identified attribute or characteristic (Rindova et al., 2005), such as the quality of 

healthcare delivery.  Similarly, Lange et al., (2011) describe the notion of being known 

for something as a judgement or evaluation of a particular attribute or asset of the 
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organisation with respect to the organisations' ability to create value based on past 

behaviour.  

Consequently, findings for this study extend the knowledge in this area by 

highlighting that reputation as resource is a judgement of more than an asset of value for 

public organisations, but rather an asset that has value in achieving the objectives of the 

organisation.  In this way reputation is a valuable, rare, inimitable and non-substitutable 

(VRIN) resource.  Given that most studies on reputation examine reputation from the 

private organisation perspective (Barney, 1991; Klein et al., 2010; Szymaniec-Mlicka, 

2014), the findings from this study differ by extending reputation as a VRIN resource 

for public healthcare organisations, where reputation as resource can be used to achieve 

the objectives of the organisation.  This study also highlights that stakeholder 

experience with an organisations services is an important driver of subjective 

perceptions of reputation.  Estimates of the likelihood of certain types of actions or 

patterns of organisational behaviour are based on past experience or word of mouth and 

are likely to be consistent with consumer expectations.   Accordingly, this study 

provides guidance to public healthcare organisations and health services managers that 

by understanding, managing and building reputation, as a resource it can provide value 

to organisations in terms of competitive advantage, contestability and choice.   

In an effort to answer the research question ‘In what way is the perceptual value 

of reputation conceptualised about public healthcare organisations?’ thus far the 

findings indicate that consciousness (being known) as well as resource characteristics 

(being known for something) is how organisational reputation is conceptualised.  As 

shown in Table 12 (p. 177), from a normative point of view, perceptions of the value of 

reputation as a resource were characterised by achievement of organisational objectives.  

At the same time, from a differentiation perspective, this research found reputation as a 

resource is characterised by attributes of the organisation that are of interest and value to 

the stakeholder.  Similarly, the ambiguity perspective of organisational culture indicated 

reputation as resource is characterised by attributes of the organisation that are of 

interest and value specific to stakeholder group and issue.  The third dominant attribute 

of how an organisation’s reputation is conceptualised is through evaluation and 

judgement of those resource characteristics: appraisement.  
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7.2.3 Reputation as appraisement 

Findings from this study provide that when conceptualising organisational 

reputation, the perception includes a general appraisement, where the organisation is 

characterised by an overall judgement.  That is, an overall generalised assessment of the 

organisation in ways specific to stakeholder expectations.  As shown in Table 12 (p. 

175), at an organisational level judgement is based on the performance of the 

organisation on a variety of attributes, such as culture, financial performance, values 

and goals.  From an operational level, the general evaluation of the organisation is based 

on a number of characteristics such as, workplace culture, good leadership, education 

and training, and quality of care delivered.  From an external level, findings suggest the 

importance of a general appreciation and regard to which the organisation is held and 

how attractive the organisation is and the overall capability of the organisation to 

provide safe quality care.   Hence, reputation as appraisement about public healthcare 

organisations is based on multiple organisational attributes. 

These findings differ from previous research in this area through these factors 

under the reputation as appraisement conceptualisation of reputation, where 

stakeholder’s perceived judgements about the organisation are based on the 

organisations attributes that specific stakeholders choose to investigate.  Previous 

studies have described somewhat similar findings as a ‘generalised favourability’ which 

is a nonspecific evaluative impression of the organisation as emanating from observers’ 

collective judgements (Love & Kraatz, 2009; Rao, 1994; Reuber & Fischer, 2005).  

Judgements about the organisation are based on multiple organisational attributes rather 

than being dependent on a given stakeholders expectations for specific organisational 

outcomes (Fischer & Reuber, 2007; Love & Kraatz, 2009; Barnett, et al., 2006; 

Agarwal, et al., 2018).  Hence, organisations are viewed as coherent and conscious 

actors and the stakeholders find attractive those organisations that have desirable 

attributes that “conform to practices that are locally appropriate and culturally 

desirable” (Agarwal, et al., 2018).  

Nevertheless, findings from this study differ from a generalised favourability in 

two ways.  Firstly, reputation as appraisement is stakeholder group specific, which 

means that different stakeholder groups have different issues and perspectives in terms 

of conceptualising and defining reputation.  Therefore, it cannot be seen as a generalised 
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favourability but more of an appraisement, a valued judgement, specific to issue and 

stakeholder group.  Secondly, given that previous research has mostly focused on 

reputation measurement in private organisations, the findings in this study uniquely 

provide a public organisation perspective resource as appraisement is immersed in 

cultural systems from which standards for judging and appraising organisational 

attributes and characteristics are socially constructed. 

In the context of this study, the overall assessment by stakeholders builds on, and 

transcends, particular aspects of the public healthcare organisations’ past or future 

resulting in assessments that are comparatively made with judgements of particular 

characteristics or attributes of similar organisations.  For example, senior managers 

compare the performance results against government targets with other similar 

organisations in their judgement of the organisations value.  Stakeholders find attractive 

those organisations that appear to have the desirable attributes or character traits (i.e., 

trustworthiness, integrity) that they consider important in their judgement.  

Understanding that when defining reputation, stakeholders include a general 

appraisement of the attributes or characteristics that are desirable is important.  Firstly, 

it has implications for reputation management in public healthcare organisations as 

managers need to strategically consider reputation building strategies that consider all 

aspects of the organisations characteristics and attributes to facilitate an overall positive 

appraisement by stakeholders.  Secondly, implementing reputation building strategies 

based on the perceptions of stakeholders can reduce the effect that negative experiences 

can have on stakeholder perceptions.   

Integrating the three conceptual perspectives of reputation (consciousness, 

resource, and appraisement) provides a clear understanding of how reputation is 

understood and defined by its stakeholders (See Table 12 below).  
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  Table 12 

  Dominant attributes defining reputation. 

 

Multilevel perspective  Reputation as 

consciousness 

Reputation as 

resource 

Reputation as 

appraisement 

Organisational level – 

normative/integrative 

perspective 

 Individual 

organisational 

performance. 

Prominence of 

the organisation 

in the industry. 

 

Achievement 

of 

organisational 

objectives. 

 

Judgement 

influenced by 

socio-political 

environment 

and 

organisational 

targets.  

Comparative 

organisational 

performance 

Operational level – 

differentiation / 

fragmentation 

perspective 

Group / Organisational 

goals and values 

experienced. 

Healthcare 

quality 

Attributes of 

interest and 

value  

Workplace 

culture, 

leadership, 

integrity, trust, 

education, 

training, 

quality and 

safety of care 

delivery. 

Individual 

External level – 

fragmentation / 

ambiguity perspective 

 

 

Healthcare 

quality 

experience 

Attributes of 

interest and 

value 

Healthcare 

capability, 

quality and 

safety of care 

delivery. 

 

The dominant attributes conceptualised by public healthcare organisation 

stakeholders holds some similarity with expectations from existing research on 

organisational reputation (Agarwal, et al., 2018; Barnett, et al., 2006; Fischer & Reuber, 

2007; Lange, et al., 2011; Love & Kraatz, 2009; Rindova, et al., 2005).  However, this 

study differs in several important ways.  Firstly, this study is the first in Australia to 

define how reputation is conceptualised in public healthcare organisations.  Operational 

stakeholders and external stakeholders were similar in defining reputation.  The 

similarity was not expected as research has shown that external stakeholders are not 
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able to view the workings of an organisation which are often opaque and first-hand 

information about organisational capabilities and intentions is limited (Rindova, et al, 

2005).  However, for public healthcare organisations the capability of the service 

delivered is often directly opaque and transparent to consumers. The similarity between 

the operational and the external levels of public healthcare organisations in defining 

reputation is an important finding with significant implications for reputation 

management strategies.  Highlighting the importance of organisational level managers 

seeking to understand operational level values and goals, in order to manage reputation 

from all stakeholder perspectives to ensure a complete strategic picture is developed and 

understood.  

