
 

 

 

 

 

 

BAM2014 
This paper is from the BAM2014 Conference Proceedings 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

About BAM 

The British Academy of Management (BAM) is the leading authority on the academic field of 

management in the UK, supporting and representing the community of scholars and engaging with 

international peers.  

http://www.bam.ac.uk/ 

 



Abstract 

This paper examines the inter-related categories of institutional work conducted by an 
institutional entrepreneur engaged in the diffusion and embedding of patient-centred Type 1 
diabetes education in Austrian hospitals. Diffusion is an ongoing process involving the 
creation and maintenance of supporting institutions and organizations alongside the adoption 
of new patient services; where ‘small wins’ are accrued that attract new supporters and 
resources (finance, power, and prestige) and, just as importantly, retain existing supporters 
over time. 

Our research reveals the breadth and depth of the institutional work required to create 
institutions powerful enough to diffuse and embed patient-centred diabetes care in Austria. 
Our analysis supports the Hargrave and van de Ven critique that the creation of new 
institutions requires the integration of institutional maintenance work with overtly creative 
institutional activity. 

Keywords: institutional work, hospitals, diffusion, diabetes. 
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1. INTRODUCTION 

This paper examines the development of patient-centred education for type 1 diabetes in 
Austria over a twenty year period. In that time, radical changes have occurred in diabetology 
- the specialist field of medicine concerned with the clinical science of diabetes mellitus – 
and in the treatment of type 1 diabetes patients in hospitals. Type 1 diabetes is a chronic 
condition which occurs following the autoimmune destruction of insulin-producing beta cells 
of the pancreas. In northern Europe, type 1 diabetes currently accounts for around 10 per cent 
of all adults with diabetes, and is the most common type of diabetes found in childhood. 
Untreated, the condition is ultimately fatal. The condition is controlled by a combination of 
supplemental insulin (most commonly self-administered via injections several times per day), 
a healthy diet, and regular physical activity. Complications arise when a person’s HbA1c 
blood glucose levels lie outside the healthy range of 4.0 to 7.0 mmol/l. Blood glucose levels 
below this range can result in seizures or episodes of unconsciousness, requiring emergency 
treatment. Blood glucose levels above this healthy range can lead to long-term damage to 
eyes, nerves, and internal organs (heart and kidneys). Patient-centred education is a key 
component within a radically new approach to treating diabetes. The diffusion and 
embedding of type 1 patient-centred education is an ongoing process involving institutional 
change alongside the adoption of new patient services. 

Research by Djellal and Gallouj (2005), Metcalfe et al (2005), Windrum and García-Goñi 
(2008), Consoli and Mina (2009), Salge and Vera (2009), and Salge (2012) highlight the 
complex, dynamic multi-institutional relationships involved in developing and implementing 
new medical services and procedures in hospitals (see Thune 2013 for an overview). Consoli 
and Mina (2009) highlight the connecting role played by one particular type of hospital – the 
research hospital – within the health innovation system. Academic medical centres and 
university hospitals are key sites of health innovation, linking experimental phases of 
research (i.e. clinical trials) and basic science in the development and testing of new drugs 
and new medical devices. Windrum and García-Goñi (2008) emphasise the extent to which 
innovations in the General Hospital setting are shaped by the interests of internal and external 
stakeholders – medical practitioners, regional and national public policy makers, plus patients 
and their advocate groups (e.g. third sector health charities). Interactions between these 
different stakeholders not only influence whether an innovation is developed or not, and how 
long it takes to diffuse, but also the type of new health services which are developed. 

This paper links the research on hospital service innovations to neo-institutional research on 
the construction and maintenance of professional medical institutions (e.g. Ferlie et al. 2005, 
Colyvas and Powell 2006, Lawrence et al. 2009, Currie et al. 2012, Waring and Bishop 
2013). Ferlie et al. (2005) have highlighted the role of medical professions in retarding health 
innovations, even where these innovations are supported by strong clinical evidence (e.g. 
random control trials). The structural position, hierarchies, and institutionalised practices of 
medical professions are closely tied to professional identities and boundaries. New 
innovations that challenge, or are not recognised by, existing professional institutions are less 
likely to diffuse. 
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The case study examines the different categories of institutional work that Thomas Pieber, an 
institutional entrepreneur, has conducted in the development and diffusion of patient-centred 
diabetes education for type 1 diabetes in Austria. This was a complex process that requires 
the enrolment of key medical practitioners, health insurance companies, politicians and other 
stakeholders over a twenty year period. Through a series of qualitative face-to-face 
interviews with a set of different actors - social insurance funders, hospital diabetologists, 
cardiologists, and senior members of the physicians chamber, as well as Thomas Pieber - we 
conduct an in-depth, multi-perspective analysis of the key challenges which presented 
themselves over this period, and how these challenges were successfully negotiated. 

Patient-centred diabetes care is a radical innovation that challenges established institutions in 
diabetology. It recognises that diabetes is a chronic condition that is largely managed by the 
patient. Self-management plans are developed and maintained through collaboration between 
patients, who bring to the table their concerns, priorities, knowledge and resources, and the 
clinical expertise of healthcare professionals. This is very different to the traditional patient-
practitioner relationship. The patient-centred model also challenges the existing power base 
of the hierarchy amongst medical professionals in the hospital setting. For type 1 patients, the 
services of dieticians, podiatrists and diabetes nurses in hospital outpatient departments are at 
least as significant as the inpatient senior hospital consultant. 

