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Abstract 

The paper concerns how new quality management in the Danish hospital sector has created new 
career and professionalisation opportunities for the nurses. While the well-known dualism between 
the logics of professionalism and managerialism is challenged in the literature, not much is known 
about how engagement in the tighter steering of practice may converge with professional identities 
and meaningfulness in work. The paper applies a Bourdieusian and ethnographic approach to the 
examination of nurses’ enthusiastic involvement in quality management as they take up hybrid 
managerial positions in an acute care department. The findings demonstrate the importance of the 
material and symbolic value of scientific-bureaucratic knowledge in legitimizing quality 
management, achieving meaningfulness in practice and bolstering the professional role of the 
nurses. 

Keywords: Hospital care, hybrid management, nursing, meaningfulness in work, 
professionalisation, quality management, symbolic capital 

 

Introduction 

This paper examines the enthusiastic adoption of quality management by a group of acute care 
nurses in a Danish hospital. Quality management in hospitals is seen as a complex issue involving 
several stakeholders and points of view (Fanelli, Lanza, & Zangrandi, 2017). The hospital 
professions as stakeholders are regarded as relatively autonomous groups that vigorously defend 
their autonomy (Currie, Lockett, Finn, Martin, & Waring, 2012; Jespersen, 2013), and a stricter 
regulation of practice is often characterised as converting professional autonomy into political 
control. Therefore, it is often assumed that the natural response of the professions will be to resist 
quality management since it represents interventions in professional practice that can usually only 
be dissented as an exception (e.g. Currie et al., 2012; Jespersen, 2013; Kirkpatrick, Dent, & 
Jespersen, 2007; Martin, Kocman, Stephens, Peden, & Pearse, 2017; Vrangbæk, Appleby, Klenk, & 
Gregory, 2016).  

A dominant perspective in the literature concerned with professional responses to new 
managerialist strategies and techniques in the hospital sector and other public sectors is thus that 
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quality management creates tension due to conflicting logics of ‘profession’ and ‘service’ or 
‘performance management’ (e.g. Hanlon et al., 2005; Kristiansen, Obstfelder, & Lotherington, 
2015; Taylor & Allen, 2007; Vrangbæk et al., 2016), where the management logic is seen a de-
professionalising agenda (Healy, 2009) that makes it difficult for the practitioners to maintain their 
professional standards (Noordegraaf & Schinkel, 2011; Thomassen, Strand, & Heggen, 2017). 
Thus, when it is observed, for example, that New Public Management (NPM) enrolls professionals 
as spearheads and entrepreneurs in practice with success (Doolin, 2002; Gibson, 2013, p. 93; Holm-
Petersen, Wadmann, & Andersen, 2015; Kirkpatrick et al., 2007; K. Z. Pedersen, 2013), their 
participation is commonly seen as a semi-forced alignment with the goals of various change 
programmes (Doolin, 2002; Gibson, 2013; Rankin & Campbell, 2006). In summary, a strand of the 
research literature builds on a pre-established separation of professional and organisational or 
managerial logics and treats the professions as homogenous wholes (e.g. Hujala, Laulainen, & 
Lindberg, 2014; Noordegraaf, 2011a, 2011b; Selberg, 2013; Thomassen et al., 2017; Vrangbæk et 
al., 2016).  

This perspective is challenged by another strand in the literature arguing that the 
practitioners’ participation in the quality agenda cannot straightforwardly be explained as a forced 
engagement driven by the need to conform with the demands of managers and politicians (Bejerot 
& Hasselbladh, 2011; Blomgren, 2003; Harrits & Larsen, 2016; Jespersen, 2013; Kirkpatrick et al., 
2007; Martin et al., 2017; Numerato, Salvatore, & Fattore, 2012; Triantafillou, 2014). Bejerot and 
Hasselbladh (2011), for example, connect quality management with the building of professional 
projects and identities and other studies found that there were synergies between professionalism 
and managerialism, questioning the often a-priory stated dualism between these concepts (Martin et 
al., 2017; Numerato et al., 2012). 

The literature has customarily described professionals who take on managerial roles 
while simultaneously working on the hospital floor as ‘hybrid managers’ (Burgess & Currie, 2013; 
Choi, Holmberg, Löwstedt, & Brommels, 2011; Croft, Currie, & Lockett, 2015; Noordegraaf, 
2015), indicating that they mediate between profession values and managerial goals (Burgess & 
Currie, 2013; Currie & Spyridonidis, 2016; Noordegraaf, 2015), and implying that different ethics 
and goal orientations are at play (Numerato et al., 2012). While it is observed that synergies 
between professionalism and managerialism exist, the hybrid term seems fastened on an 
understanding that focuses on the incompatibilities between the two. Thus, the motivations for – 
and the kinds of professional engagement in quality management are not very well understood 
(Numerato et al., 2012). Numerato et al. (2012) thus call for research that empirically explores the 
subtle reactions of the professionals to managerialism in order to capture converging interests 
between the two. Along these lines, Swinglehurst et al. (2015) suggest that meaningfulness in work 
is connected to change motivation and that we pay more attention to how meaningfulness is 
established by the professionals.  

Taking its empirical outset in a Danish acute care department (with the pseudonym 
department Q), this paper responds to the calls by Numerato et al. (2012) and Swinglehurst et al. 
(2015) by opening the black box of how managerialism and professionalism may convergence and 
create meaningfulness in work. In this, the paper focuses on the nurses in the department who take 
up new hybrid managerial positions and partake in quality management with enthusiasm. An 
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ethnographic approach is combined with Bourdieu’s praxeology where ‘the logic of practice’ 
(Pierre Bourdieu, 1990), and thus the logic of the nurses’ engagement with quality management, is 
captured by virtue of the researcher’s immersion within it. Bourdieu’s (1985a, 1990) interlaced 
concepts of field, habitus and capital, enables a multilevel theorization of the nurses’ adoption of 
quality management. Praxeology insists on the inseparability of structure and subjectivity as well as 
relational rather than substantial analysis (Ernst & Jensen Schleiter, 2018; Tatli, 2011) meaning that 
it sees quality management as embedded in a wider social context. In this way, it enables a 
connection between micro level day-to-day engagements in quality management, meso level forces 
within nursing occupied with nursing professionalisation, and macro level political agendas to 
improve the quality of care. Hence, it focuses on the relation between practical, political and 
symbolic aspects of quality management. 