Secondly, this study is among the first to explore the perceptions of reputation 

from multiple levels, groups and individuals, both internal and external to public 

healthcare organisations.  By doing this, a complete picture of how reputation is 

conceptualised from key stakeholders could be explored.  The benefit of looking at 

multiple levels, groups and individuals provided a deeper level of understanding and the 

ability to draw the conclusion that organisational reputation defined by stakeholders is 

issue and stakeholder specific and as requires specific measurement tools in order to 

provide an accurate picture of reputational issues.  Understanding how reputation is 

conceptualised enables reputation measurement instruments to be developed that are 

organisation specific.  Previous reputation measurement instruments have been 

developed with private organisations in mind (see discussion in chapter 2. on reputation 

measurement) and therefore, are unlikely to be effective in obtaining a complete picture 

of a public healthcare organisation’s reputation measure, unless adapted to specific 

reputation attributes and dimensions identified for public healthcare organisations from 

this and future studies.  The findings in this study provide a basis for adapting 

reputation measurement instruments that are specific for public healthcare organisations 

to assist with planning and implementation of reputation management strategies. 

Thirdly, understanding how public healthcare organisation stakeholders 

conceptualise reputation further emphasises the importance of organisational learning 

through knowledge of both internal stakeholders and external stakeholders (Agarwal, et 

al., 2018; Jaworski & Kohli, 1993).  By knowing how reputation is conceptualised, 

reputation management strategies can be steered in line with the definition and make 

reputation building strategies specific to public healthcare organisations.  Improving the 
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perceptual reputation of public healthcare organisations is important because a good 

reputation provides an organisation with a number of strategic benefits such as, 

attracting skilled professionals (Fombrun, 1996; Fombrun, et al., 2000) and a significant 

competitive advantage (Deephouse, 2000; Eckert, 2017), which are essential for public 

healthcare organisations that are competing for finite resources. 

In summary, in answering the question: “In what way is the perceptual value of 

reputation conceptualised about public healthcare organisations?” this research provides 

a deeper understanding of how reputation is defined by stakeholders of public 

healthcare organisations.  This information will assist managers with understanding how 

the value of reputation is conceptualised and how they can capitalise on this increase 

knowledge by managing their organisation’s reputation.  Understanding the 

complexities by tapping into the organisational cultural patterns will assist managers in 

influencing the perception of reputation as well as providing a platform for short- and 

long-term reputation building strategies.   

7.3 RQ. 2: IN WHAT WAY IS THE PERCEPTUAL VALUE OF REPUTATION FORMED ABOUT 

PUBLIC HEALTHCARE ORGANISATIONS? 

  This research found that the perceptual value of reputation formation is 

critical for understanding and managing reputation in public healthcare organisations.  

Findings show that reputational value is formed from three dominant dimensions: 

consumer satisfaction; healthcare quality; and organisational culture.  These dimensions 

are found across both internal and external stakeholder groups.  While each domain is 

specific to the stakeholder group there is some overlap of perceptions across each 

domain, which suggests that reputation is rooted in stakeholder perceptions of the 

organisation’s actions and behaviours.  Understanding the dimensions of reputation 

specific for public healthcare organisations provides a basis for measuring reputation as 

well as allowing for conceptual and contextual transferability and generalisability of 

studies and for researchers to meaningfully build and integrate their findings.  

As discussed in Chapters 5 and 6, this study found that there are three dimensions 

of reputation that are specific to public healthcare organisations namely, consumer 

satisfaction, healthcare quality and organisational culture.  These dimensions of 

reputation provide an important guide towards reputation measurement and reputation 

building strategies and are discussed in detail in the next section.  
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7.3.1 Reputation measurement of public healthcare organisation 

The dominant dimensions identified in this study confirm previous research, 

which suggests reputation is a multidimensional construct that can be accurately 

estimated through its individual measurable dimensions (Lange, et al., 2011).  This 

study highlights that reputation is a reflective construct derived from stakeholder 

perceptions that share some commonality.  However, this study also highlights the 

specificity of the dimensions (consumer satisfaction; healthcare quality; and 

organisational culture) and their importance for public healthcare organisations.  For 

example, the dimension of consumer satisfaction was largely focused on 

communication with senior managers under the misconception that consumers were 

influenced by local media, when essentially consumers were more influenced by 

experience or word of mouth, where the importance of communication was centred on 

healthcare delivery.  Therefore, a clear understanding of the specificity of the 

dimensions from all stakeholder perspectives will assist in building and managing 

reputation.  The reputation dimensions identified are specific to healthcare organisations 

and each dimension is a different manifestation of the multi-dimensional construct.  

Consequently, reputation measurement tools need to measure the specific aspects of 

reputation to ensure a complete picture of the reputational issue being explored.   

As discussed in Chapter 2, the operationalisation of reputation measurement tools 

requires close alignment to the definition and dimensions of reputation as constructed 

by stakeholders.  Existing reputation measurement tools mostly examine market 

performance of organisations (E.g. Brammer & Pavelin, 2006; Roberts & Dowling, 

2002), social responsiveness (E.g. Turban & Greening, 1997) and management 

techniques (E.g. Staw & Epstein, 2000; Zyglidopoulos, 2005), using quantitative 

measures for organisations that were largely private industries.  However, while 

previous studies focused largely on private industries using quantitative measures, 

without precise conceptualisation and accurate measurable dimensions of reputation, the 

ability to meaningfully measure, build and manage reputation is flawed.  Certainly, 

management research is in its infancy with regard to conceptualising and identifying the 

dimensions of reputation, mostly in part because of the multidimensional, nature of the 

construct has been underexplored (Agarwal & Osiyevskyy, 2019).  In addition, findings 

from this study show that reputation is also industry-specific and issue-specific, which 

adds to the confusion and lack of systematic conceptualisations and exploring of 
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alternative reputation dimension.  Clear understanding of these factors of organisational 

reputation will allow for drawing of conclusions regarding building, managing and 

sustaining this valuable intangible asset.  

One of the significant problems identified in the reputation literature is lack of an 

agreed method of reputation measurement (Walker, 2010).  As reputation is based on 

perceptions, reputation measurement tools can be adapted to measure the dimensions 

identified for organisations, thereby providing a more complete picture of reputation.   

Reputation should measure stakeholder’s perceptions not factual representation (Mahon, 

2002; Wartick, 2002).  For example, measuring factual components such as, market 

share (Fang, 2005) or target performance (Fombrun, 1996) are objective measures and 

not consistent with the perceptual nature of reputation (Walker, 2010).  Embracing the 

dimensions captured in existing research studies using existing reputational 

measurement tools (see chapter 2 for more discussion on reputation measurement) is far 

from constructive as some dimensions might be overlapping theoretically and 

empirically and are not stakeholder specific (Agarwal, et al., 2018).  With the specificity 

of stakeholder, industry and issue requirements for accurately measuring reputation, it 

makes sense that reputation measurement for public healthcare organisations should be 

based on the perceptions of stakeholders and informed by the dimensions of reputation 

specific to healthcare organisations.   

