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Abstract 

This thesis reports on a study of significant changes in the Brazilian public health sector, which 

has undergone a wave of recent reforms aligned with the New Public Management (NPM) 

doctrine. In particular, this thesis draws attention to Brazilian federal university hospitals 

(HUFs) and their migration to a public company regulated by private law, the Brazilian Hospital 

Services Company (EBSERH), which has arisen as an NPM-type reform to address deep-seated 

challenges around underfunding, understaffing, infrastructure deterioration, and poor 

performance management in these hospitals. The introduction of this quasi-market hybrid form 

to take over hospital administration has revealed a more determined reform approach promoting 

a shift from the previously dominant medical-academic professionalism towards a new logic of 

business-like healthcare and education at HUFs. This has been expressed through reinforced 

workforce stratification and more managerial principles of organising work, altering the 

political, economic, and intersubjective conditions upon which the interfaces between clinical 

practice, academic work, and management roles undertaken by doctors can be established and 

maintained. 

My interest lies in understanding how such managerial reform has altered old dynamics of 

professional stratification and impacted the hybridised nature of doctors’ identity and work at 

HUFs. Taking inspiration from critical management studies (CMS) as a broad umbrella 

movement within organisation research and writing, I position my thesis as critical theory-

oriented research interested in critically examining the dynamic, contradictory, and nuanced 

interweaving between professionalism and managerialism in university hospitals. Particularly, 

I draw from the critical theory of recognition (Honneth, 1995, 1997, 2001, 2003; Honneth and 

Fraser, 2003) to explore how managerialism incites new struggles for political representation, 

economic redistribution, and intersubjective recognition that shape doctors’ professional 

identity formation, their transition to hybrid roles, and forms of resistance to the 

managerialisation of their professional work. To do so, I develop a holistic gestalt model of 

professional identity construction that enables the uncovering of the extrinsic political 

(representation) and objective (redistribution) conditions and the intrinsic intersubjective 

mechanisms (patterns of recognition) that constitute the process of hybridised identity 

formation, maintenance, and change. 
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This research rests on the philosophical foundations of critical realism. In line with a critical 

realist ontology and epistemology, the study is methodologically based on an embedded case 

study design and critical discourse analysis (CDA). It assumes that a text, written or spoken, is 

not an end in itself but a stratum of reality that allows us to empirically scrutinise and understand 

a particular social or organisational phenomenon. 

The study involves semi-structured interviews with 45 participants from different hospital 

settings, professional medical associations, and trade unions. To ensure a variety of discourses 

and enrich data collection, I interviewed individuals from different medical strata (e.g., practice 

elite, academic hybrids, clinical managerial hybrids, and triple hybrids). My qualitative study 

design also comprised documentary data selected from a variety of publicly available sources 

such as newspaper stories and press articles, public speeches and declarations, government 

reports and guidelines, organisational reports and guidelines, official communication, leaflets, 

institutional websites, laws, regulations, and other legal documents. In combination, these data 

sources composed an extensive discursive corpus for a textually oriented analysis based on 

triangulation between secondary extensive data sources (i.e., documents) and primary intensive 

data sources (i.e., in-depth interviews). 

The discursive analysis was iterative. It was carried out using principles of grounded theory to 

identify key concepts and themes relevant to extending existing knowledge about why medical 

professionals assume academic and managerial hybrid identities, how they respond to potential 

identity conflicts emerging from multifaceted and uneasy relationships between 

professionalism, academia, and managerialism, and how they assimilate or resist new ways of 

organising and managing professional work. 

My critical approach offers greater insights into the inner structures whereby medical 

professionals construct and (re)negotiate their personal and occupational identities in the face 

of strong organisational demands for managerialisation. It delves more deeply into the 

underlying representational, redistributive, and recognitional factors that shape professionals’ 

identity formation and their transition to hybrid roles; it also adds accounting for forms of 

ground-level resistance to the managerialisation of their professional work. My analysis 

suggests that favourable forms of representation, redistribution, and recognition generate 

processes of hybridisation by fostering (pseudo)integration and aggregation strategies of 

identity work. Conversely, forms of misrepresentation, maldistribution, and nonrecognition 

induce processes of dehybridisation by provoking polarisation strategies of identity work such 
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as compartmentalisation and deletion. Together, these findings indicate an ongoing process of 

erosion of a previously well-established synergic arrangement of triple hybridism combining 

medical, academic, and managerial principles of organising work at HUFs. 
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CHAPTER 

1 

Introduction, overview, and research 

outline 

1.1 Introduction 

This chapter describes the objectives of this study and details the research questions that will 

be addressed and the theoretical and empirical contributions that are intended. The chapter 

provides an overview of how the thesis is organised and describes what the reader might 

anticipate reading about in the next chapters. 

 

1.2 Initial overview of reforms in Brazilian federal university hospitals 

This research has been triggered by a backdrop of changes in the Brazilian public sector, which 

has recently undergone a wave of reforms aligned with the New Public Management (NPM), 

whose dominant discourse stresses organisational economics and managerial principles of 

organising work such as efficiency, performance, and transparency (Ferlie, 2017). Debates on 

the infusion of the NPM in Brazil have become more intense over recent decades, although they 

are still quite timid compared to what we have observed in Anglo-Saxon and European nations 

(Pollitt and Bouckaert, 2017; Kettl, 2005). 

One of the core sectors experiencing this NPM wave in Brazil is public federal university 

hospitals (henceforth HUFs). The transfer of HUFs to a new organisational body, the Brazilian 

Hospital Services Company (henceforth EBSERH), arose as an NPM-type reform to address 

deep-seated challenges around underfunding, understaffing, infrastructure deterioration, and 

poor performance management in these hospitals in a context of stagnation in economic growth 

and government efforts to control and reduce public spending (Persson and Moretto Neto, 

2018). Created in 2011 as a public company regulated by private law to take over the 

organisation and running of HUFs across the country, EBSERH is a quasi-market hybrid form 

(Denis, Ferlie, and Van Gestel, 2015; Ferlie and Geraghty, 2005; Osborne and Gaebler, 1992): 

It is state-owned but holds greater management and financial autonomy to apply business-like 

values, concepts, methods, or market-type mechanisms (MTMs), including, for example, 
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treating citizens as consumers, flexible employment regimes, performance measurement, 

productivity, total quality management (TQM), and the like, into the daily operation of HUFs 

(Persson, Ferlie, and Baeza, 2021). 

The establishment of this hybrid organisation to assume hospital administration at HUFs stems 

from the influence of neoliberalism and NPM managerialism in the Brazilian public 

management and policy scenario (Persson and Moretto Neto, 2018). These doctrines have 

supported successive reform programmes designed to implement NPM-style solutions in the 

public sector (Bresser-Pereira, 1996b, 2000; Paes de Paula, 2005). From the 1980s on, Brazil 

faced a period of decay in its national-developmentalist model, economic stagnation, and rising 

public debt. Seeking to address the “crisis of stateness” (Bresser-Pereira, 1996b), the central 

government embarked upon a politico-economic strategy of dependent and associated 

development based on neoliberal policies for fiscal stabilisation and economic recovery along 

with the adoption of NPM-type reforms. These were particularly pressed by international 

financial institutions as a condition for borrowing (Homedes and Ugalde, 2005), yet public 

management reforms in Brazil remained characterised by considerable idiosyncrasies and 

hybridity, as I shall demonstrate. In this context, although varying in terms of pace and scope, 

measures to introduce economic rationalism and marketising interventions such as 

privatisations, contracting out, performance management, competitive tendering, and 

employment flexibility in the public sector were steadily advanced by different governments 

pursuing distinct political agendas (Paes de Paula, 2005; Persson, Ferlie, and Baeza, 2021). 

In public healthcare, changes to widen the border zone between the public and private sectors 

were underpinned by a reformist order of discourse, which, by channelling neoliberal and 

managerialist ideas propagated by international agencies and scholarship, claimed that 

governments should be committed to greater agencification and delegation of services to the 

private sector to reduce government-run health systems. Notwithstanding, in the case of HUFs, 

for many years before EBSERH other reform approaches to handle the crisis of hospital 

capabilities had remained scattered, short-term, and poorly coordinated; they were often limited 

to interventions to provide hospitals with additional financial incentives and gradually 

modernise their administrative systems, accreditation processes, and working practices. The 

introduction of EBSERH, however, has revealed a more determined reform approach 

promoting a shift from the previously dominant medical-academic professionalism to a new 

logic of business-like healthcare and education at HUFs. This move has reflected the reinforced 

internal fragmentation of the medical workforce, for clinicians employed by the company hold 
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more flexible job contracts and usually integrate a rank-and-file medical group, more engaged 

in direct patient care. Conversely, university-employed statutory clinicians and professors of 

medicine presumably compose different elites of hybrid professionals in both hospital 

administration and medical schools. The shift to a more business-like style has also reflected 

the infusion of managerial modes of organising and controlling medical work, impacting well-

established occupational principles of work organisation. This is a relatively new reality for 40 

HUFs across Brazil and thousands of doctors working at these health education organisations. 

Other occupations such as nursing, physiotherapy, and pharmacology are certainly facing the 

impact of the reform on their traditional professionalism. However, the fact that the managerial 

reform implemented at HUFs seems to be sharply affecting the medical profession, a 

supposedly powerful collegial occupation, has caught my attention. Further thoughts on this 

changing scenario and its implications for medical-academic professionalism within HUFs 

inspired me to explore the current political, economic, and intersubjective conditions shaping 

how the interfaces among medical practice, academic activities, and management roles 

performed by different groups of medical professionals can be established and maintained under 

the new system of hospital administration. Thus, my interest lies in understanding how 

managerial reform has altered old dynamics of professional stratification and impacted the 

hybridised nature of doctors’ identity and work at HUFs. Uncertainties about the forms and 

pace of these processes have induced me to further look into these phenomena from a critical 

perspective, one that focuses on how new interplays between managerialism and 

professionalism incite new struggles for political representation, economic redistribution, and 

intersubjective recognition. These struggles, I shall argue, may lead professionals to enact or 

rebuff academic and managerial identities, hence helping illuminate how processes of 

hybridisation can be engendered. 

It is worth noting that, albeit intertwined, professional stratification and hybridisation do not 

confound. The former describes a more general process of workforce fragmentation stemming 

from the division of labour, specialisation, or new functions (Alvehus, Eklund, and Kastberg, 

2020). The latter is an example of professional stratification that occurs when professionals take 

on management or leadership roles, a process that often results in the emergence of hybrid elites 

(Freidson, 1985, 1994). Professional stratification through hybridisation is neither solely a 

matter of colonisation of the profession by management nor a mere outcome of increasing 

managerialisation, bureaucratisation, or corporatisation of expert work. Rather, it rises from 

complex and usually subtle interrelationships between occupational and managerial principles 
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of organising work within wider institutional and organisational contexts. So, the transition to 

hybridised identities can be prompted by not only pervasive managerialism but also identity 

conflicts, tensions, coexistence, and cooperation (Parker and Dent, 1996; Hoff, 2001; 

Numerato, Salvatore, and Fattore, 2012; Waring and Currie, 2009). Accounts of this 

phenomenon are longstanding, and many of them draw upon Freidson’s (1985, 1994, 2001) 

theory of reprofessionalisation to analytically address the engagement of the professions with 

management, which has become an important trend in healthcare settings (Ferlie and Geraghty, 

2005). The reprofessionalisation thesis provides a fertile theoretical basis for the analysis of the 

various ways in which the medical profession rebuilds itself in the face of managerialism to 

preserve some degree of control over the terms, conditions, and context of work. 

Historically, I shall explain, HUFs have been sites of reprofessionalisation owing to the close 

interconnections among clinical, academic, and managerial roles. Quite imbricated, these roles 

used to be dominated by doctor-professor-managers, or triple hybrids, making the formation of 

hybridised identities a constitutive characteristic of these hospitals. Triple hybridism, or the 

combination of academic and managerial hybridisation, helped elite doctors preserve political 

influence, economic prerogatives, and prestige at HUFs. However, considering that 

stratification and hybridisation have the potential “to transform cultures and redistribute power 

at the intra-professional level” (Waring, 2014:691), clarification is needed concerning how the 

managerial reform implemented at HUFs has affected the political, economic, and 

intersubjective conditions upon which these processes take place amongst doctors employed by 

the company and universities. Thus, a critical analysis of representation, redistribution, and 

recognition factors underlying processes of hybridised identity formation and change may help 

shed light on current trends, degrees, and forms of hybridisation and even on unexpected and 

multiform professional reactions against the managerialisation of hospital work. 

 

1.3 Research aims and questions 

Considering the above overview of recent NPM-type reforms aimed at infusing managerial 

principles of organising work into HUFs, it is important to explore how this reform has 

impacted the internal organisation of the medical profession and its interfaces with academic 

and managerial roles. Little research has directly examined the impact of managerialism on 

processes of hybridisation among doctors by employing an approach that focuses on changing 
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political, economic, and intersubjective conditions upon which they construct their personal 

and professional identities. 

This thesis, therefore, seeks to address this gap in the literature by illuminating how the 

managerial reform implemented at HUFs has affected processes of stratification and 

hybridised identity formation and maintenance in the medical profession. My research also 

aims to provide insight into how struggles for representation, redistribution, and 

recognition impact hybridisation among doctors. 

These aims lead to four focused research questions, as follows: 

How does the managerial reform implemented at HUFs affect the processes of 

professional stratification and hybridisation in the medical profession? 

How do changes in political conditions of representation impact hybridised identity 

formation among doctors? 

How do changes in economic conditions of redistribution impact hybridised identity 

formation among doctors? 

How do changes in intersubjective mechanisms of recognition impact hybridised 

identity formation among doctors? 

 

1.4 Research contributions 

This study sets out to contribute new insights to the current literature on NPM by offering a 

deep and comprehensive account of an intriguing case of managerialisation in the public sector 

of a non-core NPM country. To my knowledge, this is the first study to explore the impact of 

NPM-type reforms on the medical profession employed in Brazil’s public university hospitals. 

My research, therefore, takes us into a critical analysis of the application of NPM in a large, 

important Latin American country, considering that this debate is still relatively unexplored and 

regarded as a newcomer in Global South contexts (McCourt, 2002). Whereas international 

literature on NPM-type reforms is usually focused on Anglo-Saxon and European nations, I 
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subscribe to a critical, postcolonial perspective to carry out a sociological reduction (Ramos, 

1958) of the Brazilian experience. That means emphasising elements of path dependency and 

the importance of local creative adaptation and implementation of imported Northern practices 

and theories (Alcadipani, 2017; Caldas and Wood, 1997). 

I follow the idea that the NPM is a significantly differentiated and conditional phenomenon 

(Dawson and Dargie, 2002) that produces diverse and often conflicting professional-managerial 

interrelationships (Kirkpatrick, 2016). My research was thus conducted to enhance knowledge 

about how processes of medical restratification, whereby elite groups consciously assume 

managerial roles (Freidson, 1985, 1994, 2001), might unfold differently across distinct national 

systems undergoing NPM interventions (Kirkpatrick et al., 2009). As Ferlie and Geraghty 

(2005) note, literature on professional restratification generally points to managerialist 

hegemony, despite debate about how deep or broad this dominance is. I consider that a critical 

perspective, an alternative to mainstream thinking, might help us provide more nuanced insights 

into how interrelationships between managerialism and medical professionalism are evolving 

in a global context. 

My thesis applies the lens of critical management studies (CMS) to offer an alternative to the 

analysis of public management reforms, professional restratification, and hybridisation in 

organisational domains increasingly pervaded by managerialism. CMS is a distinctive 

movement comprising a range of perspectives (e.g., Marxism, critical theory, poststructuralism, 

postcolonialism, and feminism) that contest taken-for-granted imperatives of mainstream 

management and organisational theory and practice seeking to develop alternative thinking and 

knowledge about management, organisations, capitalism, and power (Alvesson and Willmott, 

1992; Tadajewski et al., 2011; Fournier and Grey, 2000; Parker, 2002; Cheney and Munshi 

2017; Cheney 2014; Parker et al., 2014). Under this CMS umbrella, which tilts towards the 

“academic left” (Ferlie, 2017), I particularly draw from the critical theory of recognition 

(Honneth, 1995, 2001; Honneth and Farrell, 1997; Fraser and Honneth, 2003). Contesting the 

atomistic premises of modern social philosophy that goes back to Hobbes and Machiavelli, for 

whom individuals’ relations to self and others are founded on their narcissistic struggles for 

self-preservation and constant competition over interests, Honneth’s recognitional theory 

contends that individuals’ personal and collective identities emanate from their struggles for 

relations of mutual recognition. This implies that identity formation is inextricably linked to 

intersubjective patterns of recognition that individuals experience in the form of love, legal 

rights, and social esteem. Struggles for recognition are framed by struggles for political 
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representation and economic redistribution since individuals’ relations of reciprocal recognition 

are always mediated by political and economic structures and practices. 

Previous research has not directly addressed the inner structures whereby medical professionals 

construct and (re)negotiate their personal and occupational identities in the face of strong 

organisational demands for managerialisation. I argue that the recognitional theory helps shed 

light on how managerialism incites new struggles for political representation, economic 

redistribution, and intersubjective recognition that shape doctors’ professional identity 

formation, their transition to hybrid roles, and forms of resistance to the managerialisation of 

their professional work. In doing so, I develop a holistic gestalt model of identity construction 

that enables me to uncover wider political and objective conditions and intrinsic intersubjective 

mechanisms that constitute the processes of hybridised identity formation in doctoring 

employed at teaching hospitals. 

While the traditional format of “policy recommendations” does not fit neatly into my critical 

approach to professional stratification and hybridisation in the context of NPM reforms at 

Brazilian HUFs, I seek to contribute to the literature by: 

▪ Tracing the NPM reform trajectory of HUFs to understand how managerialism has 

impacted the organisation of medical work in this organisational domain. 

▪ Producing a conceptual model with which to explore the representation, 

redistribution, and recognition factors that underlie processes of hybridised identity 

formation among doctors. 

▪ Illuminating forms of misrepresentation, misdistribution, and misrecognition that 

potentially affect processes of hybridised identity formation among doctors. 

▪ Reflecting on doctors’ capacity to preserve medical-academic professionalism 

through enacting hybrid identities in light of the reprofessionalisation theory. 
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1.5 Thesis outline 

Section 2 focuses on the theoretical and contextual underpinnings of this thesis. 

Chapter 2 explores the concept of “profession” and provides an understanding of 

professionalism as the occupational principle of organising work. Focusing on the medical 

profession, I discuss two influential theories, proletarianisation and deprofessionalisation, that 

address institutional changes affecting the nature and organisation of medical work. I then 

contrast these theories with Freidson’s (1994, 2001) thesis of reprofessionalisation, according 

to which the medical profession can resist external pressures and retain its dominance by 

undergoing a process of professional restratification, whereby elite groups consciously decide 

to assume hybrid professional-management roles. This chapter discusses the complex and 

uneasy interplay between professionalism and managerialism within wider organisational 

domains, emphasising the politically constructed and contested nature of the professions. 

In Chapter 3, I expand the discussion of CMS. I review the critical theory of recognition and, 

by this means, I introduce the theoretical framework my thesis relies on to explore the 

representational, redistributive, and recognitional bases of identification. This leads the reader 

to an overview of my proposed holistic gestalt model, which reflects the extrinsic political and 

economic conditions and the intrinsic intersubjective mechanisms upon which personal and 

professional identities are constructed. These enable a more detailed analysis of how processes 

of hybridised identity formation in doctoring unfold in highly professionalised organisations 

facing strong pressures towards managerialisation. 

Chapter 4 provides a general picture of what has been happening in Brazil’s public management 

scenario. I describe major developments that have been shaping reform waves in Brazilian 

public management and policy. I emphasise the incremental and idiosyncratic nature of 

Brazilian reform trajectories, combining dishes from different menus of public management. 

Chapter 5 offers an overview of the Brazilian health sector, with an emphasis on the field of 

HUFs. In this chapter, I provide context for the understanding of major institutional changes 

impacting the insertion of HUFs into the national healthcare system. In particular, I discuss how 

HUFs have been challenged by a persistent multifaceted crisis radiating in problems such as 

underfunding, understaffing, and poor organisational capabilities. 
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Section 3 introduces my methodological approach. 

Chapter 6 presents and justifies my research choices regarding my epistemological position, 

research design, and other aspects of the adopted methodology. In this chapter, in particular, I 

discuss critical discourse analysis (CDA), which is a fruitful methodological approach to delve 

more deeply into discursive data extracted from interviews and documents. 

Section 4 is dedicated to my findings. 

In Chapter 7, I trace the reform trajectory of HUFs. I examine how the transfer of HUFs from 

universities to EBSERH has been implemented and explore the evolving impact of the reform 

in promoting further managerialisation of hospital work. This chapter thus sheds light on how 

managerialist forms of organising have been infused into university hospitals. 

In Chapter 8, I explore how the managerial reform implemented at HUFs has altered the 

political conditions of participation and voice in organisational decision-making processes. I 

then discuss how these changes influence medical professionals’ transition or resistance to 

hybrid identities at work. 

Chapter 9 explores how the managerialisation of HUFs affects important underlying economic 

and organisational factors that frame how and why medical professionals claim, rebuff, or are 

repelled by hybrid work and responsibilities. I look at how redistribution shapes doctors’ 

practical relations to self and relations to others in organisational life. In this way, I provide 

insights into the material conditions upon which the transition to hybrid professional identities 

can be constructed, maintained, or eroded. 

In Chapter 10, I delve more deeply into my holistic gestalt model of identity building to 

demonstrate that medical professionals’ responses to managerialism are inscribed in a struggle 

for intersubjective recognition. These struggles may lead them to enact or rebuff academic and 

managerial identities. I employ the concept of misrecognition to explore some of the tensions 

and negative intersubjective experiences hybrid professionals reported during interviews. This 

chapter offers insights into how forms of misrecognition may negatively impact the formation 

and maintenance of self-realising processes of academic and managerial hybridisation in 

doctoring. 
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Section 5 presents the discussion and final considerations. 

Chapter 11 reflects on the research questions and critically discusses what has been discovered 

within the study. In light of the critical approach adopted, the chapter shows that the managerial 

reform implemented at HUFs has promoted a shift from medical-academic professionalism 

towards a new logic of business-like healthcare. It then explores how more managerial 

principles of organising work have altered the political, economic, and intersubjective factors 

shaping the interfaces between clinical practice, academic work, and management roles 

undertaken by doctors. This chapter contributes to understanding how struggles for 

representation, redistribution, and recognition may produce different identity work strategies 

individuals engage with to optimise or (re)negotiate the boundaries between individual, 

occupational, and organisational identities. I close this discussion chapter by offering some 

counterintuitive theoretical insights into dehybridisation as an outcome of some of those 

identity work strategies. 

In Chapter 12, I present the conclusion of my thesis. Reflecting on my work, I summarise the 

theoretical and empirical contributions of the thesis and address practical policy implications. 

This chapter also reflects on the limitations of my thesis and presents avenues for future 

research. 

Finally, Chapter 13 presents the references used throughout the thesis and appendices, including 

supportive material. 

 

1.6 Summary 

This chapter has provided readers with an initial overview of reforms in Brazilian federal 

university hospitals. I have described the research objectives and questions before indicating 

some expected outputs from my study. I have then outlined the thesis structure to guide readers 

throughout the subsequent chapters. 
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CHAPTER 

2 

Professionalism, stratification, and 

hybridisation in medicine 

2.1 Introduction 

I begin this chapter with a brief introduction of the concept of “profession”, bearing in mind 

that we must be assured of the meaning we ascribe it if we want to study it phenomenologically 

as an empirical, changing historic entity. I then provide an understanding of professionalism as 

the occupational principle of work organisation, which produces particular ways of organising 

an occupation and governing professionals’ identities, practices, and conducts. 

An examination follows of some theories exploring major institutional changes affecting the 

nature of professional work. Focusing on the medical profession, I first present and discuss the 

accounts provided by the proletarianisation and deprofessionalisation theses to explain the 

allegedly decline in doctors’ social position, autonomy, and control over the terms, conditions, 

and content of medical work. I then turn my attention to Eliot Freidson’s (1985, 1994, 2001) 

theory of reprofessionalisation, an alternative theoretical perspective that highlights the 

capacity of the medical profession to resist external threats and retain its dominance in 

healthcare through processes of the internal reorganisation of medical work. 

This review is followed by a detailed discussion of two key concepts surrounding Freidson’s 

reprofessionalisation thesis: professional stratification and managerial hybridisation. I provide 

insights into how the managerialisation of work organisation blurs professional and 

organisational boundaries, producing new intra-professional hierarchies between rank-and-file 

professionals and a stronger elite of hybrid professional managers. I critically discuss the 

complex and uneasy interplay between professionalism and managerialism within wider 

organisational domains, before closing this chapter by emphasising the constructed and 

contested political nature of the professions. 
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2.2 Professions and the occupational principle of work organisation 

The concept of “profession” has a long history and is of great sociological and economic 

importance for many disciplinary fields, including management and organisation studies. The 

word “profession”, however, is surrounded by highly ambiguous and incompatible meanings, 

sometimes serving to refer to concrete historical occupations and sometimes serving to describe 

a generic category or ideal type (Freidson, 1994). Too often, the term appears as an empty label 

deployed by work domains as a market device to lure consumers (Fournier, 1999). In this thesis, 

I see the professions as ways of controlling certain occupations and retaining a monopoly over 

a given area of competence and knowledge (Freidson, 1970; Johnson, 1972; Wilensky, 1964; 

Larson, 1977). According to this “pure” definition, a profession represents a distinct 

knowledge-based category of occupational work (Evetts, 2013), usually resulting from a 

prolonged period of standardised and formal university training (Larson, 1980; McKinlay and 

Marceau, 2002). The specialised knowledge and skills acquired through tertiary education and 

vocational training provide professionals with intrinsic intersubjective elements and extrinsic 

objective and political conditions for controlling the terms and content of their work (Freidson, 

1994). 

For Freidson (1994:70), the professions are “manifestations of the occupational principle of 

organizing work”, or simply “professionalism”. Professionalism can thus be understood as a 

way of organising an occupation, producing singular institutionalised occupational identities, 

exclusionary market shelters, and monopoly of control, status, and work privileges that 

distinguish each occupation from one another. Put differently, professionalism underpins the 

claims of the members of a given occupation for certain prerogatives and powers within the 

social division of labour, such as professional autonomy and self-regulation (Freidson, 1970). 

Closely associated with the rise and growth of scientific management in pre-industrial times 

(Noordegraaf, 2007) and broadly upheld by functionalist sociology, professionalism has 

become an occupational normative value in the global world (Evetts, 2013), representing the 

most desirable form of organising workers’ position in the labour market. Freidson (1994) thus 

argues that professionalism represents the rebirth of the occupational principle of work 

organisation, contrasting the administrative principle that appears prominent in Weber’s 

analysis of the rationalisation of society. 
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Despite the pervasiveness of the bureaucratic rationalisation of work, professionals still perform 

and control the central activities in many highly professionalised service organisations such as 

hospitals, universities, research institutes, law firms, and accounting firms. In these 

organisational domains, work is not coordinated by semi-skilled workers devoid of distinct 

occupational identities but by professionals who evade or at least resist administrative authority 

(Freidson, 1994). 

Professionalism constitutes a powerful discourse of occupational and social control at both 

macro- and meso-levels, present in a wide range of organisational and employment relations, 

contexts, and conditions (Evetts, 2013). At the micro-level, professionalism functions as a 

disciplinary device (Fournier, 1999) to govern workers’ relations to self and others by 

articulating personal and collective identities and competences, which delineate appropriate 

ways of being and acting. Professionalism, therefore, reflects the self-governing nature of the 

professions, a mode of governmentality (Foucault, 2007) that disciplines professionals by 

controlling them at a distance, by conscience and tradition, and by professional associations 

that regulate professionals’ conducts within a network of accountability to peers and clients 

(Freidson, 1994; Fournier, 1999). 

As the knowledge society evolves, the notion of professionalism pops up even in the most 

unexpected areas of work, with numerous occupations struggling to “professionalise” (e.g., 

secretaries, consultants, and project managers). Facing increasing pressures to deliver 

“professionalised” services (Fournier, 1999), many occupations seek to professionalise by 

following the footsteps of the most archetypical professions: medicine and law (Noordegraaf, 

2007). In the UK and the USA, for example, the professionalisation of these prominent models 

of occupation occurred during the 19th century as a response to new market opportunities 

created by industrialisation and urbanisation and to the decline of communal warrants of 

professional probity (Larson, 1980). In such contexts, strategic manoeuvres employed by 

medical and law leaders to secure institutionalised protection from competitive forces (Martin 

et al., 2015) reflected two interwoven dimensions of professionalisation: One was obtaining the 

exclusive right and authority to constitute and control an institutionally protected market for 

their expertise; the other was promoting collective social ascension (Larson, 1980). Considering 

the historical success of these traditional professions, professionalisation can be defined as the 

process whereby organised occupations gain exclusive ownership of particular areas of 

expertise (Fournier, 1999) and the “power to control themselves the terms, conditions, and 

content of their work in the settings they perform their work” (Freidson, 1994:114). Simply put, 
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professionalisation corresponds to the degree to which an organised occupation can historically 

construct and (re)negotiate the two major pillars of professionalism: occupational content and 

institutional control (Noordegraaf, 2007). 

In the first pillar, professionals must be highly educated and skilled workers to master the 

content of expert work. They must develop an organised bunch of skills and esoteric, scientific, 

codified, and experiential knowledge (Waring and Currie, 2009) through extensive university 

training guided by a standardised educational programme (Wilensky, 1964) to become able to 

apply theoretical-technical knowledge in day-to-day practice (Larson, 1980; Allsop, 2006). In 

that “only exclusive knowledge gives power to its possessors” (Freidson, 1994:67), university 

education constitutes the mandatory gateway to professional practice. It ensures 

meaningfulness and legitimacy of the occupational content of work and supports professionals’ 

claims for autonomy and exclusive jurisdiction over their jobs (Larson, 1980; Coburn, 2006), 

thereby “limiting others within the division of labour from legitimately competing, directing or 

evaluating work” (Waring and Currie, 2009:758). Professionals must also have an ethical, 

intrinsic commitment to treating complex cases (Noordegraaf, 2015) through the routinised and 

institutionalised application of their skills, techniques, and knowledge. In addition, they must 

keep up appearances by acting, speaking, and dressing professionally. As Noordegraaf 

(2007:766) notes, “a medical doctor, for instance, does not merely treat patients. He acts as a 

doctor”. 

