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Abstract
The marketization of public healthcare has brought about organizational transfor-
mations, affecting health professionals’ ways of working in hospitals and outpatient 
organizations. As a result of the reforms in the 1990s, the principle of business-like 
healthcare has been introduced in the Italian health system. This paper presents the 
main findings of a study of specialist doctors working in two local health organiza-
tions in the Tuscany region. Drawing on semi-structured interviews with special-
ist doctors working in an outpatient setting, the article examines the manifold reac-
tions to changes of the medical profession within outpatient settings. In particular, 
the combination of professional and organizational dimensions has been taken into 
consideration. The results show that a change is involving outpatient specialist doc-
tors’ identity: organizational change affects several dimensions of the medical pro-
fessional ethos. The change has been understood by categorizing three major types 
of approaches to medical professionalism, which are aimed to understand the com-
plexity of the domain and to summarize professionals’ reactions: the first is linked 
to a traditional model of professionalism; the second accepts partially business-like 
organizational issues, while trying to create individual spaces of autonomy in daily 
tasks; the third co-opts new organizational issues, which become part of the medical 
professional ethos.
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Introduction

European healthcare systems have undergone significant reform in the last few 
decades (Giarelli 2003; Giarelli and Giovannetti 2019; Numerato et  al. 2012). 
Market-oriented reforms have introduced New Public Management (NPM) as a 
primary organizational technique throughout the public sector (Bezes et al. 2011; 
Cascòn-Pereira et al. 2016; Noordegraaf 2016; Pollitt and Bouckaert 2011). With 
the process of marketization, local health organizations have been turned into 
public enterprises and the principle of managerialism has been introduced within 
the healthcare domain. These dynamics have triggered changes affecting health-
care organizations as well as healthcare professionals. Consequently, professional 
and organizational logics are gradually blending, changing professionals’ every-
day practices and ways of working (McDonald et al. 2013).

Since the early 1990s, the Italian National Healthcare System (NHS) has 
been significantly reformed: in line with the general neoliberal climate, between 
1992 and 1999 a business-like logic was introduced in healthcare organizations 
(Vicarelli 2017). NPM-inspired principles have introduced managerialism in pub-
lic healthcare settings. As a result, organizational duties have been added to the 
traditional clinical tasks of medical doctors. The reorganization raises questions 
about the medical profession’s reaction to such changes (Freidson 1986, 2002; 
Tousijn 2008).

This paper focuses on the consequences of public health reforms on profes-
sionals working in outpatient settings within the Italian NHS. The aim is to pro-
vide an overview of how organizational change has affected medical specialists’ 
perceptions within territorial organizations in one regional context. The article 
presents the main findings of an exploratory study based on semi-structured inter-
views with medical doctors working in outpatient settings in the Tuscany region. 
In this regard, medical doctors’ perceptions and points of view in relation to the 
impact of marketization of the Italian NHS on their profession were taken into 
account.

The theoretical debate: understanding the effects of reforms 
on medical doctors

The introduction of business-like logic in healthcare produced an interplay of two 
on-the-job cultures: occupational professionalism and organizational profession-
alism (Evetts 2011). The first, typical of the public sector (Hanlon 1999), is asso-
ciated with traditional professionalism, which consists of decisional autonomy, 
patient trust and medical paternalism (Dubar and Tripier 1998; Freidson 1970, 
2001; Parsons 1939). The second, typical of the private sector, is based on organ-
izational imperatives and sets strict boundaries that professionals must respect. 
These two cultures differ with respect to values, norms and motives, and their 
interaction creates professional hybrids by challenging traditional established 
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boundaries (Carvalho 2014; Noordegraaf 2007). Professionalism and manageri-
alism, as forms of institutional logic, provide professionals and managers with 
frames of reference and sense of identity (Reay and Hinings 2009; Waring 2015). 
This stimulates doctors to adapt their practices to new organizational issues and 
to manage their work differently (Denis and van Gesten 2016).