The dimensions of reputation are important as they provide the basis for 

reputation measurement (Eckert, 2017).  After defining reputation (research question 

one), measuring reputation is an important step in strategic reputation management 

(Doorley & Garcia, 2020).  Without measuring, strategies to build and improve 

reputation are unable to be adequately evaluated (Eckert, 2017).  However, as outlined 

in chapter 2, measuring reputation is challenging as it is often defined by the 

perceptions of stakeholders (Gatzert et al., 2016) and as found in this study reputation is 

also industry and issue specific.  Hence, there is currently no ‘uncontroversial 

measurement’ method existing that can adequately measure reputation (Eckert, 2017).   

Although many measurement methods, distinguish between previously identified 

reputational domains, most do not distinguish between stakeholder groups (or recognise 

the domains specific to public healthcare organisations).  This research suggests that 

different stakeholder perceptions of reputation influence numerous outcomes, including 
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an organisations performance (Deephouse, 2000; Rindova et al., 2005) competitive 

advantage (Boyd et al., 2010; Fombrun, 1996; Fombrun & Rindova, 1996) and 

perceived quality (Rindova et al., 2005).  While assessing a public healthcare 

organisation’s quality is inherent with difficulties and uncertainties, whereas reputations 

are influential because they represent a collective judgement. 

This research highlights stakeholder perceptions of the dimensions of reputation 

that are specific to public healthcare organisations.  The knowledge of the specific 

dimensions can be used in future research to modify existing or develop new reputation 

measurement tools that measure reputation with respect to a certain issue, from the 

perspective of a specific stakeholder group.  The stakeholder group-issue specific 

combination is likely to provide a useful measure of reputation and a more complete 

picture for reputation risk management strategies (Eckert, 2017).  Without a qualitative 

approach, looking at the issues that are deeply seeded within the organisational 

stakeholders, reputation of an organisation is not fully discovered by managers.  

Listening to different levels of staff within the organisation will assist with painting a 

fuller picture of perceptional reputation, which can then be managed in an effective and 

timely manner and assist the organisation with competing for future funding 

opportunities, philanthropic donations and experienced quality staff.   

In summary, this study provides that the dimensions of reputation drive the 

overall reputation and as such, influencing any dimension would change the reputation.  

Therefore, measuring reputation through an understanding of how reputation is formed 

(i.e. dimensions driving reputation) will provide a clearer picture for managers to 

accurately measure reputation.  The precise dimensions of reputation for public 

healthcare organisations are essential for the progress of this crucial research stream and 

the integration of its findings in the broader body of knowledge.  Moreover, an 

understanding of the dimensions of reputation will allow for conceptual and contextual 

transferability and generalisability of studies and for researchers to build and integrate 

their findings.  From a practical point of view, understanding the dimensions of 

reputation specific to public healthcare organisations will assist managers in developing 

strategies for short- and long-term reputation management by maximising valued 

relationships with stakeholders to advance common goals of the organisation.  

However, stakeholder group issue-specific reputations can have competing interests 
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within the organisation, as outlined in the preamble for this study.  The next section 

discusses issue-specific reputations.   

7.3.2 Perceptual value of competing reputations 

 Findings in this research highlight that reputation is issue and stakeholder 

specific.  As a result of different issues and stakeholders within public healthcare 

organisations, it makes sense that there are multiple perceptions of issue-specific 

reputations, as perceived by different stakeholder groups.  For example, when 

considering healthcare, a consumer may consider the reputation of the healthcare 

organisation as a whole, the reputation of the healthcare quality provided and even the 

reputation of the workforce.  Alternatively, a professional when choosing employment 

opportunities may consider the reputation of the organisation through its performance, 

the reputation of healthcare provided, and the reputation of the organisation as an 

employer.  Multiple reputations can influence outcomes and these reputations often 

interact and compete with each other when determining particular outcomes (Boivie et 

al., 2016).  The findings from this study add to the body of knowledge on reputation by 

providing that multiple reputations are considered through the dominant reputational 

dimensions and that the specifics of each dimension and relatedness to a particular 

stakeholder group is important when considering which type of reputation will be more 

influential.  For example, if the organisation wants to improve their reputation as a 

valued employer for certain stakeholder groups, then managers will need to explore the 

perceptual value of reputation held by those stakeholders in regard to that specific issue.  

By understanding that reputation is issue-specific and stakeholder specific, managers 

are able to target strategies for building and managing particular reputational issues.  

The multidimensional construct of reputation identified in this study is consistent 

with and confirms the definition used in this study which provides that reputation is 

‘issue-specific’ (Walker, 2010).  Examining issue-specific reputation can be particularly 

useful for reputation risk management strategies which need to consider all reputation 

risk (Tuck, 2012).  For example, the risk that the organisational reputation deteriorates, 

i.e. the perceptions of the stakeholders deteriorates, and the risk that the behaviour of 

stakeholders will change for the worse due to deteriorated organisational reputation.    
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Hence, distinguishing between different stakeholder groups and different 

reputations has various advantages in organisational reputation risk management by 

providing organisation with a full understanding of how stakeholders perceive 

reputational issues and, allows the organisation to distinguish between reputations.  By 

distinguishing between different stakeholder groups, it is possible to garner a clear 

weighting for stakeholder groups that risk management strategies should focus on 

(Wartick, 2002).  For example, the weighting assigned to stakeholder groups could be 

higher for groups that are more important for the organisation, or weighting could be 

assigned equally between groups.  To do this, managers need to determine the 

reputational issues in terms of importance for the organisation and then seek to 

understand the mechanisms affecting perception of reputation in the minds of 

stakeholders.  With identified dimensions of reputation provided by this study managers 

will have the ability to develop and build specific reputational aspects of the 

organisation and have the ability to use the competitive advantage achieved through the 

reputation to maintain, develop and influence within the industry, possibly to the 

detriment of others, particularly other healthcare service providers seeking similar 

opportunities. 

Another advantage of distinguishing between different stakeholder groups and 

different reputations is that the organisation has a full understanding of how stakeholder 

groups perceive the organisation for different issues.  The organisation can evaluate its 

situation and use purposefully aligned strategies to improve the reputation for certain 

stakeholder group-issue reputation combinations (Eckert, 2017; Tuck, 2012).  The 

different reputation stakeholder group issues have varying importance for the 

organisation and distinguishing between these reputations through an understanding and 

measurement of the identified reputation dimensions, allows the organisation to focus 

on the reputations that are considered more important to the organisation.   

So far in this chapter the research has answered how reputation is conceptualised 

and formed by stakeholders of public healthcare organisations.  These two questions 

were essential to answer in order to address the third research question which explores 

the perceived value of reputation in public healthcare organisations. 



  

Chapter 7: Conclusion 187 

7.4 RQ. 3: HOW DO INTERNAL AND EXTERNAL STAKEHOLDERS PERCEIVE THE VALUE 

OF REPUTATION IN PUBLIC HEALTHCARE ORGANISATIONS? 

The perceptual value of reputation in public healthcare organisations is variable 

depending on the stakeholder group and the reputational issue.  In addition, reputation is 

based on the perceptions of stakeholders with competing interests and therefore, is not 

directly under anyone’s control (Cian & Cervai, 2014).  Reputations develop based on 

aggregated information and give observers a means by which to classify the 

organisation or aspects of the organisation.  This study found that organisational 

reputation is informed by the stakeholders’ familiarity (experience) with the 

organisation and the beliefs about what can be expected from the organisation in the 

future.  Importantly, findings indicate that the relationship between organisational 

reputation and value is established by relationships with stakeholders.  Thereby, raising 

the importance of understanding and developing the dimensions of reputation that hold 

value to stakeholders.     