The findings illuminate the ways in which the nurses engage in quality management 
by taking up hybrid managerial positions in department Q as well as how synergies are established. 
The paper demonstrates the centrality of knowledge as capital in the professional project of the 
nurses, and how it links with quality management as part of a grand narrative of science (Boje, 
2001) in the wider field that works as a solution to quality related problems in care. The tools and 
techniques of quality management become meaningful because they are seen as furthering better 
and safer care through scientific-bureaucratic knowledge. Moreover, quality management is 
connected to new career opportunities and nursing professionalisation, where scientific knowledge 
legitimises nursing practice. The findings thus confirm the idea put forth by profession theorists that 
professions seek legitimacy through their claims to extraordinary knowledge (Abbott, 1988; Larson, 
1977; Wicks, 1998). Importantly, the findings emphasize not only the material but also the 
symbolic effects of knowledge in nursing 

I proceed with an explanation of the theoretical framework I have used. Linked to this, 
I explain how my studies have progressed methodologically. After that, I briefly outline the macro 
and meso level findings of the study. Then I present the analysis of the ethnographic data and the 
micro level findings. The discussion and conclusion section discusses how we may see 
managerialism and professionalism as synergetic and the ways in which the paper provides new 
ground for a discussion of what professionalism is in the context of quality reform. 
 

Theoretical framework 

In the following, I explain how Bourdieu’s interconnected pillar concepts of field, habitus and 
capital may further an understanding of the ideas of professional work and meaningfulness in work 
around which the paper revolves.  

Bourdieu names his epistemological approach constructionist structuralism or social 
praxeology to denote his belief in the necessity of bringing together the subjective and objective 
dimensions of social life as he sees them as mutually constituting (Pierre Bourdieu & Wacquant, 
1992; Everett & Jamal, 2004; Robbins, 2000). He is critical of the subjectivist approaches that 
derive the meaning of practice from the common-sensical constructs of actors themselves and 
argues that ‘the truth of any interaction is never entirely to be found within the interaction as it 
avails itself for observation’ (Pierre Bourdieu, 1989, p. 16). On the other hand, the problem with 
objectivist knowledge, as he terms it, is that it grasps practice from the outside and forgets to ask 
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how the ‘conditions of possibility’ of practice have come into place (Pierre Bourdieu, 1973, p. 54). 
To overcome the potential epistemological isolation of analytical levels, Bourdieu (1985a), first, 
introduces the concept of field as a researcher mode of thinking about the phenomena researched 
and, second, the concept of habitus to explain how the structuring forces of the social are always 
present in social interaction. These concepts, together with the concept of capital, are briefly 
explained in the following before I return to them in my explanation of the research methodology. 

The field is a space of relations between individuals and groups who have an interest 
in something at stake in the field (Pierre Bourdieu & Wacquant, 1992). It is a space of necessity and 
belief for the agents belonging to it, with potential symbolic and material gains, termed capital 
(Pierre Bourdieu, 1986). Capital is that which has particular value in a field and the strived-for 
resource that is used by members of a field to construct positive differences to other members. 
Agents thus position themselves in the field in relation to each other based on the kind and amount 
of capital they possess (Pierre Bourdieu, 1986). Building on the argument that the symbolic 
properties of the social have equal world making powers as have its material characteristics, 
Bourdieu (1990) refers to the connotative value of capital with the concept of symbolic capital, 
which is the form legitimate and important capital takes, yet the significance of its importance is not 
recognized.  

Fields are structured spaces of activity nested in contextual layers of fields – a 
principle like that of nested dolls (Vandenberghe, 2014), where fields within fields are held together 
by an overarching structuring principle. This principle is produced in the greater macro field of 
power, which is by Bourdieu termed the field of ideological production (1985b). The healthcare 
field can be analysed as nesting the hospital field, which revolves around the curing of and caring 
for patients under the structural circumstances given by national healthcare systems. It is a space, 
where professionals struggle over various forms of capital. Much in convergence with the position 
of profession theorist Abbott (1988), Bourdieu (1991; 1996) sees profession and professionalisation 
as converging upon the power and struggles of disciplinary groups to carve out differentiated and 
privileged positions for themselves in relation to other disciplinary groups. Bourdieu (1990, p. 67) 
compares the struggles of professional fields to ‘playing a game’, where the player’s position in the 
field, given by the kind and amount of capital possessed, determines the outcome. Hospitals are 
dominated by inter and intra-professional hierarchies traditionally controlled by the medical 
profession who are perceived as holding the largest amount of cultural capital in the shape of 
clinical, theoretical knowledge (Abbott, 1988; Currie et al., 2012; McMurray, 2011) – in the 
following referred to as clinical capital.  

The described relation between the hospital field and clinical, theoretical knowledge 
reveals that the field is an important space of socialization for its members. The socialization nurses 
have received in the particular educational milieu of nursing and continuing in the professional 
milieu of a hospital department, will ‘leave its mark’ by endowing members of the discipline with 
common dispositions for ways of thinking and acting in the field, referred to as habitus (Pierre 
Bourdieu, 2003, p. 285). At the same time, the individual habitus is also formed by childhood 
experience. Bourdieu (1992) refers to habitus as a dynamic and adaptive system of dispositions and 
as ‘embodied history’ – the learning of the past, deeply rooted in the practitioners as second nature, 
generating reasonable, virtuous and common-sensical behaviours within the limits of the often 
implicit rules that govern the field (Pierre Bourdieu, 1990; Wacquant, 2014). Habitus results in the 
dispositions with which an agent meets the world. In the words of Bourdieu (1992, p. 126 ) ‘to 
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speak of habitus, is to assert that the individual, and even the personal, the subjective, is social, 
collective.’ 

In summary, by using the outlined praxeological framework, I aim to explain how and 
why nurses find meaning in moving into new hybrid managerial roles connected to quality 
management and thus how interests of managerialism and professionalism may converge. This is 
done through an analytical movement between the macro, meso and micro levels, which involves 
the forces of the wider political macro field that endorse and enforce new quality management, the 
meso level forces within nursing that connects nursing professionalisation with new and expanded 
nursing roles and the micro level day-to-day engagements of the nurses in quality management. In 
this theoretical perspective, meaningfulness in practice is connected to an interested position in the 
field and a belief in the game (Pierre  Bourdieu, 1996). Hence, something is at stake for the nurses 
as a group occupied with professionalisation as well as for the individual nurse, and something is at 
stake for the hospital participating in quality improvement initiatives and for the political actor of 
the field. 
 

Methodology 

The case 
The present study builds on a sample of data from 13 months’ ethnographic fieldwork generated in 
2013 and 2014 for a larger study concerned with the implications of a restructuring and 
reorganisation of clinical work in department Q to improve the quality of care. The department 
which is one of 21 recently established Danish acute care departments, aiming at creating more 
uniform, efficient and patient-centred care. In terms of the organization of care, the departments are 
an innovative response to the calls for quality and efficiency improvements to hospital services.  
 