The second pillar, relating to the professions’ institutional control over the occupational content 

of their jobs in the labour market (Freidson, 2001), presupposes the development of professional 

associations defining and regulating who is in and who is out of the occupational boundaries 

(Noordegraaf, 2007; Abbott, 1988). Often insulated, impregnable, and relatively autonomous 

institutions (McKinlay and Marceau, 2002), professional associations are entitled to structure 

entry credentials and govern professionals’ behaviours. They are protected and sanctioned by 

the state, which grants them exclusionary legal licensing and jurisdictional autonomy 

(McKinlay and Marceau, 2002; Abbott, 1988; Coburn, 2006) to select members and inscribe 

them in institutionalised forms of collective knowledge, competences, codes of conduct, and 

ethics. Here, professionalism becomes a matter of building up clan control (Broadbent and 

Laughlin, 2002) through disciplinary mechanisms (Fournier, 1999) that bind practitioners 

within a network of coordination and control over their identities, practices, and conducts. As 

Noordegraaf (2007) maintains, professionalism does not merely mean having formal 
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qualifications but being part of professional fields, institutionally and socially closed off and 

shielded from the outside world. 

Professionalisation implies seeking state support for the creation of an exclusionary shelter in 

the market and the establishment of institutional control concerning rival occupations and 

management (Light and Levine, 1988). In Brazil, for example, where medicine was initially 

configured as a liberal profession (Pereira Júnior, 2018) capable of protecting its jurisdictional 

autonomy from high levels of state intervention, backing and cooperation of the state were 

crucial not only for reinforcing professional control over training, licensing, and regulation but 

also for boosting the economic and political power of doctors, especially through expanding 

public medical education and employment in government-run health systems. I will have more 

to say about the professionalisation of medicine in Brazil in Appendix J. 

It is worth noting that the construction of boundary maintenance (Alvehus, Eklund, and 

Kastberg, 2020) to safeguard the monopoly of a profession is intertwined with historical, 

contingent, and nation-specific struggles for political representation, economic redistribution, 

and intersubjective recognition. Here, I will simply make a brief note of some aspects relating 

to these struggles, continuing with a more detailed discussion of each of them in the later 

chapters. 

Taking Freidson’s (1994) analysis informed by historical developments in US medicine as an 

example of how those struggles unfold, it can be argued that professionalisation entails a 

struggle for collective mobility whereby professionals seek to improve not only their economic 

position in the division of labour but also their social standing, both being preconditions for 

self-realisation at work. As Freidson explains, professionals strive to monopolise the 

redistribution of income and opportunities in the labour market of a given economic system and 

to increase their reputation, respect, and social esteem with their local clientele. In the latter 

case, professionals engage with struggles for recognition to build up a professional exclusive 

identity (McGivern et al., 2015), which is developed and embodied by individuals through 

formal training and processes of socialisation generating shared work cultures, routines, values, 

and rules (Exworthy and Halford, 1999; Evetts, 2013). This professional identity is constantly 

negotiated with not only the members of the occupational domain but also other social 

formations and cultural forces with which they are implicated. As Fournier (1999:286) 

maintains, the professions “need to forge connections, operate translations, between their own 
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systems of knowledge and the discursive formations of other agents in the name of whom they 

claim to profess”. 

Hence, professionals’ economic self-interest and concern for recognition are inextricably linked 

to the policies they pursue to negotiate a secure shelter, public dependence, and trust within the 

social division of labour. So, organised occupations are permanently seeking to strengthen their 

political capacity through the indirect exercise of political influence via licensing, registering, 

and certifying legislation, or through collective participation as an entity in decision-making 

processes with consumers, employers, and the polity. The professions, therefore, are deeply 

involved in struggles for political representation, as their claims constitute elements of political 

processes that take place in arenas of conflicting and competing requests from other interest 

groups. As Freidson (1994:68) states, 

Insofar as privilege is deliberately organized on a legal basis, it has a political foundation. Granted 

by the state the exclusive right to use knowledge, the profession gains power. It is in this sense that 

the professions are intimately connected with formal political processes. Such connection has 

generally been implied in many of the sketches of the process of professionalization, in the course 

of which occupations organize into associations, sometimes change their names, and press both for 

public recognition and political recognition in the form of exclusive registration, licensing, and the 

like. Quite apart from the development of a profession, however, the maintenance and 

improvement of the profession’s position in the market-place, and in the division of labor 

surrounding it, requires continuous political activity. 

Struggles for representation, redistribution, and recognition also unfold internally within the 

occupational boundaries, not only because of the diverse interests and demarcation clashes 

stemming from specialisation but also because of other elements of segmentation such as 

income, seniority, prestige, and hybrid roles, which often lead to internal disputes and varying 

demands. Thus, essential to the study of the success or failure of a given occupation to carve 

out favourable jurisdictions is the analysis of professional stratification and the effects of 

resulting cleavages on the political organisation of the occupation and on the capacity of its 

professional leaders to keep control over the terms, conditions, and content of work (Freidson, 

1994). 

In medicine, continuous negotiations with multiple actors and interdependence in highly 

relational contexts (Abbott, 1988; Waring and Currie, 2009; Fournier, 1999) have enabled 

doctors to legitimise their autonomy, a key aspect of professionalism (Freidson, 1970). 
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Professional autonomy means the relative freedom of professionals to access, plan, undertake, 

and control expert practical knowledge (Freidson, 1970; Waring and Currie, 2009). 

Professional autonomy has also been described as “freedom from control either by peers or by 

organizational constraints” (Haug, 1988:53) or, less generously, as a prerogative that permits 

doctors to be self-governed and regulated by their colleagues and by no one else (Coburn, 

2006). This concept can then be distinguished from “authority”, which concerns the legitimated 

power that professionals exert over patients (Haug, 1975). 

Professional autonomy is never absolute (Elston, 1991; Waring and Currie, 2009) but relational 

and continuously contested and (re)negotiated with different social actors (Fournier, 1999). In 

medicine, as McKinlay and Marceau (2002) note, tensions between professional autonomy and 

bureaucratic imperatives have institutionalised the conflict within organisations of health. Yet 

the professions in general represent “an alternative to more bureaucratic ways of working” 

(Waring and Currie, 2009:755) owing to their prerogatives of autonomy and collegial work, the 

control medicine possesses to define the nature, content, and regulation of its work (Abbott, 

1988; Waring and Currie, 2009) is changing and being changed over the past decades (Elston, 

1991; Evetts, 2013), notably in societies with neoliberal climates (Noordegraaf, 2007). 

In Brazilian medicine, for instance, professional autonomy has been conditional upon the 

inscription of the profession within a network of actors and countervailing powers that moulds 

its freedom to self-govern. Examples of such forces include the escalating incorporation of and 

dependence on technology, the growth of welfare state services, the expansion of salaried work, 

and bureaucratic restrictions imposed on doctors in the various types of public and private 

health organisations in which they work. These examples depict significant economic, political, 

and social factors putting medical autonomies under increasing pressure and contestation, 

sometimes drastically curtailing doctors’ powers for a fully autonomous professional practice 

(Pereira-Neto, 1995; Ribeiro and Scharaiber, 1994). See Appendix J for further details. 

It should be pointed out, therefore, that a fruitful analysis of professions should emphasise “the 

constructed and contested nature of professionalism” (Fournier, 1999:303). This implies 

recognising that obtaining expertise and competences is not sufficient for accomplishing a 

successful professionalisation project, for both are indeterminate and contestable, needing to be 

“continuously re-negotiated with actors, and in terms of criteria, varying historically and 

culturally (e.g., ‘clients’ versus ‘customers’, public good versus efficiency)” (ibid:303). While 

reflecting a disciplinary logic inscribed in particular ways of organising an occupation, 
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professionalism is subject to forms of resistance, social control, and re-articulation that may 

erode the political and objective conditions for the maintenance of the occupational principle 

of work organisation. That is why perspectives emphasising “pure” professionalism have 

declined in popularity in recent years (Fournier, 1999; Evetts, 2013) amid greater scholarly 

debates about stronger and more complex sociological and organisational forces (e.g., gender 

issues, bureaucracy, managerialism) impacting at least some of the political, economic, and 

intersubjective conditions of professional work. 

In the public sector, for example, professionalism has never been pure but necessarily 

(re)constructed around combinations of bureaucratic and professional control (Clarke and 

Newman, 1997; Noordegraaf, 2007). Although many welfare states have helped well-

established professions such as medicine achieve greater positions of influence, wealth, and 

reputation, service professionals are now being organised on a large scale by public 

management frameworks. In doctoring, “physicians have more and more been drawn into 

bureaucratically administered practices” (Freidson, 1994:72), replacing the connection 

“professional competence/the public good” with the connection “professional 

competence/administrative efficiency” (Fournier, 1999:303). 

 

2.3 The proletarianisation thesis 

Emphasising relations of production, class theory offers interesting theoretical accounts to 

explain major institutional changes affecting the nature of professional work in advanced 

economies (Light and Levine, 1988). One of these theoretical accounts is the proletarianisation 

thesis, which is particularly associated with Marxism (Oppenheimer, 1973; McKinlay and 

Arches, 1985; McKinlay and Stoeckle, 1988). 

The proletarianisation thesis maintains that previously autonomous workers are becoming 

increasingly subject to alienation, degradation, routinisation, and fragmentation (Braverman, 

1974; Coburn, 1994). These processes stem from a complex historical dynamic of class struggle 

that reproduces a dominant structure of exploitation of the working class (Larson, 1980). The 

concepts of class dominance, subordination, and work alienation are central to the 

proletarianisation thesis, which criticises the ideological application of these concepts as if they 

were not the results of specific power struggles in contemporary society but natural outcomes 
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of the “unavoidable and unchangeable industrialization and technologization of the work 

process” (Navarro, 1980:193). For McKinlay and Arches (1985:161), therefore, 

proletarianisation denotes 

[…] the process by which an occupational category is divested of control over certain prerogatives 

relating to the location, content and essentiality of its task activities and is thereby subordinated to 

the broader requirements of production under advanced capitalism. 

The proletarianisation of working conditions under advanced capitalism involves four 

intertwined dimensions of labour alienation. The first is economic alienation, or the sale of 

labour powers through several modes of organising and managing production and labour 

relations to extract surplus value (Larson, 1980). By selling their labour power, workers become 

subordinate to an alien authority, the buyer, who possesses the means of production (Coburn, 

1994). In this scenario, wage labour is the common trait of proletarian status, and professionals 

who come to be employed rather than self-employed are then proletarianised (Freidson, 1994). 

The second is organisational alienation, which implies forced cooperation, fractional 

specialisation, and self-discipline at work (Larson, 1980; Coburn, 1994). Being employed in 

larger and more complex organisations weakens professionals’ capacity for independent work 

and informal methods of exercising power and discretion; they are controlled by others and 

become subject to administrative imperatives and principles of work organisation aimed at 

greater professional accountability and commitment to standards of performance and results to 

meet increasing demands for better services (Freidson, 1994). 

The third is technical alienation, meaning that workers are devoid of control over the execution 

of their work due to increased simplification, de-individualisation of skills, and systematisation 

of work processes. The last is political alienation from decision making about production, 

methods, times, and rhythms of work (Larson, 1980; Coburn, 1994). 

Supporters of the proletarianisation thesis in medicine maintain that doctors face alienating 

tendencies in their professional work, precisely the spread of corporate-like production systems 

and progressive loss of clinical autonomy (Elston, 1991). Focusing on the US medical 

marketplace, McKinlay and Stoeckle (1988) concluded that the medical profession is 

undergoing a process of proletarianisation given the increasing bureaucratisation and 

corporatisation of healthcare (Annandale, 1989). Similarly, the economic restructuring and 

labour market reforms in British medicine have put medical professionals under greater 
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subordination to corporate requirements, market-based controls, emphasis on managerial 

targets like performance and cost efficiency, and reinforced specialisation (Calnan and 

Williams, 1995; Barnett, Barnett, and Kearns, 1998). In both contexts, medical work has been 

profoundly altered by the corporatisation of healthcare provision, hence becoming more 

commercial, competitive, and hierarchised. In summary, employed doctors are increasingly 

relying on complex bureaucratic rules and financial arrangements to carry out their jobs (Elston, 

1991; Light and Levine, 1988); they must follow standardised and monitored modes of working 

and are losing space for entirely discretionary decision making in the workplace (Stoeckle, 

1988; McKinlay and Marceau, 2002). 

Although highly applicable today, the proletarianisation thesis is not exempt from criticism. 

Many authors are sceptical about the application of this approach to the analysis of the medical 

profession since doctors’ powers remain substantial in many aspects (Light and Levine, 1988). 

Freidson (1994), for instance, argues that employment status, a common denominator of the 

proletarian condition, is not an adequate parameter for assessing medical professionals’ control 

over their work, for the rule for doctors has never been self-employment. As in other traditional 

professions such as law, the military, the clergy, university teachers, and research scientists, the 

norm for medical professionals has historically been employment, even though some doctors 

have never entered salaried work but instead obtained income from alternative means (e.g., 

fees). In doctoring, therefore, the analytical issue is not the alleged trend away from self-

employment towards employment in large health corporations so much as “the nature of the 

process by which the content, terms, and conditions of work are established” (ibid:120). 

Moreover, if we look at the conditions of self-employment in current labour markets, we are 

likely to find only meagre evidence that self-employed doctors enjoy greater economic security, 

incomes, and autonomy at work than their employed colleagues. 

Some professions are positioned in contradictory class locations between the petite bourgeoisie 

and the capitalist class (Light and Levine, 1988), exemplified by doctors running health 

organisations (e.g., doctors managing GPs). As I shall discuss later, doctors involved in 

management and leadership roles form a hybridised professional-managerial class that 

performs a distinct function in the reproduction of the capitalist system, being exploited but still 

retaining considerable powers and influence to control the content of its work (Freidson, 1994, 

2001; Navarro, 1988; Allsop, 2006). 
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So, the proletarianisation thesis seems to decontextualise the medical profession (Barnett, 

Barnett, and Kearns, 1998) by appealing to broad generalisations that overlook the fact that 

proletarianisation does not necessarily constitute a unilinear process applicable to all segments 

of medicine (Coburn, 1994). Such a theory cannot tell us much about the specific implications 

of “the socially organized performance of differentiated tasks” for “the social organization and 

the social psychology of work” (Freidson, 1994:79), failing to explain the complex 

relationships among doctors, healthcare organisations, and other occupational fields (Navarro, 

1988). 

 

2.4 The deprofessionalisation thesis 

The deprofessionalisation thesis is another insightful perspective seeking to understand social 

trends impacting the medical profession (Elston, 1991). This theory is particularly associated 

with the works of Haug (1972, 1975) and Starr (1982), whose line of thought emphasises the 

changing relationships between doctors and patients. Unlike the proletarianisation thesis, the 

deprofessionalisation perspective does not rest on a general theory of social change, yet trends 

in medicine are viewed as expressions of profound cultural, political, and social movements 

towards greater consumerism, bureaucratisation, rationalisation, and professionals’ 

subordination to managerial principles of work organisation (Elston, 1991; Light and Levine, 

1988). 

Haug (1972:197) describes deprofessionalisation as professionals’ loss of “their monopoly over 

knowledge, public belief in their service ethos, and expectations of work autonomy and 

authority over the client”. This erosion of professionals’ respect, authority, and trust stems from 

changes in government regulations, informatisation of healthcare, greater demands for 

accountability and protection of patients’ rights, and competition with lower-level para-

professional workers. Professional prerogatives thus come to be viewed as a vice rather than a 

virtue, leading to rising healthcare costs, unjustified variations in clinical care provision, and a 

potentially hazardous alliance with the pharmaceutical industry. Furthermore, medical 

professionals must now deal with new risks and interdependences brought about by 

increasingly complex conditions and treatment approaches (Martin et al., 2015). 
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According to this line of thought, professionals are becoming “mere secular experts” (Freidson, 

1994:131) subject to as much public scrutiny as other occupational workers. New information 

technologies and evidence-based medicine (EBM) (Timmermans and Oh, 2010), for example, 

have opened clinical work to the gaze of external actors including the state, managers, and 

insurers (Martin et al., 2013). Furthermore, doctors are exposed to a much more informed, 

active, and sceptical clientele that, supported by consumer self-help, health literacy, and patient-

oriented educational interventions to decrease knowledge gaps, is no longer willing to 

unquestionably obey medical orders (Haug, 1988; Starr, 1982; Coburn, Rappolt, and 

Bourgeault, 1997). Deprofessionalisation also depicts the loss of power to managers (Waring, 

2014), which at once reflects doctors’ loss of the authority they once enjoyed (Freidson, 1994). 

As Haug (1977:226) maintains, 

In a time when ‘professionals’ offer only expert information, with the client in a position to seek 

alternatives, we will begin to see a consumer model, rather than a patient or client model, of the 

entire transaction and the concept of profession as now formulated will be indeed obsolete. 

Nevertheless, the deprofessionalisation account is often deemed to be insusceptible to rigorous 

testing due to its lack of specificity and emphasis on the consumer rather than on work. 

Moreover, the ending point of the deprofessionalisation process is never clear (Elston, 1991): 

Does it mean a reduction of collegiate control over medical practice? Radical democratisation 

of expertise? Or a progressive deskilling removing doctors from their privileged position in 

healthcare? Some critics also claim that the explanatory power of the deprofessionalisation 

thesis is low given its disregard for countervailing forces and trends limiting changes in 

professional dominance. Freidson (1994), for example, notes that the quasi-monopolies or 

cartels provided by licensing, accreditation, and registration remain quite protected in medicine. 

Additionally, even though the number of educated and critical consumers has increased, the 

variety and complexity of expert medical knowledge have also increased, thus maintaining the 

knowledge gaps between doctors and patients. Some of these countervailing forces are well 

addressed by the reprofessionalisation thesis, which draws attention to the capacity of the 

medical profession to keep control over the technical content of its work through 

reprofessionalisation efforts (Freidson, 1985, 1994, 2001). 
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2.5 The reprofessionalisation thesis 

As seen above, the bureaucratic rationalisation of work in both the private and public sectors 

challenges the autonomies traditionally imputed to professional occupations, placing them 

under new chains of hierarchical supervision, accountability, and increased expectations for 

greater productivity. Nevertheless, most organisations that employ professionals do not seem 

to fit neatly into the bureaucratic archetype, being instead characterised as hybrid organisational 

forms “that deviate from the bureaucratic model in order to accommodate their professionals” 

(Freidson, 1994:137). Hospitals and universities, for example, constitute professional 

bureaucracies (Mintzberg, 1979) in which the organisation and delineation of work are not 

solely defined by an administrative framework focused on maximising efficiency but also by 

occupational professionalism. This is to say that administrative authority is not the only existing 

principle coordinating work in professional organisations: “[t]here is also the authority implied 

by the occupational principle – the authority of imputed expertise” (Freidson, 1994:64), which 

contests bureaucratic domination. 

Whereas the proletarianisation and deprofessionalisation theses both focus on a postulated 

supremacy of administrative authority corroding the ability of professionals to control their 

work (Coburn, Rappolt, and Bourgeault, 1997), the alternative reprofessionalisation standpoint 

maintains that professionals can reorganise their work internally to lessen the impact of external 

threats posed by bureaucratic imperatives, hence maintaining significant facets of their 

professional dominance (Freidson, 1985). Doctors, for example, continue to be the dominant 

professional category in healthcare, both individually and collectively, despite all attacks on the 

medical profession (Freidson, 1989; Light and Levine, 1988; Light, 1991). For Freidson (1989), 

the concept of professional dominance stresses the idea that doctors have managed to maintain 

institutional control over the occupational content of healthcare provision and authority over 

other occupations (Elston, 1991; Coburn, 1992; Barnett, Barnett, and Kearns, 1998). This has 

been done through still quite strong influence, instructions, and cultural authority whereby 

medicine continues to coordinate the behaviour of patients, other subordinate health 

occupations, and policy in general (Starr, 1982; Coburn, 1994, 2006; Allsop, 2006; Ferlie and 

Geraghty, 2005). As Navarro (1988:57) maintains, the medical profession “dominates the 

medical care system in the production of medical knowledge, in the division of labor in 

medicine, in the provision of health services, and in the organization of medicine”. 
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The reprofessionalisation thesis thus affirms that the medical profession has been able not only 

to frame the organisation and terms of medical practice “but also to dominate significant fields 

of social activity” (Waring, 2014:689). The basis of such dominance comes from the monopoly 

over the production of health knowledge and provision (Freidson, 1985), a monopoly that is 

economically, culturally, and legally sponsored and endorsed by social elites and the state 

(Coburn, 2006) through struggles for representation, redistribution, and recognition. In this 

sense, the medical profession has been capable of obtaining support from dominant elites due 

to the recognised value of its work (Navarro, 1988), and of using its expertise-based authority 

to orient health policy according to its occupational interests (Coburn, 2006). 

In Brazil, the medical profession continues to exercise a great deal of influence on state affairs, 

even when the political environment is permeated by high politicisation and medical populism, 

as we observed during the Covid-19 pandemic (Persson, Ferlie, and Baeza, 2022). Civil service 

has been a major career choice for many doctors not only because it represents a source of 

secure employment but also because the government needs qualified professionals engaged in 

formulating relevant policy directives, evaluating technical information, making judgements 

about service provision, and encouraging their members to accomplish the political agenda. 

This recalls Evetts’ (2006:137) question “Why do states allow professions to flourish?” and the 

answer suggested by Martin et al. (2015:18) that “there remain things that professions can do 

better than states”. This is particularly true in the context of reform agendas, as I will discuss 

later. 

Reprofessionalisation, therefore, can be viewed as a countervailing action taken by the medical 

professional to limit the loss of dominance over the content and delivery of healthcare (Light, 

1995) through internal reorganisation and redefinition of its practices, identities, discourses, 

and boundaries in response to administrative and commercial pressures, such as the 

expectations of health corporations, managers, and clients (Waring, 2014). Such a 

reconfiguration leads to the emergence of new internal hierarchical professional divisions or 

strata consisting of more powerful administrative and knowledge elites, on the one hand, and a 

wider rank-and-file segment, on the other (Freidson, 1985, 1994; Annandale, 1989; Kirkpatrick, 

2016; Waring, 2014). Professional elites or leaders can then reclaim moral authority and support 

from the public to meet their occupational self-interests, manage institutional changes, and 

counterpose the administrative principle of work organisation (Allsop, 2006; Waring, 2014; 

Waring and Currie, 2009). Nonetheless, the medical profession has become more hierarchical, 
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bureaucratic, and stratified (Coburn, Rappolt, and Bourgeault, 1997), the reason Freidson’s 

reprofessionalisation thesis can also be defined as a theory of professional stratification. 

 

2.5.1 Professional stratification 

Professional stratification means that occupational work should be conceived of as “consisting 

of layers of hierarchical levels and different kinds of tasks” (Alvehus, Eklund, and Kastberg, 

2020:166). This reflects differentiation as intrinsic to the concept of profession, meaning that 

what demarcates how productive work is empirically realised is the internal differentiation of 

an occupation in a specialised division of labour, not its organisation in broad classes (Freidson, 

1994). Professional stratification, therefore, implies the fragmentation of expert occupational 

work into segments of workers, functions, and roles leading to the rise and reinforcement of 

divisions between professional elites and rank-and-file groups within a given occupation. 

In medicine, this idea of professional stratification is nothing new. Scholars have long debated 

the circumstances under which the medical profession has become increasingly fragmented, 

diverse, and hierarchical (Coburn, Rappolt, and Bourgeault, 1997; Coburn, 2006; Allsop, 2006; 

Waring, 2014). Unlike a proletarianisation-oriented view, according to which all professional 

segments within a given occupation belong to the same class, the perspective of professional 

stratification implies that the professions should be analysed in terms of their occupational 

differences, for professionals do not always perform the same productive tasks or occupy the 

same hierarchical posts (Freidson, 1994). 

The analysis of professional stratification emphasises the representational, redistributive, and 

recognitional conditions upon which the professions become organised in different social 

groups, that is, how and why their modes and principles of organising the various dimensions 

of their work evolved internally and could be maintained. That is because stratification involves 

the distribution of economic gains, symbolic rewards, and political influence attached to the 

tasks performed by the members of each occupational segment (Freidson, 1994). This account, 

therefore, helps understand the inner hierarchies of income, prestige, and decision-making 

power, and the reasons certain professional segments display a greater capacity to preserve their 

prerogatives and control over work than others within the occupation. 
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As Freidson (1994:144) states, “[a]s long as there have been professions, there has been 

competition among its members. So, too, there has always been stratification, both of 

intellectual authority and economic power”. The point is that these relationships have been 

augmented and formalised into far more bureaucratic systems of work organisation increasingly 

defying traditional norms of occupational professionalism. Whereas professionals now work in 

more managed bureaucratic settings (Waring and Currie, 2009), professional stratification 

produces new intra-professional hierarchies at the points of “professional-organisational 

intersection”, where the borders between the occupation, the state, and market organisations 

meet and blur (Waring, 2014:698). In medicine, such internal hierarchisation leads an elite of 

doctors to act as advocates who safeguard their professional dominance, the reason Freidson 

(1994:9) maintains that the essence of professionalism is not disappearing but rather 

[…] being reborn in a hierarchical form in which everyday practitioners become subject to the 

control of professional elites who continue to exercise the considerable technical, administrative, 

and cultural authority that professions have had in the past. 

Put differently, by adapting to new economic, intersubjective, and political conditions 

impacting the organisation of expert work, medical elites rethink and reorganise their roles, 

work logic, and identities in ways that enable them to preserve the dominance of the profession 

as a whole, although rank-and-file practitioners continue to lose their autonomies (Waring, 

2014). Here, the concept of professional stratification reflects Freidson’s reprofessionalisation 

argument, highlighting that some practitioners lose power to elite professionals who strive to 

retain or even expand their relative economic and political control over medical work through 

formal participation in management (Freidson, 1985; Kirkpatrick, 2016; Jacobs, 2005). 

Freidson (1985, 1994, 2001) refers to this progressive involvement of doctors in administrative 

activities as a process of “restratification” within the medical profession, whereby elite groups 

consciously decide to take an active part in organisational bureaucracies in reaction to outside 

pressures and threats (Kirkpatrick et al., 2009; Noordegraaf, 2015). For Freidson, as long as 

such a process of restratification reflects the capacity of some members of the medical 

profession to formulate, frame, and execute the control over medicine and healthcare more 

broadly through performing management roles, it is not conceptually accurate to associate 

changes in the internal organisation of medicine with either proletarianisation or 

deprofessionalisation trends. 
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Reprofessionalisation of doctors through restratification, therefore, illustrates a clear trend 

towards hybridisation, which occurs when some medical professionals assume hybrid roles 

(e.g., academic, administrative) that distinguish them from rank-and-file practitioners 

(Kirkpatrick et al., 2009; Croft, Currie, and Lockett, 2015). As a result of this transition to 

hybrid roles, two powerful professional elites emerge: a knowledge elite of clinical-academic 

hybrids/doctor-professors (e.g., clinical researchers, professors of medicine) whose 

involvement in scholarly work, research, and experimental practice helps maintain institutional 

control over the content of expert knowledge and influence on public policy, and administrative 

elites comprising doctors undertaking bureaucratic activities within health organisations 

(Waring, 2014; Ferlie and Geraghty, 2005; Kirkpatrick et al., 2009), hence playing a more 

active role in “setting standards, reviewing performance, and exercising supervision and 

control” (Freidson, 1985:26), particularly over their rank-and-file colleagues. In this latter case, 

administrative hybrids have become a legitimate professional elite (McGivern et al., 2015) 

protecting the broader interests of the profession and its standards of practice within more 

bureaucratised contexts of work (Waring, 2014). 

 

2.5.2 Managerial hybridisation 

Freidson’s concept of restratification offers a useful conceptual starting point for 

comprehending changes in established professions and conducting a sociological and 

organisational analysis of how hybrid professional-management roles are enacted and 

experienced by professionals in highly professionalised domains such as medicine (Waring, 

2014; Kirkpatrick, 2016). This account concedes that professionals are being drawn into 

bureaucratic, standardised, and hierarchical roles, performing work in more managerial settings 

(Waring and Currie, 2009), but suggests that changes are less drastic than the analysis provided 

by more critical proletarianisation and deprofessionalisation authors (Ferlie, 2017). 

In Freidson’s preferred scenario, professions may actively reorganise themselves along 

functional lines to reduce the impact of external pressures posed by tighter financial and 

management control, regulation, and technological change (Kirkpatrick, Altanlar, and 

Veronesi, 2021). As a result, administrative elites detach from the rank-and-file (Ferlie, 2017), 

enacting a defensive hybridisation strategy that leads them to develop blurred professional and 

organisational boundaries. Hybridity, in this case, refers to the blending of professional 
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backgrounds with managerial responsibilities, identities, and forms of control (Kirkpatrick, 

2016; Hendrikx and Van Gestel, 2017; Croft, Currie, and Lockett, 2015), that is, the 

“recombination and blurring of distinct professional and organisational modes of working” 

(Waring, 2014:688). Hence, hybrid professionals are typically found at intermediary positions 

between a profession and the wider organisation, performing administrative or leadership roles 

“to coordinate the connections between professional and organisational activities” (ibid:688). 

For Freidson, hybrid professional-management roles provide administrative elites with a new 

conduit for professional dominance and resistance to empowered general managers vested with 

administrative authority over work coordination (Ferlie, 2017). More recently, these 

administrative elites have evolved into managerial elites occupying management posts 

formalised with specific job descriptions and pay levels (Kirkpatrick, Altanlar, and Veronesi, 

2021) and framed under the widespread and pervasive influence of managerialism, “an ideology 

in which knowledge of how to organize is understood to be distilled in the expertise ascribed 

to managers” (Alvesson and Willmott, 2012:33). Pressures towards managerialism have 

enhanced the relevance of the possession of managerial expertise for members of professional 

groups (Causer and Exworthy, 1999); they infuse the professions with business-derived 

theories, discourses, and practices that stimulate professionals to obtain high-level management 

and leadership skills to develop a managerially-oriented hybrid identity (Croft, Currie, and 

Lockett, 2015). Managerial hybridisation, combining occupational professionalism and 

managerialism, leads to a shift from more collegial, self-regulated, and informal modes of 

organising work towards more asymmetrical, external-regulated, and formal intra-professional 

relationships, insofar as power, surveillance, and assessment functions are put in the hands of 

hybrid professional managers. 