Consequently, findings from this study indicate that internal stakeholders working 

at the frontline of the organisation are more closely aligned with consumers when 

conceptualising and forming reputational value. This is an important finding with 

implications for managers.  By seeking to understand frontline staff perceptual value, 

managers are likely to understand the perceptual value held by external stakeholders.  

Therefore, measuring reputation the dimensions found in this study from the frontline 

perspective will give managers an important insight on how to build their organisations 

reputation from the external perspective.  This finding raises implications for future 

research which needs to look at developing or modifying reputation measurement tools 

towards measuring the dimensions from aspects of reputation that the organisation is 

interested in building and managing.  Particularly, because the attributes on which the 

reputation is built, and the expectations of stakeholders determine that reputation’s 

influence on a given outcome.  For example, external stakeholders having a positive 

experience in a public healthcare organisation are likely to be influenced by that 

experience when choosing future healthcare needs and are likely to reflect positively on 

the reputation of that organisation through word-of-mouth communication.   

Importantly, the close alignment of the perceptual value of reputation between 

consumers and clinicians is a significant finding relevant to public healthcare 

organisation reputation management.  While reputation management literature 
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highlights the importance of aligning employees’ behaviours and performance in 

support of the organisations goals (Doorley & Garcia, 2020) findings in this study 

challenge this assumption and suggest that reputation management strategies, 

particularly organisational communication, need to be developed in collaboration with 

all stakeholders to ensure the dimensions of reputation are considered from both internal 

and external perspectives.   These findings support Davies and Chun (2009) who 

suggest adopting a hybrid approach where factors that align with both staff members 

and consumers should be aligned in the organisation’s communication strategy.  

However, what is important is how well all of the reputation management strategies 

support the achievement of the organisational goals, and how well management aligns 

with informal values associated with professional subcultures and the external 

environment (Stokes, et al., 2016).  Therefore, in terms of how internal and external 

stakeholders perceive the value of reputation, it can be said that reputational value is 

both stakeholder specific and issue-specific and requires clear reputation management 

strategies that consider aspects of different stakeholder group issues.  While previous 

research has mostly focused on private organisations using quantitative reputation 

measurement tools, it is clear from this research that reputation is stakeholder group-

specific and issue-specific and future practice must take into account all reputational 

issues in order to mitigate reputational risk. 

7.5 RESEARCH CONTRIBUTIONS AND IMPLICATIONS 

 Organisation reputation requires knowledge of industry-specific dimensions and 

clear management strategies, which in the end will bolster competitive advantage for 

organisations.  This next section outlines the contribution this research makes to theory 

and outlines the research implications for practice and health administrators.   

7.6 RESEARCH CONTRIBUTIONS TO THEORY 

 This research contributes to theory in three ways.  First, from a theoretical 

perspective, reputation is viewed as an aggregate perception of all stakeholders.  

Findings in this research acknowledge that it is an aggregate perception, however what 

is important is that reputation is both issue and stakeholder specific and can only be 

measured by specifying which stakeholders and which issues are being analysed.  This 

study uniquely provides evidence that an organisation can have many reputations and it 
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is important to note which issue and which stakeholder group is being measured.  

Without identifying the issue and the stakeholder, managers will have difficulty in 

planning and implementing strategies to build and manage reputation.  The expansive 

organisational reputation literature has not so far acknowledged the value of issue and 

stakeholder specific reputation in measurement.  While there is some degree of 

recognition of the different issues that are specific to certain stakeholder reputations 

within an organisation within Walker’s (2010) definition, this study showcased the 

immense importance of these differences being included explicitly within accepted 

definitions of reputation going forward.   

The basic assumption of reputation is that it is an aggregate perception of the 

organisation.  This study has shown the distinct stakeholder issues of reputation that 

exist and that issue-specific reputation counts to a significant degree for stakeholder 

evaluation of organisational reputation.  Reputation measurement instruments have been 

evaluated and measured from the perspective of social responsibility, vision and 

leadership, emotional appeal, financial performance, workplace environment, product 

and services (Fombrun et al., 2000).  However, this study has determined that the 

existing reputation measurement tools need to be aligned to the stakeholder dimensions 

of reputation in order to ensure a clear picture of the organisation’s reputation from a 

stakeholder’s perspective.  Hence, the very conceptualisation of industry-specific 

organisational reputation measurement requires further investigation. 

For public healthcare organisations, reputation is a multi-dimensional construct 

that is driven by the dimensions of consumer satisfaction, healthcare quality and 

organisational culture. Research on reputation in healthcare organisations has been 

largely focused in the private sector and has used reputation measurement instruments 

designed for private sector organisations (Brown & Perry, 1994; Fryxell & Wang, 1994; 

Lewellyn, 2002; Walker, 2010).  However, findings in this research have identified the 

reputational dimensions specific to public healthcare organisations (consumer 

satisfaction; healthcare quality; and organisational culture) and suggest an alternative 

reputation measurement protocol for public healthcare organisations specifically 

designed to measure the reputation dimensions identified in this research to ensure a 

complete picture of public healthcare reputation is obtained.   
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Second, findings from this research suggest that resource-based view theory is a 

useful framework for examining reputation in public healthcare organisations, in part.   

The application of RBV theory in examining reputation has been mostly used within 

private sector organisations (Barney & Arikan, 2001; Boyd, et al., 2010; Deephouse, 

2000; Hoflinger, et al., 2018; Newbert, 2007; Powell & Dent-Micallef, 1997; Raithel & 

Schwaiger, 2015; Rindova, et al., 2010; Roberts & Dowling, 2002; Schroeder, et al., 

2002; Wiklund & Shepherd, 2003).  Private sector organisations are focused on valuable 

resources that provide them with a competitive advantage against industry rivals 

(Rindova, et al., 2010).  However, public sector organisations and, in particular, public 

healthcare organisations are externally justified with their existence dependent on the 

provision of services for public purpose (Bryson et al., 2007).  Although, to assist public 

healthcare organisations to meet expectations and create healthcare value and 

responsiveness, RBV theory is useful as it can assist healthcare managers in 

understanding resource value and value creation in healthcare as being dependant on the 

efficient and effective use of resources in delivering quality healthcare.  This research 

addresses the gap identified by extending RBV theory to public organisations and 

confirms its applicability when examining reputation in public healthcare organisations.  

This is because public healthcare organisations recognise reputation as a valuable 

resource and the competitive advantage that a good reputation provides the organisation.  

Recognising, developing and strategically managing reputation as a VRIN 

intangible resource (see Chapter 2) builds organisational livelihood (Tarafdar & 

Gordan, 2007) and assists public healthcare organisations to meet expectations and 

create healthcare value and responsiveness. This research added specific public 

healthcare dimensions to focus on, including understanding the capability of resources 

that are valuable, rare, inimitable and non-substitutional, such as reputation.  As well as 

understanding the value of reputation as a resource and the dimensions that are specific 

to public healthcare organisations (consumer satisfaction, healthcare quality, and 

organisational culture).  

In addition, findings from this research provide that RBV theory is closely aligned 

to the definition of reputation used in this research and specifically to the attributes 

defining reputation.  Those being a relatively stable, issue-specific, aggregate perceptual 

representation of an organisations actions based on industry standards (Walker, 2010).  