Overall research approach 
The research is nested in Bourdieu’s praxeology that sees theory and methods as interlaced. 
Bourdieu (1992) stated that it is an illusion to think that science can be performed in neatly ordered 
epistemological operations. The articulation of theories and theoretical concepts as’ instruments to 
think with’ implies an acknowledgement that theoretical analyses take place all through the research 
process. It is thus a Bourdieusian hallmark not to separate empirical work and theoretical work 
(Broady, 1996). 

A constant dialectical movement between levels of social experience ensures that the 
levels of social experience (the objective and subjective) are analysed together and ‘treated as two 
translations of the same sentence’ as Bourdieu (1992, p. 105) recommends, citing Spinoza.  
This movement forms the basis for ‘the construction of the research object’, which is a 
methodological grip through which the researcher builds an empirical model of the research 
phenomenon (Pierre Bourdieu, 1989; Grenfell & Lebaron, 2014). Following this principle, I sought 
to identify the forces that structure the field, the capitals at stake, and the properties and dispositions 
of groups and individuals (nurses in relation to doctors and nurses in relation to nurses) that point to 
agents’ dispositions and position(s) in the field and their potential for embracing changes to work. 
In this approach, generating data and working with data to make sense of them is a process of 
understanding and learning for the researcher (Agar, 2008; Pierre Bourdieu & Wacquant, 1992) and 
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I refer to these concepts several times in the coming, where I elaborate the research process and 
how theory was generated. 
 
Data generation 
Bourdieu’s field concept was adopted as the theoretical tool to guide my construction of the 
research object (Pierre Bourdieu, 1989) and the methodological and analytical steps to be taken. 
Thus, I set out to map the space of relations between individuals and groups that would constitute 
this particular field, the forces that structure it and the position of the field in relation to ‘the field of 
power’ (e.g. Grenfell & Lebaron, 2014, p. 25).  

Ethnographic fieldwork was employed to examine the day-to-day micro level 
activities of nurses and doctors in the department in order to understand how they responded to the 
political attempts at promoting better and more efficient care. Ethnography appreciates the 
extraordinary in the ordinary activities of everyday life (Ybema, Yanow, Wels, & Kamsteeg, 2009) 
and forwards a deep understanding of the things ‘at stake’ (Pierre Bourdieu, 1977, 1990) in the 
researched setting. A virtue of ethnography is thus that it enables a focus on the less explicit 
dimensions of work (Hasse, 2015; A. R. Pedersen & Humle, 2016; Watson, 2011), whereby it 
allows the fieldworker to capture and link the immediately visible with the pre-discursive and 
embodied (Pierre Bourdieu, 1977; Wacquant, 2011). 

The dominant ethnographic tool employed was ‘observation with participation’ 
(Hasse, 2015, p. 37), meaning that the usual order of ‘participant observation’ is reversed. I am not 
trained in healthcare and my choice was to become part of the empirical setting by designating a 
learning position to myself as recommended by several ethnographers (Agar, 2008; Hasse, 2015). 
As an observing participant, and dressed like the staff I observed, I followed 25 nurses and nine 
doctors in various stretches in all aspects of work and participated in minor tasks when possible. In 
the data analysis section, all research participants are referred to by pseudonyms. 

An important activity during observations was to converse with staff. During these 
informal conversations (Agar, 2008), different aspects of work were explained and discussed and 
they became an important contribution to my discovery that quality management was ‘something at 
stake’ for the nurses in the department and, subsequently, pursuing this line of inquiry, the ways in 
which quality management was perceived as meaningful in the department, to whom it was 
meaningful and why. Thus, this included inquiries into how quality management might work as a 
differentiating mechanism (Pierre Bourdieu, 1986) and thus as capital for the nurses in the 
department. 

My access included an Email account in the hospital IT system and access to the intra-
net. This gave me a privileged access to various internal documents related to quality work in the 
department and to internal Email messages. Moreover, as a field worker, I was allowed to move 
freely across contexts in the department, which gave me the opportunity to be present, for example, 
at various meetings and at the lunchbreaks of staff. Besides the observations of work, 26 meetings 
of varying duration, including staff meetings, quality meetings and management meetings were 
observed. Extensive fieldnotes were taken during all observations, which were afterwards written 
up in more coherent research accounts (Emerson, Fretz, & Shaw, 1995). 

Following the argument that interviewers must possess extensive knowledge of the 
research object in order to be able to ask good questions (Pierre Bourdieu, 1999), I conducted semi-
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structured interviews with staff and mangers towards the end of fieldwork. These included 17 
individual interviews with nurses, doctors, and managers, as well as focus group interviews with 
two groups of nurses. The interviews lasted between 45 and 120 minutes. They were audio recorded 
and fully transcribed (See table 1). 

My fieldwork followed the epistemological position that the researcher is the primary 
tool of her own research (Agar, 2008; P Bourdieu, 1999; Hasse, 2015; Spencer, 2001; Wacquant, 
2011), acknowledging that the research relationship is fundamentally social in nature. Yet, I was 
‘armed’ in Wacquant’s (2011, p. 87) words, with my theoretical and methodological tools as well as 
with a constant reflexive effort to objectivize my experiences in the field, which means not to 
become absorbed by them and consider how my own being in the field may shape the outcome of 
research (Pierre Bourdieu, 2003; Hibbert, Sillince, Diefenbach, & Cunliffe, 2014; Wacquant, 2011). 

TABLE 1 AROUND HERE 

Table 1. Ethnographic data summary 

 
Guided by the field concept, and to contextualize the understandings I acquired during 

fieldwork, I sought to gain an understanding of why quality in care and the management of quality 
had become important and a structuring force of the field and thus how engagement in quality 
management and the understandings of diverse quality management tools in the department were 
related to political interests, policy, local organisational interests and other relevant factors outside 
and inside the local setting. I thus coupled fieldwork with the reading of reports, national and 
regional policy documents, government white papers and research articles. These readings, for 
example, provided me with insights into the relation between the new acute care departments and 
quality management, the involvement of the Danish health professionals in policy making processes 
(e.g. Jespersen, 2013) and the identification of and relational positioning of agents interested in 
quality management. At the meso level of analysis, I read professional journals, reports and 
research articles to achieve an understanding of professional responses to quality management in 
light of the distribution of capital among the health professions, their relational constitution, their 
inter and intra professional battles and professional socialization and thus the taken-for-granted 
beliefs that characterize the field (Grenfell, 2014). For example, through these readings, I 
understood how professionalization is a long-standing issue for the nurses that both unites and 
divides the discipline due to disagreements concerning the route to professionalization (Boge, 
Martinsen, & Kristoffersen, 2009; Wicks, 1998).  
 