The category of hybrid doctor-managers (e.g., healthcare executives, medical managers, 

clinical directors, doctors holding CEO roles, and hospital superintendents) represents a prime 

example of such enactment of managerialism by professionals (Kirkpatrick, 2016; Croft, 

Currie, and Lockett, 2015). More than occupying part-time advisory posts (Kirkpatrick et al., 

2009), this subgroup of clinical managers reflects a managerial elite of physicians who exhibit 

a greater commitment to management demands and aggregate organisational performance 

(Freidson, 1985; Jacobs, 2005; Montgomery, 2001). They may keep limited involvement in 

professional practice or devote themselves exclusively to management responsibilities, so 

hybrids may come to “identify as much, if not more, with the type of professional organisation 

they represent as with the practicing profession” (Freidson, 1994:142). 
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For Freidson (1994), hybrid elites can exercise a high degree of control over work organisation 

and advance their interests. He maintains that, while performing hybrid professional-

management roles, clinical managerial elites are entitled to regular and daily use of judgement 

and discretion in the work environment. Also, they are required to collaborate with a variety of 

non-professional workers and administrators in the fields of finance, procurement, contracting, 

human resource management (HRM), performance management, and planning (Waring, 2014). 

On the other hand, clinical managerial hybrids tend to exercise greater formal authority over 

their subordinate professional colleagues, analogous to the line and staff authority in industry 

(Freidson, 1985). 

Yet by creating new forms of intra-professional hierarchy, subordination, and differentiation 

that erode traditional principles of work organisation, managerial hybridisation allows 

professionals to formally and organically co-opt or assimilate managerialism (Waring and 

Currie, 2009; Numerato, Salvatore, and Fattore, 2012). In a process of professional 

recolonisation (Waring, 2007) or “‘provider capture’ of the management agenda in health 

services” (Hunter, 1992:557), hybrid professional managers shift their commitments, loyalties, 

and work logic towards management (Kirkpatrick, Altanlar, and Veronesi, 2021) to maintain 

local autonomy to control not only the resources associated with work but also most of what 

professionals do and how they do it. Clinical managerial hybrids also deliberately use 

mainstream management theories, discourses, and tools within their work to replace non-

clinical general managers and to better accommodate institutional changes. Freidson 

(1994:139) thus concludes that 

[w]hile this formatting does reduce the use of discretion and judgment by individual rank-and-file 

professional workers, it does not represent a reduction in the control of professional work by the 

profession itself […]. 

A now substantial academic literature has examined this phenomenon. Llewellyn (2001), for 

example, analysed the abilities of clinical managerial hybrids to develop financial expertise and 

consumer values, showing that it was easier for them to obtain managerial skills than it was for 

general managers to learn medicine (Ferlie, 2017). Similarly, Waring and Currie (2009) 

affirmed that hybrid doctor-managers in the UK were able to capture management concepts 

(e.g., learning processes) and incorporate them into everyday clinical practice to keep control 

over the governance of patient safety, thus linking professional and managerial worlds (Ferlie 

and Geraghty, 2005). These studies are in line with previous research exploring the efforts of 
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elite doctors engaged in acquiring management skills and expertise to reprofessionalise 

medicine (Montgomery, 1990). These efforts point to a distinct, managerially-oriented 

professionalisation project (Muzio, Aulakh, and Kirkpatrick, 2020) which, in some cases, 

counts on the foundation of peak associations and forms of training and certification (Ferlie, 

2018; Sarto, Veronesi, and Kirkpatrick, 2019). 

Managerial hybridisation has been noticeable among professionals working in so-called 

autonomous professional organisations but particularly in healthcare (Kirkpatrick, 2016; Ferlie 

and Geraghty, 2005), where formal medical leadership and management roles have been 

promoted by policymakers (Kirkpatrick, Altanlar, and Veronesi, 2021; Moralee and Exworthy, 

2018). Indeed, reform movements in healthcare systems under the influence of the NPM 

doctrine are boosting the involvement of doctors in management, pointing to managerial 

hybridisation as an obvious course (Kirkpatrick et al., 2009; McGivern et al., 2015). Associated 

with the neoliberal ideology of marketisation and business-like methods of management and 

organisation, the NPM is the most eloquent expression of managerialism in the public sector 

(Esposito, Ferlie, and Gaeta, 2018; Pollitt, 1993; Clarke and Newman, 1997). As I shall explain 

further in the next chapters, the NPM is based on the managerialist assumption that managers 

are the leading occupational group in service organisations due to their presumed special 

management expertise to coordinate broader organisational objectives and activities (Broadbent 

and Laughlin, 2002; Parker, 2002, 2011; Jaros, 2018). This is reflected by a growing body of 

literature suggesting that effective medical leaders and managers can deliver higher-quality 

services (West et al., 2015). In healthcare domains, hybrid doctor-managers also exercise 

ultimate control because the legal requirement is for accredited, qualified professionals to fill 

line management and supervisory posts or because professionals’ dominance in higher positions 

is sustained by tradition and convenience (e.g., career advancement, seniority) (Freidson, 1994). 

Within the medical profession, therefore, trends towards the managerialisation of work have 

been reshaping the nature of medical practice and identity, conforming to more rationalised, 

standardised, and accountable logic. In this vein, managerial hybridisation represents a 

component of organisational professionalism that differs from more traditional occupational 

professionalism (Evetts, 2006; Waring, 2014). It combines professional and managerial 

principles of work organisation by reframing professionals’ identity, conduct, interests, and 

ways of work according to managerial imperatives and business-like styles (Evetts, 2006). 
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Many commentators acknowledge that hybrid doctor-managers are at the forefront of the 

managerialisation of medical practice, a reality that has been viewed as problematic by less-

optimistic authors who highlight that managerialism can “easily overwhelm the intrinsic 

motivation and sense of professional pride and identity” (Martin et al., 2015:17). Representing 

this strand of research focused on the shifting identities of hybrid professional managers 

(Kirkpatrick, 2016), Domagalski (2008:123) has shown that clinical managers who develop a 

strong managerial identity tend to “proclaim their allegiance to the institutional framework in 

which they are employed rather than to the medical profession”, thus coming to be regarded as 

a professional-managerial class “going over to the dark side” (Ferlie, 2017:14). In the same 

vein, Croft, Currie, and Lockett (2015) argue that the transition to desired hybrid identities can 

result in negative emotional distress due to a perceived loss of professional identity and group 

influence. Studies emphasising hybrids’ work practices and impact on organisational decision 

making (Kirkpatrick, 2016) have indicated that clinical managers may have limited autonomy 

to determine the organisational priorities due to a lack of control over budgets and financial 

decisions (Hoque, Davis, and Humphreys, 2004). Similarly, Martin et al. (2015) explored the 

calls for a revived “new professionalism” in the British National Health System (NHS) by 

restimulating professional logic to engage doctors in healthcare improvement projects; they 

showed that in an institutional field dominated by market and managerialist logics, professional 

medical tactics to motivate clinical-led changes deviated significantly from traditional 

principles of collegial social control. 

So, rather than colonising management, these hybrids can be depicted as being colonised or co-

opted by managerialism (Waring, 2014), facing increasingly coercive pressures for managing 

healthcare (Jacobs, 2005) in line with rationalisation, accountability, performance 

measurement, and entrepreneurial values that are “over and above individual autonomy, 

discretion and judgment” (Kirkpatrick et al., 2009:643). Especially in scenarios of hard NPM 

(Ferlie and Geraghty, 2005), managerialism radically changes the nature of professionals’ 

identity, practices, and ways of work by co-opting professionals into managerialist reasoning. 

From a critical view, this occurs through top-down indoctrination of managerial discourses, 

symbols, and codes (Numerato, Salvatore, and Fattore, 2012) that displace professionalism 

(Muzio and Kirkpatrick, 2011), reframing how professionals coordinate their responsibilities, 

how they establish authority relations, and what values they share (Noordegraaf, 2015). 

 



49 
 

 
 

Doctors are thus called to treat their cases within tightly controlled organisational settings where 

they find themselves subordinated to “strict coordination through hierarchical and market-

based control”, in contrast to their professional skills and collegial norms; to “organizational 

authority backed by tangible results and clear monitoring”, displacing expertise and ethics; and 

to “organizational values that primarily encompass efficiently and profitability” instead of 

quality and humanity in service provision (Noordegraaf, 2015:4, emphasis in original). 

Moreover, managerial hybridisation tends to produce a disciplinary logic of self-monitoring, 

self-management, or “governmentality” (Waring, 2007) whereby the micro-level control of 

professionals (Martin et al., 2013) is complemented by the control by professionals (Exworthy 

and Halford, 1999). This disciplinary facet of organisational professionalism restructures the 

spheres of action, accountability, and subjectivity within which professionals are inscribed to 

include market criteria (Fournier, 1999), thereby impacting the processes of personal and 

occupational identity formation and transformation, or simply identification, in the transition to 

hybrid roles (Numerato, Salvatore, and Fattore, 2012; Waring, 2014). 

Managerialism no doubt reframes professionalism in modes that reshape individual and 

collective identities around corporate priorities (Evetts, 2006). Such modes, however, often 

reflect rather complicated, ambiguous, and malleable processes whereby professionals cope 

with potentially contradictory managerialist features and values, sometimes resisting and 

sometimes absorbing or adapting to them (McGivern et al., 2015). In this sense, the debate 

around the mix of forces driving the development of hybrid professional-management roles 

among doctors has been significant (Kirkpatrick, 2016; Fitzgerald and Ferlie, 2006), and 

research suggests different reactions to management (Degeling et al., 2006). Whereas some 

authors emphasise that professional restratification through managerial hybridisation implies a 

top-down co-optation of doctors into managerialist reasoning, others maintain that 

professionals are not merely passive agents in this process, but able to resist or even play with 

managerialism (Kirkpatrick, 2016; Freidson, 1985, 1994, 2001; McGivern et al., 2015; Waring 

and Currie, 2009; Waring, 2014). The empirical distinction between incidental hybrids (those 

professionals who represent and protect traditional professionalism while assuming temporary 

management roles) and willing hybrids (those professionals who proactively claimed hybrid 

roles) proposed by McGivern et al. (2015) is illustrative of the progressive nature of the 

professional occupations (Martin et al., 2015). 
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Drawing upon this line of argument, Numerato, Salvatore, and Fattore (2012) call for greater 

consideration of the dynamic and nuanced points of intersection and articulations between 

professional and managerial principles of work organisation. For them, managerialism can 

mobilise its discourses and practices through more subtle, indirect, and sophisticated 

performative ways. This means that professional responses to managerialism may involve 

indirect incorporation, modification, or (re)interpretation of managerial protocols and rules that 

are perceived as being more liable to strategic adaptation by professionals. Various studies have 

explored professionals’ strategies to adapt management while preserving the core elements of 

their occupational professionalism. For example, Waring and Currie (2009) and Waring (2007) 

have shown that clinical managers seek to subvert, capture, or even advance management 

reforms to limit managerial encroachment and retain a regulatory monopoly. Hybrid elites also 

try to persuade policymakers, interfere with the creation of regulatory tools and standards, or at 

least influence their implementation according to their occupational interests (Numerato, 

Salvatore, and Fattore, 2012). Examining the roles of hybrid nurse middle managers, 

Spyridonidis and Currie (2016) have similarly demonstrated how hybrids are capable of 

mediating professional and managerial hierarchies through practices of translation, or how 

actors seek to modify the dominant model of management within particular institutional fields 

(Kirkpatrick et al., 2013). 

Circumvention is another professional response to managerialism, in which professionals try to 

justify noncompliance with management systems since their modes of work are assumed to be 

more advanced. For example, Waring and Currie (2009) have reported cases in which 

managerialist systems and tools were circumvented by doctors on the grounds of the alleged 

superiority of their pre-existing practices, professional-based national systems, and 

institutionalised skills, knowledge, and ways of work. 

More extreme reactions to managerialism may include acts of professional resistance or bottom-

up opposition to managerial culture and organisation imperatives. Efforts towards the 

managerialisation of doctoring are perceived as being primarily intended to reduce costs, 

control medical practices, and increase doctors’ productivity rather than improve healthcare. 

As a reaction, doctors’ suspicion about management reforms and practices may strengthen their 

motivation to resist or distance from managerial influence (Parker and Dent, 1996), thus 

preserving professional norms and medical ethos (Doolin, 2001; Numerato, Salvatore, and 

Fattore, 2012; Waring and Currie, 2009). For instance, doctors may mistrust management 

solutions, ignore them, or refrain from using particular components of new management 
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systems (McDonald et al., 2005). In these ways, professional resistance ends up protecting the 

soul of occupational professionalism (Martin et al., 2015). 

 

2.6 Summary 

This chapter has introduced the concepts of profession and professionalism upon which my 

analysis of stratification and hybridisation among doctors employed in Brazilian teaching 

hospitals will be predicated. Professions are ways of controlling certain occupations and 

retaining a monopoly over a certain sphere of competence and expertise. This definition is 

underpinned by the notion of professionalism, the occupational principle of work organisation 

(Freidson, 1994), reflected in professionals’ efforts to construct and (re)negotiate jurisdictional 

closure and institutional control over the occupational content of their work (Noordegraaf, 

2007). I have highlighted that professionalism functions as a disciplinary device shaping 

professionals’ practices, their sense of self, and relations to others (Fournier, 1999). 

The chapter has focused on the medical profession and its efforts to preserve political influence, 

economic prerogatives, and prestige in contexts of increasingly bureaucratic rationalisation of 

medical work. I have contrasted different approaches to understanding changes that have 

transformed the social organisation of medicine over the last decades. As seen, although 

pursuing different lines of argumentation, both authors supporting proletarianisation (Stoeckle, 

1988; McKinlay and Stoeckle 1988; McKinlay and Marceau, 2002) and deprofessionalisation 

(Haug, 1975, 1988; Starr, 1982) maintain that the reproduction of old patterns of 

professionalism observed in the “golden age” of medicine is now deeply challenged by strong 

institutional pressures for more accountability, cost reduction, competition in contemporary 

healthcare provision, and consumers’ empowerment. However, how radical or internationally 

spread these trends are, is controversial (Ferlie and Geraghty, 2005), meaning that “rumors of 

the death of medical dominance may be exaggerated” (Martin et al., 2015:378). I have then 

built on Freidson’s (1994) reprofessionalisation thesis to discuss the resilience of the medical 

profession (Timmermans and Oh, 2010) and its capacity to rebuild itself internally to respond 

to challenges by becoming more hierarchical and bureaucratic (Waring, 2014). 
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The main points of this discussion can be straightforwardly summarised. Firstly, professional 

elites can rethink and reframe their roles, principles of work, and identities in ways that help 

them push their self-interested agenda, respond to institutional changes, and counterpose the 

managerial principle of work organisation. This has been described by Freidson (1994) as a 

process of restratification through managerial hybridisation within medicine, whereby an elite 

of hybrid clinical managers try to co-opt management to preserve some degree of professional 

control over healthcare. Secondly, the ideology of managerialism underlies hybridised 

professionalism, producing novel articulations between professional and organisational modes 

of working and reinforcing inner hierarchies of income, prestige, and decision-making power 

between hybrid elites and rank-and-file practitioners. That is because managerialism promotes 

more directive, formal intra-relationships and managerial values, codes, and discourses that 

stimulate hybrid professional managers to further commit to organisational performance and 

forms of control over work. Thirdly, the blurring and recombination of fundamentally distinct 

professional and organisational principles of organising work (Waring, 2014) stem not only 

from top-down colonisation of the professions by managerialism but also from a range of plural, 

complex, uneasy, and unstable interrelationships (Noordegraaf, 2015). This means that the 

enactment of hybrid professional-management roles is not merely an outcome of an all-

encompassing managerialisation of the profession, as professionals can also resist, buffer from, 

(re)negotiate, or even dominate managerial principles of organising work in contexts of 

organisational change (McGivern et al., 2015; Numerato, Salvatore, and Fattore, 2012; Waring 

and Currie, 2009). 

I conclude this chapter by stressing the dynamic, contradictory, and nuanced interweaving 

between professionalism and managerialism since professional and managerial logic can 

coexist and mutate as they evolve (Martin et al., 2015; Croft, Currie, and Lockett, 2015). 

Whether the threads of occupational professionalism preserve their distinctiveness from the 

threads of managerialism in this weave remains doubtful. In the next chapter, I explore how the 

processes of professional identity formation and transformation may be rewoven through such 

an interlacing. 
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CHAPTER 

3 

A critical lens for the analysis of 

professional stratification and 

hybridisation 

3.1 Introduction 

In this chapter, I call for a critical lens to analyse processes of professional stratification and 

hybridisation in organisational domains pervaded by increasingly powerful managerial 

principles of work organisation. I subscribe to CMS as an umbrella movement within 

organisation studies to question the impact of managerialism fostered by NPM-type reforms 

over traditional principles of organising medical work in Brazilian public university hospitals. 

Together with this critique, my theoretical framework incorporates the philosophical and social 

debates promoted by Axel Honneth (1995, 2001) and Nancy Fraser (1996, 2000, 2003, 2007) 

about the representational, redistributive, and recognitional bases of identity formation and 

transformation. I argue that the interweaving of professionalism and managerialism incites new 

struggles for political representation, economic redistribution, and intersubjective recognition, 

(re)framing how individuals construct, maintain, and change their relations to self, other people, 

and their organisations (Kreiner, Hollensbe, and Sheep, 2006). 

Drawing on the critical theory of recognition, the chapter presents a holistic gestalt model 

reflecting the extrinsic political and economic conditions and the intrinsic intersubjective 

mechanisms upon which personal and professional identities are constructed. By emphasising 

these representational, redistributive, and recognitional factors, my critical approach enables 

deep uncovering of the underlying structures shaping or influencing the enactment of hybrid 

professional roles. In this direction, this chapter provides useful concepts for explaining 

professional stratification and hybridisation, delving more deeply into how the transition to 

hybrid identities takes place, what conflicts may emerge from multifaceted and contradictory 

interfaces between occupational and managerial principles of work organisation, and what 

forms of professional resistance may be nurtured in highly professionalised organisations facing 

strong pressures towards managerialisation. 
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3.2 Taking inspiration from CMS 

The large body of sociological and organisational literature dedicated to understanding 

contemporary developments in work relations and professions in increasingly complex 

productive organisations can be divided into two main schools of thought: One school, 

associated with functionalism, emphasises the role and value of the professions to society 

(McKinlay and Marceau, 2002) and identifies mainstream organisation studies focused on the 

interconnection between professional occupations, management thinking, and organisational 

forms from the managerially-oriented purpose of market efficiency as the key criterion of 

success (Parker, 2011). The other school encompasses critical theorists, interactionists, and 

social constructionists, who stress labour processes, power issues, and the self-interest of the 

professions to advance their social standing (McKinlay and Marceau, 2002). Within this second 

current of thought, some critical scholars identified with CMS pay attention to relations of 

power, domination, and control. This account is preoccupied with the processes of critical self-

reflection, self-transformation, and liberation that can emancipate individuals from or at least 

reduce their subordination to social, organisational, and ideological domineering conditions 

(Alvesson and Willmott, 1992; Alvesson and Deetz, 2006; Klikauer, 2015; Laclau, 1992; 

Visquerra and Vela, 2018). 

CMS is a non-mainstream current of organisation and management thought that has become a 

popular academic movement, notably within the European and UK scholarship (Alvesson and 

Willmott, 2012; Cheney and Munshi, 2017). CMS is neither about describing how organisations 

work nor about helping managers and professional workers run their businesses through the 

development of efficient tools or legitimations for better management (Tadajewski et al., 2011; 

Alvesson, Bridgman, and Willmott, 2009). Rather, CMS questions the prevalent social order 

and challenges cultural, economic, and political arrangements (e.g., capitalism, heteronomy, 

colonialism, imperialism, patriarchalism, managerialism) that subvert the human potential and 

undermine the political, economic, and intersubjective prerequisites for individuals’ self-

realisation (Alvesson, 2008; Blauner, 1964; Faria, 2007). This movement involves critiquing 

the authority and pertinence of hegemonic ways of organising and managing (Alvesson, 

Bridgman, and Willmott, 2009; Laclau and Mouffe, 2001; Spicer and Böhm, 2007; Faria, 2007; 

Adler, Forbes, and Willmott, 2007). Such a critical exercise implies questioning the various 

forms of misrepresentation, maldistribution, and misrecognition that mainstream management, 

business, and organisation thinking and practice (re)produce, or overlook, to put it mildly. 
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Originally grounded in the Frankfurt School of Critical Theory, CMS has a broad anticapitalist 

orientation (Ferlie, 2017) and constitutes an alternative to orthodox, positivist understandings 

of organisation and management. Whereas its roots came from the Marxist traditional analysis 

of labour processes, CMS has been framed by other variants of critical thinking including 

poststructuralism, feminism, postcolonialism, queer theory, anarchism, radical democratic 

theory, and environmentalism (Alvesson and Willmott, 2003). These disciplines have shifted 

CMS’s theoretical centre of gravity from Marxist or Frankfurt conceptions of criticality to more 

diverse and fluid critical approaches, growing this body of knowledge into “a pluralistic, 

multidisciplinary movement incorporating a range of perspectives” (Alvesson, Bridgman, and 

Willmott, 2009:5). In different ways, and sometimes with a great deal of confusion and 

conflicting ontological, epistemological, and theoretical positions, CMS’s various strands of 

critical analysis have instigated new directions and revived impetus for researching and 

theorising possibilities “of less oppressive and divisive forms of management practice” (ibid:5). 

Taking CMS as a broad umbrella movement within organisation research and writing, I position 

my thesis as critical theory-oriented research interested in questioning the impact of 

managerialism over traditional professions (e.g., medicine, academia) working in highly 

professionalised bureaucracies (e.g., university hospitals) of the Brazilian public sector. My 

focus lies on how and to what extent managerialist, divisive, and oppressive modes of managing 

and organising work affect occupational professionalism, professionals’ transition to hybrid 

identities, and their capacity to offer some sort of countervailing power (Martin et al., 2015). 

I also critically address the adequacy and application of NPM-style reforms in developing 

countries not belonging to the circuit of Eurocentric and Americanocentric nations. To provide 

alternatives to mainstream thinking and knowledge about public sector organisations of the 

Global South, Currie et al. (2010) encourage public management and organisation researchers 

and theorists to engage with CMS to question the top-down nature of NPM reforms (Ferlie, 

2017). Taking this advice, I adopt a postcolonial stance to interpret dominant narratives of 

public management and policy reform as representing a Western ontology of modernity (Dussel 

and Ibarra-Colado, 2006) and an alien style of managing and organising (Ferlie, 2017) being 

inappropriately imported into Global South contexts, as the Brazilian case will illustrate in 

Chapter 4. 
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I take inspiration from the second aforementioned school of thought to examine how new forms 

of professional stratification associated with the managerialisation of public university hospitals 

in Brazil have impacted medical-academic professionalism and its interface with hybrid 

management and academic roles. Particularly, I draw from critical theorists like Honneth (1995, 

2001) and Fraser and Honneth (2003) to comprehend how the underlying political, economic, 

and intersubjective factors shaped by occupational and managerial principles of work 

organisation influence the processes of identification in the medical profession employed in an 

organisational domain increasingly pervaded by managerialism. Considering that most people 

derive their personal and social identities primarily from their occupation in the world of 

organised work (Honneth, 2008), I follow a critical stance to approach identity-related matters 

as a powerful way to understand how the blurring and recombining of professional and 

organisation modes of working (Waring, 2014) incite new struggles for representation, 

redistribution, and recognition that mould processes of professional identity construction and 

change. As Alvesson, Ashcraft, and Thomas (2008:9) suggest, engaging in a critical approach 

means focusing 

[…] on the local organizational manifestation and personal internationalization in worldviews that 

serve to subordinate human bodies to managerial regimes, for example, through an individualized 

narrative of career that cultivates constant entrepreneurial activity and associated forms of self-

discipline. 

I, therefore, adopt Honneth’s recognition theory to understand why medical professionals 

assume academic and managerial hybrid identities, how they respond to potential identity 

conflicts emerging from multifaceted and uneasy relationships between professionalism, 

academia, and managerialism, and how they assimilate or resist new ways of organising and 

managing professional work (McGivern et al., 2015; Kirkpatrick et al., 2009; Kirkpatrick, Dent, 

and Jespersen, 2011; Ferlie et al., 1996). To do so, I draw on a concept of professional identity 

predicated on a recognition-theoretical lens and reject the mainstream view of professional 

workers as “human capital”, or “sets of human resources that market actors trade to 

organizations in return for monetary payment, stable employment relations, and other benefits” 

(Islam, 2013:235). My critical account of professional identity is based on individuals’ quest 

for intersubjective recognition and sees the professions as sites of socially valuable processes 

that express and constitute individuals’ identity and dignity (Islam, 2012, 2013; Honneth, 

1995). Professional work, therefore, offers individuals the political, material, and 

intersubjective conditions that enable them to achieve their self-realisation and enrichment in 
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occupational and organisational life, although these conditions may be constrained by 

increasingly more pervasive managerial principles of work organisation. 

Given that individuals’ struggles for recognition are framed by political and economic 

situational factors, the critical accounts discussed in the next sections of this chapter allow me 

to develop a holistic gestalt model according to which representation, redistribution, and 

recognition are conceived of as co-fundamental and mutually irreducible dimensions of 

personal and collective identity formation and development. As I shall demonstrate, my 

proposed gestalt model helps understand the wider extrinsic political (representation) and 

objective (redistribution) conditions and the intrinsic intersubjective mechanisms (patterns of 

recognition) that constitute the process of identity formation, maintenance, and change. Rather 

than simply applying taken-for-granted concepts relating to identity matters, my model clarifies 

what the inner structures of personal and collective identity look like, thus enabling deep 

uncovering of the layers constituting subjects’ sense of self in their reciprocal relations with 

others. In so doing, this critical approach delves more deeply into the underlying 

representational, redistributive, and recognitional factors that shape or influence professionals’ 

identity formation and their transition to hybrid roles; it also adds accounting for forms of 

ground-level resistance to managerialisation of their professional work. 

 

3.3 The recognition theory 

As stated by Charles Taylor (2004:26), “due recognition is not just a courtesy we owe people. 

It is a vital human need”. Recognition implies the normative idea that persons or social groups 

deserve to gain acceptance, acknowledgement, and respect for their differences (Honneth, 

2001). 

The theoretical and empirical foundations of the concept of recognition have been most 

systematically sophisticated by Axel Honneth, a neo-Hegelian philosopher descendant of the 

Frankfurt School who centres his project on the development of a critical social theory of 

society that draws on Hegel’s model of the processual ontology of the subject (Hancock, 2016). 

Honneth argues that the struggle for mutual recognition is a precondition for self-realisation 

(Anderson, 1995; Fraser, 2003), the “process of realizing, without coercion, one’s self-chosen 

life-goals” (Honneth, 1995:174). To develop his recognitional theory, he relies on the key 
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universal conditions under which people can form their identities, as set out by Hegel (Honneth, 

2002; Anderson, 1995). According to Hegel, we can only become aware of ourselves through 

recognising and being recognised by others (Wynne, 2000). Honneth builds on the Hegelian 

idea that since the Aristotelian classical politics, human beings have been conceived of as 

entities capable of living in community, as they rely on a collective social framework of a 

political community “for the realization of their inner nature” (Honneth, 1995:7). Thus, 

Honneth finds in the Hegelian model the more general theoretical elements necessary to 

comprehend the struggles for recognition, or how and in what subjects mutually recognise each 

other (Honneth and Farrell, 1997). 

Seeking to properly address events that impair individuals’ experiences of recognition, such as 

social disrespect and injustice, Honneth draws on Mead’s social psychology (1967) to 

empirically trace the various relations of intersubjective recognition and corresponding 

typologies of misrecognition. That is because moral injuries (e.g., disrespect, humiliation, 

devaluation, emotional neglect, abuse, violation of legal rights) imply personal harms that 

jeopardise the individuals’ capacity to act. Honneth and Farrell (1997:24) explain this 

psychological fact in the following terms: 

[…] the experience of a moral injustice is necessarily accompanied by a mental shock, insofar as 

an expectation of the subject affected is disappointed, one whose fulfilment is among the conditions 

of the subject’s own identity. 

The use of Mead’s naturalistic pragmatism enables Honneth to adopt a more empirical 

perspective grounded in real experiences, hence overcoming the notorious idealist and 

metaphysical presuppositions of the Hegelian theory (Zurn, 2005; Anderson, 1995; Kauppinen, 

2011). 

 

3.3.1 The recognitional foundation of personal and social identity 

The Hegelian processual ontology of the subject leads to an understanding that mutual 

recognition represents not only a prerequisite for self-consciousness but also a practical 

condition for the creation and maintenance of a positive relation to self (Honneth, 2002). Put 

differently, while promoting a transition from individual consciousness to intersubjective 

consciousness (Wynne, 2000), the Hegelian model of recognition allows Honneth to elucidate 
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the dialogical foundation of personal and social identities. By stressing the importance of social 

relationships and reciprocity for the formation and flourishing of individuals’ identities, 

Honneth’s concept of recognition is inscribed in an intersubjective basis that mediates the 

ethical progress of society through increasing demands around patterns of recognition 

(Honneth, 2001), that is, intersubjective struggles in which subjects engage “to have their 

identity claims confirmed” (Honneth and Farrell, 1997:21). As Honneth and Margalit 

(2001:128) maintain, “one has to recognize and to be recognized by the other, in order to be 

able to cognize oneself”. The premise is that individuals need recognition from others as a 

necessary condition for acquiring positive beliefs about their individuated self and for positively 

accommodating their self “into more inclusive social units that depersonalize the self-concept” 

(Brewer, 1991:476, emphasis in original), such as race, gender, occupational roles, and other 

forms of collective membership. Hence, the struggle for recognition constitutes individual and 

collective identities and subjectivities and denotes the dual nature of identification (Kreiner, 

Hollensbe, and Sheep, 2006). 

The construction and negotiation of a subject’s personal and social identities are inherently tied 

to the experience of reciprocal recognition (Honneth, 1995). As Taylor (2004:34) states, “my 

own identity crucially depends on my dialogical relations with others”. This means that identity 

is formed, projected, and understood through experiences of mutual recognition (Wynne, 2000). 

For Honneth (1995:73), “one possesses knowledge of the intersubjective meaning of one’s 

actions only if one is capable of generating the same reaction in oneself that one’s behavioural 

expressions stimulated in the other”. Therefore, the practical formation of personal and social 

identities rests on ongoing processes of intersubjective recognition through which individuals 

fruitfully engage with other partners in interaction to gain mutual recognition of their 

differences and commonness (Honneth, 1995; Zurn, 2005; Wynne, 2000; Garrett, 2010). 

Identity formation, or identification, refers to the process of constructing a positive practical 

relation to self (“Who am I?”) and relation to others (“Who are we?”) (Ashforth, Harrison, and 

Corley, 2008) based on reciprocal respect, affirmation, and acknowledgement (Honneth and 

Farrell, 1997). By experiencing different patterns of reciprocal recognition, subjects can learn 

more about their personality and build trust in themselves, leading them to develop a positive 

and undistorted sense of self towards the realisation of their autonomy (Honneth, 2004). As 

Honneth explains (ibid:354): 
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The individual learns to grasp his or her self as both a full and a particular member of the social 

community by being gradually assured of the specific abilities and needs constituting his or her 

personality through the approving patterns of reaction by generalized interaction partners. To this 

extent every human subject is dependent, in an elementary way, on a context of social forms of 

interaction that are regulated by normative principles of mutual recognition. 