The attributes identified in the definition of reputation are all relevant when seeking to 
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understand and measure public healthcare organisation reputation.  As Walker (2010) 

suggests these attributes contribute to the notion that organisations can have multiple 

reputations on distinct and differing issues.  Specifically, findings from this research 

evidence that when examining reputation in the public healthcare context researchers 

must determine the reputation for what, and according to which stakeholder.  

This research also addresses two specific gaps that were evident in the literature.  

Firstly, the findings demonstrate that organisational culture is a dimension of reputation 

and vice versa.  The link between reputation and organisational culture found in this 

study, differs from previous studies by not only providing that all three perspectives of 

culture coexist (Martin, 2002) and influence the perception of reputation, but that they 

are interrelated with one another and permeate organisational boundaries.  

Organisational culture as an identified dimension of reputation has not been presented in 

prior research and is illustrated in this study by the finding that organisational reputation 

a multi-dimensional construct of which organisational culture is an important 

dimension.  Secondly, the findings demonstrate that organisational culture is not 

distinguished as positive or negative by whether it is integrated, differentiated, or 

fragmented.  What is significant are the value systems and the quality of the 

relationships between the organisational level, operational level and the external level 

which reflect the perceptual value of reputation.  Therefore, reputation equals culture. 

7.7 RESEARCH IMPLICATIONS FOR PRACTICE AND MANAGERS  

 The outcome of management research, which by nature is applied, should 

provide managers with the evidence to change practice.  This research has the potential 

to influence and build strategies for the management of reputation for public healthcare 

organisations.  The following section outlines the research implications for practice and 

managers which includes reputation management and reputation building strategies. 

7.8 REPUTATION MANAGEMENT FOR PUBLIC HEALTHCARE ORGANISATIONS 

 Findings from this research suggest reputation management for public healthcare 

organisations is crucial since improved reputation can reduce the negative effect that 

poor experiences can have on the perceptions of patients (Mira et al., 2014).  A poor 

reputation can also affect the financial situation of a public hospitals.  Since charitable 

donations are a significant source of income for some public hospitals, a bad reputation 
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is likely to affect the hospitals’ ability to raise funds (Hibbard, et al., 2005).  Hence, it is 

vital to have a reputation management plan in place, however findings from this study 

highlight that this is an area that is lacking direction.  Since healthcare organisations are 

complex the reputation management in these organisations is complicated.  There is no 

precise and commonly agreed reputation management strategy for healthcare 

organisations (Leonard, 2017).  However, in order to develop reputation management in 

public healthcare organisations, the findings in this study support the ideas of Waeraas 

and Byrkjeflot (2012) who argue that reputation should be managed, and that any 

reputation management plan has to measure, monitor and establish a plan for managing 

reputation assets, and liabilities.  

Importantly, this study found that reputation was vital to organisations and as 

such, should be managed.  However, how to manage reputation was not clearly 

understood or identified by stakeholders.  An important implication for practice 

highlighted from this study is the need for public healthcare organisations to manage 

their reputation.  Organisations need to develop reputation management plans that are 

designed to include a reputation audit strategy of internal and external stakeholders.  

This means one audit that assesses what operational staff believe to be the intrinsic 

reputation (what the organisation stands for on a particular issue) and compares that 

with what senior management believes the intrinsic reputation of that specific issue to 

be.  The gap between the two views is then analysed and a plan to converge them is 

formulated.  A second audit measures how external stakeholders view the organisation 

through the dimensions of reputation identified as unique to public healthcare 

organisations (consumer satisfaction, healthcare quality, organisational culture).  The 

gap between the external view and internal view is analysed, and a plan to close the gap 

between the desired reputation and the perceived reputation is created and added to the 

overall reputation management plan.  Public healthcare organisations also need to 

include in their reputation management plan, a communication strategy, reputation 

challenges and potential problem areas.   

The findings in this study show that the quality of healthcare services is an 

important dimension of reputation and good hospital reputation can be achieved through 

a successful management of service quality (Bell & Krivich, 2000; Marakanon & 

Panjakajornsak, 2017).  The importance of communication was also established as 

critical to reputation.  In particular, the way clinicians and all other employees interact 
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with each other and consumers during, and after, care is crucial for establishing a good 

reputation because consumers’ perceptions of reputation are formed from their own 

experience or the experience of others, and the experience starts from the moment they 

first interact with the healthcare organisation (Arpey et al., 2017).  Findings from this 

study show organisational culture as a dimension of reputation which highlights the 

need for reputation management plans to create and strengthen the culture to align with 

the organisational goals and values.  The reputation management plan then serves as a 

strategic guide for units of the organisation to follow both in the short and long term 

(Doorley & Garcia, 2020).  The findings from this research can be used by managers 

and leaders in developing strategies for building reputation.  The next section provides 

strategies for operationalising the findings in this study and provides avenues for further 

research. 

7.9 REPUTATION BUILDING STRATEGIES FOR MANAGERS 

Findings from this research advance the understanding of reputation as an 

intangible resource that is multidimensional.  This has important implications for 

managers who can implement reputation building strategies by ensuring that the 

dimensions of reputation for public healthcare organisations are understood from both 

an internal and external perspective.  The concept of reputation needs to be understood 

by considering all perspectives and not in isolation.  These findings are consistent with 

Boivie et al., (2016) who see the importance including all perspectives of reputation 

when managing and building reputation.  Indeed, findings from this study suggest the 

importance of reputation from an organisation perspective, reputation of professional 

groups and the reputation of healthcare quality and delivery.  Surprisingly and most 

importantly, this study found that operational staff were closely aligned with consumers 

in their perceptional value of reputation, which suggests that reputation building 

strategies should be developed in collaboration with all stakeholders.   Thus, including 

the perceptual value of reputation from an operational perspective will generate a clear 

understanding of what consumers’ value.  The understanding from the point of view of 

operational staff can be used by managers to plan strategies for building organisational 

reputation. 

Public healthcare organisation managers have less room for movement with 

reputation management than private sector organisations, mostly due to strategies and 
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practices having to be open and transparent (Luoma-aho, 2007).  Findings from this 

study suggest that senior managers often find their hands tied by government initiatives, 

targets and bureaucracy.  This is because public sector healthcare organisations are 

required to externally report all of their performance targets which deflects from the 

important dimensions of reputation.   Hence, healthcare managers while mindful of 

achieving government performance targets, also need to include reputation building 

strategies by building a positive culture, stakeholder trust and making sure stakeholder 

experiences of everyday healthcare delivery practices are positive. 

7.10 STUDY STRENGTHS AND LIMITATIONS 

This research is beneficial to both academia and society in at least four ways: 1) a 

novel research approach; 2) defining reputation in a public healthcare organisation; 3) 

providing clarity about perceived reputational domains specific to public healthcare; 

and, 4) clarifying and unpacking the role of organisational culture in understanding and 

using perceptual reputation in public healthcare organisations.  

Firstly, this research contributes in terms of the qualitative research approach 

undertaken to explore the concept of reputation in public healthcare organisations.  The 

depth of understanding of reputation that this research has provided is a result of 

conversations with the participants and field notes of observations which have 

highlighted the participant’s voices and their construction of reputational value in public 

healthcare organisations.  This research has illuminated the complexities of reputation 

by bringing together careful scholarly reflection and pertinent literature to enrich 

understanding and provide meaningful contributions to theory (organisational 

reputation, organisational culture, resource-based view) and to practice (reputation risk, 

reputation management, building reputation, organisational culture). 