Data coding 

Coding is the process by which segments of data – phrases or sentences are assigned meaning in 
relation to the research question (Saldaña, 2013). Thus, in the initial stages of research, I sought to 
understand how various attempts at improving the quality of care influenced clinical work and staff. 
Coding was performed manually and began early in the research process. I began by reading the 
data and then proceeded by a close-reading. I used the process to familiarize myself with the 
material, to bring forth ideas of what it was saying, and open up analytical possibilities (Coffey & 
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Atkinson, 1996; Saldaña, 2013). In this stage, codes were derived inductively from the data as I did 
not censor anything I saw as potentially having a connection to the research problem. I then focused 
on the relationship between these codes to reach coding synthesis, which is a movement toward 
consolidated meaning of the data (Saldaña, 2013). Data were thus clustered according to code 
familiarity to let common themes or analytic categories emerge (Miles & Huberman, 1994; Saldaña, 
2013), where an analytic category captures essential aspects of the data in relation to the research 
objectives (Saldaña, 2013). I could, for example, see that the department’s participation in the 
quality agenda of the wider field had a dominating influence on nursing in the department. The 
process resulted in the common theme ‘quality and safety’ out of seven themes in total, which 
together with the theme ‘groups and identities’ is of interest to this study. The common themes 
made the data retrievable under a shared label and I used the Windows software One Note to gain 
and retain an overview over data. One Note offers possibilities for an ordering of meaning units 
under headings referring to the identified common themes, and for retrieving meaning units 
irrespective of their filing. The search facility of the program, which works with sentences as well 
as with single words, provides a possibility for compiling meaning units from different themes, and 
for retrieving data within the clusters or irrespective of the clusters.  

In a second coding cycle, these themes were re-read and re-analysed, where codes and 
categories were derived from Bourdieu as well as from the data in an inductive-deductive 
combinational approach. I worked iteratively between the data and my emerging analytical 
understandings (Miles & Huberman, 1994; Saldaña, 2013). Working with the concepts of habitus 
and capital together with field in an iteration between primary and secondary data, I understood that 
quality management was something ‘at stake’ (Pierre Bourdieu, 1990) for the nurses in the 
department and in the field, and quality management emerged as a subtheme in the data. I thus read 
over the themes several times to let the interrelation between core theoretical baseline constructs 
(Wacquant, 2011) of field, habitus and capital surface and let them take shape and meaning in 
dialogue with the data and thereby to let my theorization of the phenomenon develop. I understood 
that quality management was something from which capital could be claimed at micro and meso 
levels of nursing professionalization by the nurses who had the habitus to feel at home with quality 
management. My research focus had narrowed (Agar, 2008) and the research question centered on 
understanding how managerialism and professionalism may convergence and create 
meaningfulness in work. The development of theory from data – from inductively and deductively 
generated codes, to theoretical understandings is illustrated in table two. 

 

TABLE 2 AROUND HERE 

Table 2. Theory development 

 

Macro and meso level results: Quality management in the hospital sector and professional 
involvement 
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Quality of care is a key dimension of healthcare performance and is central to most international 
efforts to improve healthcare (Fanelli et al., 2017; Swinglehurst et al., 2015). Transnational and 
influential actors such as the OECD (Organisation for Economic Co-operation and Development) 
and the WHO (World Health Organization) have exerted powerful influence on their member 
states’ focus on the quality of care (Nylenna, Bjertnaes, Saunes, & Lindahl, 2015; Timmermans & 
Epstein, 2010; Triantafillou, 2014). Quality management in the hospital sector is to a large degree 
part of New Public management (NPM) initiatives that promote new managerial techniques as part 
of the solution to performance-related problems (Exton, 2010; Simonet, 2011) and the responsibility 
for quality improvements has increasingly become the responsibility of hospital managers 
(Blomgren & Sahlin, 2007; Jespersen, 2013).  

Moreover, in parallel with NPM, another important development concerning the 
management of care is an increasing reliance on scientific evidence-based knowledge as the better 
foundation for clinical practice (Broom & Adams, 2012; Nolan & Bradley, 2008; Vrangbæk et al., 
2016). In the context of healthcare, Broom and Adams (2012, p. 1) put forth that: ‘the latter part of 
the twentieth century witnessed the global streamlining, enhanced connectivity and dramatic 
institutionalization of scientific knowledge production’. Quality in care is increasingly equated with 
safe care and safe care increasingly equated with evidence-based care (Allen‐Duck, Robinson, & 
Stewart, 2017; Broom & Adams, 2012; K. Z. Pedersen, 2013), where scientific evidence is 
interpreted according to the medical evidence knowledge hierarchy (Broom & Adams, 2012; La 
Caze, 2008). The ideological forwarding of science as a solution to the quality related problems of 
healthcare can be seen as a grand narrative (in the coming, referred to as the grand narrative of 
science) emerging in the healthcare field as a response to the pressures from publics, patient 
organizations and politicians, where a grand narrative is understood as connected to dominant 
ideologies and ‘regimes of truth’ (Boje, 2001, p. 35). The narrative lends itself to policy and is thus 
used by decision makers and politicians to forward their ideas of better hospital services. A report 
by one of the Danish regions concerning ’the hospital of the future’ states: ‘[…] focus should be on 
knowledge, evidence and research as well as solving the task rather than focusing on professions 
and compliance with professional boundaries’ (Region Syddanmark, 2009, p. 10. Translated from 
the Danish by the author). 

As part of this grand narrative, ‘the quality agenda’ in Denmark, concerns the five 
Danish regions’ agreement on central values for the development of the health sector, the 
development of quality guidelines and standards as quality management tools, as well as the 
collection and publishing of quality data in national web portals (Danske Regioner, 2009; 
Vrangbæk et al., 2016). In this, the reforming of the management of care has been relatively 
democratic, where the professions have actively adopted the role as stakeholders and entrepreneurs, 
where in many countries, these processes have been highly centralized and vigorously resisted by 
the clinical professions (Jespersen, 2013; Kirkpatrick et al., 2007; Triantafillou, 2014). For example, 
while the English NSH is characterized as ‘a fast mover in organization and management reform’ 
(Burgess & Currie, 2013, p. S133), professional involvement here has been sparse or even 
oppositional (Kirkpatrick et al., 2007). In Denmark, a number of organisational standards were 
introduced with NPM, which to a large degree were suggested by elite groups of nurses and doctors, 
in particular the latter, who participated in constructing and defining the means of quality 
development, predominantly through their professional associations. This included, for example the 
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development of clinical guidelines to undergird ‘best practice’ decisions in care (Jespersen, 2013; 
Triantafillou, 2014).  