A key component of patient-centred diabetes care is the education programme which patients 
receive shortly after initial diagnosis. In patient-centred education, the healthcare professional 
does not ‘teach’ but instead mediates discussions between a group of patients on key areas of 
diabetes health and self-management. The healthcare professional adopts a facilitating role, 
asking open questions, helping individual patients to look at alternatives, and assisting in the 
setting of behaviour-based goals. The patient-centred programme therefore focuses on ways 
patients can learn to use and critically appraise information on diabetes, on how they translate 
this information to their own individual circumstances, and on their learning about the 
benefits of interacting with other patients who face the same set of issues as themselves. 
Importantly, patients also learn how to frame questions, and engage in an open discourse, 
with the healthcare professionals who mediate the programme. In this way, patients gain 
confidence in voicing their concerns and interacting with healthcare professionals. 

The case study contributes to research on professional institutions and innovation diffusion. 
Diffusion is not a sequence of unique adoption events by individuals. Rather, it is  an ongoing 
process involving the creation and maintenance of institutions and organizations; where 
‘small wins’ are accrued that attract new supporters and resources (finance, power, and 
prestige) and, just as importantly, need to retain existing supporters over time.  

We link research on hospital services innovation to the structure-agency discourse on 
institutional entrepreneurship in healthcare. Following Waring and Bishop (2013), we draw 
upon sociological theory that avoids reducing social explanations to either structure or 
agency, but instead sees them as mutually constituted (Emirbayer & Miche, 1998; Giddens, 
1984; Sewell, 1992). Medical practice is inherently influenced by prevailing social structures 
that shape how individual practitioners make sense of, and act upon, their world. These 
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structures are re-created over time through recursive social practices. Institutional 
entrepreneurs are practitioners who are knowledgeable, reflexive agents that act upon, and are 
able to change, their environments, relationships and identities.  

The findings of our case study challenge the argument that institutional change requires 
leadership from an embedded, endogenous actor with high professional status. Prior 
empirical research by Reay et al. (2006) suggests this is a pre-requisite for implementing 
change and legitimising a new institution. Thomas Pieber was a newly qualified doctor, 
without status or standing, when he started to engage in institutional work to diffuse and 
embed patient-centred diabetes care in Austria. His professional status and position within 
diabetology grew over time as a consequence of his institutional work to create a supporting 
network of stakeholders strong enough to diffuse and embed patient-centred diabetes care in 
Austria. 

Our research contributes to the debate on the types of institutional work that are used to 
create new institutions. Our research frame has been guided by the Lawrence-Suddaby 
taxonomy of institutional work practices. In applying this frame to the diabetes case study, 
we find that categories of work previously considered tied to the maintenance of existing 
institutions were used in the creation of new institutions, integrated with categories of work 
that are more obviously associated with institutional creation. This lends support to the 
Hargrave and van de Ven (2009) critique. All institutional actors must embrace the 
stability/change contradiction. They must engage in categories of institutional work whose 
goal is to attract new members to a specialist medical field and simultaneously engage in 
work that aims to retain the support of members. 

 

2. INSTUTIONAL WORK FOR CHANGE 

Institutional work is positioned within the sociology of practice perspective. This focuses on 
the situated actions of individuals and groups as they cope with, and respond to, the demands 
of everyday life (De Certeau 1984). Institutional work in organizations is the purposeful 
action of individuals in (the often mundane) day-to-day adjustments, adaptations and 
compromises aimed at creating, maintaining and disrupting institutions (Lawrence and 
Suddaby 2006, p.215). Rendering institutional work visible requires rich, detailed case 
studies. Key contributions to this literature include Colyvas and Powell (2006), Lawrence and 
Suddaby (2006), Lounsbury (2007), Maguire et al. (2004), Reay et al. (2006), Seo and Creed 
(2002), and Zilber (2002). 

Much of the research conducted on institutional work has addressed the way(s) in which 
professional power and hierarchy impedes attempts to innovate and change. For example, the 
case studies of Ferlie et al. (2005) identify important social boundaries between different 
professional medical staff – doctors, nurses, and other medical practitioners – who are 
socialised along uni-disciplinary lines which are sealed-off, even (or perhaps especially) from 
neighbouring professional ‘communities of practice’. Strong social and cognitive boundaries 
are constructed around a community of practice, with the legitimacy of change to any 
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professional group heavily influenced by their perception of its implication for existing 
distribution of power, resources and jurisdiction in the wider healthcare system.  

We address the institutional work which has, as its goal, institutional change in healthcare. 
There is far less research in this area. Of that which does exist, Reay et al.’s (2006) study 
significantly contributes to the understanding of institutional work in healthcare. Senior 
practitioners in Canada used their embedded position to legitimise a new institution; the nurse 
practitioner. They cultivated opportunities for change, fitting a ‘new’ way into established 
systems, and proving its value to others in the system. The process was slow, involving a 
series of ‘small wins’. The small scale of the wins were such that they did not prove 
immediately threatening to other actors, who did not engage in institutional work to maintain 
the status quo. Yet, as small wins accumulated, so institutional contradictions between 
espoused values and actual behaviours were made increasingly visible. Eventually, a critical 
mass of actors in the field recognised the misaligned interests and, hence, the need for 
change. Researchers in other fields similarly find an actor’s hierarchal position to affect their 
propensity to engage in institutional work (e.g. Garud et al., 2002; Greenwood and Suddaby, 
2006; Jain and George, 2007; Maguire et al., 2004; Oakes et al., 1998; Seo and Creed, 2002).  

What is interesting about our case study is that the institutional entrepreneur initially held a 
low hierarchal position. Thomas Pieber was a newly qualified diabetologist without position 
or prestige. He needed to engage in many categories of institutional work to create and 
legitimise patient-centred institutions in the Austrian diabetology community.  