The notion of self-realisation is closely associated with unique personal identity, which in turn 

is strongly related to recognition (Van Leeuwen, 2007). Since relations of mutual recognition 

enable subjects to relate positively with their desires, intentions, capacities, and potentials, they 

play a crucial role in the construction of an intact, free, and uncoerced identity, which allows 

their autonomous self-realisation (Honneth, 2002). 

In that vein, human subjects owe their identity construction to the experience of three modes of 

mutual recognition found in the spheres of affective care, legal relations, and solidary social 

esteem (Honneth, 1995, 2004). In that personal and collective identities presuppose recognition 

from other subjects, these forms of social interaction constitute the underlying intersubjective 

mechanisms of identity building, as they provide the prerequisites for the development of a 

personal sense of basic self-confidence, self-respect, and self-esteem. I provide detailed insights 

into these concepts in the following subsections. 

 

3.3.2 Patterns of recognition 

Honneth (1995) proposes a normative theory of recognition according to which the possibility 

of positive identity formation, or a full and undistorted relation to self, depends on the 

establishment of three forms of recognition: love, legal rights, and social esteem (Marcelo, 

2013). These patterns of recognition offer individuals the possibility to sense, interpret, and 

realise their internal needs and desires as fully autonomous persons (Anderson, 1995), enabling 

them to construct and maintain a positive self-relation that shapes their personal and social 

identities (Honneth and Farrell, 1997), a prerequisite for their self-realisation (Van Leeuwen, 

2007). As these forms of recognition can only be established and maintained intersubjectively 

through affirmative responses on the part of others, the conditions for one’s self-realisation 

depend on mutual recognition. 
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a) Love, affective care, and self-confidence: What Honneth (1995) terms “love” 

refers to any “strong emotional attachments among a small number of people” 

(ibid:95). These emerge from the experience of primary relationships of reciprocal 

recognition (Garrett, 2010) developed in the sphere of family, parent-child 

relationships, erotic affection, and friendship. As Honneth (1995:37) notes, “[…] the 

volitional subject is able to experience itself for the first time as a needy, desiring 

subject only after having had the experience of being loved”. Love and caring 

constitute the most anthropological stage of mutual recognition in which individuals 

seek to mutually confirm each other in their affective relationships through emotional 

attachments and feelings of special value to others, without fear of being rejected or 

abandoned (Hancock, 2016). Accordingly, this first level of recognition involves a 

“type of relation-to-self that one can develop when one knows oneself to be loved by 

a person that one experiences as independent and for whom one, in turn, feels affection 

or love” (Honneth, 1995:103-104). In that care and love relationships offer individuals 

affective acceptance and encouragement, they enable the maturation of preliminary 

relations of reciprocal recognition, thereby granting individuals an indispensable 

degree of basic self-confidence, a strength to “open up” to themselves, and a trust to 

express their own needs, interests, and desires (Honneth, 1995, 2001; Van Leeuwen, 

2007; Fotaki, Islam, and Antoni, 2020). Self-confidence, therefore, is inherent to the 

emotional experience of love relationships, representing the basic stage of 

development and maintenance of a positive personal identity essential for self-

realisation (Anderson, 1995). Moreover, in that love and care relationships empirically 

pave the way for a type of identification in which individuals reciprocally acquire basic 

confidence in themselves, such a fundamental level of emotional confidence provides 

the psychological preconditions for the development of further positive attitudes of 

recognition in the process of personal and collective identity formation (Honneth, 

2001), or, more precisely, self-respect and self-esteem, presented next. 

b) Legal rights, respect, and self-respect: Honneth (2002) takes from Hegel and 

Mead the idea that rights and duties are necessary conditions for a subject’s self-

understanding, autonomy, and dignity. Legal relations represent another modality of 

mutual recognition vital for the development of positive personal and social identities 

(Zurn, 2005), for “[i]n obeying the law, legal subjects recognize each other as persons 

capable of autonomously making reasonable decisions about moral norms” (Honneth, 

1995:110). In this sense, juridical recognition refers to institutionalised relations of 
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universal respect and treatment that are indistinctly applicable to all subjects who are 

members of a certain society (Zurn, 2005), often through the mediation of the state 

(Hancock, 2016). At this level of identification, the subject “is recognized as a person 

who is ascribed the same moral accountability as every other human being” (Honneth 

and Farrell, 1997:30), being entitled to the right to make independent choices and 

exercise autonomy (Kauppinen, 2011). For Honneth, therefore, legal recognition 

provides another recognitional mechanism for individuals to develop positive attitudes 

towards themselves in the form of self-respect, the sense of being bearers of rights 

from the perspective of other fellows (Honneth, 2001). As Feinberg (1980:143) has 

written, “[h]aving rights enables us to ‘stand up like men’, to look others in the eye, 

and to feel in some fundamental way the equal of anyone”. So, individuals develop 

self-respect when they consider themselves to have the standing and authority to make 

judgements and the legal guarantees that they will be heard, consulted, and equally 

treated by the law. Differently from love and care relationships, juridical recognition 

does not require emotional attachments; further, it acknowledges that legal relations 

are subject to historical change, be it due to the inclusion of new social groups or the 

granting of new frameworks of rights and duties (Kauppinen, 2011). 

c) Social esteem, solidarity, and self-esteem: The final modality, that of social 

esteem, stresses that we can feel valuable as persons when we know ourselves to be 

recognised for achievements and qualities that differentiate us from others. According 

to Rawls (1971:440), “[w]hen we feel that our plans are of little value, we cannot 

pursue them with pleasure or take delight in their execution”. That is because our 

projects and endeavours give content to our personal and social identities, constituting 

the type of people we are (Kauppinen, 2011). So, beyond affective care and legal 

recognition, esteem is the third pattern of recognition whereby we can build an 

undistorted relation to ourselves. For Honneth (1995), subjects always need to enjoy 

some sort of social esteem that allows them to relate positively to their concrete traits, 

abilities, and projects. Unlike abstract legal recognition, which expresses the universal 

rights of human subjects, social esteem is a form of recognition that refers to 

“particular qualities that characterize people in their personal difference” (ibid:122) 

within a particular shared way of life or community defined by social solidarity (Zurn, 

2005). Hence, social esteem is a form of mutual recognition that demarcates the 

differentiated properties among individuals who share a symbolically articulated 

framework of orientation, or a shared socially defined value-horizon within a 
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distinctive, local community (Honneth and Farrell, 1997), such as a profession. Put 

differently, one’s social esteem is determined according to predominant conceptions 

of status within a certain network of cultural values and solidarity that orients the 

acknowledgement of one’s concrete uniqueness and worth (Anderson, 1995). The 

notion of social esteem can also be seen as social standing, prestige, or reputation, 

which expresses the solidaristic esteem that subjects enjoy for their abilities and 

achievements within a certain community. These notions express the degree of social 

recognition that individuals are accorded for their self-realisation given their 

contribution to the practical realisation of the community’s goals and projects (Zurn, 

2005; Kauppinen, 2011). The experience of being socially esteemed generates in the 

person a felt confidence that he or she is correspondingly recognised as valuable by 

other members. More profoundly, social esteem provides the conditions for one’s self-

esteem, a feeling of self-worth, and a practical healthy and positive relation to self by 

virtue of one’s recognised achievements, roles, and abilities. 

The degree of one’s positive relation to self and social interaction intensifies to the extent that 

one gradually moves towards the next forms of recognition, respectively emotional 

attachments, juridical relations, and networks of solidarity and esteem. As seen, each sphere of 

interaction corresponds to different patterns of reciprocal recognition, which in turn points to 

“a particular potential for moral development and to distinct types of individual relations-to-

self” (Honneth, 1995:95). It is worth noting that these modes of mutual recognition are not to 

be understood purely as aims, beliefs, or emotional states. Rather, they are dynamic processes 

through which subjects come to know and experience themselves as having a certain status in 

terms of loving care and acceptance, legally guaranteed autonomy, and social prestige 

(Anderson, 1995). 

In summary, the three patterns of recognition identify moral attitudes that, taken together, 

constitute psychological, intersubjective mechanisms for the acquisition of self-confidence, 

self-respect, and self-esteem whereby individuals can develop and negotiate their personal and 

social identities, integrity, and actualisation through a positive attitude towards themselves and 

others (Honneth, 1995, 2001). Only by experiencing those crucial components of identity 

formation (Wynne, 2000) can one relate positively to oneself as a fully autonomous and 

individuated being. 
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3.4 Representation, redistribution, and recognition 

As previously explained, Honneth maintains that we need to receive recognition from other 

persons to develop a positive and undistorted subjectivity. He, therefore, sees recognition as a 

matter of identity formation and self-realisation. Yet this idea has not gone uncriticised 

(Hancock, 2016). Nancy Fraser, for example, argues that it is problematic to construe 

recognition solely in terms of subjectivity and identity building aiming at self-realisation. For 

her, the identity-centred conception of recognition as a matter of personal self-realisation ends 

in being sectarian since the notion of self-fulfilment is restrictedly based on a community 

framework of social values, practices, and relations that is unlikely to be universally shared by 

different social groups in different contexts (Van Leeuwen, 2007). As a result, it is difficult to 

distinguish justified from unjustified claims for recognition if they are strictly taken to be 

matters of self-realisation (Fraser, 2003). 

As an alternative to Honneth’s normative monism (Fraser and Honneth, 2003), Fraser calls for 

a theoretical framework that connects the category of recognition with claims for political 

representation and economic redistribution (Fraser, 2000, 2003). For Fraser, this connection 

might help solve, or at least mitigate, a serious problem when one thinks about recognition 

solely in terms of undistorted personal and social identity formation: the problem of 

displacement (Fraser, 2000). Displacement occurs when one neglects economic distributive 

inequalities and political exclusion within fragmented cultural groups and focuses too 

exclusively on micro-dynamics and interactions (Garrett, 2010) associated with psychological 

processes of changing culture and identity. This problem results from Honneth’s monist and 

culturalist approach, which, by identifying misrecognition with psychological disturbances, 

fails to understand the experience of disrespect as “a systematic consequence of enduring 

patterns of economic and social inequality perpetrated under capitalism” (Hancock, 2016:464). 

Whereas Honneth (2004) squeezes the concept of mutual recognition into inner processes of 

identity creation and maintenance, Fraser (2000) argues that individuals’ desire for recognition 

is entwined with claims for parity of participation in social interaction and distributive justice. 

She suggests that we should rethink the struggles for recognition in a way that can be integrated 

with the struggles against forms of political misrepresentation (e.g., exclusion, hierarchisation, 

subordination, non-collegiality) and economic maldistribution (e.g., exploitation, deprivation, 

inequality, marginalisation), hence accommodating the full complexity of the structural factors 

mediating the processes of personal and collective identity construction, tensions, and change. 
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According to Fraser (1996), in this post-socialist era, the struggles for cultural recognition of 

social identities (mobilised under the flags of nationality, ethnicity, race, gender, sexuality, and 

so forth) have become more salient and tend to predominate, whereas claims for egalitarian 

redistribution (e.g., just division of labour, labour rights) seem to be decentred, if not 

extinguished, from the grammar of political claims-making (Zurn, 2005). Consequently, the 

two kinds of claims have become dissociated from one another and antagonistically 

counterposed, both practically and theoretically, since the politics of recognition appear to be 

frequently decoupled from the politics of economic equality (Fraser, 2003). In short, 

individuals’ claims for recognition displace socioeconomic redistribution “as the goal of 

political struggle” (Fraser, 1995:68). In some cases, this dissociation has become a polarisation, 

as some proponents of redistribution reject the politics of recognition outright (e.g., economicist 

theorists), while some proponents of recognition disdain redistributive politics (e.g., 

culturalists) (Fraser, 2003). 

The either/or choice “redistribution or recognition”, however, denotes a false antithesis. 

Fraser’s (2003) general thesis suggests that the foundation of undistorted personal and 

collective identities requires both redistribution and recognition. “Neither alone is sufficient,” 

she says (ibid:9). In a fertile debate with Honneth, Fraser argues that a positive practical relation 

to self cannot be explained only by the struggles for recognition, as it also involves the struggles 

for redistribution (Fraser and Honneth, 2003; Fraser, 1996). As Zurn (2005:89) notes, 

“everyday experiences of misrecognition can be understood as the normative and motivational 

well-springs of struggles against both economic and cultural injustices”. In this sense, the 

redistribution of material resources and opportunities in the division of labour corresponds to 

extrinsic objective conditions rooted in the structural features of the economic system that frame 

the development of personal and social identities. Conversely, forms of economic 

maldistribution (e.g., exploitation, deprivation, disparities in wealth and income, precarisation 

of working conditions) are forces that may deny some people the means to pursue their self-

realisation and participation in social life, thus jeopardising their sense of self and their relations 

to others. 

Fraser assumes both the perspective of recognition and the perspective of redistribution without 

reducing either one to the other, meaning that she treats every practice, discourse, norm, or 

social value shaping one’s personal and social identities as simultaneously cultural and 

economic, although not necessarily in the same scale. That is because struggles over identity 

formation are so imbricated in economic claims, and vice-versa, that they make the interrelation 



66 
 

 
 

between patterns of recognition and redistribution impossible to ignore. In short, as Fraser 

(2003:65-66) states, “no redistribution without recognition” and “no recognition without 

redistribution”. 

Later, Fraser added a third dimension to her initially bidimensional model to argue that 

recognition and redistribution must be related to political representation, “which allows us to 

problematize both the division of political space into bounded polities and the decision rules 

operating within them” (Fraser, 2007:313). She proposes connecting recognition and 

redistribution with the category of political representation by referring to the norm of 

participatory parity, which provides individuals with a systematic means of classifying 

themselves and others within a given social category, transcending legal recognition. For 

example, a woman may define herself in terms of the groups she actively partakes in on par: I 

am a citizen and an influential faculty member at the college. According to this perspective, if, 

and when, actors are governed by self-determined norms of deliberation and conduct (Martin, 

2012) that acknowledge them as full partners in social interaction, we can speak of mutual 

recognition in the sense of a social identification (Ashforth and Mael, 1989) marked by group 

equality and belongingness. This is a stable kind of recognition that goes beyond Honneth’s 

concept of legal relations and is independent of individual accomplishments or contributions 

(Van Leeuwen, 2007) or any specific behaviours or affective states (Ashforth and Mael, 1989). 

When, in contrast, some actors are socially classified as inferior, excluded, disregarded, or 

invisible subjects who are not entitled to full participation in social life or groups, we can speak 

of misrecognition or status subordination. On Fraser’s status model, therefore, nonrecognition 

is no longer reduced to a psychic deformation of one’s identity impairing one’s self-realisation; 

rather, misrecognition is associated with an institutionalised condition of misrepresentation 

(Fraser, 2000, 2003) that, due to structural barriers to inclusive and effective participatory 

processes (Martin, 2012), jeopardises individuals’ social or group identification, or their 

“perception of oneness with or belongingness to some human aggregate” (Ashforth and Mael, 

1989:21). This prevents individuals from developing a sense of belonging since some subjects 

and groups are deprived of the status of full participants in a given sphere of social interaction 

on account of institutionalised political conditions. 

The category of representation, therefore, affords an illuminating account of the structural 

forces that mediate individuals’ claims for recognition and redistribution. Representation 

corresponds to the political conditions rooted in decision-making procedures and rules that 

furnish “the stage on which struggles over distribution and recognition are played out” (Fraser, 
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2007:313). Put differently, political conditions shape both individuals’ intersubjective struggles 

for recognition and their claims for fair economic redistribution in the political economy. They 

operate at macro- and meso-level structures (e.g., the state, market, organisations, and 

professional institutions) that constitute the frameworks of legal relations in which individuals 

are immersed and the institutional patterns of cultural value that frame their struggles for self-

respect and social status; they also operate at the phenomenological level through the 

intersubjectively generated, legitimised, and internalised social practices, discourses, and rules 

that allow social actors to participate as full partners in social interaction or impede them from 

it. While reflecting the criteria of political membership and participation in a political 

community, representation “tells us who is included, and who excluded, from the circle of those 

entitled to a just distribution and reciprocal recognition” (ibid:313-314). 

It should be emphasised, therefore, that as “any inter-subjective relationship, recognition is 

always meditated” (Hancock, 2016:478) by political and economic structures. These constitute 

situational conditions that are external to subjects and represent existing forces that influence 

their quest for self-fulfilment and social status. Hence, it is essential to my argument that 

representation, redistribution, and recognition are conceived of as co-fundamental and mutually 

irreducible categories that form a holistic gestalt in which personal and social identities are 

constructed and grow. In other words, they reflect the wider extrinsic objective and political 

conditions and the intrinsic intersubjective mechanisms (i.e., love and affective care, legal 

rights, social esteem, status) upon which individual and collective forms of identification are 

continually produced and reproduced. These accounts are summarised in Figure 1. 

The proposed model is deontological and non-sectarian, offering a conceptualisation of 

recognition that is decoupled from psychological and cognitive roots (Wynne, 2000). It implies 

that the intersubjective mechanisms of recognition are moulded by redistributive and 

representational conditions, thus stressing that recognition lies in social relations, not only in 

individual or interpersonal psychology. Therefore, such an account of recognition eschews the 

excessive psychologisation of the experiences of nonrecognition (e.g., subordination, 

disrespect, social suffering), locating “the wrong in social relations, not in individual or 

interpersonal psychology” (Fraser, 2003:31). 
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Figure 1: Holistic gestalt of identity formation based on representation, redistribution, and recognition 

 

Source: Author 

As outlined earlier, Honneth’s psychoanalytical approach suggests that disrespect and 

denigration are essentially identified with internal distortions in the psychological structure of 

the self-consciousness of the oppressed (Fraser, 2003; Wynne, 2000). This, Fraser argues, may 

lead to laying the blame on the victim as though psychic damage, shortcomings, failings, or 

identity imbalances were products of the minds of those subject to forms of misrecognition 

(Fraser, 2003; Garrett, 2010). By locating misrecognition on social relations, Fraser maintains 

that forms of disrespect or denigration can certainly have psychological effects, although 

nonrecognition can occur even if it seems to have no distortive effect upon the human psyche. 

So, forms of misrecognition are externally manifested and perpetrated through a plurality of 

institutional forms, sites, and in qualitatively different ways, such as in social practices, law, 

government policies, organisational logics, and professional principles that may constitute 

some individuals and groups as inferior, simply invisible, wholly other, or excluded under an 

institutionalised status order. For Fraser (2000:114), it is through the workings of these social 

institutions that social relations are regulated “according to parity-impeding cultural norms”. 

Overcoming misrecognition, therefore, means supplanting inequalities and modes of 

subordination through interdicting or reconfiguring extant structures of valuation, 

identification, and interaction that depreciate some individuals and social groups and hinder 

participatory parity (Fraser, 2003; Wynne, 2000; Garrett, 2010, Zurn, 2005). 
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Yet, despite Fraser’s objection and call for an account of recognition as a question of social 

status connected with claims for redistribution and representation, I align with the idea that 

modes of recognition operate within a more intimate, psychological realm. That is because they 

always involve “the unique bounding of two subjects, which will necessarily be different every 

time” (Wynne, 2000:10). I thus subscribe to the view that an adequate conception of recognition 

should take due account of the plurality of lives and the extrinsic economic and political 

conditions that shape individuals’ subjectivities while giving due attention to the connectedness 

and intersubjective mechanisms the struggles for recognition require for the basic prerequisites 

for individual and social identity development to be met (Honneth, 1995). This helps us explore, 

at a phenomenological level, individuals’ lived experiences and social practices within a 

particular institutionalised normative, economic, and political order, such as the professions. 

 

3.5 Struggles for representation, redistribution, and recognition in 

professional domains 

The concept of recognition forms part of a critical theory that is fruitful for understanding, and 

perhaps improving, the features and experiences of professional occupations in contemporary 

organisations of expert work. As seen, the desire for recognition constitutes a distinguishing 

characteristic of human nature, a precondition for ontological security and flourishing of the 

human subject (Honneth, 1995). Through intersubjective recognition, an individual can develop 

self-consciousness and stable and meaningful social relations (Hancock, 2016). As explained 

by Anderson (1995:xi), Honneth’s recognitional theory maintains that 

[…] the very possibility of identity-formation – depends crucially on the development of self-

confidence, self-respect, and self-esteem. These three modes of relating practically to oneself can 

only be acquired and maintained intersubjectively, through being granted recognition by others 

whom one also recognizes. 

In line with Fraser’s accounts, Hancock (2016:464) notes that recognition is a dynamic process 

that occurs not only at the individual level but also at the institutional level, thereby implying 

“the establishment of both political structures and social-cultural practices that support the 

mutual valuation and recognition of subjects”. In no domain is this truer than the domain of 

professional work, where certain patterns of recognition, and political and economic conditions, 
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are historically established, (re)negotiated, and institutionalised as forms of occupational 

identity, discourses, norms, and principles of work organisation (Freidson, 1994; Marcelo, 

2013; Kreiner, Hollensbe, and Sheep, 2006). That is because work constitutes a solid means not 

only for individual and collective striving for self-comprehension and participation in social 

life but also for the material reproduction of society (Honneth, 2010; Angella, 2016). 

Essentially, therefore, the professions are institutional spheres of intersubjective recognition 

because they provide a vehicle through which members apprehend each other (Wynne, 2000) 

and establish interpersonal connections around their expertise, skills, practices, and conducts. 

In that an “institution can only survive when the people who are its members are enacting forms 

of recognition” (Honneth, quoted in Marcelo, 2013:211), a profession can be viewed as a way 

of adopting and regulating a particular relationship to oneself and others (e.g., colleagues, 

clients) (Fournier, 1999), meaning that professionalism shapes individuals’ intrinsic 

intersubjective mechanisms for the development of self-confidence, self-respect, self-esteem, 

and a sense of belongingness at work. 

Indeed, the extant literature on the sociology of the professions suggests that the social 

organisation of the professions can become a source of personal and collective identities 

(Freidson, 1994; McGivern et al., 2015; Kreiner, Hollensbe, and Sheep, 2006; Alvesson, 

Ashcraft, and Thomas, 2008), as occupational professionalism aligns professional practices, 

competences, and behaviours with subject positions, interests, and personal development 

(Fournier, 1999). On the one hand, an organised occupation promotes the development of 

several kinds of commitment, interpretation, communication, and identification with the 

professional work on the part of its members. As Freidson (1994:16) explains, the occupational 

principle of work “produces distinctive occupational identities and exclusionary market 

shelters” whereby professionals can claim the affirmation of their labour monopoly, self-

regulation, and authority over work. Likewise, common educational backgrounds, vocational 

training, work experiences, and shared ways of perceiving and solving problems are developed 

through processes of socialisation in educational institutions, professional associations, and 

workplaces (Freidson, 1994; Evetts, 2013; Spyridonidis, Hendy, and Barlow, 2015). These 

processes, which are intensified through continuous daily practice (Waring, 2014), generate an 

occupational community that relies not only on a jurisdictional monopoly over work but also 

on subjective bonds, common interests, and a collective sense of belongingness and solidarity 

among the co-workers (Freidson, 1994). This means that professional members are inclined to 

identify with their peers, as they form a community of values, work cultures, and collective 
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identity characterised by a special orientation towards shared conceptions of their occupational 

boundaries, goals, careers, and norms (Honneth, 1995; Evetts, 2013; McGivern et al., 2015). 

On the other hand, professionals seek to develop an awareness of their particularity by engaging 

in socially useful and distinctive work in the social division of labour (Honneth, 1995). For 

Honneth (2010), the division of labour serves as the root of relations of solidarity and 

recognition expressed in the form of social esteem. So, by participating in the labour market, 

professionals reciprocally recognise themselves “as private autonomous beings that act for each 

other and thereby sustain their livelihood through the contribution of their labor to society” 

(ibid:230). Thus, the professions become a central life interest and constitute both a personal 

and collective mobility project, for in performing their occupational work individuals seek to 

improve their social standing and reputation (Freidson, 1994) in their aspirations for self-

understanding and actualisation. That is why professionals are continuously striving to develop 

their sense of self, legitimacy, autonomy, group influence, status, and prestige within the 

various occupations and segments of the social division of labour (McKinlay and Marceau, 

2002; Noordegraaf, 2007; Evetts, 2013; Croft, Currie, and Lockett, 2015; Freidson, 1994). 

The aforementioned features of the professions signal some vital intra-professional and 

interpersonal elements (Stoeckle, 1988) that shape individuals’ self-confidence, self-respect, 

self-esteem, and social status, which are preconditions for their self-realisation and participation 

in occupational life. They can only be accomplished through forms of reciprocal recognition 

that are institutionalised within the occupational community. Put another way, the social 

organisation of the professional occupation and the relationships among its members are 

permeated by their desire for recognition, being underpinned by a struggle for receiving 

recognition in the forms of affection, legal rights, social esteem, and a sense of belonging for 

full participation in the occupational field (Fraser and Honneth, 2003). Even within mainstream 

organisation studies, human relations and behaviourist scholars have addressed recognition as 

an important motivational factor for individuals’ satisfaction and self-actualisation in the sphere 

of work (see Herzberg, for example). Hence, the struggles for recognition (Honneth, 1995) help 

understand the involvement in professional roles, as they are immanent to the nature of the 

expert work being undertaken and constitute the underlying intersubjective mechanisms of the 

development of a “viable sense of self-identity” at work (Hancock, 2016:463). 
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As an example of social identity (Kreiner, Hollensbe, and Sheep, 2006), professional identity 

is built up through social relationships and reciprocity developed with professional fellows and 

other individuals and social groups, which generate the practical condition for the construction 

and maintenance of a positive relation to self and relation to other (Honneth, 2002) within the 

occupational community. Intersubjective recognition moulds the identity work (McGivern et 

al., 2015) required for the formation of an occupational identity (Honneth, 1995) that is 

“congruent with and supportive of the self-concept” (Snow and Anderson, 1987:1348), for 

professionals seek to fruitfully engage with others, i.e., their peers or objects of professional 

practice (Fournier, 1999), to produce a sense of coherence, distinctiveness, and affirmation 

(Sveningsson and Alvesson, 2003) of their occupational membership, esoteric knowledge, 

shared values, motivations, and norms that make them capable of participating on a par (Fraser, 

2003) within the boundaries of the professional field (Noordegraaf, 2007; Fournier, 2000). 

A fundamental desire for affective care, legal respect, social esteem, and status underlies 

individuals’ intersubjective struggles for recognition in the workplace and denotes a defining 

characteristic of developing a productive and congruent sense of personal and professional 

identity (Honneth, 1995; Hancock, 2016). For example, research has shown that affection and 

caring behaviours that can be developed within organisations provide individuals with a sense 

of security that allows them to express their common needs, interests, and beliefs without the 

fear of rejection, isolation, or abandonment, helping foster positive emotional attachments 

among them (Fotaki, Islam, and Antoni, 2020). As seen in my adapted holistic gestalt of 

professional identity formation presented in Figure 2, these intersubjective mechanisms allow 

professionals to build up self-confidence, a crucial prerequisite for further levels of recognition 

in the process of professional identity building (Honneth, 1995). Moreover, the self-confidence 

acquired through affective relationships, emotional bonds, and care at work (Islam, 2013) may 

influence the identity work needed to negotiate conflicts, contradictions, disruptions, and 

tensions between personal, professional, and other social identities (Kreiner, Hollensbe, and 

Sheep, 2006), especially when changes involve psychologically demanding identity transitions 

towards managerially defined hybrid identities (Croft, Currie, and Lockett, 2015; McGivern et 

al., 2015). In other words, striving for recognition in the form of affective care helps explain 

why professionals can be exposed to emotional distress when transiting to hybrid roles without 

the self-confidence that the construction of their new managerial leader identity will be 

supported by and congruent with their professional group identity (Croft, Currie, and Lockett, 

2015). I will have more to say about this throughout the remainder of this thesis. 
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Moving on to the next pattern of recognition in my proposed gestalt model, the prerogatives of 

a given occupation whose relative boundaries are supported by the state and professional 

associations provide their members with a framework of rights, privileges, and protected roles 

in the context of the societal division of labour. Such a juridical framework allows all members 

of the profession to experience legal recognition because of the legal status accorded to them 

as bearers of the credentials, prerogatives, and burdens of occupational responsibilities to 

participate in the professional domain. As a result of this legal recognition, the professional can 

experience self-respect in the sense of “being recognized as a legitimate and (potentially) 

contributory member of a society by others who also hold such status” (Hancock, 2016:463). 

Figure 2: Holistic gestalt of professional identity formation 

 

Source: Author 

The set of rights, privileges, and duties distributed in the context of particular spheres of 

occupational work not only provides a disciplinary regime of professional norms and work ethic 

that constructs practitioners’ subjectivities and conduct (Fournier, 1999) but also functions as a 

source of professional power gained through legally sanctioned jurisdictions. As previously 

discussed, much research suggests that strong legal boundaries granted by the state have 

enabled some closed, self-regulating professions to protect their exclusive right to use 

knowledge, advance their social position in the division of labour, and resist or adapt to new 

principles of work organisation that challenge professional dominance (Freidson, 1994; 

McKinlay and Marceau, 2002; Coburn, 2006; McGivern et al., 2015). 
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As Freidson (1994) notes, the professions have been singled out as occupations that perform 

activities of great social value due to their distinguished knowledge and skills. A profession, 

therefore, is a distinctive community delimited by shared value orientations (Zurn, 2005) and 

market-mediated relations in which members can develop “a particular, ‘organic’ form of 

solidarity because the reciprocal recognition of their respective contributions to the common 

good gives them a sense of connectedness” (Honneth, 2010:230). In this case, the next type of 

recognition ascribed to professionals comes in the form of social esteem or prestige, which are 

“bound up with the opportunity to pursue an economically rewarding and thus socially 

regulated occupation” in the social division of labour (Honneth, 2007:75). The prestige of a 

profession heavily relies on the “historical vagaries of ‘public attention’” (Hancock, 2016:464) 

and the success of the occupation in obtaining the public acknowledgement that its 

accomplishments and forms of life are worthy of special value (Honneth, 1995). In professional 

domains, therefore, it is according to the worth and reputation of the profession, which is 

socially and historically determined according to its collective contribution to the realisation of 

societal goals, that the social esteem of each of its professional members is to be measured. This 

means that professional workers strive to gain esteem for their unique abilities, attributes, and 

particular accomplishments within the occupation to construct self-esteem, a pattern of 

recognition that is essential for the positive creation of a sense of distinctiveness and 

achievement of an optimal balance between their personal and occupational identity. 