Moreover, the Safer Hospital programme of the Danish Society for Patient Safety, a 
part of the International Patient Safety Movement, has gained considerable influence on quality 
improvement initiatives in Danish hospitals. The Society relies on its own safety knowledge system 
building on evidence-based knowledge and systems theory whereby it translates into standardisable 
and quantifiable techniques that correspond with NPM objectives and the grand narrative of science 
(Nolan & Bradley, 2008; Nylenna et al., 2015; Timmermans & Berg, 2003). The movement has 
been successful in attracting economic capital in the shape of considerable financial resources and 
has been remarkably successful in rousing the enthusiasm of healthcare professionals by 
establishing its cause as a matter of inspiring better professional practice (K. Z. Pedersen, 2013). 
The Society enrols chosen practitioners into its training programme to become ‘improvement 
agents’ and pioneers of the safety worldview (K. Z. Pedersen, 2013; Travaglia & Braithwaite, 
2009). A report by the Danish Institute for Local and Regional Government Research (KORA) 
suggests that the quality agenda is in many cases ‘over-implemented’ due to eager ‘local quality 
translations’ (Holm-Petersen et al., 2015, p. 59).  

Especially the nurses have embarked on the quality agenda and have advocated for 
practice accountability through standards and more specific clinical guidelines, following the 
arguments that besides benefitting the patient, it helps them gain visibility and support of the 
importance of their work (Blomgren & Sahlin, 2007; Dansk Sygeplejeselskab & Sygeplejeråd, 
2012; Jespersen, 2013). The nurses have thus fought a long-standing, although not unified, battle 
for recognition as a profession (Betts, 2009; Blomgren, 2003; Bonell, 1999; Taylor & Allen, 2007; 
Wicks, 1998). A position within the discipline, siding with the grand narrative of science, argues 
that nurses should professionalize by moving into new and expanded nursing roles – preferably 
based on scientific evidence as a form of professional knowledge capital (Apesoa-Varano, 2007; 
Dansk Sygeplejeselskab & Sygeplejeråd, 2012; Taylor & Allen, 2007), which may include moving 
into hybrid managerial roles – often connected to new managerialist imperatives in practice (Croft 
et al., 2015; Currie & Spyridonidis, 2016; Gibson, 2013).  

As I will show in the following, it seems that the combination of scientific knowledge, 
the perception that quality management is progressing care to the benefit of the patient, new career 
opportunities, and field level nursing professionalisation are factors that provide some nurses with 
meaningfulness in practice, which works as an energizing catalyst in the advancement of new 
quality managerial tools in the acute care department. 

    
Micro level results: Building up professional identity, engagement and meaningfulness in 
work by progressing care 

Quality management in Woodlane hospital and department Q 

Department Q employs around 100 nurses and 20 doctors. Woodlane hospital (pseudonym), which 
houses the department, engages proactively with the national quality agenda, meaning that a wide 
range of standards have been implemented or are under implementation. The hospital was recently 
second time accredited, and while accreditation is a part of mandatory quality management 
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programmes (Triantafillou, 2014), the hospital also partakes in several chosen programmes of 
which the Safer Hospital programme by the Danish Society for Patient Safety is the most far-
reaching. The head nurse of department Q explained that a group of nurses in the department had 
proactively voiced their aspirations to become part of the Safer Hospital Programme:  

 
We applied for participation in the Safer Hospital Programme. At that time, our board 
of directors was not sure if we had the needed resources because it is tremendously 
demanding to be in the programme. They made it clear to us (the departmental 
managers) that no extra financial resources would be allocated, meaning that funds 
should be found in the department budgets. Only one hospital in each region could 
gain membership, and there was a group of, particularly, nurses here who thought this 
was a really exciting opportunity. They are generally ambitious and want to move 
ahead. (Interview). 

Wood Lane hospital entered the programme in 2010. The head nurses’ reference to ambition and 
‘moving ahead’ shows how participation in the programme was considered new attractive capital 
worth struggling for and claiming by a group of nurses. Besides possessing knowledge (cultural) 
capital in the shape of its own safety system, the Danish Society for Patient Safety also possesses 
economic capital. The head nurse explained that ‘TrygFonden (a Danish foundation) has invested 
considerable sums in the programme and we are helped by Scottish, English and American experts 
who have worked with the safety system for many years.’ The economic and cultural capitals of the 
Society thus ‘spill over’ to the participating hospitals that are also supplied with pens, paper and 
candy with the logo of the Society, posters to hang on walls and doors promoting the programme 
and notice boards advertisements displaying local patient safety statistics. 

The programme operates through 12 so-called patient safety packages that each 
concentrate on a specific clinical area. The task of the assigned package responsible nurses is to 
promote and forward the safety principles of the package they are responsible for. Currently most of 
the 22 nurses, who are responsible for the 12 packages under implementation in department Q, have 
been trained to become improvement agents.  
  
Nurses as hybrid managers in department Q 

In the new acute care departments, the nurses are in many ways provided with an optimal ground 
for experimenting with and expanding their professional roles as the departments’ focus on quality 
and efficiency innovation includes new emerging nursing roles (Ernst, 2016, 2017; Norris & Melby, 
2006). The head nurse explained that ‘there is not much status in basic care and therefore, many 
nurses strive to get past that point’ (interview). Basic care concerns activities such as washing the 
patient, cutting nails and brushing teeth - tasks that are by many associated with a low competence 
level, ‘mothering’ (Apesoa-Varano, 2007) and a lack of capital. With her remark, the head nurse 
touches upon the core nursing professionalisation issue that concerns which tasks are suitable to 
grant nursing recognition as a profession and ‘move forward’ (Betts, 2009; Bonell, 1999). 

The focus on quality in department Q has generated a range of new roles and positions 
that the nurses can apply for, appealing to the nurses who are disposed through habitus to play the 
quality management ‘game’ (Pierre Bourdieu, 1990). Besides becoming responsible for a Safer 
Hospital package, the nurses can also apply for a position as specialty responsible, which implies 
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further education within a given clinical specialty area and collaboration with the doctors working 
within the speciality. For some, the feeling of just having to reach out for new roles and tasks is a 
key motivating factor as explained by Anne:  
 

In this department we have possibilities - we are not locked into our old nursing roles. 
I like being package responsible and the influence that comes with that title. I like 
bringing in new ideas to the ward and being in charge. (Fieldnotes). 

The positions as package and specialty responsible imply an elevated position in relation to 
colleagues, where the nurses function as teachers and semi-experts and thus as holders of clinical 
capital, who draw on the latest scientific knowledge to forward new practices and progress better 
care and thus they function as ‘knowledge brokers’ (Burgess & Currie, 2013) who mediate between 
the scientific knowledge of the research field and the practical knowledge of day-to-day work. 
Janet, who has been a nurse for more than 30 years explains: 
 

I like the fact that I bring in the latest knowledge to the ward so that we can improve 
all the time. I enjoy having influence on things and I enjoy the teaching role towards 
my colleagues, which my role implies. (Fieldnotes). 

 
The excerpt demonstrates a feeling of agency and self-reliance, when one can make a difference in 
care. The quality agenda appeals to these nurses because they believe in bringing ‘the latest 
knowledge’ to the ward as a remedy against poor care. Through scientific knowledge, they emerge 
as scientifically oriented nurses who progress care by following and promoting a particular 
approach to care.  