Lawrence and Suddaby (2006) develop a taxonomy of different types of institutional work. In 
this taxonomy, particular types of work are considered to be tied to the creation of new 
institutions while other types of work are tied to the maintenance of existing institutions 
(Table 1 below). 
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Aim of the 
institutional 
work 

Category of 
institutional work 

Institutional work Definition 

Creating 
institutions 

Overtly political work Vesting Creating rule structures that confer 
property rights 

Defining Constructing a rule system: status, 
identity, membership, hierarchy 

Advocating 
 

Mobilising political and regulatory 
support through direct and 
deliberate techniques of social 
persuasion 

Shaping actors’ belief 
systems 

Identity construction Constructing identities and 
relationship between actors and the 
field 

Changing norms Re-making the connections 
between sets of practices and the 
moral and cultural foundations for 
those practices 

Reformulating 
normative associations 

Constructing inter-organizational 
connections through which 
practices become normatively 
sanctioned 

Creating abstract 
categorisations 

Mimicry Leveraging taken-for-granted 
practices, technologies and rules, by 
associating the new with the old 

Theorising Developing and specifying abstract 
categories, and the elaboration of 
chains of cause and effect 

Educating Educating of actors in skills and 
knowledge necessary to support the 
new institution 

Maintaining 
institutions 

Ensuring adherences to 
rule systems 

Enabling Creating of rules that facilitate, 
supplement and support institutions 

Policing Ensuring compliance through 
enforcement, auditing and 
monitoring 

Deterring Threat of coercion to inculcate the 
conscious obedience of institutional 
actors 

Reproducing existing 
norms and belief 
systems 

Valorising/demonising Providing positive and negative 
examples that illustrates the 
normative foundations of an 
institution 

Mythologizing Mythologizing of one’s history 
Embedding and 
routinizing 

Infusing the normative foundations 
of an institution into the 
participants’ day to day routines 
and organizational practices 

 

Table 1.  Lawrence-Suddaby Taxonomy of Creative and Maintenance Work 

 

Three categories of institutional work in the taxonomy are tied the creation of new 
institutions: political work, configuring actors’ belief systems, and creating abstract 
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categorisations. Each of these categories comprise distinct forms of institutional work. 
‘Political’ work involves actors reconstructing rules, property rights and boundaries which 
define access to material resources through the activities of vesting, defining, and advocacy. 
‘Advocacy’ is particularly important in the creation of institutions. Advocacy typically 
involves the creation of common-interest associations or organizations which are formally 
established in order to represent a group and to lobby on their behalf. This work entails 
lobbying for resources, promoting agendas, and proposing new or attacking existing 
legislation. Closely related is ‘defining’ work, which involves the construction of rule 
systems that confer status or identity, define boundaries of membership, or create status 
hierarchies within a field. 

Constructing identities, changing norms, and constructing networks are important for 
configuring actors’ belief systems. ‘Identity construction’, as a form of institutional work, is 
central to creating institutions because identities describe the relationship between an actor 
and the field in which that actor operates. A different form of work aimed at creating new 
institutions involves the ‘reformulating of normative associations’; i.e. re-making the 
connections between sets of practices and the moral and cultural foundations for those 
practices.  

A third category of actions involves mimicry, theorising, and educating. These actions are 
designed to create abstract categorisations. Lawrence and Suddaby view templating, 
theorising and educating forms of institutional work as more strongly associated with the 
extension and elaboration of institutions than with the creation of strikingly new institutions. 
‘Mimicry’ can provide a powerful means for new entrants into a domain to legitimise and 
institutionalise new practices, rules and technologies (DiMaggio and Powell 1983). 

The taxonomy identifies a number of actions as exclusively concerned with the maintenance 
of established institutions. Enabling work refers to the creation of rules that facilitate, 
supplement and support institutions. This may include the creation of authorising agents 
needed to carry on institutional routines, or to divert financial and other resources required to 
ensure institutional survival. Enabling work introduces certainty into institutional 
arrangements, allowing actors to avoid intra-institutional conflict through the construction 
and maintenance of intra-professional agreement over boundaries, membership and 
behaviour. Policing ensures compliance through enforcement, auditing and monitoring. 
Policing can involve the use of both sanctions and inducements, often simultaneously and by 
the same agents. This may include using the legal apparatus of the state by a non-state actor 
to police an institution. Less overtly conflictual enforcement strategies for maintaining 
institutions have also been described, particularly in professionalized fields where auditing 
and monitoring are often enough to ensure compliance. Valorising and demonising work 
maintains institutions by providing for public consumption especially positive and especially 
negative examples that illustrate the normative foundations of an institution. Valorising and 
demonising represent institutional work in which actors identify and evaluate the moral status 
of participants in the field, both as an enactment of institutionalized beliefs and as way of 
maintaining the power of those beliefs. 
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Whereas, valorising, demonising and mythologizing provide discursive resources, embedding 
and routinizing involves actively infusing the normative foundations of an institution into the 
participants’ day-to-day routines and organizational practices. Institutions, thus, are 
maintained and reproduced through the stabilising influence of embedded routines and 
repetitive practices such as training, education, hiring and certification routines and 
ceremonies of celebration. Institutional work can also maintain institutions by routinizing the 
reproduction of shared frameworks of members, through recruitment practices. 

A critique by Hargrave and van de Ven (2009) proposes that work categories in the 
Lawrence-Suddaby taxonomy are not mutually exclusive. The demarcation is, they argue, 
difficult to square with a fundamental processual contradiction that all institutional actors 
must embrace: the stability/change contradiction. Evolution in a field can be pushed in new 
and unexpected directions by changes in external, pan-institutional factors such as 
technology, demographics, and new political and social challenges. All actors must 
effectively address these external challenges, while simultaneously creating stability within a 
field. 

Hargrave and van de Ven do not present empirical evidence but argue that, logically, 
institutional actors - incumbents or challengers alike - are most effective when they take a 
both/and orientation towards creative and maintenance work than if they take an either/or 
orientation (ibid, p.129). An incumbent must offer the promise of change and continued 
advance, and convince constituents that they are better served to address change than 
challengers. Challengers, seeking to change institutions, must undermine existing 
arrangements and suggest alternatives. In addition, they must offer their members security. 
Leaders must preserve the attractive elements of existing institutions during the process of 
challenging and disrupting. Hence, challengers must engage in types of work that are 
orientated towards maintenance as well as institutional creation. 