Research has focused on the effects of public health reforms on physicians, par-
ticularly on the relationship between managerialism and professionalism. Initially, 
doctors and managers were defined as two different “speech communities” (Parker 
and Dent 1996): therefore, the relationship between medicine and management has 
been considered a zero-sum game, the consequence of which has been the coloniza-
tion of healthcare by management. Subsequent studies have theorized the idea of 
“blurring boundaries” between healthcare organizations and professions, as a result 
of processes like the “co-optation” of doctors in managerial roles (Andersson and 
Liff 2018; Tousijn 2013; Numerato et al. 2012; Salvatore et al. 2018). In this regard, 
two research strands can be identified.

The first research strand addresses the relationship between professionalism and 
managerialism in terms of a zero-sum game. From this perspective, organizational 
changes in healthcare weaken physicians’ professional autonomy (Filc 2006; Har-
rison and Ahmad 2000; Sandstrom 2007). As a result, “medical dominance” in 
healthcare is considered to be in decline (Navarro 1998). Therefore, the emphasis on 
organizational principles could create the basis for a deprofessionalization of medi-
cal doctors, whose practice is increasingly bureaucratic and routine-oriented (Ritzer 
and Walczak 1988).

The change significantly affects medical doctors, creating conflicting subgroups 
with corresponding subcultures: “financial realism” and “clinical purism”. The first 
is typical of doctors-in-management, who tend to prioritize organizational and eco-
nomic principles, whereas the second has spread among clinical doctors, who pri-
oritize patients’ needs and professional ethics (Martinussen and Magnussen 2011).

The second research strand aims to investigate the strategic reactions of doctors to 
managerialism: the idea of hybridization of work subcultures is maintained, instead 
of their polarization. (Noordegraaf 2007, 2015; Salvatore et  al. 2018; Olakivi and 
Niska 2017; Tousijn 2013; Waring 2015). In this perspective, organizational change 
is not considered a threat for doctor’s autonomy; rather, it prompts a renewed pro-
fessionalism within a different context (Tonkens et  al. 2013). The introduction of 
business-like logics into the healthcare sector is considered a manifold phenomenon, 
whose effects could change depending on institutional context and the professionals 
involved (Andersson and Liff 2018; Correia 2013; Kirkpatrick et al. 2016).

Responses can vary from acceptance to a refusal of the principles of marketi-
zation (Numerato et  al. 2012). Strategic reactions of the medical profession can 
be placed on a continuum, whose extremities are the acceptance of organizational 
issues, and, on the opposite pole, their rejection. Between acceptance and rejection 
several nuanced reactions exist (Waring and Currie 2009).

Professionalism and managerialism can interact and affect each other (Tousijn 
2012). Management-led practices and clinical governance can bring about changes 
in professional practice and values until the deployment of a reframing of profes-
sional identity. As a result, professional practice is a matter of negotiation, since 
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clinicians need to introduce organizational issues in their everyday tasks, taking into 
consideration, for example, the time and money spent carrying out their job (Kuhl-
mann et al. 2011).

Emerging “professional-managerial hybrids” (Waring 2014) show a reframing 
of boundaries and identities between medicine and management (Doolin 2002) in 
terms of in-between managerial and clinical mindsets (Spehar et al. 2014). Organi-
zational change and professional strategies seem to be path-dependent, as they 
interact with social, historical and institutional contingencies (Spehar et al. 2012). 
More recently, the concept of “organizing professionalism” has enriched this sec-
ond strand opening a post-hybridity scenery (Noordegraaf 2015). In this perspec-
tive, organizing becomes part of professional practice and identity, whereas the idea 
of hybridity entails a combination of organizational and professional logics. Hybrid 
professionalism mediates between competing logics, whereas organizing profes-
sionalism embeds organizational logics and skills in professional practice. In other 
words, managerialism and professionalism become part of a coherent sense of self 
(Bévort and Suddaby 2016).

The reforms of the Italian NHS: a brief overview

The Italian National Health Service (Servizio Sanitario Nazionale), created in 1978, 
is based on a “universalistic institutional” principle of healthcare provision: the state 
is considered responsible for providing healthcare assistance to citizens (Vicarelli 
2019). During the 1990s, the Italian health system underwent a number of reforms, 
triggering a process of marketization and introducing NPM-inspired management 
techniques.