A key motivational factor that accentuate the urgency of the Safer Hospital 
programme for the nurses seems to be fastened on its apparently life-saving and harm preventing 
virtues. A nurse told the author that ‘at this hospital, we have already saved many lives with the 
Safer Hospital programme’ (fieldnotes). Thus, the nurses identify with the premises and promises of 
the Safer Hospital programme as proclaimed in the programme rhetoric, where the staff is 
continuously presented with the number of lives saved and prevented harms, often with emotional 
appeals as in the Email below sent out by one of the ward nurses before Christmas. 

 
Patient Safe Hospital has saved 100 lives and prevented 1000 patient harms over 
the last two years. That wouldn’t have happened if it wasn’t for your great common 
effort […]. Think about it, next week 100 more people are able to dance around the 
Christmas tree. It is wonderful that you have a share in that. (Newsletter, ward 
nurse, author’s translation from the Danish).  

 
The rhetoric is thus used by the department management as a strategic resource, that is, as 
managerial capital in the shape of ‘proof’ that testify to the benefits of the programme. The 
programme rhetoric is used to motivate and convince staff in newsletters, at staff meetings and in 
posters on the walls of staff rooms. The programme furthers the understanding that quality and 



13 
 

safety in care in the department is ensured through standards that embed recent scientific 
knowledge.  

The progressive nurses in department Q are backed by their professional organization, 
the Danish Nurses Organisation, that also invests in the the grand narrative of science that hereby is 
activated as political and ideological capital used to advance a scientific nursing ethos as displayed  
in a status report: 
 

‘Professional quality is protected through the use of evidence-based recommendations, 
by way of example, from clinical guidelines, reference programmes and other 
scientific works’ (Dansk Sygeplejeselskab & Sygeplejeråd, 2012, p. 15; Author's 
translation from the Danish).  

 
In this way the organization, which members approximately 87% of Danish nurses, supresses the 
discipline’s traditional ethos of humanistic oriented care (Apesoa-Varano, 2007; Bonell, 1999) in 
favour of using scientific-bureaucratic knowledge as a lever to achieve professional legitimacy by 
becoming a research-based profession. Nurses have attempted to develop their own nursing 
knowledge base (Boge & Martinsen, 2006; Currie, Finn, & Martin, 2010) yet, quality management 
is predominantly performed through the logics and ideals of medical evidence, which has achieved 
a hegemonic status in healthcare (Boge & Martinsen, 2006; La Caze, 2008; Nolan & Bradley, 2008; 
Timmermans & Berg, 2003). While quality management may in this way appear as a medical 
agenda because it is defined by a medical scientific logic, it is almost entirely left with the nurses in 
department Q. According to the head nurse:  
 

It has been difficult to get the doctors involved in quality work. A large part of our 
doctors are clinicians with a capital C and their attitude is that this is the job of others. 
(Interview). 
 

The data thus confirm the research finding of the literature that it is especially the nurses who have 
embarked on quality management (Blomgren & Sahlin, 2007; Jespersen, 2013). However, as the 
data below exemplifies, it is clear that the nurses’ appropriation of quality work often is linked with 
an urge to gain the recognition of the doctors. The engagement in quality work often implies a close 
collaboration with doctors and is in some instances sanctionined by them. Sue is one of few nurses 
who have been appointed several hybrid managerial roles in relation to quality management. She 
has recently been appointed quality coordinator in the department. With this position, she has 
become one of the cornerstones of quality improvement in department Q. She tells the author how 
she collaborates with doctors on enhancing existing guidelines in the department on their own 
initiative, Thus, assuming responsibility for the optimisation of care standards: 
 

This is the extra patient scoring system I have developed in collaboration with two 
doctors. We could see that the triage admittance system has some inbuilt flaws in the 
assessment of the acuteness of patients who come in unaided (as opposed to by 
ambulance) because the seriousness of their illnesses is often discovered too late. Our 
extra scoring system deals with that problem. (Fieldnotes). 
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Another hybrid manager, Elinor, expresses her ambition with quality management as wanting to do 
more and she feels disenchanted that the conditions for quality work are not optimal in the 
department, since it is hard to motivate colleagues to follow care standards. In her efforts, she 
believes she surpasses the ambitions of management: 
 

I don’t think that our management has the right approach to quality. They don’t really 
mean it. For example, with respect to the Patient Safe Hospital Programme, I think the 
staff here lacks basic knowledge about quality and safety. We could do more – 
arrange some late morning courses, for example. If people understand why they 
should do things the way the programme requires, why it is important and what it is 
all about then we can more easily convince them. (Fieldnotes). 
 

Sue and Elinor thus exemplify hybrid managers whose habitus is perfectly disposed to invest in the 
quality agenda and harvest its benefits. Through their belief in the necessity of quality management, 
they experience enthusiasm and ambition in their hybrid managerial functions. The data correspond 
with the afore mentioned report by KORA, which states that the so-called quality workers in Danish 
hospitals invest many resources and professional pride in quality work and that the increase in 
documentation work and thus bureaucratic procedures are in many cases caused by the eager of 
these ‘fiery souls’ to improve the existing practice guidelines by amending additional demands and 
department specific rules (Holm-Petersen et al., 2015).  

While the hybrid managerial positions are connected to professional enthusiasm and 
pride, they could affect the relationship with colleagues negatively. Mia is specialty responsible for 
gynaecology – the most recent specialty to be represented in the department. The excerpt below, 
exemplifies how her position implies promotional work towards her colleagues who, in turn, may 
not readily accept the new guidelines and standards. 

 
There are many little kings here. These are nurses who have worked here for long and 
who don’t want to change the way they do things. They are hard to convince. As a 
specialty responsible nurse in gynaecology, I have introduced many new work 
procedures and I have to teach and train my colleagues in them. When I began in this 
function, I asked the nurses to notify me if they were interested in being trained within 
this area and 15 colleagues volunteered. We are 12 now of whom I selected four 
nurses myself. One of them, however, showed not to be the right for the job. She 
wasn’t kind to the patients and there were other areas of disagreement between us. 
Then I asked our ward nurse for permission to discard her from the team, and that’s 
how it went. Because this specialty is my responsibility and I take it seriously. 
(Fieldnotes). 
 

Indeed, being the representative of a medical specialty or a safety package does not automatically 
furnish the hybrid manager with authority in the department. The capital related to these functions is 
in other words contestable. There is thus an element of struggle in relation to the colleagues 
involved in realizing the potential capital of legitimate leadership through scientific standards, 
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which Mia refers to as ‘work procedures’. By expanding her hybrid managerial role to encompass 
personnel management tasks that usually belonged with the ward manager, such as ‘hiring’ and 
‘firing colleagues, Mia was able to win the power struggle over colleagues whom she refers to as 
‘little kings’ and thus she was able to harvest the managerial capital related to her function and to 
expand the scope of this capital.   