Our case study examines the different categories of institutional work that Thomas Pieber and 
his colleagues at Graz University Clinic have conducted to diffuse a new set of institutions 
and institutional practices around the alternative, patient-centred health model of care. Of 
particular interest, for the Hargrave and van de Ven critique, is whether institutional 
challengers engaged in categories of work previously identified with institutional 
maintenance. 

 

3. METHODS 

Rendering institutional work visible requires rich, detailed case studies. Semi-structured, at 
multiple time points over a six year period, have been conducted with eight key actors closely 
engaged with the diffusion and embedding of type 1 diabetes education in Austria. The 
advantage of longitudinal interviews is that these enable insight into the key challenges which 
presented themselves over this period, and a multi-perspective analysis of how these 
challenges were negotiated.  
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The interviewees were carefully selected to provide multiple perspectives on the challenges 
faced by Pieber and colleagues in Graz, and the types of institutional work with which they 
were engaged. Selected interviewees are senior diabetes doctors and a specialist nurse, senior 
practitioners from medical fields directly connected to diabetes care in hospitals, and senior 
representatives from the Styrian Compulsory Health Insurance Fund and from the Styrian 
Physicians’ Chamber Social Insurance Fund (table 2 below).  

 

ID#  
1 Senior diabetology consultant 
2 Senior diabetology consultant 
3 Senior diabetology consultant 
4 Senior diabetes nurse 
5 Senior cardiology consultant 
6 Senior nephrology consultant 
7 Senior manager Social Insurance Fund 
8 Senior member of Physicians Chamber 

 

Table 2. ID# and Organization Position of Interviewees 

 

Interviews followed a common thematic guide related to key events and challenges in the 
development, diffusion and embedding of type 1 patient-centred education in hospitals, the 
organisation of inpatient and outpatient services in hospitals, the role of external stakeholders 
in affecting change, the role of professional networks, and education/training of practitioners. 
They ranged in length between 60 and 120 minutes, with an average duration of around 70 
minutes. The interviews were carried out in private offices or meetings rooms and all were 
audio-recorded with the consent of participants. All recorded interviews were transcribed 
verbatim for the purpose of data analysis.  

A range of documents and other evidence were collected to contextualise and extend 
ethnographic analysis. These include original source / archive material such as teaching 
materials from early postgraduate courses in clinical diabetology held in Graz, with lists of 
participants, keynote speakers, and themes addressed in the courses; syllabus materials for 
undergraduate medical students taking courses in patient-centred care in Austria; regional and 
national policy documents on diabetes care reforms; peer-reviewed articles by Austrian 
diabetologists published in specialist diabetes journals; and policy discussion documents by 
diabeteologists. 

Data analysis was informed by the principles of interpretative grounded theory (Strauss and 
Corbin 1990). This involved an iterative process of coding, constant comparison and 
elaboration of emerging themes. First order coding was undertaken by all authors, with 
regular meetings to cross-reference and compares codes. Codes and categories were 
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constantly compared for internal consistency, grouping, thematic relationship and relevance 
to existing research. 

In line with our theoretical approach, our analysis developed a descriptive account of how 
Thomas Pieber and colleagues at Graz sought to overcome challenges from within their field, 
and external barriers, to diffuse and embed of type 1 diabetes education in general hospitals 
in Austria. This involved categorising different types of institutional work and, through cross-
analysis, analysing the success and failure of different combinations of interrelated 
institutional work activities. 

 

4. CASE STUDY 
 

4.1 External pan-institutional change 
 

Hargrave and van de Ven (2009) suggest that the evolution of a field can be pushed in new 
and unexpected directions by changes in external, pan-institutional factors. Key factors 
affecting change in diabetology from the 1980s onwards were, first, the rapid increase in the 
incidence of diabetes worldwide, which has made diabetes both a major social and health 
issue, and scientific/technological advances in measuring blood glucose and in insulin 
administration. 
 
In terms of personal cost, diabetes impacts patients’ life expectancy and their health-related 
quality of life (HRQoL). It is estimated that diabetes reduces life expectancy by up to 10 
years (American Diabetes Association/Hogan et al 2008). The risk of developing 
complications due to hyperglycemia depends on severity and duration.  UKPDS35 (Stratton 
et al. 2000), the largest prospective, randomized study to date, estimated that for a newly 
diagnosed patient aged 52, a reduction in HbA1c from 9.0 mmol/l to 7.0 mmol/l will reduce 
total lifetime health expenditures by 20%. 

Three scientific/technological developments have been, first, the HbA1c test devised in 1979, 
which provides a more precise blood glucose measurement. Second, the finger prick blood 
test kit that enabled patients, for the first time, to accurately monitor their own blood glucose 
levels. The third development was the introduction of basal-bolus insulin as an alternative to 
premixed insulin. Premixed insulin suffered from poor flexibility in practice, with an 
increased risk of hypoglycaemia, because it requires patients to a rigidly adhere to a fixed 
meal plan. The basal-bolus insulin strategy more closely mimics physiological insulin 
secretion. A basal, or background insulin, is a longer-acting insulin and is usually taken once, 
each evening, to control your blood glucose levels during the night and the following day. 
Bolus insulin is short-acting insulin that is taken three times a day, at each mealtime. It can be 
taken immediately before, during, or after a meal. Importantly, the quantity of insulin can be 
adjusted by the patient, according to the size and type of meal. Small meals containing lower 
amounts of sugar require less insulin to be taken, while larger meals with higher amounts of 
sugar require more insulin.  
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These scientific/technological developments opened up new, unexpected opportunities for 
diabetes care. However, these development do not, in themselves privilege existing or new, 
alternative practices and institutions within diabetology. Moreover, it was unclear in the 
1980s and early 1990s what an effective ‘alternative’ could be.  