With the reforms enacted between 1992–1993 and 1999 (Decrees 502/1992, 
517/93 and 229/99), local health organizations and public hospitals acquired the 
name of Aziende Sanitarie Locali (local health trusts) and Aziende Ospedaliere 
(hospital trusts); they have been turned into trusts from a legal and administrative 
perspective.

These reforms had three main aims (Vicarelli and Pavolini 2017): the first was 
to put local health organizations and hospitals under regional control; the second 
was to separate healthcare management from local politics; the third was to regulate 
medical practice through stricter managerial tools (Vicarelli 2015). In particular, 
reforms asked for resources containment, and greater effectiveness and appropriate-
ness by overcoming the paternalistic and doctor-centerd relationship with patients. 
The principle of managed care was introduced, based on the transition from medical 
dominance to stricter mechanisms of control of professionals (Vicarelli 2012). As a 
result, managerialism is one of the main factors of change, as it attempts to stand-
ardize the domain by introducing organizational mechanisms—such as DRGs, per-
formance monitoring and target-setting—and clinical ones, such as evidence-based 
medicine, medical guidelines and Continuing Professional Development (Kuhlmann 
et  al. 2011). The aim of the process of standardization is to reduce professional 
autonomy to control and evaluate medical performance.
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Another feature of the reforms is the growing importance of territorial healthcare 
through the introduction of the Chronic Care Model, based on the principle of health 
and social care integration. The main strategy is the integration between hospital 
and outpatient healthcare (Benci 2009) by enhancing the autonomy of the district 
as main organizational “bridge” between hospitals and territorial organizations. In 
particular, the 1999 reform highlighted the importance of overcoming a hospital-
centered idea of healthcare provision (Giarelli 2019).

Historically, these two settings have different features within the Italian NHS: 
hospital services rely on a bureaucratic logic and professionals must comply with 
rigid administrative limitations. As a result, professional roles are strictly divided 
and aimed at providing standardized services.

Territorial organizations rely on a network logic aimed at providing multiple 
services for a heterogeneous population. Primary care and outpatient services are 
part of this setting (Maino 2001), as they connect hospital and territorial health-
care provision. Organizational culture and professional routines are more flexible 
and less structured; yet, reforms have increased the bureaucratization of this domain 
by setting stricter schedules, bureaucratic procedures, performance monitoring for 
professionals. In particular, they are required to comply with time and budget limita-
tions (e.g., in prescribing further specialist examinations) established by local health 
trusts.

Research context and methodology

The aim of the study is to explore the points of view of specialist doctors working 
in outpatient settings regarding the reconfiguration of healthcare and the perceived 
effects of reforms on their mindsets and ways of working.

The reaction of Italian professionals to managerialism has been investigated 
mainly in hospital settings, where it seems slow and not yet effective (Lega and Sar-
tirana 2016). Also, the response shows different patterns, depending on profession-
als’ role and form of job contract they have with the NHS (Vicarelli and Pavolini 
2017).

Following the second research strand earlier identified, a main hypothesis of 
the study was that the processes of marketization of the Italian NHS are leading 
to changes in the professional identities, ethics and mindsets of medical doctors. In 
particular, the idea was that a hybridization of their professional practices and iden-
tities was ongoing. Another hypothesis was that reactions to change are manifold; 
this is the reason why it is considered of interest to gain a better understanding of 
doctors’ experience of the changes using a qualitative approach.

The fieldwork was conducted in the Tuscany region in Italy in 2015. The regional 
health system in Tuscany is based on a universalistic model offering coverage to all citi-
zens and residents; also, it has been one of the most responsive regions to the reforms 
(Pavolini and Vicarelli 2013). In particular, the regional government has adopted 
organizational measures to implement an Expanded Chronic Care Model, emphasizing 
the territorial level of primary care and promoting health and social integration care 
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practices (Tousijn 2012). The empowerment of the territorial dimension has affected all 
professionals involved in such organizations, including medical doctors.

At the time of carrying out the field research, the Tuscany region was composed of 
12 local health trusts. The local trust of Florence was selected as it represents the insti-
tutional center of Tuscan healthcare and is one of the biggest health trusts at a national 
level, comprising 33 municipalities. The trust in Pistoia is medium-sized and comprises 
22 municipalities. These areas were chosen to investigate different contexts in the same 
region.