It is worth noting, however, that the social esteem derived from the performance of expert work 

is a vulnerable and changeable modality of recognition, resting on historically mutable modes 

of evaluation (Hancock, 2016) of the professional occupation in question. It is also possible that 

differentiated levels of esteem are ascribed to the various strata of the occupation based on their 

particular roles, competences, merits, and distinguished contributions to what is considered 

valuable in a society (McKinlay and Marceau, 2002; Kauppinen, 2011). That is because in 

organised communities, such as professional domains, solidary social esteem is defined in terms 

of a hierarchical scale of evaluation that “serves as a system of reference for the appraisal of 

particular personality features” according to the degree to which they appear “to contribute to 

the realization of societal goals” at a given time (Honneth, 1995:122). 

Returning to Fraser (1995, 2003), the professions are an economic phenomenon, for they 

depend on economic capital for their material survival. Thus, professional occupations single 

out the struggles of specific strata of the labour force for redistribution, or, in Freidson’s words 

(1994:108), “monopoly over the right to control their own labor” and how professional services 



75 
 

 
 

are organised and financed. As Freidson explains, the institutional shelter of a profession and 

its privileged economic position in the division of labour provide “the structural resource by 

which the ‘absorptiveness’ of an occupation can be established and sustained” (ibid:89). By 

allowing its members to control the terms and conditions of recruitment, education, and job 

characteristics, the jurisdictional protection and boundaries of an occupation create in them an 

economic self-interest in a relatively secure and lifelong career of performing the work of that 

occupation. 

In many occupations, medicine included, individual and collective material interests and 

relationships to the market take precedence over more, say, intrinsic drivers (e.g., love of work, 

dedication to service, calling) of professionalisation. Therefore, the development of an 

occupational identity is not solely underpinned by intersubjective mechanisms of recognition 

and professionals’ interests in the intrinsic psychological rewards of the occupational work but 

also by the extrinsic, objective conditions whereby professionals can obtain and improve their 

economic autonomy, defined as professionals’ control over their working conditions and right 

to determine their remuneration (Freidson, 1994; Barnett, Barnett, and Kaerns, 1998; Elston, 

1991). So, considering that the relationship between income and professional activity represents 

a consistent spur to self-interested exploitation of the exclusionary shelter provided by 

professional institutions in most occupational fields (Freidson, 1994), claims for professional 

recognition are invariably encircled by claims for economic redistribution (see Figure 2). 

The reason for this is that the specialised knowledge and market shelter of a profession in the 

political economy not only set it apart from other (rival) occupations but also condition the 

intersubjective grounds for social interaction among professionals, through which occupational 

patterns of cultural value, identification, communication, and participation upon which they 

construct their personal and occupational identity are established and institutionalised. For 

example, the way medicine has been able to monopolise certain economic resources (e.g., 

income, salaries, privileges in occupational hierarchies) and internally (re)distribute them 

among its intra-professional strata affects the public reward ascribed to each medical segment 

in the form of social esteem or prestige, especially in societies in which the contribution of 

certain occupational work to the realisation of societal goals is often recognised in terms of 

financial success (Stoeckle, 1988). As the medical profession does not constitute a 

homogeneous class (Freidson, 1994), the struggles for material redistribution unfold internally 

and influence not only how the various specialities and fractions (e.g., elite professionals, rank-

and-file practitioners) can retain relative control over the terms, conditions, and content of work 
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but also how different forms of intersubjective recognition can be established within and among 

them. This helps explain why the economic decline of medicine is not absolute, given that rank-

and-file practitioners tend to be hit the hardest by proletarianisation and deprofessionalisation 

trends and by maldistribution associated with these trends, while elite members seem capable 

of resisting and even increasing their professional power, economic privileges, and social status 

(Freidson, 1994). Maldistribution, in this case, goes hand in hand with nonrecognition and 

“occurs when economic mechanisms and structures deny some the material resources and 

opportunities they need in order to participate in social relations on a par with others” (Zurn, 

2005:99). In medicine, maldistribution corresponds to economic and organisational factors 

(e.g., increasing wage labour, loss of control over work, routinisation, greater professional 

accountability imposed by new organisational measures) that reflect greater stratification, 

bureaucratisation, and alienation of work (Coburn, 1994), which in turn diminish some doctors’ 

capacity to exercise independent, autonomous work, and construct a positive personal and 

professional identity. 

As my holistic gestalt model suggests (see Figure 2), the struggles for recognition and 

redistribution are surrounded by political factors that frame the political power of the 

professions to control and organise their work. As Freidson (1994) observed, highly dependent 

on political power, the professions are inextricably and deeply immersed in an arena of 

conflicting and competing interests where they engage with struggles for political 

representation to influence state policy, to carve out and safeguard their occupational 

boundaries, and to exercise authority over other occupations in the division of labour 

(Noordegraaf, 2007; Elston, 1991; Waring, 2014). In medicine, the struggles for political 

representation impact doctors’ general redistributive claims to resist the loss of exclusive 

licensing and jurisdictions to other health competitors, to rebuff the increasing state 

intervention, and to cope with the rising economic power of the state and investor-owned 

healthcare corporations (Freidson, 1994; Light and Levine, 1988). In the same vein, political 

conditions and changes (e.g., regulation) influence the professionals’ struggles for 

redistribution at the phenomenological level, when doctors strive to keep local control over 

terms and content of training and work, objects of medical practice (e.g., clients), tools and 

means of labour (e.g., technologies, equipment, premises, drugs), and remuneration, benefits, 

and career plans according to the hierarchy of medical specialisation (Elston, 1991; McKinlay 

and Arches, 1985; Larson, 1980). 
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Political conditions also influence how patterns of professional recognition are established and 

institutionalised. For example, the monopoly of status and work privileges (Larson, 1980) has 

a political foundation, for it is organised on a legal basis (Freidson, 1994) that offers 

professionals the authority and juridical recognition needed for the development of their sense 

of self-respect within the professional domain. Furthermore, through political struggles 

professionals seek to isolate their peculiar collective characteristics from non-group members 

to monopolise the chances for high social esteem (Honneth, 1995). Therefore, the pursuit of 

social esteem is imbricated in permanent cultural and political tensions, as diverse social 

groups, including intra-professional segments, are constantly striving to raise the value of their 

specific roles, accomplishments, and abilities to improve their prestige. 

The struggles for political representation allow us to paint a more complete picture of the 

struggles for redistribution and recognition in professional domains. That is because changes in 

the political conditions entail changes in the objective conditions and, by extension, in the 

intersubjective mechanisms upon which personal and occupational identities are constructed 

and maintained. The category of political representation thus helps explain how the professions 

respond to situational factors that threaten their economic autonomy, political influence, and 

public respect in knowledge societies in which institutional powers are increasingly destabilised 

(Fournier, 2000) and clear, firm occupational boundaries are harder to maintain, not only 

between states and markets but also between and in different intra-professional groups 

(Noordegraaf, 2007). By examining representation and its relationships with recognition and 

redistribution, we can understand how changes in the political conditions affect the 

occupational principle of medical work organisation and fracture old patterns of 

professionalism in doctoring, such as norms of collegiality, equality, and solidarity 

(Noordegraaf, 2007; Waring, 2014). Indeed, the political conditions for doctors to participate 

organically on a par with their professional colleagues are increasingly difficult to establish and 

sustain given weaker collective associations resulting from greater workforce stratification. As 

Freidson (1994) notes, minority groups’ claims may be ignored and deprecated by the majority 

school of thought and official representatives of the profession. Some of them may create “a 

separate association of their own that speaks independently of the one taken to represent the 

profession as a whole” (ibid:36). By redefining protocols, rules, and forms of communication, 

macro-level changes in public policy and management may also empower certain professional 

strata (e.g., clinical managerial hybrids) to advance priority policies and organisational projects 

(e.g., preventive care, public health) while displacing those representing other ideas, practices, 
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and interests (e.g., academic work), as it appears to be the case of the empirical example I will 

explore in the next chapters of this thesis. 

While some authors suggest that the struggles around representation indicate a political 

dimension of the proletarianisation and deprofessionalisation faced by certain segments of the 

medical profession (Stoeckle, 1988; McKinlay and Arches, 1985; Navarro, 1988; McKinlay 

and Marceau, 2002; Haug, 1972, 1975; Starr, 1982), others maintain that hybrid elites can still 

maintain an effective political organisation by raising powerful barriers against external control 

or managerial rationalisation (Freidson, 1994). This restratification through managerial 

hybridisation, however, leads to new underlying drivers of representation, redistribution, and 

recognition shaping the processes of personal and occupational identity formation and 

transformation, as the enactment of hybrid identities in contexts of increasing managerialisation 

suggests. The field of Brazilian federal university hospitals (HUFs) will clearly illustrate these 

identification processes throughout the remainder of this thesis. 

 

3.6 Summary 

Considering the literature reviewed in this and the previous chapter, this chapter has discussed 

how managerial hybridisation in the medical profession may affect the intersubjective 

mechanisms and the objective and political conditions upon which doctors construct their sense 

of self-confidence, self-respect, self-esteem, and status within organisational environments 

characterised by increasing managerialisation and stratification of the medical workforce. What 

changes are and how they trigger new dynamics between doctors’ personal and professional 

cross-cutting (medical, academic) and other nested, contained (managerial) identities 

(Spyridonidis, Hendy, and Barlow, 2015), thus reshaping the process of identity formation and 

affecting the balance between their individual and collective work identities, remain an 

important research gap. 

I have argued that it is imperative to advance past research on identity matters by examining 

the underlying intrinsic mechanisms and extrinsic conditions whereby individuals construct and 

negotiate their personal and occupational identities in the face of stronger demands for the 

managerialisation of work practices and relations. 
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I have shown that forms of reciprocity, access to material resources, and political participation 

in occupational and organisational life are vital elements for individuals’ self-realisation at 

work. This means that the struggles for recognition, redistribution, and representation become 

central to the narratives that help explain why professionals take up or reject hybrid work and 

responsibilities (Noordegraaf, 2007) and how they respond to potential identity conflicts 

associated with such hybridity (Croft, Currie, and Lockett, 2015) in their search for ontological 

security and flourishing (Waring, 2014). 

As I shall demonstrate in the following chapters, my critical approach based on the recognition 

theory can be used as a theoretical-analytical framework to explore how medical professionals 

and professors of medicine working in more managerially-organised teaching hospitals 

navigate across their multiple identities. Such a framework clarifies the intrinsic intersubjective 

mechanisms and the extrinsic economic and political factors that influence the processes of 

identity synthesis and resynthesis (Erikson, 1956), hence offering a more comprehensive and 

coherent picture of the underlying drivers of professional stratification and hybridisation in 

organisational domains increasingly pervaded by managerial principles of work organisation. 

To construct such a narrative arc, the following chapter provides an overview of the Brazilian 

public management scenario, focusing on the national reform trajectories that culminated in the 

introduction of NPM managerialism into the public sector. The discussion of public 

management and policy in Brazil presented next is crucial for understanding how the NPM 

framework has been reframed and incorporated into Brazilian public sector organisations and, 

more precisely, how the managerialisation of HUFs has impacted more traditional medical-

academic principles of work organisation by inciting new struggles for recognition, 

redistribution, and representation that (re)shape the processes of identity formation and 

transformation in the medical profession employed in this organisational domain. 

 

 



80 
 

 
 

CHAPTER 

4 

The Brazilian public management 

scenario 

4.1 Introduction 

This chapter intends to offer a general picture of what has been happening in Brazil’s public 

management scenario. I first outline the concept of public management reform I draw on to 

frame my thesis as an effort to comprehend the trajectory of changes in specific organisational 

domains of the Brazilian public sector. I then present the postcolonial approach I adopt to carry 

out a sociological reduction (Ramos, 1958) of the Brazilian experience, emphasising elements 

of path dependency and the importance of local creative adaptation and implementation of 

imported Northern practices and theories (Alcadipani, 2017; Caldas and Wood, 1997). 

The chapter then moves to describe major developments that have been shaping reform waves 

in Brazilian public management and policy. I discuss four core reform waves: (1) the 

bureaucratic reform of the 1930s, (2) the first rehearsal of managerialisation of the late 1960s, 

(3) the constitutional reform of 1988, and (4) the incorporation of the NPM. This discussion 

rests on relevant historical, economic, political, and institutional backgrounds needed to 

properly understand each reform narrative. 

Along with a review of the NPM in Brazil, this chapter provides insights into important 

economic and political changes in the institutional arrangements of work organisation and 

employment relations in public sector organisations. These insights are essential for 

understanding professionals’ struggles for recognition, redistribution, and representation amid 

stronger pressures for the managerialisation of work, especially in healthcare and higher 

education organisations. 

I close this chapter by concluding that reform trajectories in Brazilian public management have 

been marked by incrementalism and an idiosyncratic hybridism stemming from often 

incomplete, fragmented, and overlapping reform phases and concepts. 
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4.2 Defining public management reform 

Generally speaking, the notion of reform comprises high-level theories containing implicit and 

explicit premisses about how the public sector should be organised, including normative and 

empirical narratives about public management and policy prescriptions (Ferlie, 2010). In this 

thesis, I borrow Pollitt and Bouckaert’s (2017:2) definition of public management reform as 

“[d]eliberate attempts to change the structures, processes, and/or cultures of public sector 

organizations with the objective of getting them (in some sense) to run better”. Here, “in some 

sense” stresses that the idea of “running better” can assume different meanings and that public 

service professionals, managers, and policymakers are often obliged to make difficult decisions 

about which meanings should prevail and what should be prioritised. Thus, the notion of reform 

does not necessarily imply beneficial changes, serving more as a discursive device “to mobilise 

political and organisation action” (Ferlie, 2010:77). 

The idea of public management reform is recurrently inscribed in international networks that 

influence, not to say dictate, specific national reform trajectories. As Pollitt and Bouckaert 

(2017:4) note, “[g]overnments copy other governments”, are increasingly resorting to advice 

from multinational management consultancies, and are continuously under pressure from 

international agencies such as the Organisation for Economic Cooperation and Development 

(OECD), the International Monetary Fund (IMF), the Inter-American Development Bank 

(IDB), or the World Bank (WB), which may publish annual reports “recommending” that 

developing countries scale down their government-run health systems (World Bank, 1993) or 

adopt NPM reforms to promote transparency and good governance against corruption (Ferlie, 

2017). Indeed, international bodies have been quite functional in spreading reformist narratives 

(Bouckaert and Mikeladze, 2008), especially among developing countries of the Global South 

(McCourt, 2002; Homedes and Ugalde, 2005). As a result, scholars have suggested a global 

and inevitable convergence towards the NPM model, for many governments worldwide seem 

committed to making public service more business-like and entrepreneurial (Pollitt, 2002; 

Osborne and Gaebler, 1992). 

Reform trajectories in Brazil have certainly been affected by international trends. The domain 

of contracted-out yet still public service and the performativity of managerialism colonising 

discourses and practices within public sector organisations have grown considerably in Brazil 

over the last decades. Nevertheless, the real degree of convergence and infusion of NPM-type 

reforms in public management internationally is sometimes greatly overstated in academic 
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debates, with many variations, idiosyncrasies, and more fluid, nuanced combinations of 

different reform elements being missed or overlooked along the way. As Pollitt and Bouckaert 

(2017:12, emphasis in original) maintain, “there has been an undue focus on NPM”, for many 

countries with distinct historical-institutional backgrounds and strong professional and 

administrative traditions and cultures have only implemented business-derived NPM reforms 

in partial and selective ways (Kickert, 2007; Ferlie, 2017; Pollitt, 2002). Therefore, 

[…] there has been a tendency to overconcentrate on the NPM. This is not an attempt to argue that 

NPM is not important – clearly NPM ideas have directly inspired many reforms in many countries. 

But they have not been universal – the idea of a global trend, at least in its strong form, is something 

of a mirage – and neither has the NPM been the only kind of reform that was going on (Pollitt and 

Bouckaert, 2017:14). 

Bearing this in mind, I take an epistemological stance according to which we can only fully 

understand public management reforms in Brazil if we pay attention to the domestic political, 

institutional, administrative, and economic developments that characterise this particular 

national setting and frame the path and nature of its reform trajectories (Kickert, 2007; Lynn, 

2006; Pollitt and Bouckaert, 2017; Costa, 2008). Such an epistemological position can be 

expressed in terms of “sociological reduction”, that is, a “critical approach to assimilate foreign 

thought and practices” (Ramos, 1958:16) that originated in dominant Eurocentric and 

Americanocentric jurisdictions. Put differently, sociological reduction is a postcolonial 

approach (Filgueiras, 2012) that entails the development of a critical consciousness that “there 

is a Brazilian perspective” (Ramos, 1996:42), encouraging Brazilian scholars, policymakers, 

and public managers to adopt an attitude that systematically questions the nature and content of 

what is imported from foreign references (Ramos, 1996; Alcadipani, 2017). 

As argued by Pollitt and Bouckaert (2017:6), Western models and dominant reform narratives 

are frequently proposed by Global North scholars, aid donors, and international agencies “as 

the ideal towards which developing countries should aspire”. Indeed, many scholars and 

policymakers in developing nations have become accustomed to following the guidelines of 

these authoritative sources in replicating the experiences of the most developed countries. In 

contrast, rather than trying to squeeze the complexities and uniqueness of Brazil’s public 

management into pre-set, generic models driven by equally generic international trends, my 

analysis of reform trajectories will emphasise underlying contextual factors that define Brazil’s 

national reality (Ramos, 1996). So, big models and paradigms of public management reform 

will be embraced not as a hegemonic explanatory lens but as subsidiary theoretical-analytical 
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frameworks, or “menus” (Pollitt and Bouckaert, 2017; Andrews, 2010) that allow deeper 

exploration of specific concepts, discourses, practices, and techniques, or individual 

“dishes/plates” of public management and policymaking that characterise the Brazilian 

experience according to its unique and time-bound historical, social, political, cultural, 

economic, professional, and institutional backgrounds. 

Sociological reduction implies that foreign scientific categories must be reinterpreted and 

adapted by the national culture and academic discourse (Filgueiras, 2012) for a critical analysis 

grounded in local and specific foundations. Such an “anthropophagic” appropriation of foreign 

references (Islam, 2012b; Caldas and Wood, 1997) is a postcolonial attitude that helps us craft 

new and alternative insights into public management, professionalism, and policy reform while 

avoiding the epistemological alignment with utterly generalising and colonising perspectives. 

This, therefore, prevents us from alienating our analysis and producing inauthentic knowledge 

about the Brazilian reality (Alcadipani, 2017). 

 

4.3 Reform waves in Brazil 

Reform trajectories in Brazilian public management are usually examined by national scholars 

in terms of three distinct models: patrimonialist, bureaucratic, and managerialist (Fleury, 1997; 

Paes de Paula, 2005; Costa, 2008; Secchi, 2009; Drumond, Silveira, and Silva, 2014; Pinto and 

Santos, 2017). Nevertheless, the real details of the shape and patterns of reforms cannot be 

simply accommodated in these three neat models. I argue that no dominant model can be 

distilled out of the Brazilian experience, given that none of the public management frameworks 

has ever achieved full completion in the country’s reform history. In truth, what we often see is 

a pressure to change as yet unconsolidated models, thus resulting in a myriad of messy, layered, 

and overlapping elements of different reform narratives coexisting and competing over time. In 

the following subsections, I discuss the main dishes that can be found in such a hybrid menu of 

public management reforms in Brazil. 
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4.3.1 Patrimonialism and the bureaucratic reform of the 1930s 

Throughout the colonial period (16th to 19th centuries), the Brazilian state formed a political 

unit centralised under the monarchic power. Public positions constituted unprofessionalised 

jobs that were distributed as privileges to the nobility and enriched bourgeoisie (Faoro, 2001; 

Schwartzman, 2007; Mare, 1995). Such an oligarchical model of public administration 

expressed a culture of usurpation in which public affairs and private interests were mingled, 

making arbitrariness, clientelism, and nepotism trivial practices (Ramos, 1983). 

Efforts to change this scenario date back to the early 20th century. The advent of the republic 

regime in 1889 and the industrialisation push of the 1930s prompted the first reform wave 

aiming to expunge patrimonialist practices from public administration and turn the civil service 

into a modern, permanent, and politically neutral professionalised bureaucracy. In 1938, the 

government of the national populist President Getúlio Vargas (1930-1945) created the 

Department of Public Service Administration (DASP) to carry out an extensive reform 

programme based on the Weberian ideal type model of bureaucracy and the principles of 

classical management then en vogue in the most advanced Western economies, notably the 

USA (Wahrlich, 1974; Bresser-Pereira, 1996a, 1996b; Abu-El-Haj, 2005; Costa, 2008, 

Cavalcante and Carvalho, 2017). 

Driven by Vargas’ national-developmentalist model of state building and inspired by the US 

civil service (Abrucio, Pedroti, and Pó, 2010), the bureaucratic reform sought to develop a 

strong legal state based on more rationally-designed institutional structures of public 

management and policy, which were rendered essential to lead urbanisation and 

industrialisation processes, to reduce the country’s reliance on the agricultural sector, and to 

overcome socioeconomic retardation (Bresser-Pereira, 2008; Costa and Miano, 2013; Pinto and 

Santos, 2017). Such a reconfiguration would allow increased efficiency in service provision 

through the adoption of the administrative principle of work organisation. The reform focused 

on the introduction of new systems of personnel management guided by merit, simplification 

and standardisation of resources, budget planning, an overhaul of old organisational structures 

and roles, creation of state-owned enterprises, joint-stock companies, foundations, and 

technical regulatory agencies, and rationalisation of work processes (Wahrlich, 1974; Bresser-

Pereira, 1996a, 2000, 2008; Marcelino, 2003; Abu-El-Haj, 2005; Costa, 2008). 
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Reflecting the partisan relationship between the state and some powerful professions, changes 

introduced by DASP helped boost the collective social ascension of some organised 

occupations within the civil service, notably law, public managers, tax auditors, doctors, and 

university teachers. These state officials were now recruited from the middle class on account 

of proper education assessed through formal entry-level competitive examinations; they were 

organically inserted into an expanding technocratic structure in which bureaucratic and 

professional principles of work organisation and control were combined; they also held a 

specialised and tenured lifelong career with regular remuneration and pension. 

The bureaucratic reform widened the role of the state in the provision of public services such 

as education and healthcare. This enlarged the labour market and contributed to the mobility 

project of the medical profession by improving its economic position, prestige, and security 

(Donnangelo, 1975; Pereira-Neto, 1995; Santos, 1995; Rodrigues et al., 2013). Moreover, the 

expansion of medical schools and teaching hospitals at top public institutions of higher 

education assured doctors of elite positions and hybrid professional-management roles in newly 

created professional bureaucracies (e.g., public hospitals, universities, regulatory agencies). 

Hence, the medical profession became a particular stratum of the public workforce that was 

able to preserve control over many aspects of the terms, conditions, and content of its work. 

Different from industrial organisations or machine bureaucracies (Mintzberg, 1979), public 

organisations that are reliant on professional work often deviate from the bureaucratic archetype 

and evolve into hybrid forms in which the occupational principle can take precedence over the 

administrative principle of organising work. In these hybrid forms of organisation (e.g., 

teaching hospitals), “[a] hierarchical structure of authority is often found, but it is professional 

and not administrative, based on the authority of imputed expertise rather than on the authority 

of administrative office” (Freidson, 1994:65). Therefore, individuals’ work and identity are 

managed according to the central authority of well-structured professions and hybrid elites of 

“professional technocrats” who constitute an advisory corps that can exert enormous influence 

over state policy. Such a professional bureaucracy (Mintzberg, 1979) played a crucial political 

role in leading Vargas’ national-developmentalist project for accelerated industrialisation by 

creating the institutional conditions needed for the private sector to thrive under the rule of law 

(Bresser-Pereira, 2008). 
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Notwithstanding this process of bureaucratisation, it can be argued that the Weberian model 

has been only partially accomplished in Brazil. Due to the populist and authoritarian roots of 

the national politics, the reform was limited by political coalitions and old oligarchies (Abrucio, 

Pedroti, and Pó, 2010; Cavalcante and Carvalho, 2017), which, although supporting the 

government, compelled it to accommodate the new professional, merit-based personnel system 

to political favouritism and party patronage (Paes de Paula, 2005). As a result, many segments 

of the legal state became dominated by neopatrimonialism (Schwartzman, 2007), a form of 

bureaucratic-authoritative patrimonialism, which, attached to the political powers of high-level 

politicians and central authorities, monopolised the state apparatus and excluded civil society 

from decision making (Paes de Paula, 2005). Thus, in the absence of strong democratic 

institutions that the Weberian theory assumes as crucial for keeping bureaucracies under 

surveillance (Pollitt, 2008), such a neopatrimonial stratum of the public bureaucracy, which 

was supposed to serve the public interest, constituted instead a state system in which traditional 

practices of patrimonialism blended with clientelism, corporatism, and bureau building 

(Bresser-Pereira, 1996a, Mare, 1995). 

 

4.3.2 A rehearsal of managerialisation 

Between 1945 and 1964, Brazil was under the influence of developmentalist theories advocated 

by the Economic Commission for Latin America and the Caribbean (ECLAC), which 

recommended the adoption of an interventionist policy for economic development based on a 

strategy of imports substituting industrialisation (Paes de Paula, 2005). Vargas’ national-

developmentalist project was consolidated with the creation of powerful state-controlled 

industries and development banks and the consequent strengthening of an insulated technocracy 

(Bresser-Pereira, 2008; Costa, 2008; Costa and Miano, 2013; Musacchio and Lazzarini, 2014; 

Kliass, 2018). This Keynesian-inspired economic approach prevailed in Latin America until the 

1950s, when the region was hit by an economic crisis and pessimism resulting from the Cuban 

Revolution (1953) and the effects of the Cold War. In Brazil, the main symptoms of this crisis 

included financial distress due to increasing public spending during President Juscelino 

Kubitschek’s administration (1956-1961) and political disturbances associated with the 

reactions of the political mainstream to radicalised leftist moments aligned with communist 

ideals. The response to the crisis was the military coup in 1964, backed by the US government. 
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In this context, ideas about economic stagnation presumably caused by the national-

developmentalist approach flourished among Brazilian scholars. Some of them advocated 

greater internationalisation of the market and coordination between the public sector, 

internationalised monopolist companies, and the international financial sector. They suggested 

that the foreign capital would establish a promising connection between Brazil’s economy and 

the dynamic economic centres of developed countries, helping internationalise the internal 

market and foster economic development, although aggravating socioeconomic inequalities 

(Furtado, 1974; Cardoso and Faletto, 1979). 

This discourse influenced the military government (1964-1985) to progressively change the 

state structure and the nature of its intervention in society and the market. State intervention 

was deepened, but the tedious and weighty public bureaucracy was evoked to efficiently 

manage big urban centres, ensure a proper infrastructure for a modern and expanding private 

sector, and regulate an extremely complex financial system (Schwartzman, 2007). Briefly, the 

state was urged to abandon its populist facet and become more business-like (Paes de Paula, 

2005). As Cardoso and Falleto (1979:165) maintain, 

[…] those who control the state sector of the economy come to act more as public entrepreneurs 

than as implementers of a populist policy to promote income redistribution through steady wage 

increases. In this aspect, the state ceases to be a populist state and is transformed into an 

entrepreneurial state. 

This meant that a “managerial bureaucracy” formed by non-statutory trained employees should 

be expanded in preference to the not yet fully developed bureaucracy formed by statutory 

lifetime-secured public servants (Bresser-Pereira, 2008). In 1967, an administrative reform 

commonly regarded as the first “managerial rehearsal” was introduced (Mare, 1995) to advance 

policies for greater decentralisation, inter-governmental coordination, strategic planning, 

programme budgeting, and simplification of processes and control systems (Bresser-Pereira, 

1996a, 1996b; Wahrlich, 1974; Costa, 2008). 

This reform emphasised decoupling direction and execution of public policies (Wahrlich, 1974; 

Costin, 2010) either by deconcentration of tasks to subordinated lower units within the same 

administrative body, by devolution of authority to subnational levels of government, or by 

agencification through decentralisation from direct administrative bodies to an indirect public 

administration composed of semi-autonomous foundations, autarchies, joint-stock companies, 

and public enterprises operating at arm’s length from their parent ministries (Marcelino, 2003). 
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The reform also strengthened meritocratic principles in the recruitment of some key state 

professionals (e.g., economists and tax auditors) (Abrucio, Pedroti, and Pó, 2010) and 

determined that non-essential services (e.g., cleaning, security, transportation, maintenance) 

should be outsourced (Costin, 2010). As Bresser-Pereira (1996a) explains, such reform was 

founded on the underlying assumption that indirect public administrations could take advantage 

of more flexible, business-like management practices and, therefore, deliver more effective 

policies and high-quality services to the population compared to the entrenched bureaucracy 

typical of federal administrations and ministries. 

This managerial reform thus introduced another major innovation: the enhanced use of the 

private sector type of job contract, the Consolidation of Labour Laws (CLT), by independent 

foundations, agencies, and companies (Cavalcante and Carvalho, 2017). Consequently, 

personnel management rigidities were loosened as high-ranking employees could now be 

recruited by indirect public administrations according to more flexible criteria. As I shall 

discuss in Chapter 5, these measures were of particular significance for public universities, 

which created their own support foundations to hire personnel under CLT-regulated job 

contracts to overcome chronic understaffing in their hospitals. 

 

4.3.3 The constitutional reform of 1988 

With the country’s redemocratisation in 1985 after over two decades of military rule, the new 

civil government inherited an administrative apparatus that was still marked by politicisation, 

corruption, centralism, and inefficiency. Changes introduced by the first managerialisation 

wave in 1967 to decentralise activities and cut red tape led to negative consequences. Firstly, 

the flexibilisation of staff regulations and excessive autonomy enjoyed by indirect public 

administrations favoured party political patronage and old patrimonialist practices in appointing 

upper officials without formal competitive selection. Secondly, the greater emphasis placed on 

the decentralised public administration led to negligence towards central administrative bodies, 

frequently seen as monkishly bureaucratic. So, hiring freeze measures and a lack of career 

planning for top public service professionals contributed to eroding the strategic core of the 

state apparatus (Mare, 1995; Bresser-Pereira, 1996a; Costa, 2008). Thirdly, the authoritative 

nature of the military regime led the federal government to exert great political, financial, and 
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administrative control over subnational governments despite the delegation of authority to 

lower governmental levels (Abrucio, Pedroti, and Pó, 2010). 