 

4.2 Status of the institutional entrepreneur 

Thomas Pieber has played a key role in the diffusion and embedding of type 1 patient-centred 
education in Austria for over twenty years. Jean-Philippe Assal in Geneva, Switzerland and 
Michael Berger in Dusseldorf, Germany were the pioneers of patient-centred diabetes 
education, working in the late 1980s. Thomas Pieber views himself as an exponent of the 
‘Dusseldof model’. He explains that he was driven by frustration with the traditional 
treatments in diabetelogy to search out new ideas abroad, travelling to Dusseldorf in 1989 to 
learn about the new, patient-centred approach being developed there.  

At the outset, Pieber faced an important problem. He was not an established embedded actor 
within the Austrian diabetes community. On the contrary he was an outsider; a newly 
qualified doctor working in Styria without professional power or standing in the diabetes 
community, and without personal links to the key professional organisations located in 
Vienna.  

In order to promote the Dusseldorf model, Pieber worked to establish his position as an 
expert in diabetes health in Austria. He completed a PhD, publishing extensively in leading 
international peer-reviewed diabetes journals. He became an Associate Professor at Graz 
University Clinic in 1997, after finishing his degree as a physician in 1989, and then 
specializing in internal medicine (Innere Medizin) (qualified in 1993). Pieber engaged with a 
set of like-minded colleagues at the Graz University Clinic. He persuaded the Chairman of 
the Clinic to invest in more personnel, and in 1992 secured funding from a pharmaceutical 
company to pay for a full-time specialist nurse to deliver the structured type 1 education 
programme. This group became an important locus for change within the University Clinic, 
and their work affected change in General Hospitals in the Styria region, and across Austria. 

Pieber et al (1995) is a key publication. It raised the profile of the Graz group in Austria, and 
internationally. It reports the clinical trial results of the first application, in Austria, of the 
Dussedolf 5-day training course on insulin control with food and exercise for patients with 
type 1 diabetes. One notable difference was that the Graz programme demonstrated that this 
education programme could be delivered in the hospital outpatient setting, with patients 
attending the programme each day and returning home. The original Dusseldorf programme 
had hospitalised patients for the 5 day period. The location of patient education in the 
outpatient setting subsequently became standard practice in General Hospitals, not only in 
Austria but in other countries as well. 

Pieber found that this clinical evidence was not, of itself, sufficient to effect change. Indeed, 
despite the clinical evidence, he and other early advocates of patient-centred care met strong 
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and overt professional resistance from leading figures within the Austrian diabetelogy field. 
A key event was the move to exclude Pieber from the Austrian Diabetes Society (ÖDG) in 
1995, following the first Annual Postgraduate Course in Clinical Diabetology held in Graz. 
Pieber was the main organiser of the course, and had invited senior members of the ÖDG to 
be guest speakers and be involved in the thematic workshops.  

“We invited [the senior ÖDG members] in order to demonstrate that we were 
genuinely interested in improving diabetes care… But they felt even more threatened. 
They saw us as outlaws”. (ID1) 

The move to exclude Pieber from the ÖDG followed shortly afterwards. He was called up to 
the President of the ÖDG to explain his actions. The process lasted a couple of years before 
the motion to exclude Pieber was overturned. 

This key event had an important impact on Pieber’s thinking and actions. He recognised the 
dangers inherent in developing yet another isolated solution in one hospital which would not 
be translated into a comprehensive change across the health system. It was necessary, he 
believed, that critical mass within the diabetology community needed to be built if systemic 
changes were to be achieved. To this end, Pieber engaged in an extensive range of 
institutional work aimed at building a strong supporting network and extensive 
communication of the new concepts of patient-centred diabetes care. The various types of 
institutional work are considered in the following sections of the paper. The significant point 
is that it was his extensive engagement in institutional work that raised Pieber’s status within 
the Austrian diabetology community. 

The change in personal status and power was acknowledged by a subsequent change of tack 
by the traditionalists. They invited Pieber to serve as President of the ÖDG. While the ÖDG, 
remains a largely conservative organization, reflecting the views of the majority of diabetes 
doctors in Austria, this move recognised the success of Pieber and other early supporters of 
patient-centred care in Austria in gaining support, particularly amongst newly qualified 
diabetology doctors.  

 
4.3 Institutional work to change diabetelology in Austria 

 
4.3.1 Shaping and reproducing norms and belief systems, creating abstract 

categorisations 

Lawrence and Suddaby (2006) suggest that the institutional work that configures actors’ 
belief systems often leads to new institutions which are parallel, or complementary, to 
existing institutions, but do not directly challenge the pre-existing institutions. However, 
material collected through interviews with leading practitioners and through examination of 
literature written by patient-centred advocates, indicates that this was not the case in 
diabetelogy. Further, it is apparent from our collected material that activities involving the 
shaping of norms and beliefs (identity construction, reformulating normative associations, 
constructing normative networks) are tightly coupled to activities involving the reproduction 
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of norms and beliefs (valorising/demonising, mythologizing, and embedding and routinizing), 
and the creation of abstract categorisations (mimicry, theorising, and educating).  

Mythologizing and construction of identity are interwoven in the way patient-centred 
diabetologists portray the situation faced in the 1980s and early 1990s. The following quotes 
clearly indicate their interpretation as this being a period of ‘crisis ‘and ‘discontinuity’ within 
their field, with a ‘clear need’ to develop new institutions of practice, new norms and beliefs, 
and radically new hospital services for type 1 diabetes. 

“There was a clear need to do something. We could not continue with the old 
methods of treatment. But we did not know what else could be done, or how.” 
(ID2). 