The findings are not intended to be representative for all the medical doctors work-
ing in the Italian NHS. Considering the explorative design of the study, a qualitative 
approach was considered appropriate: semi-structured qualitative interviews were used 
to collect data.

In total, 30 specialist doctors involved in clinical roles were recruited and inter-
viewed. The inclusion criteria set for the participants were holding a medical speciali-
zation (postgraduate-degree in medicine) and working in outpatient settings.

Theoretical sampling was used, based on the principle of developing interpreta-
tions during the research. Participants were selected in itinere until theoretical satura-
tion had been achieved (Kelly 2010). Before the recruitment of participants, a series 
of seven interviews with key informants (representatives of medical trade unions and 
health middle managers) was conducted to better understand the context. Furthermore, 
the interviews provided insights into how to improve the construction of the interview 
guidelines.

Interviews lasted for 45 min on average and were recorded and transcribed verba-
tim. All the interviews were conducted in Italian and the extracts in this article were 
translated by the author. Thematic analysis was carried out to examine the outcomes 
of healthcare reforms on the dimensions of clinicians’ professional identity in more 
depth. Interviews were intended to examine the discourse on organization present in the 
respondents’ narratives and what sense of being a doctor was perceived in the renewed 
context of the healthcare service.

Thematic categories were constructed on the basis of a threefold perspective: profes-
sional, organizational and personal. Finally, professional and organizational perspec-
tives were combined to identify three approaches to the profession.

The analysis followed four steps: (1) reading the transcriptions to develop an overall 
idea; (2) identifying units of meaning in relation to each analytical dimension; (3) con-
densation of the units of meaning dealing with professional and organizational dimen-
sions, forming three kinds of reactions to organizational change; and (4) generalizing 
the results of point 3. The three approaches identified are not intended to be exhaus-
tive; instead, they represent an attempt to conceptualize the outcomes of business-like 
healthcare in terms of medical professionals’ identities. The main findings are pre-
sented with quotations and details of the respondents’ clinical specialization, gender 
and age.
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Findings

The analysis of professional and organizational dimensions enabled the categoriza-
tion of three approaches to the profession among specialist doctors working in the 
contexts examined during the field research: the “traditional” doctor, the “liminal” 
doctor and the “corporatized” doctor. The three approaches can be placed on a theo-
retical continuum ranging from traditional professionalism to corporatized profes-
sionalism. The approaches are not mutually exclusive as they mixed between the 
single interviews.

Three approaches to the profession

The traditional doctor’s reaction to organizational change is mainly resistance: 
the need to follow clinical logic is deemed the first principle of everyday practice. 
Hence, a conflict between classic professionalism and business-like healthcare is 
perceived and often becomes grounds for the refusal of managerial guidelines. This 
reaction is linked to classic professionalism and, therefore, to a form of ethics based 
on the values of the Hippocratic oath. Also, our data suggest that this approach 
seems more common among older generations of professionals; this is probably due 
to the fact that their professional socialization took place in a less ‘managerialized’ 
professional context. Therefore, professional identity is characterized by “occupa-
tional professionalism” (Evetts 2006;  2011) issues and there is no space for market-
inspired and organizational principles in the mindset of this doctor.

The values of the profession are still the same: I don’t think that they change over 
time. I mean, according to me the values of the medical profession consist of 
attending to patients with conscience and humanity [Dermatologist, female, 64].
As for myself, possessing clinical competences is enough. The fact that profes-
sionals need to possess managerial skills is extemporaneous. It’s like an even-
ing course of marketization [Psychiatrist, male, 57].

There is a clear refusal of standardized protocols and guidelines, seen as obstacles 
to professional practice and autonomy, which is inviolable. From this perspective, 
being a physician is a ‘mission’: the doctor-patient relationship is its cornerstone and 
the pursuit of health is the main and only goal.

You need to know what you do, so the guideline is useful until a certain point 
[…]. But, if you are a doctor, you put yourself on the line every day and, some-
times, you make decisions not complying with the guidelines […]. You attend 
to patients and you work as doctor according to your conscience and your 
experience. All things considered, you cannot follow the guideline strictly, 
because, in that case, you are not a doctor [Oculist, female, 59].