In addition, the government was faced with severe economic and fiscal crises, increasing social 

inequalities, and pressures to carry through broad reforms in tax, pension, agrarian, healthcare, 

and education systems. The narrative of revitalising the central, legalistic, and bureaucratic 

direct public administration was thus revived among the triumphant political forces that, under 

a democratic-populist euphoria (Costa, 2008), were avid for running back to the 

developmentalist model of state intervention of the 1950s and concluding the Weberian-

inspired revolution started in the 1930s (Bresser-Pereira, 1996a, 1996b; Abrucio, Pedroti, and 

Pó, 2010). Such a view also resonated with professional technocrats who, resentful of being 

underestimated by the military government, upheld the claims for a reinforced central, 

professionalised bureaucratic model of public management. Furthermore, the constitutional 

reformers sought to establish tighter control over state-owned enterprises and semi-public 

foundations that had been given considerable autonomy by the reform of 1967 (Mare, 1995; 

Marcelino, 2003; Costin, 2010). 

Under this scenario, the new federal constitution, enacted in 1988, intended to rebuild the 

republic and lay the foundations of a new social order based on the principles of human rights, 

citizenship, and collective participation in public discussions and policymaking. The 

constitutional reform amplified state regulation and intervention in the economy, expanded 

citizens’ rights to public welfare systems (e.g., healthcare, education, housing), and rearranged 

the administrative apparatus by setting up new legal-institutional frameworks for inter-

governmental policymaking, organisation, and coordination of service provision, whose most 

notable example was the creation of the Unified Health System (SUS)1. 

The constitution of 1988 involved a major reform package for the federal civil service, aiming 

at enhancing the prestige of public functions, reviewing civil service statutes, and introducing 

new personnel management policies based on common salary scales, appraisal, training, career 

development, and merit-based selection (Costa, 2008; OECD, 2010). This reform programme 

came out with the enactment of Law n. 8112/1990, which created the Unified Juridical Regime 

(RJU), a macro-regulatory framework of government employment whereby public servants 

should be recruited, trained, promoted, and dismissed. In this regard, a certain degree of 

 
1 Appendix I offers a general overview of the historical developments of Brazil’s national healthcare system. 
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convergence exists between the Brazilian case and reform trajectories in the civil service of 

other administrative law-oriented countries (Pollitt and Bouckaert, 2017; Cavalcante and 

Carvalho, 2017), insofar as in Brazil the federal public service became characterised by: 

▪ a tenured, stable career appointment of rank-and-file and mandarins conditional to 

entry-level exams, which, although not eliminating party patronage in nominating 

political executives, protects civil servants from whimsical arbitrariness of 

politicians and superiors; 

▪ professionalised careers; 

▪ promotion dependent on seniority and formally assessed qualifications; 

▪ a unified statutory framework of rights and duties, including special salary, benefits, 

earlier retirement, and continuing education opportunities; and 

▪ the legal right to strike. 

The introduction of RJU promoted a reversal from contractual or managerial governance to 

statutory regulation of public employment. Backed by trade unions and professional 

associations now reinvigorated by redemocratisation, those features also denote the revival of 

professional prerogatives and distinctiveness of certain public sector jobs concerning 

(increasingly more precarious) private sector jobs. Important think tanks such as the National 

School of Public Administration (ENAP) and the Centre for Development of Public 

Administration (CEDAM) were created to boost the training and continuous education of senior 

public service professionals (Cavalcante and Carvalho, 2017). 

However, the constitutional reform proved controversial and involved some complicated trade-

offs. With the introduction of RJU, the same employment rules were applied to different careers 

throughout all federal bodies, from cleaners to magistrates, from university professors to police 

officers, from concierges to top public managers. What is more, the inclusion of more than 

400,000 workers employed in indirect public administrations into the new regime was 

compulsory, suddenly turning non-statutory employees who had been hired without passing 

entry exams into regular statutory public servants (Costin, 2010; Abrucio, Pedroti, and Pó, 
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2010). Those new public servants were all granted full retirement benefits, causing a heavy 

strain on the public pension system and a sharp increase in staff costs. 

In summary, the constitutional change intended to reduce disparities between the centralised 

and decentralised executive and regulatory bodies, but the rigid reform package replaced 

managerial flexibility with a bureaucratic rule-following orientation (Bresser-Pereira, 1996a; 

Costa, 2008). On the one hand, the constitutional reform of 1988 represented a setback in the 

policies for promoting a managerial culture in public management and, on the other, it reflected 

the second wave of bureaucratisation whereby an attempt was made to put the Weberian model 

in place through the reaffirmation of the role of administrative law, centralisation, and 

hierarchy. 

Interestingly, the constitutional prescriptions for strengthening the bureaucratic rule-bound 

model of public management, notably concerning public employment, did not thwart 

movements of more recent neoliberal governments towards another reform narrative: the NPM 

that had been framing public management thinking and changes in many other nations, 

especially in the Anglophone world. Before discussing the Brazilian NPM trajectory, it is worth 

examining some key assumptions and concepts of this narrative of public sector reform and its 

implications for public service professionals. 

 

4.4 The NPM reform narrative 

Since the global economic turmoil of the 1970s, a wave of public management reforms has 

aimed at reducing bureaucratic and large public sectors (Ferlie, 2017), weakening the powers 

of over-mighty producers (e.g., public sector unions and professional groups) (Dawson and 

Dargie, 2002), and restructuring public organisations for better service provision (Pollitt and 

Bouckaert, 2000, Boyne, 2003; Boyne et al., 2003). This wave is probably associated with 

deeper changes in the macro-political economy, technological developments, the rise of the 

New Right (Ferlie, 2017), and neoliberal ideologies around the presumed superiority of the 

market and, more fundamentally, the idea that “Western welfare states had become 

unaffordable, ineffective, and overly constraining on employers and citizens alike” (Pollitt and 

Bouckaert, 2017:6). In this context, the general direction was to make public sectors smaller 

and more business-like to save money, maximise value for taxpayers, improve quality and 
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performance, and oblige public administrations to act more responsively towards citizens 

(Moore, 1995; Pollitt and Bouckaert, 2017; Kettl, 2005). The claims for more entrepreneurial 

governments (Osborne and Gaebler, 1992) were captured by the label “NPM” (Barzelay, 2002), 

which essentially implies greater use of markets and quasi-markets within public sectors, 

empowerment of managers, and extensive performance measurement (Ferlie, 2017). 

Considering its political and technical objectives (Ferlie, 2017), the NPM has quickly become 

a catch-all narrative (Lynn Jr., 2008; Pollitt and Bouckaert, 2017) frequently employed to 

explain a broad range of reform agendas in an equally wide spectrum of nations, 

notwithstanding important variations in time, place, and objectives of reform programmes 

undertaken in each country (Dent, 2005; Kirkpatrick et al., 2009). Indeed, the NPM doctrine 

underlaid major and consistent developments in public management reforms in some major 

countries (Ferlie, 2017) during the economic downturn of the 1980s but equally throughout the 

upturn of the 1990s (Pollitt and Bouckaert, 2017). These include a cluster of Anglo-Saxon 

countries identified as high-impact NPM states such as the UK, Canada, New Zealand, 

Australia, and Sweden, and those with only medium impact, such as the USA (Hood, 1991; 

Osborne and Gaebler, 1992; Dunleavy and Hood, 1994; Ferlie et al., 1996; Dawson and Dargie, 

2002; Dobel, 2005; Ferlie and Geraghty, 2005). 

It should be acknowledged, however, that the international impact and breadth of NPM reforms 

vary greatly, for not all countries have travelled along the same NPM road (Pollitt, 2002). For 

example, the New Right administration of Margaret Thatcher (1979-1990) in England, with her 

political agenda firmly committed to reversing government and taxation growth, was certainly 

a crucial element that made that country often taken as an extreme case of NPM. Conversely, 

countries with more Napoleonic and rule-of-law traditions, such as France and Germany, have 

remained largely antipathetic to NPM. In developing nations, the still quite limited application 

of NPM often amalgamates with traditional, old public administration approaches and 

discourses (Pollitt and Bouckaert, 2017; Polidano and Hulme, 1999; McCourt, 2002; Manning, 

2001; Brinkerhoff and Brinkerhoff, 2015). Overall, it can be argued that the NPM expresses an 

important shift within the more mundane domain of the organisation of the state apparatus in a 

neoliberal era (Ferlie, 2017), despite certain scepticism about its generalised applicability, 

especially outside the OECD/Commonwealth (Manning, 2001). 
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Theoretically, the NPM can be understood as a two-level phenomenon (Pollitt and Bouckaert, 

2017). At the higher level, it constitutes a meta-level narrative based on organisational 

economics (Ferlie and Geraghty, 2005; Ferlie, 2010) that presupposes the infusion of market 

managerialism into the public sector (Pollitt, 1990), that is to say, the importation of business 

principles and tools for the organisation and management of public services as a response to 

increasingly dissatisfied taxpayers and pressures on public spending (Dawson and Dargie, 

2002; Dobel, 2005; Ferlie and Geraghty, 2005). Such a meta-level narrative finds intellectual 

inspiration in public choice theory and agency theory (Ferlie, 2017) and is based on “the belief 

in the efficiency of markets as the mechanism for allocating resources within a society” (Peters, 

2001:25). Essentially, it refers to the idea that private sector managerialism does things better 

and constitutes an appealing organisational perspective that justifies the one-dimensional 

application of managerial techniques in all areas of social life, including the construal of public 

institutions and society as corporations (Klikauer, 2015; Esposito, Ferlie, and Gaeta, 2018). 

Public sector organisations are thus seen as urgently needing to be repositioned according to 

practices and concepts derived from the mainstream business framework of organising and 

managing (Clegg and Hardy, 1996; Clarke and Newman, 1997; Böhm, 2006). 

At the more concrete level, the NPM model can be described as a menu containing seven main 

items that were helpfully summarised by Hood (1991), namely, (1) hands-on professional 

management, (2) explicit standards and measures of performance, (3) greater focus on output-

based controls, (4) disaggregation of units, (5) greater competition in the public sector, (6) stress 

on the (allegedly superior) private sector styles of management practice, including more flexible 

HRM procedures, and (7) the promotion of discipline and parsimony in resource allocation and 

use. Associated with this core NPM menu, we can identify a bundle of specific business-like 

values, concepts, and methods, or MTMs, including, for example, treating citizens as 

consumers, decentralisation of authority, performance-related pay, TQM, competitive 

tendering, privatisation, and contracting out (Osborne and Gaebler, 1992; Clarke and Newman, 

1993; Clarke, Gerwitz, and McLaughlin, 2000; Manning, 2001; Pollitt, 2002; Broadbent and 

Laughlin, 2002; Ferlie, 2017). In such a rhetorical appeal to managerialism, values such as 

entrepreneurship, competition, productivity, user orientation, and transparency also appear as 

core NPM components, replacing notions like professional collegiality, sheltered autonomy, 

and democratic accountability (Randma-Liiv, 2008; Kettl, 2005; Ferlie, 2010). 
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Ferlie (2010, 2017) proposes the 3M model as a heuristic device that clearly outlines key 

signifiers guiding NPM reforms: (a) marketisation, (b) management, and (c) measurement. 

Marketisation refers to the straightforward privatisation of national industries, the downsizing 

of public organisations, and the introduction of market competition into the public sector 

through new organisational forms that separate purchasers from providers and replace hierarchy 

with contract-based relationships. This also includes the creation of quasi-markets inside 

essential public services through hybrid organisational forms, competitive tendering, 

contracting out, and partnerships with the private sector (Denis, Ferlie, and Van Gestel, 2015; 

Ferlie and Geraghty, 2005; Osborne and Gaebler, 1992). 

Management means that new public managers are increasingly being incentivised to mimic 

practices, discourses, and behaviours of private sector managers (Du Gay, 2011); these public 

managers have become an empowered group that pits the managerial principle of work 

organisation against occupational professionalism and political representation of strong 

professional associations of traditional professional careers; it rests on the assumption that 

public service provision is inefficient and ineffective partly because public sector organisations 

are dominated by relatively autonomous professional corps focused on pursuing their private 

interests rather than the public’s expectations (Dawson and Dargie, 2002; Broadbent and 

Laughlin, 2002). Such a managerialist narrative implies that public managers should limit 

professional control over work and policy by actively engaging in leading major processes 

instead of mere bureaucratic tasks, pushing through reform programmes formulated by the 

political centre against professional resistance (Ferlie, 2017). Moreover, management involves 

developing private sector-based models of corporate governance to enhance the political power 

of business-minded boards while counterbalancing representative boards dominated by 

professional members. These managerial tenets are deemed crucial for getting rid of the undue 

influence of well-established professions by replacing their self-oriented disciplinary logic with 

more economic, contractual, and accounting logic (Bovens, 2005; Broadbent and Laughlin, 

2002; Pollitt and Bouckaert, 2000). 

The third M alludes to the focus on high public agency performance measurement. This means 

that tacit and professionally-centred forms of self-regulation become challenged by reinforced 

performance management systems focused on outputs and outcomes (Pollitt, 2002). In this 

light, extensive use of refined performance indicators and standards not only helps create 

“incentives” for public sector workers to improve efficiency but also serves to identify and put 

pressure on poor providers (Ferlie, 2017). 
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It is important to note, however, that these key NPM elements do not appear as internally 

consistent in all reform processes (Pollitt and Bouckaert, 2017), for different NPM subtypes 

reflect different schools of management thought (Ferlie et al., 1996). For example, a distinction 

can be drawn between “hard NPM” and “soft NPM” approaches, each with different 

implications for public sector professionals (Ferlie and Geraghty, 2005). 

A hard, orthodox NPM approach involves more radical managerialisation processes to “control 

public service professionals through the introduction of an ‘accounting logic’ which places 

greater emphasis on the explicit measurement of outputs and outcomes” (Ferlie and Geraghty, 

2005:431). Strategies of hard NPM reform may often result in complex and even 

confrontational relationships with public service professionals due to explicit efforts to colonise 

professionals into managerialist reasoning. However, the interplay between managerialism and 

professionalism may also include adaptation, circumvention, forms of resistance, or even 

inverse co-optation, since some strong professional categories (e.g., medical professionals in 

particular) are often reluctant to passively accept managerial encroachment (Waring, 2007). For 

example, Broadbent and Laughlin (2002) report that teachers and doctors are usually sceptical 

about the capacity of management systems to enfold the entirety of their professional practices 

in measurement indicators, as these can only partially capture the activities involved. Hence, 

these public service professionals should not be viewed as passive recipients of top-down 

reforms but as agents capable of reshaping them in favour of their pre-existing core agendas; 

they can even block reform interventions locally (Hoff and McCaffrey, 1996; Fitzgerald and 

Ferlie, 2006; McNulty and Ferlie, 2001; Ferlie and Geraghty, 2005; Waring, 2007) to preserve 

some degree of occupational identity and collegiate control over the terms, conditions, and 

content of their jobs (Freidson, 1994). 

While hard NPM has been a clear trend since the 1980s in most core NPM countries, an 

appealing softer version of NPM has recently been associated with the human relations school 

of management (Ferlie and Geraghty, 2005). Soft NPM prioritises user orientation, quality, and 

organisational and individual development, although still entailing a shift of control and 

decision making away from professionals towards a new internalised management function. 

The difference to more aggressive NPM interventions lies in the fact that soft NPM seeks to 

persuade professionals to actively “engage in service improvement initiatives and find these 

managerial technologies to be helpful tools” (ibid:432). In this case, the managerialisation of 

the public sector may involve less external management and more internal management by 
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“transforming the essence of what it means to be a professional into something more 

managerial” (Waring, 2007:177). 

This reflects Freidson’s accounts of the reverse colonisation of the world of management by 

professionals. Although moving power away from rank-and-file professionals, soft NPM 

reforms aim at inscribing senior professionals into more comprehensive, flexible, and 

strategically adaptive management systems such as quality management, reengineering, and 

redesign, which are less blatantly centred on productivity and cost control (Ferlie and Geraghty, 

2005; Osborne and Gaebler, 1992). Therefore, a quality-driven soft NPM agenda can likely less 

utterly subvert occupational professionalism than a productivity-driven hard NPM can. That is 

why hybrid professionals are likely to prefer the former, as they can undertake a managerial 

agenda to implement management systems constructed by government reforms while learning 

and adapting quickly to new roles to protect their interests from managerial excess or over-

bureaucratisation (Ferlie and Geraghty, 2005). Likewise, this more indirect form of 

managerialisation often resorts to (pseudo)humanistic management theories (Alvesson, 1982), 

psychodynamic, and psychoanalytic techniques (Casey, 2002) such as quality of work-life 

(QWL), human dignity, job satisfaction, participative management, management of change, 

TQM, to mitigate unintended effects of the administrative principle upon professional 

identities. 

In essence, the NPM is a reform narrative based on strengthening managerialisation thought 

about active, dynamic, and incremental changes. Its relation to public service professionalism 

has also evolved over time and context (Ferlie et al., 1996; Osborne and McLaughlin, 2002). 

Nevertheless, seeing that most hard and soft NPM reforms are initiated in a top-down way, one 

concern is that both lean too much towards managerialisation (Ferlie, 2017). So, further 

academic work is needed to assess the effects of NPM reforms on professionals working in 

public organisations. The NPM experience in Brazil, discussed in the following section and 

subsequently, might help shed light on this gap. 
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4.4.1 The incorporation of NPM in Brazil 

The history of the NPM is associated with the rise of neoconservative and neoliberal movements 

in developed Anglo-Saxon countries of the Global North. However, many elements of the NPM 

narrative have been exported to developing nations of the Global South (McCourt, 2002), 

particularly Latin American countries such as Brazil, Chile, and Argentina (Bresser-Pereira, 

2000, 2001; Paes de Paula, 2005; Undurraga, 2015; Pliscoff-Varas, 2017; Lardone, 2010; 

Zavala-Villalon, 2020). Although some intellectual, ideological, and political “dishes” of the 

NPM menu do not fit certain national political economic contexts (Pollitt and Bouckaert, 2017), 

NPM has certainly broadened the repertoire of managerial choices within public sectors across 

the developing world (Manning, 2001). 

In Brazil, debates about the incorporation and development of NPM-type reforms have been 

intense over the past decades, crossing both right and centre-left governments (Gomes and 

Lisboa, 2021). Throughout the 1980s, Brazil experienced a decay of the national-

developmentalist doctrine, stagnation in economic growth, unprecedented high inflation, and 

rising external debt (Paes de Paula, 2005; Bresser-Pereira, 1996b). The cause of such economic 

problems was attributed to “a crisis of the state”, reflected in four dimensions (Bresser-Pereira, 

1996b): first, a political crisis associated with the challenges of redemocratisation per se and 

the bumbling populist attempts to get back to the “golden age” of the 1950s; second, a fiscal 

crisis characterised by the loss of public credit and the government’s incapacity to ensure the 

stability of the financial system; third, a crisis of state interventionism deepened by 

globalisation and erosion of the protectionist model of import substitution which, although 

successful in pushing rapid industrialisation during the 1930s and 1950s, failed to maintain the 

competitiveness of state-owned industries and to create a Brazilian welfare state more or less 

comparable to those of Western European democracies; and fourth, a crisis of the bureaucratic 

rule-making mode of public administration intensified by the new constitution of 1988. 

These cumulative issues were confronted with new external trends and requirements that served 

as a spur to reforms by the gloomy prospects of economic downturn and governmental overload 

(Pollitt and Bouckaert, 2017). Indeed, by supporting the economic development of emergent 

countries in Latin America, international financial agencies played a key (coloniser-fashion) 

role in spreading liberal-oriented reform agendas in the region (Paes de Paula, 2005). The 

Washington Consensus was particularly emblematic; it prescribed a list of reform policies seen 

as desirable in most Latin American countries as of 1989. Among the recommended policies 
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was a strong emphasis on deregulation, financial liberalisation, and privatisation (Kliass, 2018), 

given that most Latin American nations were perceived as having “large and inefficient state-

owned enterprises and much repressive state regulation of private business” (Williamson, 

2004:197). Annual reports published by the WB also helped circulate political ideas around 

efficiency, value for money, and increased role of the private sector. In 1991, for example, the 

WB “advised” governments to carry out regulatory reforms to expand the private participation 

of both commercial and non-profit organisations in the production, delivery, and financing of 

public services through a variety of contractual arrangements, particularly in areas such as 

primary healthcare, education, water supply, and energy generation (World Bank, 1991). 

In Brazil, those recommendations decisively contributed to the neoliberal’s triumph over 

interventionist politics. They incited an internal political liberal consensus for the adoption of 

a strategy of dependent and associated economic development combined with neoliberal 

policies for fiscal stabilisation, market-oriented economy, and NPM-style reforms in the public 

sector (Persson, Ferlie, and Baeza, 2021; Paes de Paula, 2005; Bresser-Pereira, 1996a, 1996b; 

Abu-El-Haj, 2005). Redesigning the state to promote economic competitiveness became a core 

mission (Bresser-Pereira, 1996a; Marcelino, 2003), and NPM-type reforms gained a somewhat 

axiomatic status as the best model of public sector organisation and management. It was 

expected that this model would bring about improvements in infrastructure, quality, 

transparency, and performance of public organisations, all these tenets being regarded as “key 

long-term factors of economic recovery and modernisation” (Jenei, 2008:58) in the 

managerialist narrative. 

A meaningful move towards the NPM came with the right-wing government of President 

Fernando Collor (1990-1992). Oriented by imperatives of fiscal adjustment, Collor’s 

administration implemented a simple reform package focused on two main objectives: 

rationalisation and denationalisation. The first involved drastic downsizing, the merger of 

administrative bodies, personnel reassignments, and TQM. Recruitments in the federal civil 

service were halted, the pension system was changed, and salaries were frozen to encourage 

public employees to leave, given that the hiring of RJU public servants had become highly 

expensive. The number of public employees fell and staff costs, which corresponded to 6.47% 

of the GDP in 1990, dropped substantially to 4.58% in 1992 (Mare, 1995; Bresser-Pereira, 

1996a). The second aim of the reform involved privatisation, decentralisation, outsourcing, and 

deregulation (Marcelino, 2003; Kliass, 2018). These NPM policies were meant to increase 

efficiency, lure in foreign investors, and cut costs and government interference in the economy, 
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but they revealed the government’s efforts to dismantle the state apparatus (Bresser-Pereira, 

1996a; Costa, 2014). Collor’s resignation in 1992 amid an impeachment process and the 

moderate government of President Itamar Franco (1992-1995) slowed the pace of reforms. 

The decisive shift towards a more sustained wave of NPM reforms came with the election of 

President Fernando Henrique Cardoso (1995-2003). The success of his macro-economic 

policies for stabilising the economy (e.g., Plano Real) and his identification with Tony Blair’s 

“third-way” approach in the UK, which is actually “one of the political frameworks through 

which neoliberal reform has been developed” (Connell, Fawcett, and Meagher, 2009:336), 

favoured a social-liberal and pragmatic pact2 aimed at making the government more business-

like (Bresser-Pereira, 1996a; Paes de Paula, 2005). This reformist agenda received fairly broad 

popular support (Mare, 1995), drawing on a political climate characterised by increased 

antibureaucratic and pro-business rhetoric. 

President Cardoso appointed the renowned scholar Luiz Carlos Bresser-Pereira to lead the 

newly-established Ministry of Federal Administration and State Reform (MARE) and elaborate 

the Plano Diretor da Reforma do Aparelho do Estado (PDRAE). This Guiding Plan to the State 

Apparatus Reform focused on promoting good governance and transforming public 

administrations into client-oriented, modern, and efficient service organisations with a 

predominant emphasis on results-based management, budgeting, and control. Launched in 1995 

under the strong influence of international NPM trends and inspired by the British Next Steps 

programme (Marcelino, 2003), PDRAE involved intensive managerialisation of the public 

sector by importing private sector management methods (Bresser-Pereira, 2000; Abu-El-Haj, 

2005; Pinto and Santos, 2017). Table 1 provides a rough summary of the core managerial ideas 

underlying PDRAE, denoting the presence of the three Ms in both hard and soft NPM 

approaches adopted by this reform. 

 

 

 

 
2 For Paes de Paula (2005), such a socio-liberal and pragmatic pact reflected the rise of a “modern left” in 

Brazilian politics as opposed to what was seen as an “ideological right” and an “obsolete left”. Broadly 

speaking, the modern left endorses liberalisation and privatisation policies while rejecting the rightist 

neoliberal ideal of minimal state and the archaic leftist populism, nationalism, and protectionism.  
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Table 1: PDRAE’s core managerial ideas 

3M model Hard NPM Soft NPM 

Marketisation 

 
 

Management 

 

 

Measurement 

 

 

Source: Author, based on Bresser-Pereira (1996a, 1996b, 2000) and Mare (1995) 

The PDRAE’s overall objective was to restrict the role of the state to exclusive functions, 

transferring non-exclusive public services and state-led business activities to the private sector 

(Mare, 1995). The underlying assumption was that ministries had limited capacity to formulate 

policies and control the central administration owing to the increasing weight of bureaucratic 

and legal controls. So, the reform programme tried to supplant the model of state capitalism 

(Musacchio and Lazzarini, 2014) by strengthening the strategic, as opposed to the operational, 

role of the state through rationalisation, privatisation, agencification, and contracting out with 

non-state public entities using performance agreements. Briefly, the purpose was to strengthen 

the competence of ministries and central administrations and to create new, lean, and 

autonomous forms of public service organisations (e.g., executive agencies and social 

organisations) (Bresser-Pereira, 1996a). 

As Figure 3 illustrates, the reconfiguration was based on an institutional framework dividing 

four domains of public sector activities that should either remain under state ownership and 

control or be transferred either to public but not state-owned entities or privately-owned 

corporations. Within this institutional framework, managerial modes of public management 
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contrast the classic bureaucratic model (Bresser-Pereira, 1996a, 1998; Mare, 1995; Marcelino, 

2003). 

Figure 3: Domains of public sector activities, modes of ownership, and management 

 

Source: Adapted from Bresser-Pereira (1996a) and Mare (1995) 

In the strategic core, the aim was to improve the government’s latent capabilities for better 

planning, regulation, and supervision of executive agencies and service providers, with 

progressive devolution of powers and service delivery responsibility to subnational 

governments. Policies for the professionalisation of the civil service were enacted to produce 

more autonomous professional managers oriented to core activities (Bresser-Pereira, 1996a, 

Mare, 1995; Pinto and Santos, 2017; Cavalcante and Carvalho, 2017). These policies included 

programmes to improve quality and productivity in service delivery, to promote participation, 

professionalism, and recognition for public servants, and to introduce managerial notions such 

as creativity, competitiveness, entrepreneurship, results-oriented management, and 

organisational learning into public organisations. 
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In the domain of exclusive state activities such as law enforcement, regulation, taxation, and 

social security, PDRAE sought to promote administrative decentralisation by setting up 

autonomised executive and regulatory agencies whose performance was managed by ministries 

through management contracts that establish specific objectives, performance indicators, and 

global budgets. 

The domain in which the state engages with economic activities has been greatly impacted by 

hard NPM reforms boosted by PDRAE and its liberalisation goals (Cardoso Júnior and 

Nogueira, 2011). This domain involves the production of goods and services by mixed economy 

societies, banks, and companies in which the government is (or used to be) a majority 

shareholder within strategic economic sectors such as energy, telecommunications, and 

infrastructure. In the reform of 1995, subsidiarity was a key guiding principle, meaning that 

“only those activities which are not able to be controlled by the market must be run by the state” 

(Bresser-Pereira, 1996a:27). Furthermore, the fiscal crisis and consequent loss of public 

investment capacity, the over-idealisation of the private sector, and popular aversion to “big 

governments” were all factors that propelled the selling-off of strategic enterprises as a conditio 

sine qua non of economic recovery and state modernisation. As explained by Musacchio and 

Lazzarini (2014), large-scale privatisation increased the participation of the state as a minority 

investor, while the share of state-owned enterprises in Brazil’s fixed capital formation fell from 

25% in 1976 to 8.9% in 2002. Deregulation and application of new business-like management 

practices (e.g., internal competition, innovation) into non-privatised enterprises were further 

themes (Mare, 1995). 

Non-exclusive activities are those directly provided or subsidised by the state for their social 

relevance (e.g., healthcare, education), although open to the private sector. For this domain, the 

reform proposal was to decentralise the running of public services to non-state public entities 

and to expand the participation of private sector organisations (Cardoso Júnior and Nogueira, 

2011). Following the path opened by PDRAE, Law n. 9637/1998 introduced new forms of 

contracting out with “social organisations”, i.e., non-profit organisations accredited as non-state 

public entities and paid by the government to deliver public services under a performance-based 

management contract or covenant (Bresser-Pereira, 1998; Carrera, 2012; Baggenstoss and 

Donadone, 2014). Contracting out targeted areas such as education, research, technological 

development, environmental policies, culture, and healthcare, where contracts with Social 

Organisations of Health (OSSs) have become notably common (Almeida, 2017). OSSs have 
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been mostly used to manage public health units and provide them with non-statutory health 

professionals (Coelho and Greve, 2016). 

Moreover, the enactment of the Fiscal Responsibility Law (LRF) to control and reduce public 

spending also helped amplify the scope of participation of the corporate business sector in the 

delivery of public services (Complementary Law n. 101/2000; Pinto and Santos, 2017). 

Governments were then encouraged to grant more concessions and develop partnerships (PPPs) 

with not-for-profit entities (e.g., cooperatives) and for-profit providers. In healthcare, for 

example, PPPs became an alternative for the hiring and replacement of workers and for 

improving hospital infrastructure (e.g., construction of hospitals and management of specialised 

clinics) (Barbosa and Malik, 2015; Carrera, 2012; Almeida, 2017; Guaresi and Oliveira, 2019). 

As the LRF also inhibited the hiring of new staff, outsourcing of non-essential or auxiliary 

activities (e.g., cleaning, maintenance, security, and reception) was further promoted (Decree 

n. 2271/1997; Abrucio, Pedroti, and Pó, 2010) and became particularly widespread in the 

education and healthcare sectors. 

 

4.4.1.1 NPM and changes in public employment 

During Cardoso’s first term in office, the NPM wave grew in a period of severe austerity. High 

priority was placed on reviewing distortions in personnel management and legislation (Cardoso 

Júnior and Nogueira, 2011). Some core reform interventions involved weakening tenure to 

allow the dismissal of public servants due to underperformance or excess workforce and greater 

employment of contract-based (CLT) salaried workers in non-essential occupations, both 

measures indicating the pursuit of a more flexible, competitive public sector labour market. 

Other policies included reorganising professional careers under stricter ceilings on career paths 

and remuneration schemes (Mare, 1995; Bresser-Pereira, 1996a). Evaluation and information 

systems to manage payrolls were further applied and helped shift the criteria for distribution of 

gratifications from political considerations to performance achievements (Cavalcante and 

Carvalho, 2017; OECD, 2010). The federal government also envisaged setting up a new 

retirement policy for civil servants as part of its tight fiscal adjustments, with a higher retirement 

age, less generous pensions, and voluntary dismissal plans. However, the most effective 

measure for staffing reductions was an obstinate recruitment freeze, which persisted throughout 

the 1990s (Pinto and Santos, 2017). 