The successful exertion of overt and subtle power towards the colleagues is central to 
the way these nurses win authority and capital in department Q as is also illustrated in the 
following. As responsible for the Medicine Coordination Package of the Safer Hospital Programme, 
Audrey oversees the medicine room of the department. The awareness that the health and illness of 
patients depend on correct medication is central to this package and the room is marked with large 
“Silence” signs to ensure concentration in work. The following is an example of the Emails that 
Audrey sends to her colleagues on a regular basis with the purpose of informing, reminding, 
motivating and disciplining her colleagues to follow the standards of correct medication practice. 
Audrey uses the authority represented by her title as ‘Medicine Room Responsible’ actively in the 
Emails she sends, reinforcing the seriousness of the package and testifying to her authority. 
 

Dear Colleagues 

The tests results concerning the storing of patients’ own medicine in separate boxes on 
the shelf in the medicine room has been AGREED ON as our new permanent 
procedure. The guideline covering this will be adjusted accordingly as soon as 
possible. 

Please note that we now have new boxes with lid. They must be used for hygienic 
reasons. 

Please note that boxes MUST be cleaned at 60 degrees minimum between each 
patient. And a label with ward number and date must be stuck onto each box […]. 

Best wishes 
 
Audrey Millar 
Medicine Room Responsible (Email, author’s translation from the Danish, no 
emphasis added). 

 
Titles and formal positions are certifications of a social hierarchy in a Bourdieusian analysis, as well 
as indicators of cultural capital (Wacquant, 1993). Organizational titles work both at the symbolic 
and the material level through the representations they create and by means of their possible 
conversion into favourable working conditions or economic reward (Pierre Bourdieu & Wacquant, 
1992). The titles that can be obtained in department Q often contain the prefix ‘responsible’ 
indicating a role associated with accountability, obligation and importance.  

In her capacity as package responsible, Audrey also performs checks on the work 
procedure documentation her colleagues have made to see if they follow standards and guidelines. 
The nurses thus document their work to prove, first, that the work has been done and, second, that it 
has been done correctly. If errors are found, the package responsible nurse must talk to the nurse 
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about it. Some nurses expressed that being part of the Safer Hospital Programme impacts work 
significantly – and not always in a positive direction because it imports documentation as explained 
by Janet who, however, at the same time concede to the authority of the programme: 
  

We must document our choices and actions all the time and it takes much of our time. 
For example, if we introduce a venflon (peripheral venous catheter) into the vein of a 
patient, we must document why we chose to do so. It is a requirement stemming from 
the Safer Hospital programme. Well, they probably know that it makes a difference… 
(Fieldnotes). 
 

Another nurse, Natalie, explains how work in the department is throughout structured by rules that 
precede the nurses’ own judgement acquired through socialization and experience ‘all nurses carry 
a little book in their pocket, which explains the clinical guidelines for a whole range of practices. 
Because it’s impossible to know them by heart’ (fieldnotes).  

The data direct attention to how a relatively large number of rank and file nurses are 
offered to become part of quality management as a career option whereby they take responsibility 
for overseeing that their colleagues follow the standards and guidelines laid out by the different 
quality management concepts in the department of which the Safer Hospital Programme is the most 
pervasive. Moreover, some nurses have expanded the scope of their role to include the hiring and 
firing of colleagues into their particular area. These hybrid managerial positions create asymmetries 
and stratification among the nurses, yet their authority was in general accepted because the 
positions were connected with the realisation that the standards and procedures represented 
necessary improvements to care.  
 
Discussion and conclusion 

The contribution of this paper is to portray in ethnographic detail, examples of how the quality 
agenda materializes in practice and through a micro and macro analytical dialectic to generate an 
understanding of the apparent synergy between managerialism and professionalism in nurses’ 
hybrid managerial functions. Bourdieu’s praxeology building on the interlaced concepts of field, 
habitus and capital that tie together the subjective and objective dimensions of social life enabled 
consideration of the relationship between the macro level political context of quality and efficiency 
improvement, the meso level nursing professionalisation struggles, and the micro level experiences 
of quality managers in department Q.  

In the greater macro field of power, a grand narrative of science, emphasizing 
unanimity, rationality and ‘truth’ (Boje, 2001) is seen as a solution to quality related problems in 
healthcare. The narrative structures the quality agenda by defining ‘best practice’ (Ramirez, 
Byrkjeflot, & Pinheiro, 2016, p. 36; Triantafillou, 2007) as standardized evidence-based practice. In 
this way, quality management becomes a stake of the quality agenda, providing a space for new 
actors such as the Danish Society for Patient Safety to thrive. 

Quality management is of little interest to the medical profession who dominates the 
health professional hierarchy and sanctions the professionalization efforts of other health 
professions (Blomgren & Sahlin, 2007; Currie et al., 2012). Therefore, the quality agenda provides 
a possible space for the nurses’ professionalisation attempts (Wicks, 1998), which is a space for the 



17 
 

creation of professional differentiation, obtained through scientific knowledge that may be claimed 
as new cultural capital (Pierre Bourdieu, 1986) to inform practice. Science and evidence-based 
practice are thus components that are by many nurses regarded as the route to professionalisation 
and a more independent professional identity (Boge & Martinsen, 2006; Dansk Sygeplejeselskab & 
Sygeplejeråd, 2012; La Caze, 2008). However, clinical work and its organization are defined by the 
medical specialties that are owned by the medical professions (Abbott, 1988; Vinge, 2004). 
Therefore it can be argued that when nurses build their professionalization attempts on standards 
that predominantly rest on the knowledge legitimation and definitions of the medical profession, the 
historical relation between the two is reproduced (La Caze, 2008). The data illustrate how 
innovative collaboration with doctors is prestigious and how becoming ‘specialty responsible’ is 
one of quality managerial positions offered to the nurses. Indeed, in their article about professional 
closure nearly thirty years ago, Chua and Clegg (1990) suggested that nurses’ claim to 
professionalism should be made within the domain of care managerialism as this was the space not 
already occupied by doctors – thus, as a possible strategy defined by its (hierarchical) position in a 
space of possible strategies (Pierre Bourdieu, 1990, p. 16). 

Theoretically, the study highlights the complex dialectics between structural and 
agentic dynamics in the construction of good care and professional identity. While the professional 
hybrid term is quintessentially seen to envelope ‘disconnected pools of ideas’ (Burgess & Currie, 
2013, p. 132), assuming that professional and policy driven logics are in tension with one another 
(Currie & Spyridonidis, 2016; Noordegraaf, 2007), the ethnographic data demonstrate the 
interaction between what is often seen as ‘two logics’ (Martin et al., 2017, p. 1326) by showing how 
the portrayed group of nurses incorporated both hybrid managerial and enterprising activities in 
their day-to-day engagement with quality management without finding themselves in conflict with 
their socialized understanding of good care. The theoretical framework used enables an explanation 
of the functioning of this dialectic movement.  