The relationship with patients is personal, trustworthy and paternalist: there is 
marked information asymmetry between clinicians and patients. The latter need to 
put their personal health in doctors’ hands. Therefore, this type of doctor claims the 
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need to possess only clinical skills and to continuously update clinical knowledge 
and competences. This is considered enough to be a good professional.

According to me, doctors’ competences do not change: the doctor needs to 
learn more. He needs to keep up-to-date systematically from the clinical point 
of view. Thus, competences do not change; they need to be deeper, if you will. 
[Surgeon, male, 63].

Healthcare organization is seen as a hierarchical structure, where the doctor is at the 
top and has the right to organize other health professionals’ jobs. Professional juris-
dictions are clear and well-defined: the doctor is ‘dominant’ and in a higher position.

The reorganization of healthcare is perceived as a negative phenomenon: man-
agement is considered politicized and, therefore, it is not given legitimacy.

Marketization is a euphemism for politicization.1 Not in the more noble sense: 
in the lower sense of division of political power […]. We liaised with a lot 
of idiots. Managers who don’t know anything about healthcare. But they are 
required to make ends meet every year, so it is impossible to plan on a long-
term basis, as should be necessary in healthcare. Also, [we work with] people 
without any competence in the health sector. […]. Italian-style marketization 
is a contradiction. They are amateurs in both management and healthcare: they 
are just political party officers. [Neurologist, male, 58].
I think that healthcare corporatization is one of the most illogical contradic-
tion. A balance cannot exist between healthcare access needs and financial 
rationalization. These concepts cannot get along. They are absolutely antitheti-
cal. [Dermatologist, female, 62].

The relation between medical doctors and health management is experienced as con-
flicting for a twofold reason: firstly, medicine and management rely on antithetical 
values; secondly, in this perspective health managers are selected for political rea-
sons. For this reason, managers’ power is not considered legitimate.

The “liminal” doctor is at the center of the continuum, representing a blended 
figure of traditional and new issues. A “hybrid” on-the-job logic is displayed, given 
that professional and organizational logics are combined to reach the same goals 
(Noordegraaf 2007, 2015; Waring 2015). However, the union of two forms of insti-
tutional logic in healthcare is perceived as a problem and reactions vary from pas-
sive adaptation to the creation of individual spaces of autonomy complying with 
organizational rules.

Adaptation to organizational innovations is many-sided and implies several levels 
of acceptance: some doctors believe that the profession as a whole is degraded in 
value; others accept it, even though they are aware of the imperatives of this change, 
such as the need to constantly pay attention to economic aspects of healthcare 
provision.

1  The original Italian term was “partitizzazione”, which refers to political parties splitting up their power 
to affect several dimensions of public domains. In this case, it refers to the introduction of politically 
selected people in health management.
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Clearly, health trusts tend to restrict the free choices of professionals, making 
an unacceptable interference […]. The idea I personally acquired is that doc-
tors are now supposed to cope with the aspect of available resources. [Rheu-
matologist, female, 52].

These doctors are positioned on different places in the middle of the continuum, as 
they adapt differently: some are closer to the traditional doctor, whereas others are 
closer to the corporatized doctor. Borders are nuanced and there are no homogene-
ous reactions to change in terms of practices and mindsets.

In this second approach, traditional professionalism and business-like health-
care are competing logics. However, they coexist, albeit not always harmoniously, 
because professionals mediate between them trying to combine patients’ needs and 
organizational issues (Blomgren and Waks 2015). This reaction is a reduction of 
management impositions in everyday work (Tousijn 2013): the acceptance of clinic 
and organizational guidelines is not complete.

It is necessary to introduce budget limitations up to a certain point and to 
know how to do them. It is necessary to save money where there is wasteful-
ness; nevertheless patients need to be attended to with dignity. [Cardiologist, 
female, 53].
I have to give prompt responses to patients […]. I have a strict schedule, so 
I have to manage the timetable. I have 20  min for every patient: this is not 
fair, but I succeed if I dedicate eight minutes to one patient and 12 to another 
[…]. But in such an organization it happens that…see? [The doctor shows the 
results of a clinical examination]. This is a bad and serious result, so you’re 
going to devote more time to this patient. And it is fair, because he or she 
deserves more time than a patient with no disease, or with an imaginary dis-
ease. But the doctor needs time to analyze it. You need more time and it needs 
to be considered under the point of view of time. Because time is not unlim-
ited; like resources. [Dermatologist, female, 62].