Secondly, this research contributes in terms of identifying ‘how’ reputation is 

defined by stakeholders of public healthcare organisations.   The dominant attributes 

conceptualised by public healthcare organisation stakeholders confirms expectations 

from existing research on reputation.  However, a surprising find from this study was 

the similarity between operational stakeholder groups and external stakeholder groups 

in their conceptualisation of reputation which provides significant insights into the 

definition of reputation.  While there is yet to be an accepted definition, this research 
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builds on previous work (Walker, 2010) to establish conformity and consistency and 

alleviate some of the confusion surrounding the definition of reputation. 

Thirdly, this research contributes by confirming that reputation for public 

healthcare organisations is a multidimensional construct that consists of three dominant 

domains: consumer satisfaction; healthcare quality; and organisational culture.  

Although previous research has identified reputation as a multidimensional construct, 

this study provides insights into the domains that are specific to public healthcare 

organisations.  The identified domains are important for the development of reputation 

measurement and reputation risk management and provides a basis for the development 

and modification of existing tools and strategies to better assist healthcare organisations 

in managing and building their reputation.  

Fourthly, this research contributes by adding to the gaps in the literature on the 

relationship between organisational culture and reputation.  While previous research has 

identified a link between organisational culture and reputation.  This study has made it 

clear that organisational culture is actually a dimension of reputation and is a significant 

factor in the formation of reputational value by stakeholder groups.   

The literature on organisational reputation mainly focuses on the use of 

quantitative research that measures reputation using various reputation measurement 

instruments.  For example, the Reputation Quotient Instrument (Fombrun et al., 2000). 

This research qualitatively explored the perceptual value of reputation using a cultural 

lens in order to develop a complete picture and understanding of the value of reputation 

as constructed by participants.  Reputation has been measured in healthcare 

organisations, mostly through the use of surveys (Hall & Dornan, 1990; Johansson et 

al., 2002; Kıdak & Aksaraylı, 2008; Önsüz et al., 2008; Şatır, 2006; Shortell et al., 

1977) and report cards which rank hospitals by measuring their reputation (Shahian et 

al., 2011).  However, no studies were identified that have qualitatively explored the 

perceptual value of reputation using broad and open-ended inquiry.  The qualitative 

interviews conducted within Phase 1 set the basis for the research by allowing for 

exploration of key issues in relation to the healthcare system, reputation and 

organisational culture.  However, the interviews only presented internal stakeholder 

perspective of reputation and identified a need to explore the perceptual value of 

reputation from consumers or potential consumers.  Phase 2 of this study allowed for 
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exploration of key issues in relation to healthcare organisations and reputation.  This 

allowed for a complete picture to be understood from key stakeholders of public 

healthcare organisations which contributed to the richness of the research findings. 

7.11 OPPORTUNITIES FOR FUTURE RESEARCH 

 The research conclusions collated in this thesis provide future research 

opportunities.  Future research opportunities include: 

This research has highlighted reputation as a multi-dimensional construct that 

includes consumer satisfaction, healthcare quality, and organisational culture as 

important dimensions.  However, this study was only undertaken in Southeast 

Queensland, therefore future studies could be undertaken in other Australian states and 

other international locations with regard to how the value of reputation is perceived. 

This research identified organisational culture as a dimension of reputation for 

public healthcare organisations.  While culture has been linked to reputation in previous 

studies (Flatt & Kowalczyk, 2008; Yusuf, et al., 2018) further research on exploring the 

dimension of organisational culture in other contexts will provide further insights into 

the reputation-culture relationship. 

The perceptual value of reputation has been explored and findings suggest that 

reputation should be managed in the public healthcare context.  Further research into 

reputation management in this context will assist managers in developing strategies for 

building and maintaining a positive reputation. 

This research showed the benefits of examining reputation by using resource-

based view as the underlying theoretical principle associated with reputation.  However, 

future research in the healthcare context could apply different theories or theoretical 

principles when analysing reputation, particularly the stakeholder characteristics of 

reputation.  For example, stakeholder theory could be used to examine the influence of 

stakeholders on different aspect of an organisation’s reputation. 

7.12 CONCLUDING REMARKS 

 This research has explored the perceptual value of reputation from internal and 

external stakeholders of public healthcare organisations, through a cultural lens.  In 
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doing so, it has identified how stakeholders conceptualise and form reputational value in 

the healthcare context. 

Ongoing healthcare reforms and the introduction of competition into public 

healthcare sector, has resulted in reputation being recognised as a valuable, rare, 

inimitable and non-substitutional resource that can provide organisations with a 

competitive advantage over industry peers.  Organisational reputation is an asset in 

creating a difference within a competitive environment.  In order to gain respect from 

stakeholders, reputation should be well managed, considering all dimensions since it is 

vulnerable to any threat.   

Organisation reputation can be better understood when viewing it through a 

cultural lens. Using a multi-level (organisational, group, and individual) and multi-

perspective (integrated, differentiated, and fragmented) approach enabled this research 

to paint a complete picture.  In addition, the ethnographic multi-phase sequential design 

combined with iterative and reflexive learning has enabled the ideas and construction of 

meaning of reputation in public healthcare organisations and greater clarity around the 

multi-dimensional elements of reputation specific to the healthcare context.  

This thesis concludes that research on reputation should continue particularly 

within public sector organisations that will benefit from a deeper understanding of 

reputation and reputation management strategies. The complicated nature of public 

healthcare organisations and the multi-dimensional aspect of reputation presents 

ongoing opportunities for research into reputation.  This research has shown the 

perceptual value of reputation in the context of public healthcare sector and has 

provided an opportunity to advance resource-based view theory, particularly within the 

public healthcare context.  Future research needs to capitalise on and progress the 

knowledge of reputation developed through this research, which involved 

reconceptualising reputation to reveal that reputational value in public healthcare 

organisations is a multi-dimensional construct and affects not only consumers in their 

hospital choices, but also the commitment of employees to the organisation. 

7.13 EPILOGUE 

Considering such scholarly depths in research, an understanding of the definition 

and construction of reputation and its relationship to and with organisational culture has 
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not been seen in researching the concept of reputation for public healthcare 

organisations.  This research greatly enhances the understanding that reputation is an 

asset to any organisation.  Importantly, this research recognises that to build and 

manage reputation it is important to ensure each reputational issue is guided by clear 

alignment of the goals by all stakeholders.  The reputational issues identified in the 

preamble were impacted by siloed goals between senior managers and frontline staff.  

Recognising that reputation is both issue-specific and stakeholder specific provides a 

unique aid for senior manager and frontline staff who are equally able to influence and 

improve healthcare service delivery.  A good reputation brings with it a sense of trust in 

the organisation that they are going to do right by the consumers and the employees. 

Trust in public healthcare organisations has never been more important than the 

recent environmental jolt we have experienced by COVID 19.  Healthcare organisations 

are at the forefront of this crisis and how they conduct themselves in this crisis will have 

significant impact on their reputation.  Organisations that have a collaborative culture 

and engaged their operational staff in preparation are able to build their reputation.   For 

example, in speaking with senior colleagues they reflected on the value of reputation 

during the impact of COVID 19.   Organisations that were well prepared and quickly 

engaged their operational staff in the planning and preparation were able to build their 

reputation.  The management of this environmental jolt was state-wide and very quickly 

organisations that prepared well were called upon to advise other healthcare 

organisations.  COVID 19 saw health ministers and governmental staff engage regularly 

with healthcare services.  Those organisations with collaborative cultures quickly 

became trusted health services that other healthcare organisations and government 

officials relied on for advice and guidance.  Organisations that recognised the value in 

building reputation during this time were able to access government funding for the 

required resources and were able to secure these resources early.  Securing the resources 

early was extremely important as a worldwide shortage left a number of healthcare 

services without the required protective equipment. 