104 
 

 
 

With the election of the left-wing President Luís Inácio ‘Lula’ da Silva in 2002 (2003-2011), 

modernising initiatives continued to be undertaken, although the narrative of “administrative 

reform” was avoided (Cavalcante and Carvalho, 2017). A strong positive emphasis on 

improving institutional capacity, transparency, and democratisation of labour relations was 

added to the fiscal responsibility agenda. In addition, the return of economic growth in 2004 

sparked a period of policies for recomposing staffing levels and salaries in priority areas such 

as education, healthcare, and infrastructure (Cardoso Júnior and Nogueira, 2011; OECD, 2010; 

Pinto and Santos, 2017; Gomes and Lisboa, 2021). Recruitment of new RJU staff was resumed 

in both direct and indirect public administrations (see Figure 4). 

Figure 4: Staff figures in the federal executive civil service (1989-2014) 

 

Source: Cavalcante and Carvalho (2017) 

The rapid expansion of government employment3 was legitimised by the need to improve 

access to core public services and overcome existing capacity gaps after years of austerity. 

Likewise, the commitment of Lula’s administration to offering more competitive salaries in 

public posts was justified by the need to attract and retain more professionally qualified 

workforces, frequently seen as underpaid (OECD, 2010). Yet, despite the government’s 

 
3 It is worth noting that public sector employment in Brazil (comprising federal, state, and municipal levels) 

accounted for a limited percentage (11.9% including state-owned companies) of total employment in 2014 

compared to about 21.4% for the OECD average. Government employment in Brazil has risen and become 

more expensive in recent years but remains smaller compared to other Latin American countries such as 

Uruguay and Argentina (OECD, 2017). 
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rhetoric, professional careers in strategic core positions faced a huge decline in the purchasing 

power of their salaries between 1995 and 2002 (Cavalcante and Carvalho, 2017). 

Within the higher education sector, the hiring of new civil servants reflected the strategy 

pursued by the Programa de Apoio a Planos de Reestruturação e Expansão das Universidades 

Federais (REUNI), or Programme for Supporting the Restructuring and Expansion of Federal 

Universities, launched in 2007 to expand higher education in underserved regions through the 

financing of infrastructure improvements, the opening of new university places, and a growth 

of about 44% in the number of university public servants (Gomes and Lisboa, 2021). 

One of the main objectives of that staffing expansion phase was to replace salaried workers 

subcontracted under private sector types of job contract (CLT) employed in central and, 

especially, decentralised public administrations (Cardoso Júnior and Nogueira, 2011; Pinto and 

Santos, 2017). At HUFs, for example, distinct employment regimes have become common in 

addressing staff shortages, with non-statutory and self-employed clinicians being hired through 

university support foundations (Carvalho, 2019). However, in 2009 the Federal Audit Court 

(TCU) declared the hiring and allocation of CLT and self-employed workers to perform core, 

permanent, or ordinary functions in university hospitals illegal. 

In principle, this decision seemed to indicate the government’s preference for statutory over 

contractual public employment to put employees under the same regime of rights and duties 

(RJU) and, thus, reorientate public professionalism towards more redistributive, recognitional, 

and representational equality. As we shall see later, though, in the case of university hospitals 

the government’s intention was different from expanding statutory employment by replacing 

the contractual employment system. The envisaged policy focused on solving personnel 

management issues by transferring hospitals from universities to a public company (EBSERH) 

to preserve more flexible forms of work organisation for the hiring of administrative and health 

staff. For the medical profession, and knowledge elites of clinical-academic hybrids in 

particular, the coexistence of different employment regimes in a more managerial workplace 

has accentuated professional stratification under harder working conditions for both elite 

professionals and ordinary practitioners to ensure relative boundary maintenance towards the 

protection of old established patterns of political representation, economic redistribution, and 

professional recognition. Managerialisation has impacted the political and objective conditions 

of medical and scholarly work in HUFs, meaning that not only has professionals’ control over 

the terms, conditions, and content of their work been curtailed but also their intersubjective 
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mechanisms of identity construction have been affected by managerialist principles of work 

organisation. These questions will be examined in more detail in the following chapters. 

 

4.5 From incompleteness to hybridity 

The postcolonial approach touched upon earlier in this chapter under the concept of sociological 

reduction (Ramos, 1996) enables us to critically make sense of the true explanatory potential 

of external visions and narratives of public management reform in illuminating the Brazilian 

trajectory. Based on such an epistemological position, it can be argued that neither can a fixed 

line be drawn between all reform waves in Brazil nor can its historical developments be neatly 

accommodated in high-level models of public management. 

Despite displaying systematic attempts to modernise its public administration and produce a 

comprehensive high-quality and “customer-friendly” system of public services, Brazil can 

neither be assessed as a pure Weberian-style state, yet legalistic and full of bureaucratism, nor 

as a high-impact NPM case, yet tilted towards neoliberalism more recently. On the ground, 

what we often see are incremental reforms crossed by discontinuity, abandonment, and entropy 

of changing processes that have not yet accomplished full results (Costa, 2008; Marcelino, 

2003). Such incompleteness of major reform waves in Brazil can be partially explained by the 

authoritarian environment in which many of these reforms occurred. Years of authoritarianism 

prevented political actors and policymakers from a democratic reformist experience based on 

deliberation, negotiation, and less centralised decision making (Abrucio, Pedroti, and Pó, 2010). 

The inexperience of national social, political, and academic elites did not block reform agendas 

but constituted an obstacle to more sustained or radical changes until the redemocratisation. 

Changes initiated in the 1930s to establish a Weberian-type uniform, professionalised, and 

merit-based system of public administration have certainly had important implications for 

public service professionalism (Wahrlich, 1974). Public jobs acquired an impersonal, 

professional status in the expanding and ever more complex organisational settings of the public 

sector. The administrative principle imposed by bureaucratic rationalisation found itself at odds 

with the freedom of activity, autonomy, and institutional control traditionally ascribed to 

professional workers (Freidson, 1994). The reform thus seemed to point to proletarianisation, 

rationalisation, and bureaucratisation of the terms, conditions, and content of expert work in the 
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public administration, as many organised occupations became subject to a rational-legal form 

of division of labour and hierarchical structures akin to the bureaucratised workplace in 

industry. 

Nevertheless, the effectiveness of the bureaucratic revolution in Brazil has been only sporadic, 

for the reform was gradually atrophied by unstable political support, isolation in central bodies, 

and persisting neopatrimonialism (Wahrlich, 1974; Bresser-Pereira, 1996a; Schwartzman, 

2007; Abrucio, Pedroti, and Pó, 2010). Despite creating new forms of administrative control 

over work, public organisations have never been administered in a purely bureaucratic manner. 

This means that bureaucratisation did not entirely supplant occupational professionalism, for at 

least some traditionally powerful professions (medicine included) were able to accommodate 

their interests and exercise authority in the organisation and management of expert work. Based 

on the power, jurisdiction, and credentials imputed by expert knowledge, these professions 

formed part of a professional bureaucracy the government relied on to formulate and carry out 

key development policies, deliver public services, and manage public administrations. By 

coordinating work in hybrid bureaucratic-professional organisations of the public sector, 

professionals could wield a great degree of influence on organisational state affairs, although 

still subject to bureaucratic systems of control and corporate practices. 

Hence, it could be argued that the origin of professional hybridisation within the Brazilian 

public sector dates to the early bureaucratic reform. After all, the rationalisation of public 

administrations has drawn established professions such as medicine and university teaching 

into more bureaucratised workplaces, with some professionals assuming elite posts in the 

strategic core of the state or managerial positions in public organisations of service provision. 

Bureaucratisation efforts, therefore, have led to more explicit and formal patterns of 

restratification within professional workforces, splitting elites of technocrats from rank-and-file 

groups. According to the reprofessionalisation thesis, such a restratification process represents 

the rebirth of professionalism in more rational, technical, and hierarchical environments 

(Freidson, 1994) in which elite professionals can still improve their position of economic 

wealth, social esteem, and political influence while combining bureaucratic and professional 

principles of work organisation. 
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The partial accomplishment of the bureaucratic reform also reflects the reason civil service is 

still commonly overwhelmed by personalistic relations in which particular interests stand 

against impersonality, formalism, and social conventions. Indeed, the patrimonialist inheritance 

from the colonial period has contributed to a high degree of clientelism, party political 

patronage, and populism in public power, hence becoming distinctive traits of Brazil’s politico-

administrative system nowadays (Faoro, 2001; Schwartzman, 2007; Bresser-Pereira, 1996a; 

Paes de Paula, 2005; Pinto and Santos, 2017). The increasingly over-politicised, unstable, and 

hostile relationships among the judicial, legislative, and executive branches and the complex 

hybrid forms of public sector organisations combining highly technocratic institutions and 

politically patronised institutions denote an administrative culture that is quite common in Latin 

America (Morales and Lauriano, 2021). 

The multiple kinds of entry into the civil service mixing long-term statutory careers and 

position-based systems favour a high degree of politicisation of the public administration, with 

many appointments of mandarins being based on their political affiliation. Despite evidence 

that most top officers come from inside the public service (Cavalcante and Carvalho, 2017), the 

election of a new government is frequently followed by large-scale replacement of the 

mandarinate. This suggests that the accountability and autonomy of top and mid-level 

professionals are limited and tied to party political patronage, which ultimately creates 

instability in reform processes (Pollitt and Bouckaert, 2017). 

The constitutional reform of 1988 tried to rectify some of those issues but ended by placing 

greater emphasis on controlling compliance with legal norms, standards, and control 

mechanisms. The resort to bureaucratism may be understandable considering the country’s 

history of politicisation and fiscal problems, but this has ultimately led to administrative 

dysfunctions, waste, inflexibility in personnel management, inequalities in the civil service, and 

high transaction costs (Cavalcante and Carvalho, 2017; OECD, 2010). 

Over the past two decades, however, signs of managerialisation of public service organisations 

in Brazil have become more transparent. Naturalised as much more efficient, productive, and 

accountable due to the discipline of the market and clients’ pressure, private sector 

managerialism has been the bedrock of a combination of hard and soft versions of NPM applied 

with the promise of promoting quality improvement, productivity, cost containment, and 

accountability in public service provision. 
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The period since the 1990s has seen an intense incursion of NPM interventions such as 

privatisation, deregulation, downsizing, and outsourcing of operational functions in several 

areas of the public sector under the imperatives of reducing state machinery, containing 

government spending, and improving competitiveness. More radical managerialisation 

strategies have included the development of advanced systems of results-based management, 

performance measurement, and managerial control, thus creating a tension between managerial 

and professional principles and modes of work organisation. Successive changes in personnel 

regulations, leading to the coexistence of statutory and contractual types of job contracts, a 

multiplicity of career streams, the tightening of pension schemes, and increasing loss of 

purchasing power, are indicatives of changes in the professions’ position in the political 

economy and the public sector division of labour. Intra-professional fragmentation has 

increased, and the powers of trade unions and professional associations in preserving economic 

gains, prestige, and political influence of public service professions have declined. These 

changes have even reached strong collegial professional categories that were once able to 

protect some of their major professional prerogatives within bureaucratic structures. As I shall 

examine in the later chapters, traditional professional autonomy, reputation, and influential 

positions enjoyed by doctors and academics in university hospitals seem now to be threatened 

by new organisational forms of hospital administration and control mechanisms. 

 

4.6 Summary 

In this chapter, I have shown that Brazil has been through different reform phases in recent 

decades, each of them being framed according to the dominant interests and views of successive 

governments. In summary, I have discussed the first reform wave committed to introducing 

bureaucratic principles of work organisation such as merit, formalism, hierarchy, and 

rationalism, then an attempt to introduce managerial values such as decentralisation, 

privatisation, and contractual governance, followed by a constitutional reform focused on 

reinforcing the administrative law, expanding public services, and strengthening statutory 

forms of public employment, and, more recently, the emphasis on the managerialist ideology 

through a combination of hard and soft NPM interventions. The picture, therefore, suggests a 

menu of public management dishes that often do not complement or are incompatible with each 

other, pointing to the fact that reform trajectories are “almost always a multi-step, and 

frequently a long drawn-out and erratic process” (Pollitt, 2002:475). 
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From the above review, however, it is apparent that a meaningful move towards the NPM has 

become widespread in the government’s discourses of public management reform, greatly 

affecting public service professions in Brazil. I have demonstrated that threats to public 

employment, security, and remuneration posed by expenditure cutbacks and NPM-style 

measures denote substantive changes in the objective conditions upon which the professions 

have been economically organised in the public sector division of labour. My discussion of 

reform trajectories has also provided an overview of important political situational factors 

surrounding public service professionals’ strives to preserve some level of economic autonomy, 

political influence, and public value amid significant institutional changes. This chapter, 

therefore, has offered important contextual insights into the economic and political arena where 

professions’ struggles for recognition, redistribution, and representation take place. 

In what follows, I develop further my review of public management reforms in Brazil by 

focusing on the healthcare sector. In Chapter 5, I centre my approach on public policies for 

HUFs to analyse and problematise the insertion of these teaching hospitals into the Brazilian 

health system. Following this, in Chapter 7, I present an in-depth, empirically informed 

discursive analysis of major reform policies for HUFs, the resulting shift from medical-

academic professionalism to a logic of business-like healthcare, and its implications for medical 

professionals’ identity and work. 
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CHAPTER 

5 

The Brazilian health sector and the 

field of federal university hospitals 

(HUFs) 

5.1 Introduction 

In this chapter, my purpose is to offer a brief overview of the Brazilian health sector, with an 

emphasis on federal university hospitals (HUFs). Firstly, I describe how the Unified Health 

System (SUS) is currently organised. Further details on historical developments and the current 

structure of Brazil’s healthcare system can be found in Appendix I. This discussion will enable 

the reader to locate HUFs and the Brazilian Hospital Services Company (EBSERH) within the 

national healthcare system and to understand the broader institutional framework of public 

health and education services underlying the inter-organisational relationships between 

universities, HUFs, and the company. 

Secondly, I briefly discuss the emergence of teaching hospitals in Brazil and their important 

role in medical education and healthcare provision. I take a closer look at the field of HUFs, 

which constitutes my object of study. I explain the position of these university hospitals in the 

Brazilian public sector and provide insights into their major roles in terms of the triad medical 

care/teaching/research. I then show that HUFs have arisen as educational health organisations 

dominated by traditional principles of medical-academic professionalism, which enabled a 

knowledge elite of clinical-academic hybrids (doctor-professors) and triple hybrids (doctor-

professor-managers) to keep control over the terms, conditions, and content of work. More 

recently, however, HUFs have been inserted into SUS under a contractualisation policy placing 

greater emphasis on clinical services, sometimes leading to negligence towards academic 

activities, especially medical research. 

The chapter then moves on to discuss major institutional changes impacting the insertion of 

HUFs into the national healthcare system. It describes how persisting budgetary constraints 

stemming from austerity measures led the federal government to pursue successive reform 

policies to address the HUFs’ crisis radiating in deep-seated problems such as underfunding, 

understaffing, and poor organisational capabilities. 
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Finally, I discuss how partnerships with university support foundations became a key 

institutional arrangement in the field of HUFs, being organised and controlled by university 

professors, clinicians, and managers to tackle the crisis and respond to external pressures. I 

close the chapter by arguing that the umbilical inter-organisational relationship between HUFs 

and support foundations led to a vicious circle of debt, poor hospital capabilities and 

performance, and reliance on outsourced personnel, prompting the federal government to adopt 

a more vigorous NPM approach to reconfigure HUFs’ organisation and management. 

 

5.2 The organisation of the Brazilian Unified Health System (SUS) 

The Brazilian health system constitutes a “complex network of complementary and competitive 

service providers and purchases, forming a public-private mix financed mainly by private 

funds” (Paim et al., 2011:1785). In the public subsector of SUS, the organisation and running 

of healthcare services are based on an institutional framework of decentralised decision making 

and participatory governance that involves local, state, and national authorities, health councils, 

inter-managerial commissions, and civil society. Health goals, responsibilities, coordination, 

and funding mechanisms are set up at each level of government, including the primary care 

quota, and a per-person budget that the Ministry of Health (MH) transfers to municipal 

authorities to finance primary care services. This public subsector includes basic, primary care 

health units (equivalent to general practices (GPs) in the UK), psychosocial care centres 

(CAPS), speciality, medium-complexity polyclinics, emergency care units (UPAs), mobile 

emergency care services (SAMU), research public institutions, regulatory agencies, regular 

public hospitals that provide tertiary care for acute and complex health conditions, and teaching 

hospitals. The latter form a group of hospitals linked to public universities and clinical faculties 

run by state and federal governments; these teaching hospitals provide medical education and 

training of health professionals, conduct research and outreach projects, and are mainly 

dedicated to higher-complexity care and medical specialities. Although also providing 

secondary and, to a lesser degree, primary care, they distinguish themselves from regular public 

hospitals and represent an important segment within SUS by virtue of their educational nature, 

connections with medical schools, and influence on health policymaking. 
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SUS also comprises a complementary private subsector composed of for-profit and not-for-

profit providers that can be financed with public and private funds (Paim et al., 2011). The 

complementary participation of the private sector in SUS is allowed, including delivery and 

management of health services (Federal Constitution, 1988; Law n. 8080/1990; Soares, 2021). 

So, state and municipal health departments can buy health services from independent 

contractors if evidence of increased demands for health services and objective restrictions to 

expanding public health capacities is compelling. 

In addition to the above-mentioned subsystem, SUS encompasses a supplementary private 

subsector consisting of health corporations and insurance companies. Private health 

corporations and insurance companies can operate supportively within SUS, with the National 

Agency of Supplementary Health (ANS) as the body responsible for regulating this private 

health market (Soares, 2021). The private supplementary health subsector has largely developed 

around the public health subsector in Brazil. According to the ANS, as of January 2021, 965 

private medical and dental insurance companies covered roughly 48 million people in Brazil, 

which corresponds to 24.5% of the Brazilian population; 68% of all active policies were 

employment group health insurance schemes to cover employees of companies (ANS, 2021). 

The number of people covered by private medical insurance has decreased by 5.8% over the 

last six years on account of the economic crisis, which led to a decline in people’s income and 

a flood of business bankruptcies. As Massuda et al. (2018) note, in practice, this supplementary 

private health subsector is partially subsidised by the government through tax breaks for 

privately-insured individuals with access to high-complexity services in the public SUS due to 

limited coverage of a substantial range of services in their private health insurance policies or 

small proportions of reimbursement of costs. 

The current Brazilian health system, therefore, is made up of three distinct but interrelated 

public and private subsectors. People can use services in all three subsystems, depending on 

availability, capacity or willingness to pay, preference for faster access, independence from 

referrals, and choice of doctor, hospital, or other health providers (Paim et al., 2011; Colombo 

and Tapay, 2004). In this sense, the Brazilian health reform has adopted a duplicate model 

(Colombo and Tapay, 2004; Soares, 2021) of healthcare coverage that combines public 

healthcare delivery under the core public SUS and the complementary private subsector with a 

private health market that offers health insurance schemes to provide medical services typically 

covered under the public system. Hence, the Brazilian healthcare sector consists of subsystems 
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of health coverage that, while pursuing different and even conflicting interests, are supposed to 

support each other in achieving SUS’s principle of the universal right to healthcare. 

 

5.3 The emergence of teaching hospitals in public health and education 

It is not my intent to trace the course of all public federal university hospitals (HUFs) in Brazil 

from the period that followed their foundation until they were taken over by EBSERH. 

However, it appears entirely appropriate and necessary to briefly examine some key features of 

the history and development of these important institutions of the Brazilian public sector 

scenario so that they can be understood from the proper perspective. Primarily, it might be 

useful to define teaching hospitals and draw a distinction between them and the specific 

subcategory of “HUFs” that is my particular interest here. Houghton offers a classic and 

therefore still valid definition of a teaching hospital (1934 cited in Burbridge, 1957:176): 

The term teaching hospital […] indicates an institution owned, or attached to, or affiliated with a 

medical school in which formal undergraduate clinical courses are taught. This is a narrow 

phrasing, for many hospitals unrelated to schools or universities perform important teaching 

functions in the training of house officers, and should be held responsible to some standardizing 

agency for the quality of their educational work. 

According to this definition, a teaching hospital may be a public or private institution and the 

kinds of association it has with the college or university may vary from modest partnership to 

full ownership and control. Such a concept comes close to the definition established in the 

Brazilian legislation by Inter-ministerial Ordinance MH/MEC n. 285/2015, which provides for 

the accreditation of teaching hospitals: 

Art. 2. Teaching Hospitals (TH): health facilities that pertain to or are affiliated with a private or 

public Higher Education Institution (HEI), serving as a field of practice for teaching activities in 

health, and being accredited in accordance with the provisions of this Ordinance. 

In Brazil, medical education began to emerge in the late 18th century. Formerly, physicians were 

entirely of European origin, notably from Portugal, either by birth or medical training or both. 

In the houses of charity institutions pertained to the Catholic Church, clinical teaching was first 

organised (Laprega, 2015; Pereira Júnior, 2018), for the first medical schools had neither 
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hospital facilities nor university connections (Araújo and Leta, 2014). Therefore, the inception 

of teaching hospitals in Brazil can be found in the early (and usually informal) inter-

organisational relationships between medical colleges and philanthropic hospitals (e.g., Santas 

Casas de Misericórdia)4, whose objectives were sometimes divergent. In 1892, the first formal 

linkage of a medical school with a hospital institution took place with an agreement between 

the School of Medicine of Rio de Janeiro and the Santa Casa de Misericórdia for the use of 

beds in teaching and practical experience of students, residents, and doctors (Soares, 2021; 

Araújo and Leta, 2014; Pereira Júnior, 2018). Initially taking shape in private voluntary 

hospitals under charitable institutions, the new demands for clinical training gradually 

introduced another role for hospital facilities: the teaching of the arts of medicine. As pointed 

out by Foucault (1984), la clinique was no longer a place for cure only but also for knowledge 

production, accretion, and recording, with doctors becoming key players in such a health 

institution (Araújo and Leta, 2014; Pereira Júnior, 2018). Indeed, from the mid-19th century 

onwards, Brazilian medicine, in all its practice, teaching, and research aspects, made the most 

of its progress in teaching hospitals. 

The record of the first hospital set up specifically for teaching purposes and fully attached to a 

university in Brazil is not consensual, but the usual assumption found in the literature points to 

the São Vicente de Paulo Hospital, founded in 1928 and donated to the School of Medicine of 

Belo Horizonte in 1931. From then on, teaching hospitals in university surroundings 

proliferated, in line with the recommendations of Abraham Flexner’s seminal report on medical 

education published in 1910 (Araújo and Leta, 2014; Pereira Júnior, 2018; Medici, 2001), 

which maintained that “[a] hospital under complete educational control is necessary to a 

medical school as is a laboratory of chemistry or pathology” (Flexner, 1910:xi). For Flexner, 

medical schools would only be able to properly organise their clinical faculties if they enjoyed 

administrative and organisational authority over hospital facilities. 

In this context, the initially promising partnership between medical schools and the Santas 

Casas de Misericórdia became increasingly untenable, given the collision between medical-

academic leaders’ craving for greater control over clinical services, on the one hand, and 

hospital directors’ resistance, on the other. Thus, with the great contribution of medical schools 

and the political influence of professors of medicine (Araújo and Leta, 2014; Medici, 2001) 

who were striving for their hospitals (Pereira Júnior, 2018), the 1960s brought fast 

 
4 Further details on the early days of medical practice and education in Brazil can be found in Appendix J. 
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dissemination of public university hospitals across the country via two main pathways: (a) the 

transfer of public and private non-teaching hospitals to medical schools or universities either 

by donation or cession and (b) the construction of new hospital facilities to expand medical 

training in public higher education institutions. On the one hand, the assimilation of existing 

regular hospitals by universities led to great savings of expenditure, time, and energy compared 

to the option of starting everything from scratch. On the other hand, universities inherited an 

“accursed” legacy of infrastructural limitations, diverse organisational capacities and culture, a 

variety of occupations and employment arrangements, including different patterns of 

remuneration and career progression, and, for these and other reasons, a great deal of staff 

dissatisfaction, tensions, and interpersonal conflicts (Carvalho, 2019). 

As of December 2019, 204 teaching hospitals were in operation and accredited by both the MH 

and the Ministry of Education (MEC) in Brazil (Ministry of Health, 2019). The Ministry of 

Science, Technology and Innovation (MCTI) also plays a role in regulating teaching hospitals 

concerning teaching and research activities (Lobo et al., 2010). Within this wider group, 50 

were university hospitals linked to 32 public federal universities. These university hospitals can 

be seen as the most complete typology of teaching hospitals in Brazil given their attachment to 

universities by ties of ownership and administrative subordination (Carvalho, 2019; Santana, 

2021). 

In the Brazilian higher education system, university hospitals have evolved to become integral 

parts of the universities’ organisational structure, receiving from them the academic standards 

and maintenance resources for infrastructure and staffing. For Medici (2001), a university 

hospital can be characterised by four main features: (1) it is an extension of a higher education 

institution, (2) it provides training for future healthcare professionals, (3) it is officially 

accredited as a teaching hospital by competent authorities, and (4) it provides high-complexity 

medical care for the population. Additionally, university hospitals are, or used to be, integral 

components of public universities in an abiding and indissoluble way (Soares, 2016)5. 

 

 

 
5 As I shall explain later, at HUFs these features have changed with their transfer from federal universities to 

EBSERH. 
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5.3.1 Federal university hospitals (HUFs) 

HUFs are linked to public federal universities at the national or state level. While other 

university and teaching hospitals can be affiliated with private or public medical colleges or 

higher education institutions (Lira and Nogueira, 2016; Pereira Júnior, 2018), HUFs are 

extensions of Federal Higher Education Institutions (IFEs) that deliver free education and enjoy 

didactic, scientific, administrative, financial, and patrimonial autonomy. In most cases, these 

hospitals are organically linked to federal universities as part of their medical schools or as 

supplementary bodies under the university chancellor’s office. Federal universities are publicly 

funded autarchies pertaining to the indirect branch of, or decentralised, public administration 

(Di Pietro, 2018), therefore being subject to macro-regulatory frameworks that establish rigid 

prerogatives and obligations related to Brazil’s federal civil service system, such as strict public 

procurement and staffing regulations. 

HUFs also form part of SUS through contractualisation with local health departments, which 

coordinate the interface between the different types of care by organising referral pathways, 

delivery arrangements, and reimbursement schemes (EBSERH, 2020) (see Figure 5). Based on 

cross-inter-organisational boundaries in healthcare (Currie, Finn, and Martin, 2008), 

contractualisation refers to the formalisation of the relationship between health chief executive 

officers and public or private hospitals integrated into SUS using a formal instrument of 

agreement (contract or covenant) set up to improve quality in care, management, and, in the 

case of teaching hospitals, academic functions. 

Figure 5: The HUFs’ position in the public sector 

 

Source: Adapted from EBSERH (2020) 
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Therefore, HUFs are situated in a complex inter-institutional environment distinguished by an 

overwhelming set of norms and actors associated with higher education, health, and public 

planning sectors (TCU, 2009). 

HUFs stand out as centres of excellence for training health workers in hands-on patient care 

while also developing new technologies, conducting some important biomedical and clinical 

research, supporting health-related policymaking, elaborating new technical guidance, 

sponsoring a vast range of residency and fellowship programmes, and providing secondary and 

tertiary healthcare services less commonly offered by other types of hospitals or health units 

(Ministry of Education, 2021; Araújo and Leta, 2014; Machado and Kuchenbecker, 2007; Lira 

and Nogueira, 2016; Pereira Júnior, 2018). Hence, these hospitals involve a high concentration 

of professional knowledge and financial, infrastructural, and technological health resources, 

playing an important health, educational, political, and economic role in the communities in 

which they operate (Medici, 2001; Lobo et al., 2010; Santos and Oliveira Júnior, 2016; 

Carvalho, 2019; EBSERH, 2020). 

In fact, in the past HUFs were primarily focused on promoting medical education following 

Flexner’s model of medical training. As such, the provision of care was seen as part of their 

academic function and was usually oriented to assist people excluded from the welfare system 

(Pereira Júnior, 2018; Santos and Oliveira Júnior, 2016). Their high-level political autonomy 

enabled these university hospitals to reframe old principles of organising and managing medical 

work that had been inherited from the partnerships with philanthropic organisations according 

to the logic and departmental structures of medical colleges, which led to the longstanding 

dominance of hybrid clinical-academic elites in hospital administration. 

For some commentators, HUFs developed almost like independent institutions detached from 

the populations’ epidemiological profile and were dominated by the interests of specialist 

clinicians (Medici, 2001), thus constituting an educational health setting dominated by a logic 

of medical-academic professionalism in which professional elites of doctor-professors were 

able to control the terms, conditions, and content of clinical and academic work. This 

knowledge elite used university hospitals as a locus for the development of new medical 

technologies and training of peers to enlarge the guilds of specialists, hence “expanding the 

social and economic power of those occupying the top of the pyramid of each medical speciality 

of sub-specialty” (ibid:149). Therefore, HUFs arose embedded in an institutional mission that 
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was much more focused on the dual purpose of teaching and patient care, with less importance 

being ascribed to research (Soares, 2016; Carvalho, 2019). 

Today, most HUFs are distinguished by carrying out a triad of interrelated functions comprising 

medical care, teaching, and clinical research (Lobo et al., 2010; Araújo and Leta, 2014; 

EBSERH, 2020). Nonetheless, as we can see in the rudimentary representation below (Figure 

6), such a triad of functions does not appear to be arranged equilaterally in many HUFs, with 

medical care provision and teaching still prevailing in most cases: 

Figure 6: The medical care/teaching/research triad in HUFs 

 

Source: Author 

▪ Medical care: HUFs form part of SUS, playing an important role in delivering 

healthcare to patients, notably at tertiary and secondary levels of care, although 

some of these university hospitals also offer primary healthcare services scarcely 

provided by other health units (Machado and Kuchenbecker, 2007; Medici, 2001). 

In some regions across the country, a HUF is the main, if not the only, source of 

high-complexity services that require large-scale investment and intensive use of 

high-tech resources and specialised health workforces (Ministry of Education, 

2009; Reis and Cecílio, 2009; Ministry of Education, 2021; Soares, 2016; Carvalho, 

2019). Although representing a small fraction of the SUS hospital chain (more 

precisely, 0.64% as of 2018), HUFs are responsible for a substantial proportion of 

medical care provided by the public subsystem, offering a total of 11,465 beds (15% 

ICU beds and 85% normal ward beds). Only 5 (10%) of these hospitals were 

classified as small (5-30 beds) according to the classification adopted by the MH. 