Attending to patients while respecting organizational regulations is crucial. This 
approach relies on a blend of clinical and administrative skills as combining medical 
tasks and formal procedures (filling in forms, respecting timetable, etc.) is consid-
ered necessary. Performing administrative tasks is integrated into professional work, 
though it is considered part of the organizational logic instead of the professional 
one.

Information asymmetry with patients is complex: the single physician is required 
to be able to understand people, avoiding a paternalistic vision of patients as passive 
and completely unaware of their health condition.

It is a two-sided coin. Times have changed: there’s no longer the patient 
saying to the doctor: “do whatever you want with me”. In my opinion, 
this is absolutely positive, because people get informed. Nowadays there 
are various ways of getting informed: you can get all the information you 
want through using a computer. Often, information is given correctly, I’d 
say. However, not everybody is able to understand what is important; on the 
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other hand, not everybody is able to understand what the incorrect informa-
tion is. And this is the other side of the coin. Of course, this mechanism 
increases expenses, because in the past the patient went to the doctor and 
asked for magnetic resonance just because he read that a little pain needs 
to be checked through this medical examination. And, some years ago, the 
doctor said: “here is your referral for the magnetic resonance”. Now it is no 
longer like this […]. The amount of specialist examinations is now limited 
and the doctor must cope with this. [Specialist in hygiene and public health, 
male, 59].

Healthcare is not considered as a hierarchical structure; instead, it is seen as a net-
work of professionals whose center is the doctor and healthcare provision results 
from the collaboration of professionals involved. There are no higher and lower 
positions, therefore doctors do not possess the right to tell other professionals how 
to work; on the contrary, professionals are supposed to exercise autonomy when per-
forming their roles. However, this responsibility does not mean that doctors are in a 
‘dominant’ position in comparison with other health professionals; rather, they rep-
resent the center of the professional network and, as such, they become vehicles of 
information.

The third approach is the corporatized doctor, which occupies the opposite side 
of the continuum to the traditional doctor; overall, this doctor reacts to change by 
“co-opting” organizational issues (Waring and Currie 2009). Clinical and organi-
zational guidelines are co-opted in the performance of daily tasks, because they are 
considered important tools to provide more efficient and cost-effective services.

An “organizing professionalism” is displayed, given that organizational issues 
become part of professional logic and repertoires (Noordegraaf 2015). Organization 
is not perceived as an intrusive issue, but it is considered part of professional ethics 
as both professionals and patients themselves are thought to benefit from it:

If there are guidelines to treat certain pathologies, we have to adapt to them 
rather than vice-versa, because it simplifies the process. And it’s better for the 
patient. [Guidelines] are compelling reference points to treat several patholo-
gies. So, we need to adapt to them [Oculist, female, 64].
Guidelines are important. Although some of them are aimed at saving 
resources, their outputs are important because using more homogenous proce-
dures entails better quality, too. [Pediatrician, male, 54].

In this perspective, management skills are considered necessary like clinical and 
administrative ones: the doctor needs to perform clinical and administrative tasks 
along with management ones such as budgeting, staffing, measuring performances 
and problem solving (Phillips and Bullock 2018).

The doctor–patient relationship is considered a partnership and a joint co-produc-
tion of health. The idea of well-informed patients is seen as a positive thing, instead 
of a source of problems. Clinicians give some information to patients to guide them, 
but once patients have been informed, they can make decisions independently.
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It happens that patients have a clear opinion and, maybe, they know even more 
than you, because they study everything. You just need to take your time and 
to manage informed patients […]. Of course, patients could never possess the 
doctor’s knowledge. The doctor is a sort of counsellor and gives information 
to patients about pathologies and treatments. It is good that patients get infor-
mation. The doctor needs to consider what patients can understand. Once he 
or she is aware of that, he or she has to explain things simply to let patients 
decide. […] However, doctors and patients are not opposed. [Pediatrician, 
male, 32].