The data thus show that meaningfulness of quality management emerges when habitus 
and field are in harmony or are ‘ontological complicit’ in Bourdieu’s words (1985a, p. 14), thus, 
when the nurses are like fish in the water because they feel they perform the highest standard of 
work. Nurses are socialized through education with a patient-centred approach to care and with 
values connected to moral values of ‘doing good’ for the patient (Beedholm & Frederiksen, 2015; 
Fagermoen, 1997). For the nurses who invest in the quality agenda, a tighter steering of practice 
seems to indisputably benefit patients and is thereby associated with care improvements. In this 
way, hybrid managerial work provides meaningfulness in care and a feeling of agency due the felt 
importance of the responsibilities connected to the hybrid managerial positions and an expanded 
scope of possibility and authority in practice. For these nurses, who are described as ambitious and 
‘past the point of basic care’, the new conditions of the field provide new capital in the shape of 
career options that match their dispositions (habitus) and enable them to profit from the possibilities 
of the quality agenda by converting them to titles and powerful positions in practice.  

In their roles, the hybrid managers in department Q take an accentuated stance in 
relation to the professionalisation disagreements within the profession by advancing nursing as 
progressive through an association with scientific-bureaucratic knowledge that materialize, among 
others, as standardisation packages and clinical guidelines and differentiates nurses and practices 



18 
 

through its symbolic connotations with care progress. The findings are thus contrary to the 
suggestions put forth in parts of the literature that the professionals feel that standards of care 
decrease due to quality management (Noordegraaf & Schinkel, 2011; Thomassen et al., 2017) or 
that they lose autonomy (Healy, 2009).  

Interestingly, the data show how ‘organizing for quality’ becomes a natural ingredient 
of hybrid management, as suggested by Noordegraf (2015, p. 188), because these nurses believe in 
the virtues of the quality agenda and its stakes and act accordingly. This belief is what Bourdieu 
(1996) terms ‘illusio’ as the field agents’ recognition of the field’s stakes as legitimate, meaningful, 
and worth struggling for. The nurses are proud ‘improvement agents’ – part of a local professional 
elite to whom the existing standards are sometimes seen as insufficient in ensuring good quality 
care. Therefore, it is only natural for them to invest creative energy in expanding and improving the 
standards and to motivate and discipline colleagues to ensure their full and correct implementation 
in practice. The study thus also highlights aspects of the ‘bureaucratisation paradox’ (Holm-
Petersen et al., 2015) that has been put forth as a problematic side-effect of the quality agenda, 
when these nurses’ activities unwittingly contribute to the building up of bureaucratic procedures in 
practice in an atmosphere where the health professions increasingly voice their criticism of what 
they see as a dramatic rise in bureaucratic tasks in care following the inception of various quality 
improvement measures (Boge et al., 2009; Holm-Petersen et al., 2015).  

Other studies report similar findings stating that when professionals perceive a match 
between their socialized understandings of good professional practice and managerial objectives 
stemming from policy, conflict free situations or synergies that allow the professionals to fully 
incorporate managerial logics into their professional practice as part of an invigorated professional 
identity may surface (Bejerot & Hasselbladh, 2011; Martin et al., 2017; Numerato et al., 2012). For 
example, in their study of medical quality registers in Sweden, Bejerot and Hasselbladh (2011, p. 
1618) found that the smooth integration of quality registers into ‘a new managerial regime’ was 
possible because it appeared as seemingly insignificant and neutral attempts to improve practice, 
something which appealed to the greater good. The study presented here extends these previous 
analyses of synergies between professional and managerial logics by providing insight into the how 
and why of quality management and, along these lines, it testifies to the importance of the symbolic 
constitution of the clinical work space. Thus, while the construction of good care and a professional 
identity along the fault lines of care managerialism have material effects in practice, their symbolic 
effects are no less important. Bourdieu uses the term ‘symbolic alchemy’ to explain how these 
effects are effective because they go unseen by the members of a field who are ‘taken in by the 
game’ (Pierre Bourdieu & Wacquant, 1992, p. 116). Knowledge and managerial systems are 
cultural products (McMurray, 2011) that create ‘real social effects’ as divisions among practices 
and practitioners by imposing a particular perspective on good care and competent practitioners, for 
example, by the use of particular categories as discursive tools (Wacquant, 1993) such as ‘best 
practice’ and ‘quality’ as well as the authoritative force of numbers ‘100 lives’, ‘1000 patient 
harms’, and emotionally charged representations such as ‘dance around the Christmas tree’. Thus, 
knowledge and managerial systems in healthcare go beyond the instrumental purpose of providing 
the best evidence for practice (McMurray, 2011). They are too stakes in ideological battles. 
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The paper provides new ground for a discussion of what professionalism is in the 
context of quality reform. The data presented here exemplifies how reform goals come to represent 
new opportunities for professional growth at both micro and meso field levels and thus for 
acknowledging diverse professionalization strategies along with what potentially inspires 
meaningfulness in work. NPM related reform has brought forth the concept of enterprise with 
connotations of private sector activity and market regulation and it has been argued that nurses, as 
other public sector professions, must accommodate to such market logics (Bejerot & Hasselbladh, 
2013; Croft et al., 2015; Gilbert, 2005). It is interesting that traits of enterprise, as described by du 
Gay, Salaman, and Rees (1996) in Doolin (2002), such as ‘initiative’, ‘self-reliance’ and ‘the ability 
to act responsibly for oneself and one’s actions’ to a large extent describe the way quality 
management is approached by the hybrid managers in department Q. In relation to public sector 
professions, these traits are often expounded in a pessimistic light in the research literature. The 
data, however, demonstrated how science is the mediating logic between managerialism and 
professionalism and provides the clinical and symbolic capital that allows nurses to whole-heartedly 
sponsor the quality agenda while restoring professional pride in work. Moreover, they emphasize 
the materialization of wider field level ideologies in practice. Thus, the nurses acquire an important 
and strategic role, not only as knowledge brokers (Burgess & Currie, 2013), between field level 
knowledge connected to the quality agenda and shop floor colleagues, but also as resources of the 
quality agenda that bridge political ambition and professional interests and thereby ensure its 
effective implementation in practice.  

Future research could usefully illuminate the development in hybrid managerial 
positions in the public sector and beyond to ask questions that concern professional identity 
development, work related capital, and the dialectic between macro and micro forces that enable the 
emergence of various professional roles that are perceived as meaningful by practitioners in diverse 
organizational contexts. 
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