“Sectioning patients was not working. Blood glucose levels were brought under 
control when they were placed in hospital, for up to a week, but became 
uncontrolled when they went home. The problem was that the rigid regiment of diet 
and exercise was not sustainable in everyday life. It simply didn’t fit.” (ID3)  

 

We find that changes brought by scientific/technological advances in blood glucose 
measurement and testing, and insulin treatment, are viewed by patient-centred practitioners as 
having pushed their field in a very particular direction, i.e. one that ‘naturally’ necessitated 
the need for, and development of, patient-centred diabetes care. 

“Patients were liberated from the rigid lifestyle regiment required by premixed 
insulin... They could now lead normal lives” (ID3). 

“95 per cent of diabetes care is now carried out by the patient. Doctors have very 
little control over how patients manage their illness between visits… When day-
to-day management was placed in the hands of the patient, there needed to be a 
different patient-practitioner relationship, and a different type of care” (ID4). 

 

‘Traditionalists’ are portrayed as resistant to embracing these scientific/technological 
changes, and not trusting patients to manage their own condition.  

“It was not just a question of [patient] knowledge but motivation. Many 
traditionalists [diabetologists] were unconvinced that patients would have the 
motivation to effectively control their diabetes… The ability to eat more sugar and 
balance this with insulin could lead to patient developing lifestyles that are more 
unhealthy” (ID1). 

 

In these accounts we see the construction of identity interwoven with devices for valorising 
patient-centred and negating/demonising traditional practice, and a mythologizing of the 

13 
 



origins of the patient-centred model, connecting its development to scientific/technological 
precursors, and a claim that this model uniquely meets the social and medical need for a new 
approach to diabetes care. 

In the research and policy literature produced by patient-centred diabetologist we find other 
ways in which this group of diabetologists seek to distinguish themselves from others within 
their field. Of particular note are normative associations and links with external 
commentators calling for general reforms in health systems and care. In their policy 
discussions, patient-centred diabetologists cite authors such as Barlow et al. (2002), Anderson 
and Funnell (2005), Hibbard et al. (2007), and Ham (2010) who, in various ways, argue that 
the dominant health institutions found in hospitals, and the organizations of national health 
systems around general hospitals are a historical legacy of the early- to mid-20th century, 
when the treatment of acute illnesses was the primary health issue. In the early 21st century, 
the key health challenges facing hospitals, and health systems as a whole, are chronic 
conditions, such as diabetes and age-related conditions. The strong assertion put forward by 
these authors is that the shift in need requires different models of health care, and the 
development of different sets of supporting institutions (see, e.g.Hibbard et al. 2007; Ham 
2010).  

It is proposed that a macro level redesign of health delivery systems is needed, with a new 
system primarily organized around an acute, reactive and episodic model of care that 
effectively treats chronic health conditions. At the micro level, the call is for a refocusing of 
health services to patients living with chronic conditions, and their health and social needs. 
This, it is argued, requires a re-definition of roles and responsibilities between the patient and 
the healthcare professional in the daily management of care.  

The views expressed by these external policy commentators complement diabetologists 
advocating the patient-centred approach. In constructing normative associations with external 
advocates of change, they portray themselves as ‘progressive’ and part of an international, 
trans-disciplinary movement of reform. By implication, other diabetology groups are cast as 
conservative, non-progressive ‘traditionalists’. 

Patient-centred diabetologists strongly associate with evidence-based medicine (EBM) and 
the Cochrane Database. Although these are trans-field organizations, advocacy of the EBM 
and Cochrane sets apart patient-centred diabetologists from other groups of diabetologists. 
Evidence-based medicine (EBM) is the application of the scientific method to all aspects of 
clinical practice and therapy. In principle, a practice or therapy should only be applied if there 
is empirical evidence that it has a proven beneficial effect for a specific condition. Supporters 
of EBM claim it ‘democratises knowledge’ by taking the scientific base beyond 
pharmaceutical treatments and, by implication, the vested interests of pharmaceutical 
companies; that it teaches patients and practitioners to identify and discuss the clinical 
evidence, and how this should be translated into patient care.  

The Cochrane Database of Systematic Reviews (CDSR) is a leading resource for systematic 
reviews in health care, and is important to EBM. CDSR is independent of the pharmaceutical 
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industry. Of particular importance for patient-centred diabetologists is the Cochrane Review 
Group for Endocrinology and Metabolic Diseases. Each ‘Cochrane Review’ is peer-reviewed, 
prepared and supervised by a Cochrane Review Group (editorial team) in The Cochrane 
Collaboration. 

 

4.3.2 Need to maintain ‘small wins’ 

Embedding and routinizing are key activities because diffusion is not a one-off event but an 
ongoing process involving the maintenance of supporting institutions and organizations; 
where ‘small wins’ in attracting new supporters and resources (finance, power, and prestige) 
over time must be retained and maintained. 

The ongoing nature of the diffusion process was highlighted in our discussions with senior 
patient-centred diabetoligists; 

“The patient-centred model is more difficult for doctor. It requires different, social 
skilss, in which they may not be trained or are not confident. And it takes far 
longer… It requires long periods of listening to patients, working through 
different options, trying to find out where things may be going wrong. This 
requires different, social, skills... It’s easier and quicker to simply tell them what 
you think is wrong, prescribe a plan of action and then expect the patient to adhere 
to your plan.” (ID3). 

 

Tensions between the patient-centred and the traditional approach are replicated in training 
current training of internal medicine (Innere Medizin) students. As well as receiving patient-
centred education modules, they receive modules that are grounded in the traditional 
approach, and the traditional approach is invariably reinforced when young doctors enter 
their hospital training; 

The [patient-centred] concept is demonstrated to them as medical students but 
then they start working as doctors and learn that it is still the senior consultant 
who tells the patient ‘I know what is wrong with you. You need this particular 
surgery and then everything will be fine again’. And the patient says ‘Yes, yes, 
thank you’ and just follows it. So in practice they see the discrepancy. Also, the 
‘thought leaders’ who maintain the traditional model are also involved in 
teaching, so students recognise the discrepancy…So the system brings them back, 
more or less, to the old way.” (ID1). 