Likewise, the professionalization of allied health workers is seen as a positive issue: 
inter-professional relations are based on cooperative forms of logic within a horizon-
tal structure. In this case, no profession is ‘pre-eminent’ and ‘medical dominance’ 
seems to be completely overcome. Every subject has clear professional jurisdic-
tion and skills. For this reason, everybody has the right to work (relatively) autono-
mously. Everyone is equally important.

Lots of colleagues are afraid of nurses; I am not. Because I think that nurses, 
as other professionals, have different competences; thus, some duties in the 
past were in between, such as medications, and sometimes doctors did it, 
sometimes nurses. Obviously, they are trained for that: they can do medication 
so much better […]. We must not be afraid. The doctor is the doctor and will 
remain the doctor. But it is fair that nurses do some operations, because they 
can do it better. It is like organizational stuff: it is fair that administrators do 
it, because they do it better. […]. There is not a hierarchy among professions. 
[…] I mean, there are different actors working in parallel, who do different 
things. […] In my opinion, the age of the doctor who wants to work alone as a 
unique professional is over. I mean, he would be a pretentious person without a 
sense of direction. Doctors cannot work alone. [Pediatrician, male, 32].

The corporatization of healthcare is considered a tool providing increased effi-
ciency to health organizations, since it is assumed that it guarantees better services, 
improves quality and saves resources. Therefore, the corporatization of healthcare is 
seen as a positive trend that creates better service provision for patients, becoming 
part of professional ethos.

The third approach shows a remarkable awareness of corporatized healthcare and 
of how professionals negotiate values and tasks within the renewed healthcare sys-
tem. Additionally, it shows that the two logics are not set apart; rather, processes of 
professional identity reframing emerge, giving way to a coherent self (Bévort and 
Suddaby 2016) and a new professional ethos.

Taking into consideration the relations with health management, both the second 
and the third types seem to share the same idea: they are more open to dialogue and 
available to negotiate with managers. Nevertheless, they consider managers’ deci-
sions imposed by other institutions, such as regional governments, government min-
istries and the European Union, with which professionals must comply. Our data 
suggest that in both the approaches managers’ decisions are accepted, even though 
we can hypothesize that what it changes is the nature of acceptance: in the case of 
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the second type there is a passive acceptance, as it is related to unavoidable impera-
tives that are not considered directly related to medical professionalism; differently, 
for the third type acceptance is more convinced as complying with (unavoidable) 
managers’ decisions is considered part of the medical profession.

Discussion and conclusion

This study aimed to analyse doctors’ perceptions of change following the implemen-
tation of healthcare reforms in Italy by focusing on territorial healthcare settings. 
The aim was to examine dynamics involving doctors’ professional identities in the 
framework of the marketization of the Italian NHS, with reference to the Tuscany 
region. The research aimed to contribute to the debate around doctors’ strategic 
answers to organizational change and the relationship between managerialism and 
professionalism in healthcare (Numerato et al. 2012; Noordegraaf 2015; Salvatore 
et al. 2018; Waring 2015). The study focused on the analytical dimensions of physi-
cians’ professional identity that it was assumed could be affected by the changes.

The data from the interviews suggest that a reframing of medical professional 
ethics and mindsets seems to be ongoing within the Tuscany region. The narratives 
of the professionals provide insights that could be useful to hypothesize a possible 
re-elaboration of medical professionalism. However, medical professionals’ reac-
tions to change seem to be manifold and can vary significantly, such as it happens 
in hospital settings (Lega and Sartirana 2016; Vicarelli and Pavolini 2017). For this 
reason, reactions can be positioned on an ideal continuum. Drawing on the data, it 
is hypothesized that a general change is affecting the perceptions and experiences of 
doctors working in outpatient settings.