Healthcare organisations play a large role in managing health crisis and the public 

will evaluate crisis responses based on how well organisations prioritise public good 

and/or serve public interest.  At the time of writing this thesis there is no research 

available to test reputation and its benefits to healthcare organisations or to consumer 

confidence.  However, on reflection, the environmental jolt caused by COVID 19 has 
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strengthened the findings in this study, that reputation is a valuable resource that 

provides a competitive advantage for healthcare organisations.  Having a cohesive 

culture can strengthen reputation and healthcare organisations that recognise the 

importance of organisational culture as a critical dimension of reputation will establish 

themselves an advantage, whether it is for additional resources, quality staff or 

innovative opportunities.  The cohesion between political leaders and the collaboration 

with medical experts has been critical to the success so far and highlights the 

importance of a collaborative culture.  
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APPENDIX B: INFORMATION SHEET SENIOR MANAGERS 

 

 

Hello, my name is Jennifer Kosiol and I am the principal researcher on this project.  I 

am a PhD Candidate from Griffith University Business School. 

 

Study title: So What? The value of Reputation in Public Healthcare Organisations. 

 

Protocol number: HREC/18/QPAH/286 

Research Supervisor: Professor Anneke Fitzgerald / Dr Katrina Radford 

Research site: South East Queensland Hospital and Health Service 

 

Principal Investigator 

 

Name: Anneke Fitzgerald 

School: Griffith Business School 

Phone: +615552 7043 

Email: 

anneke.fitzgerald@griffith.edu.au  

Associate Investigator 

 

Name: Jennifer Kosiol 

School: Griffith Business School 

Phone: +61481 032 603 

Email: 

Jennifer.kosiol@griffithuni.edu.au 

 

Why is the research being conducted? 
 

This research study is being conducted for research purposes only and is not part of the curriculum 

or normal school activity of Griffith University. This research is being conducted to provide 

empirical evidence on the value of reputation within the public healthcare setting. It will provide key 

information that can be used to provide Australian public healthcare organisations with guidance on 

the management of reputation.  The understanding of reputation and its influence on performance 

and competitive advantage will be useful for strategic management decision makers and for overall 

reputation management.  

 

Definition of reputation used in this study: Adapted from Walker (2010) “A relatively stable, 

issue-specific aggregate perceptual representation of an organisations past actions and future 

prospects compared against some standard” 

 

What you are being asked to do 

You are being asked to voluntarily participate in a face to face interview that will be approximately 

45-60 minutes in length. 

 

The basis by which participants will be selected or screened 
 

All participants who are employed at participating organisations as senior 

managers are being invited to participate in this study. 

Senior manager: Defined as senior manager: director / executive / assistant director / 

administration manager / board member. 

 

The expected benefits of the research 

The findings from the research will provide organisations with a better understanding of the 

value of reputation as an organisational asset. Equally important this research will provide 
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an understanding of reputation and its influence on performance and competitive advantage 

will be useful for strategic management decision makers and for overall reputation 

management. 

 

Risks to you 
 

The risks involved in participating in this research are no greater than that arising from daily living.  

 

Your confidentiality 
 

Any information gathered will be kept strictly confidential with no individual identifiable by anyone 

other than the researchers, who will use this information only to identify the organisation to which 

you belong and only for research purposes. Furthermore, access to the data collected will be 

restricted to the researcher and chief investigator, with the data file containing the information 

collected being stored away from the organisation and not accessible to anyone other than the 

primary researcher. Moreover, no information on your participation will be provided to the 

participating organisation. 

 

Your participation is voluntary 
 

Your participation in this research is completely voluntary, and you are free to withdraw at any point 

prior to the end of the interview without loss or penalty of any kind, you are not obliged to answer 

every question unless you wish to do so.   

 

Providing your consent to participate in this study 
 

Prior to the interview taking place the researcher will ask you to complete a form giving your 

consent to take part in this research.  If you would like to ask any additional questions please contact 

the researcher, Jennifer Kosiol, either by phone (0481032603) or email 

(jennifer.kosiol@griffithuni.edu.au). 

 

Questions / further information 
 

If you have any questions or wish to obtain further information regarding this study please feel free 

to contact Jennifer Kosiol by phone (+61481032603) or email (jennifer.kosiol@griffithuni.edu.au).  

 

The ethical conduct of this research 
 

Griffith University conducts research in accordance with the National Statement on Ethical 

Conduct in Human Research.  If potential participants have any concerns or complaints 

about the ethical conduct of the research project they should contact the Manager, Research 

Ethics on 3735 4375 or research-ethics@griffith.edu.au  Ethical approval has been obtained 

for this study. 

  

Privacy statement 
 

Please note that the conduct of this research involves the collection and analysis of data. Any 

information collected is considered to be confidential and will not be disclosed to anyone else 

without your expressed consent, except to meet any government, legal or regulatory authority 

requirements. Your anonymity will be protected at all times. If you have any questions about this 

privacy statement, you may consult the university’s privacy plan at 

https://www.griffith.edu.au/about-griffith/plans-publications/griffith-university-privacy-plan  or 

telephone +61 7 3735 4375. 



  

 204 

 

 

 

APPENDIX C:  INFORMATION SHEET FOR FRONTLINE PARTICIPANTS 

        

 

INFORMATION SHEET – INTERVIEWS – FRONTLINE STAFF 

 

Hello, my name is Jennifer Kosiol and I am the principal researcher on this project.  I 

am a PhD Candidate from Griffith University Business School. 

 

Study title: So What? The value of Reputation in Public Healthcare Organisations. 

 

Protocol number: HREC/18/QPAH/286 

Research Supervisor: Professor Anneke Fitzgerald / Dr Katrina Radford 

Research site: South East Queensland Hospital and Health Service 

 

Principal Investigator 

 

Name: Anneke Fitzgerald 

School: Griffith Business School 

Phone: +615552 7043 

Email: 

anneke.fitzgerald@griffith.edu.au  

Associate Investigator 

 

Name: Jennifer Kosiol 

School: Griffith Business School 

Phone: +61481 032 603 

Email: 

Jennifer.kosiol@griffithuni.edu.au 

 

Why is the research being conducted? 
 

This research study is being conducted for research purposes only and is not part of the curriculum 

or normal school activity of Griffith University. This research is being conducted to provide 

empirical evidence on the value of reputation within the public healthcare setting. It will provide key 

information that can be used to provide Australian public healthcare organisations with guidance on 

the management of reputation.  The understanding of reputation and its influence on performance 

and competitive advantage will be useful for strategic management decision makers and for overall 

reputation management.  

 

Definition of reputation used in this study: Adapted from Walker (2010) “A relatively stable, 

issue-specific aggregate perceptual representation of an organisations past actions and future 

prospects compared against some standard” 

 

What you are being asked to do 

You are being asked to voluntarily participate in a face to face interview that will be approximately 

45-60 minutes in length. 

The basis by which participants will be selected or screened 

All participants who are employed at participating organisations as frontline operational staff 

are being invited to participate in this study. 

Frontline operational staff: Defined as: Clinical: Nursing / medical / Allied Health 

(physiotherapist, speech pathologist etc).   

Non-clinical: environmental / administrative / support (cleaning, catering, etc.).   

Management: Nurse Unit Manager / Consultant / Administration lead. 
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The expected benefits of the research 

The findings from the research will provide organisations with a better understanding of the 

value of reputation as an organisational asset. Equally important this research will provide 

an understanding of reputation and its influence on performance and competitive advantage 

will be useful for strategic management decision makers and for overall reputation 

management. 