 

Another issue is the lack of specific funding from the social health insurance to cover the 
costs of delivering of type 1 patient-centred education in hospitals. As a result, delivery 
across Austria is not uniform.  
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“Courses are delivered in hospitals where senior administrators are willing to 
internally finance patient-centred education, and where there is a patient-centred 
diabetoligist who champions structured education and is able to deliver the 
course... But there is often just a part-time nurse to deliver the programme, and 
courses may be a shortened to a 2 or 3 day version of the complete [5-day] 
programme.” (ID2). 

 

The types of work required to capture and then maintain ‘small wins’ is discussed in the 
following sections. 

 

4.3.3 Overtly political work, education, and ensuring adherence to rule systems 

We find links between activities, belonging to different categories of work in the Lawrence-
Suddaby taxonomy, in two of the organisations that Thomas Pieber worked to establish. The 
Forum Qualitätssicherung in der Diabetologie Österreich (FQSD-Ö) (Austrian Forum for 
Quality Systems in Diabetes Care) was founded in 1996. It is a non-profit association that 
aims to improve the care and treatment of diabetes patients, and those with diabetes 
complications. Its members include doctors, nurses, counsellors and other professionals 
involved in the care of patients with diabetes. FQSD-Ö currently has around 400 members 
across Austria, of which around 150 are located in Styria. 

The FQSD-Ö has an important role in advocacy and in defining the boundaries of patient-
centred diabetology in Austria. It also plays an important policing role, and embedding and 
routinizing roles in its core activities, which are the implementation of structured 
documentation based on a standardised check-list, postulated by the St.Vincent declaration, 
quality feedback for health care providers (reports, analyses, open benchmarking), the 
organization of bi-annual meetings to encourage discussion in identifying models of best 
practice which can achieve the goals of the St. Vincent Declaration, and the promotion of 
quality circles as a method for professional education and open discussion on quality issues. 

In a second organisation, the Annual Postgraduate Course in Clinical Diabetology, we find 
important links between education and vesting and defining. As noted above, the first Annual 
Postgraduate Course was held at Graz University Clinic in 1995. The course is held in March 
each year and attracts between 100 and 120 participants who are specialist diabetes doctors. 
The course is delivered over three days, with lectures and small group workshops on key 
topic areas in patient-centred care. This is an important vehicle for patient-centred 
diabetologists to undertake ongoing, continuous education. In Austria the course has a 
reputation for being a very critical forum, assembling health professionals with a critical 
attitude towards traditional diabetes care. 
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Another important organisation involved in education is the ‘Association of Diabetes 
Educators’. This association is for specialist diabetes nurses. It was founded in the 1990s by a 
colleague of Thomas Pieber, who is a specialist diabetes nurse at Graz University Clinic. The 
goal of the Association is to develop the skills, routines and quality of specialist diabetes 
nurses who deliver patient-centred education. A one-week course is delivered, several times 
per year, with an examination at the end. Certification is approved by Austrian Ministry of 
Health and the Ministry of Education. The course fees fund the activities of the Association. 
This work conducted by this Association combines education with vesting and defining work, 
and aims to embed and routinize improved practices through the development of certified 
specialist nurses. 

 

4.3.4 Construction of supporting external networks 

We next turn to the powerful external network of support which Thomas Pieber has worked 
to create and maintain over twenty years. This activity has involved extensive vesting and 
advocating work, at the local, regional, and national level by Pieber and his colleagues at 
Graz University Clinic. In order to secure funding for type 1 education programmes in 
General Hospitals and type 2 education in family practices, Pieber worked to construct an 
axis between the Graz University Clinic, the Styrian Compulsory Health Insurance Fund (St 
GKK) and the Styrian Physicians’ Chamber (SPC). In addition to overtly political work 
(vesting and advocating), he engaged in educating and valorising activities with the St GKK 
and SPC. The St GKK and SPC were the most publically visible organizers of the patient-
centred diabetes education in Styria. In addition to providing funding, these organizations 
were important to ensure adherence, through enabling, policing and deterring activities, to 
high quality patient-centred education programmes. Interaction between Pieber and these key 
regional organizations was particularly intensive between 1993 and 2000. This extensive and 
extended interaction was necessary to establish trust and to define roles. There was extensive 
discussion about the basic theoretical concepts of patient empowerment, the causes of 
patients’ non-compliance, evidence-based medicine, and disease management. These core 
concepts underpinned the proposed changes to the overall system of diabetes education and 
care. 

In our interviews with him, Thomas Pieber highlighted how negotiations could require his 
engagment in activities that, at the time, he thought unnecessary. For example, in the early 
discussions with the St GKK, it was made clear to Pieber that health insurance funding of 
patient-centred education would depend on there being empirical evidence for effectiveness 
in Austria. In effect, he was being asked to re-test the findings of the Dusseldolf model for 
both type 1 and for type 2 patients. Pieber could not see the point in retesting. Clinically, 
there were no obvious reasons why the results should be any different in Austria. 
Nevertheless, he set up the control trials. The clinical results were published in 1995 in two 
papers, one reporting positive clinical trial results for type 1 diabetes education delivered in a 
hospital outpatient setting (discussed above), the other paper reporting positive trial results 
for type 2 diabetes education delivered by family doctors in rural areas. 
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As it turned out, type 1 patient-centred education programmes delivered in general hospitals 
were not separately funded by the social healthcare insurance fund. By contrast, the St GKK 
established specific payments to family doctors to ensure they deliver prescribed patient-
centred education to type 2 patients. To this date, funding of type 1 patient-centred education 
has been internally funded by general hospitals, with some funding from pharmaceutical 
companies, and has been driven by local diabetologists who championing the patient-centred 
model. Since 2012, Thomas Pieber has reopened negotiations with the St GKK and the SPC 
to address this issue. 