Firstly, the joint analysis of the professional and the organizational dimensions 
allowed three approaches of physicians to be categorized, corresponding to three 
types of reaction in the contexts of the field research. Nevertheless, the terms of the 
continuum are not thorough and a considerable amount of nuances exist between the 
three ideal-types, which are simply intended to be useful tools to assess the com-
plexity of the change (Weber 1949). In particular, they permitted the observation of 
a transformation of the professional identities and ethos of doctors working in ter-
ritorial health organizations, giving account of an ongoing change of medical doc-
tors working logics as a result of the reforms of the public healthcare system. It 
appears that there is an ongoing reconfiguration of professional identity related to 
the crucial dimensions taken into consideration. Table  1 offers a summary of the 
three approaches identified in this study in relation to the analytical dimensions 
investigated.

The liminal doctor type allowed to hypothesize a nuanced transition of the medi-
cal profession. The hybrid logic is displayed in the liminal type, whereas an organiz-
ing professionalism in the corporatized type. Hybridity seems to be a liminal condi-
tion, as its mindsets and ways of experiencing the medical practice are between two 
“boundaries”, represented by professional and organizational logics. Hybridity does 
not entail only the introduction of organizational logics into professional ones, but 
involves a gradual change of ways of thinking and working. The liminal type shows 
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the nuances of the concept of hybridity and that a professional transition is under-
way as an “organizing” logic is developing (Noordegraaf 2015). This does not mean 
that the corporatized approach is a fixed one: the transition is underway and involves 
both the liminal as well as the corporatized approach.

Secondly, supporting the debate around “hegemony-resistance dualism” (Gleeson 
and Knights 2006; Salvatore et al. 2018; Tousijn 2013), this study—albeit limited to 
the context of one region—confirms that the two forms of institutional logic, medi-
cal professionalism and business-like healthcare, are not conflicting. Instead, these 
logics intertwine to create a renewed professional ethos. The joint analysis of pro-
fessional and organizational dimensions has permitted the observation of new ways 
to practice the profession of medicine: the traditional logic is mixed up with new 
organizational issues (McGivern et al. 2015).

In this regard, the findings appear to be in line with theories of change of medi-
cal professionalism (Vicarelli and Pavolini 2017), particularly with the concept of 
‘managing professionalism’ (Noordegraaf 2015): in fact, there seems to be a gradual 
shift from managed professionalism to another kind of medical ethos, which does 
not simply undergo managerialization. On the contrary, this renewed professional-
ism tends to accept managerial and organizational issues as part of medical ethics 
(Berghout et al. 2017). The change does not only concern professional practice; it 
also seems to involve the professional ethos itself. As Noordegraaf (2015, p. 12) 
states: “whereas hybrid professionalism is ‘meaningfully managed professional 
work’, the move beyond hybridity implies new forms of professionalism in which 
organizing becomes part of professional work and repertoires. (…) organizing and 
dealing with tensions is seen as rather normal and natural.” Thus, considering the 
available resources ‘naturally’ becomes part of everyday work. The findings suggest 
that this transition seems to involve not only hospital physicians, but also profession-
als working in outpatient settings.

Significantly, a modification of the Italian medical professional ethics code has 
introduced principles such as managerial responsibility, clinical appropriateness 
in healthcare provision and attention to the economic sustainability of the system 
(Vicarelli 2012). Therefore, organizational dimensions are not seen as issues that a 
professional is required to cope with. Rather, they are gradually becoming part of 
the medical professional and it can be assumed that this is particularly applicable for 
younger professionals.

This study has an important limitation related to the regional dimension, as the 
field research took place in one Italian region. Considering the regionalization of the 
Italian healthcare system, it may be assumed that different processes affecting the 
medical profession in different regional healthcare systems. Consequently, broader 
survey-based research within different contexts would be useful and could provide 
more insight into the changes in medical doctors’ perceptions and experiences. 
Moreover, an international comparison of different countries would provide a more 
definitive picture of the change involving medical doctors and healthcare profession-
alism (Hartley 2016).

In conclusion, outpatient specialist doctors seem to be a profession in transition, 
since several dimensions of their professional identity have been affected by the 
changes. Similarly to Italian hospital doctors (Lega and Sartirana 2016), the reaction 
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of these professionals seems to be slow and gradual; yet, a reframing of their profes-
sional identity is ongoing. As a result of managerialization processes, the different 
relationship between medicine and management is contributing to the creation of 
different ways of practising the profession and new professional values.
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