 

Risks to you 
 

The risks involved in participating in this research are no greater than that arising from daily living.  

Your confidentiality 
 

Any information gathered will be kept strictly confidential with no individual identifiable by anyone 

other than the researchers, who will use this information only to identify the organisation to which 

you belong and only for research purposes. Furthermore, access to the data collected will be 

restricted to the researcher and chief investigator, with the data file containing the information 

collected being stored away from the organisation and not accessible to anyone other than the 

primary researcher. Moreover, no information on your participation will be provided to the 

participating organisation. 

 

Your participation is voluntary 
 

Your participation in this research is completely voluntary, and you are free to withdraw at any point 

prior to the end of the interview without loss or penalty of any kind, you are not obliged to answer 

every question unless you wish to do so.   

 

Providing your consent to participate in this study 
 

Prior to the interview taking place the researcher will ask you to complete a form giving your 

consent to take part in this research.  If you would like to ask any additional questions please contact 

the researcher, Jennifer Kosiol, either by phone (0481032603) or email 

(jennifer.kosiol@griffithuni.edu.au). 

 

Questions / further information 
 

If you have any questions or wish to obtain further information regarding this study please feel free 

to contact Jennifer Kosiol by phone (+61481032603) or email (jennifer.kosiol@griffithuni.edu.au).  

 

The ethical conduct of this research 
 

Griffith University conducts research in accordance with the National Statement on Ethical 

Conduct in Human Research.  If potential participants have any concerns or complaints 

about the ethical conduct of the research project they should contact the Manager, Research 

Ethics on 3735 4375 or research-ethics@griffith.edu.au  Ethical approval has been obtained 

for this study. 

Privacy statement 
 

Please note that the conduct of this research involves the collection and analysis of data. Any 

information collected is considered to be confidential and will not be disclosed to anyone else 

without your expressed consent, except to meet any government, legal or regulatory authority 

requirements. Your anonymity will be protected at all times. If you have any questions about this 

privacy statement, you may consult the university’s privacy plan at 

https://www.griffith.edu.au/about-griffith/plans-publications/griffith-university-privacy-plan  or 

telephone +61 7 3735 4375. 



  

 206 

 

 

APPENDIX D: RESEARCH INTERVIEW QUESTIONS 

       

 

 

QUESTIONS – INTERVIEWS 

 

Study title: So What? The value of Reputation in Public Healthcare Organisations. 

 

Protocol number: HREC/18/QPAH/286 

Research Supervisor: Professor Anneke Fitzgerald / Dr Katrina Radford 

Research site: South East Queensland Hospital and Health Service 

 

Principal Researcher 

 

Name: Anneke Fitzgerald  

School: Griffith Business School 

Phone: +61 55527043 

Email: 

anneke.fitzgerald@griffith.edu.au  

Associate Investigator 

 

Name: Jennifer Kosiol 

School: Griffith Business School 

Phone:+61481 032 603 

Email: 

Jennifer.kosiol@griffithuni.edu.au 

 

Interviews will be semi-structured with senior managers and will be approximately 45 minutes in 

length. The questions will consist of open and closed questions with a focus on the participant’s 

view of reputation. 

 

This research is not seeking information about the reputation of the HHS and is not seeking to 

get an assessment from individuals about their workplace.  This research is seeking 

participant’s view of reputation as a concept that might have value as a resource for public 

healthcare organisations. 

In no way will any hospital or health service be disclosed in this research. 

. 

Each senior manager will be asked the same questions. 

Example participant questions are provided below: 

 

1. Can you tell me about your role in the organisation? 

2. Can you tell me what you think reputation means for healthcare organisations? 

3. What value do you think a good reputation can bring to a healthcare organisation? 
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4. What do you think best describes a good reputation for healthcare organisations? 

5. What do you think best describes a poor reputation for healthcare organisations? 

6. What outcomes can be predicted on the basis of reputation? 

7. To what extent is reputation being intentionally formed? 

8. In what way has the notion of reputation influenced your decision making? 

9. How do you think reputation is perceived within different hierarchical (frontline / senior 

managers) and professional groups (nursing, medical, allied health) within healthcare 

organisations? 

10. What recommendations do you have, or suggestions you could make that would influence 

the management of reputation? 

 

 

An invitation to participate in interviews will be sent via email.  

An example of the email is submitted with this application.  
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APPENDIX E: CONSENT FORM FOR STUDY 

 

 

         

 

Consent Form 

 

Project title: So What? The value of Reputation in Public Healthcare Organisations. 

 

Protocol number: HREC/18/QPAH/318 

 

Researcher: Jennifer Kosiol 

 

Please tick:  

 I have read and understood the information provided about this research project in the 

Information Sheet  

 I have had an opportunity to ask questions and to have them answered. 

 I understand that notes will be taken during the interviews and that they will also be audio-taped 

and transcribed. 

 I understand that I may withdraw myself or any information that I have provided for this project 

at any time prior to completion of data collection, without being disadvantaged in any way. 

 If I withdraw, I understand that all relevant information including tapes and transcripts, or parts 

thereof, will be destroyed. 

 I understand that this research is not seeking information about the reputation of any particular 

Hospital or Health Service or any other Healthcare organisation. 

 I agree to take part in this research. 

 I wish to receive a copy of the report from the research (please tick one): Yes No 

 

Participant’s signature:

 .....................................................………………………………………………………… 

Participant’s name:

 .....................................................…………………………………………………… 

Participant’s Contact Details (if appropriate): 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

Date:  
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APPENDIX H: RESEARCH MEMO   
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APPENDIX I:  CONCEPTUAL DRAWINGS  
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APPENDIX J:  STUDY ETHICS APPROVAL 
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APPENDIX K: DOCUMENTS 

 

• Department of Health Strategic Plan 2019–2023 – outlining the States healthcare 

strategy and provides information on the alignment of these strategies with local 

health services.  Includes the core values and objectives upheld by the Department of 

Health. 

• Health Service Strategic Plan 2019–2023 – local health service strategic plan provided 

information on the strategy of the health service, its alignment with the Department of 

Health strategy and the values and objectives the health service is seeking to achieve 

in the future. 

• Health Service Staff Survey 2016-2018 – a cultural stakeholder engagement survey 

which provides information on the perceived culture of the organisation, the 

perception of reputation and perceived performance in achieving goals.   

• The Australian Medical Association Queensland 2018 and 2020 Resident Hospital 

Health Check Survey – this survey evaluates the state of Junior Medical Officer 

employment in Queensland, and subsequently compares hospitals across the state. 

• Hospital and Health Service Annual Report 2017-2018 – provides information on the 

performance of the health service, the objectives achieved and the recognised areas 

for improvement.  

• The Queensland Cabinet and Ministerial Directory Media Statement June 13 2017 - 

Advancing health service delivery through workforce: A strategy for Queensland 2017-

2026 released, providing strategies on workforce improvement. 

• Hospital and Health Service publications 2018 – media forms from the health service 

through the health service website and Facebook site. Providing information on 

reputation building strategies. 

• Australian Institute of Health and Welfare My Hospitals 2019 – website providing 

information on Hospital and Health Service performance, benchmarked against other 

health services across Australia. 

• Local newspapers, which contributed to reputational value by reporting on Hospital 

and Health Service issues and provided an opportunity for analysis. 
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APPENDIX L: MEMO – FIELD OBSERVATIONS 
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APPENDIX M: JOURNAL REFLECTION MEMO FOLLOWING OBSERVATION 
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