Third sector organizations also play an important vesting role for patient education in Austria, 
and Thomas Pieber has had developed strong contacts with the patient advocacy groups 
Austrian Diabetics Association (ADA) and the Juvenile Diabetes Foundation (JDRF Europe). 
These groups put pressure on politicians and doctors for the right to receive funded patient-
centred diabetes education. 

 

4.4 Institutional work to engage other medical professionals  

The final activity we consider is institutional work to engage practitioners in other medical 
fields. The implementation of new patient-centred services in a hospital setting requires 
interaction with specialists in related hospital services; notably, with senior consultants 
working in cardio, nephrology, vascular, retinal and renal inpatient departments. Hence, 
engagement with practitioners in these fields has been a focus of Pieber and colleagues at 
Graz University Clinic. 

Two enabling factors were highlighted in our research. The first is the recognition amongst 
other practitioners of the need to tackle the diabetes epidemic. The practitioners who we 
interviewed acknowledge the need for improved clinical treatment in diabetes. Whether or 
not these practitioners considered patient-centred approach to be the solution is a separate 
matter. There is a degree of self-interest in improved diabetes education as this is likely to 
have an impact on post-surgical outcomes for type 1 patients. Patients who more effectively 
comply to diabetes control are likely to have better recovery rates and long-term outcomes, 
and less likely to require subsequent surgery. 

The second enabling factor that has been highlighted is the relocation of education services to 
outpatient departments in hospitals. This organizational (re)configuration of hospital services 
reduces the pressure on hospital beds, allowing this scarce resource to be reallocated to other 
departments. Surgeons are positively disposed to any change that frees up beds, as it enables 
them to conduct more surgeries and to increase the financial return to their departments. 
Hence, patient-centred practices do not challenge the established practices or hierarchal 
positions of senior consultants located in acute inpatient departments. 
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5. DICSUSSION AND CONCLUSIONS 

This paper links the nascent research on hospital service innovations to a neo-institutional 
health literature that highlights the importance of creating and maintaining new professional 
medical institutions to the development, diffusion, and embedding of radically new hospital 
services. The diffusion of patient-centred education for type 1 diabetes involves not only the 
adoption of new practices and the reorganisation of services delivery, it is a radically new 
approach to diabetes care that challenges existing institutional norms and practices within 
diabetology, and the position of established organisations and leading figures within this 
medical field. 

Our study highlights the limits to published clinical evidence in influencing systemic change. 
In line with previous findings by Ferlie et al. (2005), despite the clinical evidence, established 
practitioners within the Austrian diabetology community have resisted, both actively and 
passively, the diffusion of type 1 patient-centred education, and patient-centred care more 
generally, in hospitals.  

The diffusion of patient-centred education has been slow and geographically piecemeal over 
a twenty year period. There has been a succession ‘small wins’ (Reay et al 2006) in attracting 
new supporters (diabetologists and practitioners in other fields) and resources (finance, 
power, and prestige). The case study reveals the importance of institutional work to maintain 
these ‘wins’. Diffusion is not a sequence of one-off events but, rather, a process in which new 
gains are made, and past gains must be continually renewed, maintained and reinforced. This 
has implications for scholars engaged in research on health service innovation. It opens up 
important issues and new avenues of research on the processes by which new hospital 
services are to be embedded and maintained, and the issues faced when this occurs within 
highly contested institutional settings.  

The study provides some provisional insights on these issues. Faced with strong professional 
resistance within his field, Thomas Pieber needed to engage in institutional work aimed at 
creating supporting institutions for change. This encompassed a wide variety of activities, 
some directed to the creation of parallel institutions and organisations for the education and 
training of diabetes doctors and nurses within diabetology, others directed to the creation of 
external supporting networks to secure financial and other resources, and others directed at 
establishing links with other medical fields and practitioners engaged in patient-centred 
models and evidence based medicine.  

Our research frame has been guided by the Lawrence-Suddaby taxonomy of institutional 
work practices. In applying this frame to the diabetes case study, we find that categories of 
work previously considered tied to the maintenance of existing institutions were used in the 
creation of new institutions, integrated with categories of work that are more obviously 
associated with institutional creation. This lends support to the Hargrave and van de Ven 
(2009) critique. All institutional actors must embrace the stability/change contradiction. They 
must engage in categories of institutional work whose goal is to attract new members to a 
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specialist medical field and simultaneously engage in work that aims to retain the support of 
members. 

Recent research has discussed the capacity of an organization to simultaneously carry 
multiple, competing institutions and logics (Reay and Hinings 2009); Goodrick and Reay 
2011; McDonald et al 2013). Our findings reveal medical fields may carry multiple, even 
conflicting, institutions and that individual diabetes doctors and nurses are engaged, on a 
daily basis, with tensions created the co-existence of multiple, competing logics and 
practices. Even practitioners who strongly identify themselves with the patient-centred care 
model struggle to avoid falling back into old, traditional practices of patient care.  

In conclusion, our study moves beyond the innovation/resistance dualism to explore how the 
diffusion of type 1 patient-centred education services is related to, and is mutually constituted 
by, the structured agency of diabetologists. New structures are created, modified and 
recreated as they interact with medical practice. Our findings indicate it is highly unlikely 
that an embedded, endogenous actor with high professional status in the prevailing system 
will become an institutional entrepreneur seeking to overturn the status quo. Institutional 
entrepreneur, such as Thomas Pieber, are likely to start as outsiders without professional 
power or standing in their specialist medical field, and without personal links to the key 
professional organisations located in Vienna. Through institutional work that constructs 
powerful internal and external networks for the diffusion of radical hospital innovations, an 
institutional entrepreneur can become a central actor with high professional status in their 
medical field. 
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