MEDICAL CARE 
TEACHING 

RESEARCH 



120 
 

 
 

Most HUFs (64%) were ranked as large hospitals (150 or more beds)6. These 

numbers bring HUFs closer to the international model of large-sized teaching 

hospitals and highlight their major role in the Brazilian hospital sector, which 

mostly consists of small hospitals (Pereira Júnior, 2018). In terms of location, 17 

HUFs (34%) are in the Southeast, the most wealthy and populous region. Another 

17 (34%) hospitals are in the Northeast, which has a huge population but lower rates 

of social-economic development. The presence of such a significant number of 

university hospitals in this more vulnerable area of the country is associated with 

the REUNI programme, launched in 2007 to expand higher education, including 

medical education, in underserved regions (Araújo and Leta, 2014; Machado and 

Kuchenbecker, 2007; Pereira Júnior, 2018). Araújo and Leta’s (2014) study on the 

perceptions of HUFs’ hybrid managers showed that medical care provision is 

regarded as the “core activity” in these hospitals since a great deal of their funding 

depends on the number of patients treated within SUS. Indeed, growth in the 

provision of high-complexity diagnostic and therapeutic services over the last few 

years has been exponential (Pereira Júnior, 2018). This indicates that HUFs are 

evolving in tertiary care, which, for Carvalho (2019), represents their true vocation. 

Throughout 2020, hospitals linked to EBSERH delivered about 3.7 million 

consultations, 10.4 million diagnostic tests, 278,000 hospitalisations, and 153,000 

surgeries (EBSERH, 2020) (see Figure 7). 

▪ Teaching: Clinical education and practical training of future and current health 

professionals are commonly seen as the most salient academic traits of HUFs 

(Araújo and Leta, 2014). Notwithstanding all difficulties, these teaching hospitals 

have been able to launch new courses and programmes and expand the number of 

places in both graduation and postgraduation. The growth in the number of medical 

and multi-professional residency programmes has also strengthened HUFs’ role in 

improving continuing education, practical clinical experience, and career 

development in medicine and other health professions (Carvalho, 2019; Soares, 

2016; Ministry of Education, 2021). Within the EBSERH’s hospital network, the 

number of residents increased by 26% between 2015 and 2020, when it reached 

5,513 doctors-in-training and 2,209 multi-professional residents spread across 505 

 
6 The definitions of small, medium, and large hospital bed size vary by country, region, and even teaching or 

nonteaching status. 
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residency programmes (EBSERH, 2020). In 2020, over 51,000 students and interns 

(24,000 medical undergraduate students) used university hospital facilities to 

receive over 22 million hours of hands-on training. In this period, 6,429 academics 

used HUFs to perform teaching, supervision, research, and other types of scholarly 

work (EBSERH, 2020). It is worth noting that teaching patterns have been 

shrinking in many HUFs due to management difficulties in efficiently coordinating 

teaching and medical care services, the disinterest of local health authorities in 

encompassing and monitoring academic targets in their contracts, and a lack of 

proper educational infrastructure. The quality of clinical preceptorship is also 

declining due to shortages of medical staff, high demand for clinical care provision, 

absenteeism, a perceived lack of commitment on the part of senior professors, high 

turnover among outsourced medical staff, and unpaid residency supervision. In 

some hospitals, rather than being seen as a period of practical training for medical 

students, residency is used as an economical way to tackle understaffing (TCU, 

2009). I will return to these issues shortly. 

▪ Research: HUFs are (or should be) a setting for research and development of 

experimental, innovative, technically advanced healthcare services. However, the 

degree of research activity in HUFs is not homogeneous. While some of them 

conduct a substantial portion of clinical studies in some of the best universities in 

the country, others face major difficulties in developing advanced research. Some 

even attribute lesser importance to this mission, sometimes redirecting research 

funds to the provision of medical care services and other teaching activities. This 

means that not all professors of medicine, let alone hospital clinicians, are fully 

involved in research. Approximately 2,500 research projects were developed in 

HUFs throughout 2020, in addition to 415 clinical trials associated with 63 medical 

specialities. Together, HUFs managed by EBSERH offered 415 master’s degrees, 

189 PhD programmes, and 21 postdoctoral research opportunities (EBSERH, 

2020). These numbers suggest that HUFs’ performance is still quite modest 

compared to the international experience (Ministry of Education, 2009). For 

Carvalho (2019), research underperformance relates to Brazil’s peripheral position 

in the international health division of labour and the development of novel 

technologies and forms of disease diagnosis and treatment. 
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Figure 7: HUFs in numbers (hospitals managed by EBSERH only) 

 

Source: Adapted from EBSERH (2020) 

In essence, therefore, HUFs perform a threefold mission of providing medical care, education, 

and research for the Brazilian population. The integration of such functions, however, directly 

depends on the capacities of each HUF in organising and delivering clinical services as per their 

contracts with executive health bodies within SUS. For Machado and Kuchenbecker 

(2007:874), this implies that we should look at them from the perspective “of the organisation 

of healthcare services and systems and their capacities to respond to the populations’ demands”. 

Similarly, Carvalho (2019:78) maintained that 

[t]he university hospital’s mission – teaching and research – can only be fully carried out through 

quality medical care. These cannot be dissociated as their convergence point rests in the wellbeing 

of citizens who, as patients, are attached to the institution. Put differently, teaching reproduces, and 

research improves, the standards of care. 
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So, the geometrical illustration in Figure 6, while overly simplistic, is clear enough to denote 

that while clinical and academic activities are seen as inextricably linked and constitutive 

elements of HUFs’ institutional identity and work, the former tends to overtop the latter in most 

hospitals. For Araújo and Leta (2014), patient care and teaching appear as the true hallmarks of 

these hospitals, while research is often deemed to be relegated. Indeed, in many developing 

countries research has not been yet elevated to a core activity in teaching hospitals due to budget 

limitations that render them unable to bear the high costs of scientific and technological 

development, hence precluding their institutional capacity to become involved in more complex 

processes of basic and applied health research (Medici, 2001). 

 

5.3.2 The insertion of HUFs into the healthcare system 

The insertion of HUFs into the national healthcare system has historically been marked by 

layering processes of institutional changes (Mahoney and Thelen, 2009) set in motion by the 

gradual introduction of amendments, revisions, and additions of new rules and organising 

systems to pre-existing ones. 

For many years following the spread of teaching hospitals that occurred between 1930 and 

1970, HUFs remained fully funded by the MEC (Santos and Oliveira Júnior, 2016), with their 

budgeting having no link to a schedule of medical services and procedures to be delivered 

within the social security system (Laprega, 2015). In the early 1970s, however, HUFs were 

dominated by the acute necessity of tapping into funds from the then National Institute of Social 

Security (INPS), since they had become centres of costly specialised hospital care in the public 

healthcare system (Pereira Júnior, 2018). This led the MEC to claim co-financing from the 

INPS to secure proper funds for HUFs through an agreement with the then Ministry of Social 

Security and Assistance (MPAS), at that time the MH, although such a proposal came into 

conflict with the interests of the military government in prioritising the expansion of the private 

health sector. Reluctantly, the government included HUFs in the MPAS hospital care system 

and implemented a fee-for-service model of contracting out akin to the one applied to private 

health providers. As Pereira Júnior (2018) explains, such a funding model introduced into 

public university hospitals the same standards of control and assessment adopted in contracts 

with privately-owned hospitals. Later, an alternative system of global budgeting was proposed 

by the INPS as an attempt to inject additional funds and distinguish public university hospitals 
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from private hospitals by inserting more academic-based assessment standards into their 

contracts. These measures faced strong opposition from the private sector and even from 

universities’ clinicians and professors, who were not particularly willing to lose extra salaries 

received from the INPS in the form of fee-for-service reimbursements. Although the 

MEC/MPAS agreement helped build a closer relationship between HUFs and the existing social 

security system and preserve the public nature of these health educational institutions amid 

strong enthusiasm for privatisation, the economic self-interested agenda and sheltered 

autonomy of groups of professional elites within federal universities contributed to slowing the 

pace of the reform policy for incorporating HUFs. 

With the severe fiscal and economic crises hitting Brazil in the 1980s (Bresser-Pereira, 1990), 

leading to currency depreciation, cutbacks, wage freezes, and staff shortages, federal 

universities were engulfed by pervasive cost pressures, understaffing, and trade union actions 

(Carvalho, 2019). Austerity measures brought a significant decrease in funds coming from the 

MEC/MPAS and imposed administrative impediments for personnel recruitment, with a greater 

impact on teaching hospitals, seen as the most expensive structures of public universities 

(Laprega, 2015). In 1985, the MPAS introduced the payment of the Índice de Valorização 

Hospitalar (IVH), the Hospital Incentive Index, as an additional system of reimbursement to 

help hospitals cope with the elevated costs related to teaching and research activities (La Forgia 

and Couttolenc, 2008; Carvalho, 2019; Medici, 2001). 

During the healthcare reform movement that was underway in the late 1980s, the importance 

of HUFs in training health professionals and providing tertiary medical care within the novel 

national healthcare system was recognised by reformers. Nonetheless, many HUFs did not view 

themselves as part of SUS; neither did they play a leading role in the reform process (Pereira 

Júnior, 2018). The Brazilian Association of University and Teaching Hospitals (ABRAHUE) 

was founded in 1989 by a group of professors, senior doctors, and hospital top managers who 

were seeking to influence reform policymaking towards the protection of university autonomy 

and non-subordination to SUS (Carvalho, 2019; Laprega, 2015). In this context, Law n. 

8080/1990, which put the new healthcare system into effect, established that the integration of 

HUFs into SUS would be settled through management contracts with local health departments 

under contractual terms and conditions that would safeguard university autonomy (Pereira 

Júnior, 2018). 
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Amidst the reformist movement, another financial incentive was set up by the federal 

government in 1987 to provide university hospitals with further resources to alleviate financial 

deficits and enable expansion and improvements in clinical and educational services. To each 

hospital an Índice de Valorização de Desempenho (IVD), a Hospital Performance Index, was 

ascribed according to complexity and resoluteness levels, integration in the healthcare system, 

and staffing profile (Lira and Nogueira, 2016; Laprega, 2015; Santana, 2021). It is worth noting 

that, although still insufficient, such a financial incentive succeeded in fostering accreditation 

of HUFs in the MH system of high-complexity care, given their existing specialised medical 

staff, more robust clinical infrastructure, and academic hybrids’ interests in dealing with more 

complex and hence more academically rewarding clinical cases (Carvalho, 2019). This funding 

policy, however, was short-lived and failed to solve the HUFs’ problem of indebtedness due to 

the lack of clearer criteria for reimbursement and assessment of services delivered. 

In 1991, both indexes were replaced by the Fator de Incentivo ao Desenvolvimento do Ensino 

e Pesquisa Universitária em Saúde (FIDEPS), or Incentive Factor for Development of 

University Teaching and Research in Health, paid solely to those teaching hospitals operating 

for over five years, integrating the national system of high-complexity services, and offering 

residency and postgraduate programmes (Carvalho, 2019; Pereira Júnior, 2018; Reis and 

Cecílio, 2009). Nevertheless, FIDEPS fell short in promoting academic activities in HUFs 

(Ministry of Health, 2004; Santos and Oliveira Júnior, 2016). In the face of the enormous 

financial problems and pressures to meet the demands for patient care, the majority of FIDEPS’ 

budget was gradually reallocated for spending on day-to-day items such as staff salaries and 

medical supplies, with small amounts going to capital spending (Machado and Kuchenbecker, 

2007; Lira and Nogueira, 2016; Laprega, 2015; Reis and Cecílio, 2009). Neither were 

systematic control and performance assessments performed. As Pereira Júnior (2018) notes, 

some hospitals received the incentive without performing any teaching or research activity 

while others received less than the amount of services they delivered. As a result, FIDEPS 

induced an emphasis on clinical care provision in university hospitals by positioning them as 

mere healthcare providers within the health system (Machado and Kuchenbecker, 2007). 

The neoliberal policy adopted by President Cardoso between the mid-1990s and early 2000s 

for reducing the size of the public sector exacerbated the crisis scenario in public university 

hospitals even further, with significant implications for the professions’ capacity to sustain their 

autonomies and organise their occupational work. HUFs then faced severe budgetary restraints 

and were squeezed by a long period of hiring freeze imposed by the NPM-oriented MARE. As 
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seen in Chapter 4, the acme of the government’s staff reduction policy was reached in 2002, 

impeding HUFs from recomposing staff numbers through the recruitment of new RJU public 

servants (Carvalho, 2019). These pressures hit HUFs with full force, considering that additional 

costs associated with academic activities, intensive use of advanced technology, and high-

complexity clinical care mean these university-based teaching hospitals cost more than non-

teaching hospitals (La Forgia and Couttolenc, 2008, Medici, 2001). Moreover, socio-

demographic changes such as higher life expectancy and rates of chronic diseases increased the 

search for public high-complexity care and higher education health services, with a good deal 

of demands falling upon HUFs (EBSERH, 2020). 

In this context, the closure of hospital beds or even entire wards due to the lack of supplies and 

personnel became commonplace. The shortage of well-trained clinicians in certain specialities 

and administrative staff deteriorated the standards of quality care, with increased waiting lists 

for consultations and surgeries and inefficient administrative processes of purchasing, 

maintenance, planning, and cost control. The suppressed demand for patient care obfuscated 

the actions to improve teaching and research activities (TCU, 2009). 

By the early 2000s, HUFs were struggling to increase their organisational capabilities and 

ensure funding for adequate infrastructure, technology, and supplies. The MH was focused on 

expanding primary care coverage within SUS while the MEC was discontented to see 

increasingly bigger slices of universities’ budgets being swallowed by their costly hospitals 

(Carvalho, 2019). This led HUFs to be progressively downgraded in universities’ budgeting 

(TCU, 2009). HUFs then found themselves facing an “identity crisis”, swaying between the 

MH and MEC in their search for solutions. For Sodré et al. (2013:372), a sentiment of 

“fatherless kids” has always been present among hospital chief executive officers and managers 

pilgrimaging in the corridors of central ministries in their claims for funds and other forms of 

aid (Carvalho, 2019). 

The agonising crisis involving understaffing, closures of beds, delayed payments of suppliers, 

and a lack of building maintenance brought about a movement led by ABRAHUE to pressure 

both the government and Congress for response policies. A letter sent by this association to the 

Ministry of Economy (ME) in late 2002 to warn the government of the precarious situation in 

HUFs is worth quoting: 
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We’ve got beds closed in the UFRJ, an A&E unit is nearly inoperative in UNIFESP, another has 

been closed by the Council of Medicine of Goiás (CREMEGO), and an entire hospital has been 

deactivated in the UFTM. […] Dozens of hospitals are facing a similar situation (ABRAHUE, 

2002 quoted in Carvalho, 2019:98). 

Pressures from the National Association of Directors of Federal Higher Education Institutions 

(ANDIFES) also helped advance discussions on the necessity of a new and differentiated 

reform policy for HUFs (Santos and Oliveira, Júnior, 2016). 

In 2003, Lula’s administration, which seemed willing to reframe the national policy agenda for 

the sector, organised an inter-ministerial commission to undertake a deep analysis of the entire 

network of university and other teaching hospitals in the country (Ministry of Health, 2004; 

Machado and Kuchenbecker, 2007; Reis and Cecílio, 2009; Lira and Nogueira, 2016; Pereira 

Júnior, 2018). The review showed that these hospitals, HUFs in particular, were suffering from 

multidimensional problems splitting up into challenges around finances, staffing, management, 

and performance (Reis and Cecílio, 2009; Carvalho, 2019). As reported by the National Health 

Council (CNS), 

[t]he current crisis in University and Teaching Hospitals should be analysed and understood as 

deriving from the institutional crisis that the Healthcare policymaking apparatus is currently going 

through; the funding and expenditure structure of the Healthcare System, and public policy 

implementation as well (Ministry of Health, 2003:61). 

The movement resulted in a programme for restructuring teaching hospitals, designed by the 

federal government to redefine their roles in (1) providing medical care within the health 

system, (2) developing research and new technologies, (3) providing education and 

qualification in health professions, and (4) improving hospital administration through the 

introduction of new forms of organisation and management. This programme also stipulated 

new criteria for the accreditation, management, and funding of teaching hospitals by both the 

MEC and MH, comprising, for example, new standards of continuous evaluation and academic 

performance. 

Following the programme Reforma do Sistema da Atenção Hospitalar Brasileira (RAHB), the 

Reform of the Brazilian System of Hospital Care, launched in 2004 for rearranging the model 

of hospital services provision, fostering the contractualisation of teaching hospitals with local 

health departments was a key objective of this policy. This reflected the shift promoted by the 
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new healthcare system towards more administrative decentralisation, integration, and inter-

governmental coordination among federal, state, and municipal executive health bodies. In 

short, it was determined that the institutional link of university hospitals to SUS should take 

effect through management contracts agreed with local health departments (Carvalho, 2019; 

Lobo et al., 2010; Santos and Oliveira Júnior, 2016; Lima, 2009). 

The restructuring programme involved a huge transfer of financial resources to municipal and 

state health authorities to promote deep changes in hospital services. Management contracts 

became a powerful managerial tool to improve processes of strategic planning, systematic 

monitoring, quality, and performance measurement by the setting of quantitative and qualitative 

goals around service delivery standards, expenditure, efficiency, and effectiveness (Lira and 

Nogueira, 2016; Reis and Cecílio, 2009; Lobo et al., 2010; Santos and Oliveira Júnior, 2016). 

As Machado and Kuchenbecker (2007:875) note, such management contracts 

[i]mply the development of management capacity and performance measurement both on the part 

of SUS’ chief executive officers and on the part of hospitals, along with sophisticated information 

systems and indicators for greater transparency and assessment accuracy. 

Under this contractualisation framework, the launch of the Incentivo à Contratualização (IAC), 

the Incentive for Contractualisation, increased the injection of funds into hospitals by about 

50% since a substantial amount of their funding became linked to results delivered (Pereira 

Júnior, 2018; Carvalho, 2019). For HUFs, the contractualisation policy was a momentary relief 

from the financial crisis through the introduction of a mixed system of global and performance 

budgeting. Over time, however, such a decentralised funding model, in which HUFs’ finances 

greatly rely on contracts with municipal and state health departments, led to persistent negative 

financial outcomes, as any requests for budget increases for hospitals came up against local 

authorities’ financial capacities and spending ceilings. 

HUFs were also affected by the constitutional reform of 1988, which although a pioneer in 

creating SUS, inserted into university hospitals heavy bureaucratic principles of organisation 

and management in the name of centralisation and tighter control. Also, the legal-administrative 

framework of public employment introduced by RJU was proving ineffective in attracting and 

retaining medical professionals due to low starting salaries, thus leading to high turnover rates 

among doctors in HUFs (TCU, 2009). 
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As Carvalho (2019) explains, chronic underfunding, understaffing, and bureaucratic 

organisational systems have historically been regarded as major institutional deficiencies in the 

university hospital sector. To tackle these issues, HUFs developed administrative devices to 

mitigate budgetary constraints such as competition for university funds (expressed in constant 

negotiations between hospital chief executives and university chancellors), offer of beds to 

privately-insured individuals to raise extra money, outsourcing through labour supplier 

companies, cooperatives, temporary and more flexible forms of job contracts, and, above all, 

partnerships with university support foundations (Ministry of Health, 2004). 

Support foundations emerged during the 1970s as a “creative” solution developed by 

universities to cut red tape, raise supplementary funds for capital investments, and benefit from 

alternative employment arrangements for addressing staff shortages. The rapid expansion of 

the higher education sector, with the sharp growth in postgraduate programmes and research 

projects, impelled universities to create support foundations to make use of their greater 

financial and administrative autonomy and flexibility to cope with increasing academic 

demands and complex hospital personnel management (Carvalho, 2019). As decentralised non-

profit entities regulated by private law (Di Pietro, 2018), support foundations were a direct 

aftermath of the managerial reform of 1967, which, as already discussed in Chapter 4, intended 

to “de-bureaucratise” the public administration by promoting decentralisation of central 

government tasks and introducing more flexible procurement processes and employment 

contracts into civil service jobs (Persson, Porto and Lavor, 2016; Costa, 2008). In that vein, 

different from the RJU public employment regime based on costly civil service entrance 

examinations, lifelong tenured careers, and rigid regulations typical of federal universities, 

support foundations could use the private sector type of job contract (CLT) to hire health 

professionals and replace the retired (Carvalho, 2019). Several professional categories had their 

employment contracts issued by these foundations but were reassigned to university hospitals, 

a practice known as “indirect contracting out” (TCU, 2008). This included clinicians, nurses, 

nursing assistants, therapists, and administrative staff (Ministry of Health, 2004). 

Moreover, support foundations were able to tap into private funding sources, offering an 

alternative for federal universities to respond to the scarcity of public resources and wage 

freezes. To survive, many universities resorted to contracts with support foundations, with 

which they started to offer fee-based courses, extension programmes, and consulting services. 

For Amaral (2008), this movement reflected the growth of the quasi-market in the public higher 

education sector: “[…] from 1995 on there was a ‘race’ towards support foundations, which 
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were used as vehicles of interaction between universities and the market, somehow deepening 

their insertion in the educational quasi-market” (ibid:674). In this scenario, by entering into a 

contract with a support foundation, the university could take advantage of private sector forms 

of employment for staff in their hospitals, supplementary funds to develop projects, extra 

remuneration for academic hybrids and other professionals through scholarships, fees, and other 

payment methods, and reallocation of funds to pay for the personnel and services provided by 

outsourced contractors. Firmly backed by university-employed professors, clinicians, and 

managers, support foundations soon became recognised as a major institutional arrangement 

within the university community. Reflecting a process of layering, that is to say, the 

introduction of new rules on top of or alongside old ones (Mahoney and Thelen, 2009), support 

foundations emerged within the HUFs’ organisational domain by adding new rules, work 

relations, and management practices, thus becoming indispensable sources of administrative 

flexibility, additional resources, and professional workforces for HUFs in a context of persistent 

financial difficulties, closure of services, deficit of qualified personnel, and frequent strike 

actions. 

In 1994, nonetheless, the government established new regulatory instruments of contracting, 

monitoring, and accountability aiming to disentangle the almost umbilical relationships 

between universities and support foundations, characterised by no clear legal distinction of 

roles, responsibilities, and rights. Due to blatant interference by universities’ chancellors, 

support foundations gradually became intermediary bodies between universities and HUFs. In 

some cases, foundations exerted full power over hospital administration, being responsible for 

managing the funds coming from SUS, renegotiating debts, and organising a complementary 

but vital professional workforce. The importance of the tasks performed by these foundations 

was recognised by the new regulatory framework, which delimited their involvement in 

management and financial activities to bolster projects strictly related to teaching, research, 

outreach, and institutional development. Support foundations were then allowed to hire expert 

workers to supplement universities’ workforces, while the contracting out of staff to perform 

generic, routine, or core administrative tasks within HUFs was deemed to be illegal. Even so, 

legitimised by the imperatives of providing high-quality healthcare services to the population, 

support foundations continued to be extensively used by universities as a means to manage 

hospital services while tackling the erosion of both financial and human resources in an era of 

fiscal austerity (Carvalho, 2019). 
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Eventually, the dependence of HUFs on support foundations resulted in a vicious circle of debt, 

insofar as hospitals’ high spending on outsourced services and workforces provided by the 

foundations compromised the money available for operating costs (Reis and Cecílio, 2009; 

Carvalho, 2019). In 2008, debts with support foundations amounted to approximately 77% of 

the HUFs’ accumulated debt (Ministry of Education, 2009), an untenable situation that would 

substantiate the government’s further adoption of NPM-style solutions to the crisis. 

 

5.4 Summary 

In this chapter, a review of how Brazil’s healthcare sector is currently organised has been 

presented. Following this review, I have offered an overview of HUFs, focusing on how these 

teaching hospitals are inserted into SUS. I have also outlined some historical challenges around 

financing, staffing, management, and performance faced by these organisations. 

I have demonstrated that government policies for addressing the crisis had long focused 

indistinctly on all sorts of teaching and university hospitals linked to public institutions of health 

and education. In effect, HUFs received no differentiated treatment (Santos and Oliveira Júnior, 

2016), which often tried to solve their problems in particularistic and uncoordinated ways. In 

this context, the effects of many policy interventions on HUFs fell short of what had been 

forecast: Endless financial pressures, sub-optimal investments, tighter control from central 

auditing bodies, increasing legal pressures calling into question the institutional relationships 

between universities, hospital administration, and support foundations, in addition to the strong 

political representation of well-established groups of elite doctors, clinical-academic hybrids, 

and unions resistant to changes prompted the federal government to formulate more specific 

policy actions for addressing the crisis in HUFs from the 2000s on (TCU, 2009; Reis and 

Cecílio, 2009; Pereira Júnior, 2018), notably the National Programme for Restructuring Federal 

University Hospitals (REHUF) and the Brazilian Hospital Services Company (EBSERH). 

In the following chapters, I engage in discursive analysis to explore each of these major policies 

in detail. In particular, I discuss how EBSERH has arisen as a managerialist response to tackle 

deep-seated problems of poor infrastructure, underfunding, and staff shortages in HUFs. This 

will be central to elucidating how this reform has led to increasingly more pervasive managerial 

principles of work organisation in HUFs, leading to new interplays between managerialism and 
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professionalism and inciting new struggles for representation, redistribution, and recognition 

that shape or influence medical professionals’ identity formation, their transition to hybrid roles, 

and forms of resistance to managerialisation of their professional work. 
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CHAPTER 

6 
Methodology 

6.1 Introduction 

This chapter describes and justifies the research design. I begin by discussing the ontological 

and epistemological foundations of this study and positioning it as critical realist-informed 

research. I then discuss the alignment of this philosophical stance with the critical management 

studies (CMS) approach I adopt. After that, I discuss the methodological approach chosen to 

conduct this study, namely, critical discourse analysis (CDA). The analysis continues with my 

research design, starting from an account of the qualitative approach employed, based on a case 

study focused on the processes of professional stratification and hybridisation among doctors 

who work at HUFs that have undergone managerial reform. 

The chapter then describes the methods used for collecting and analysing the data and justifies 

the rationale underpinning these choices. Following this, I provide insight into how I collected 

and analysed the data. This includes details of the sampling strategy, timeframes of data 

gathering, data organisation, triangulation, and discourse analysis. Finally, I end the chapter 

with a critical reflection on how my own beliefs, viewpoints, and experiences may have 

impacted the interpretations and conclusions presented in the later chapters. 

 

6.2 Ontological and epistemological positioning 

In exploring the research question, it is important to address some ontological and 

epistemological questions regarding the nature of reality and the premises influencing research 

design, strategies, and interpretations. 

Ontology concerns how we conceive of the form and nature of reality, how we understand the 

natural and social worlds, and what can be known about them (Guba and Lincoln, 1994). 

Naturally, there is a range of different ontological perspectives that provide philosophical 
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accounts of the nature of reality (Noonan, 2008). Therefore, the definition of a clear ontological 

position is the first step to designing a coherent research approach. 

This research rests on the ontological foundations of critical realism, a particular version of 

realism whose basic premise is that there is a real world “out there”, which exists independently 

of our knowledge about it (Clark, 2008). This real world includes a natural and a social world, 

the latter being socially constructed (Fairclough, 2005; Bhaskar, 1989). Critical realism accepts 

the existence of social structures shaping individuals’ actions while recognising the role of the 

subjective knowledge and reasoning of these individuals. Therefore, critical realism provides 

an account of the social world where both structures (i.e., organised systems of institutions and 

patterns of institutionalised relationships) and agency (i.e., individuals’ thoughts and actions) 

have a place (Mukumbang, 2023; Bhaskar, 1975). 

By adopting critical realism, I assume an alternative philosophical position to positivism, 

constructivism, and interpretivism in what concerns knowledge development (Wynn and 

Williams, 2012). I recognise that knowledge can be positively applied but reject pure 

objectivism and its failure to recognise that “causal explanations should not be based on 

empirical regularities but references to unobservable structures and mechanisms” 

(Cruickshank, 2012:212). Moreover, I recognise the importance of subjects’ ideas, experiences, 

social practices, and discourses in understanding the social world (Mukumbang, 2023). I, 

however, reject the constructivist/relativist tendency to overrate human perspectives and 

representations of the world as equally good (Clark, 2008; Fairclough, 2005). My critical realist 

position thus maintains that “both positivism and social constructivism are superficial, 

unrealistic, and anthropocentric” (Alvesson and Sköldberg, 2000:39), while emphasising that 

social reality constitutes an open system with a variety of structures and mechanisms (Kazi, 

2003) that are moulded by our personal, social, historical, and cultural experiences. Therefore, 

my critical realist ontology is transformational, admitting that “human agency produces effects 

through drawing on existing structures and practices which are reproduced and/or transformed 

in action” (Fairclough, 2005:922). 

An ontologically central feature of critical realism is the stratified nature of reality. Bhaskar 

(1989, 2008) maintains that the world should be viewed as an open, structured, and mutable 

reality consisting of different domains (the real, the actual, and the empirical) and different 

strata of objects (physical, chemical, biological, semiotic, etc.). The real domain corresponds to 

“whatever exists, be it natural or social, regardless of whether it is an empirical object for us, 
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and whether we happen to have an adequate understanding of its nature” (Sayer, 2000:11); this 

domain involves underlying structures and causal powers, or simply “generative mechanisms”, 

of objects and social elements with the potential to produce something and generate changes in 

the actual realm (Clark, 2008; Kazi, 2003). The actual domain refers to events and processes 

that happen in the world when and if the causal powers of objects are activated; this domain 

does not simply or straightforwardly reflect the real, as it comprises events and processes that 

we might experience or not, due to the contingent and “complex interaction of different 

structures and causal powers in the causing of events” (Fairclough, 2005:922). The empirical 

domain refers to the realm of experience and human perspectives on events and processes; these 

events and processes may be related to either the real or the actual domain, as we may be able 

to observe some things, while other structures may not be observable (Sayer, 2000; Clark, 

2008). 

Whereas the real and the actual domains constitute ontological dimensions, the empirical 

domain represents the epistemological dimension of social reality (Fairclough, Jessop, and 

Sayer, 2002), for it is through this dimension that we seek to address social phenomena and 

produce knowledge about them. This implies that we cannot directly access the real domain, 

but produce knowledge through the empirical domain. Bearing this in mind, my 

epistemological stance acknowledges that examining social reality in an utterly objective and 

axiologically neutral way is an epistemic fallacy, since we can only comprehend the social 

world through our own experiences of it. Likewise, it is an epistemic fallacy to reduce reality 

and its three constituting domains to the empirical domain of experience, which ultimately 

means reducing ontological questions about “what and why something is” and about “what 

actually happens” to epistemic questions about “what we know about it”. After all, questions 

about “knowledge” do not necessarily encompass all questions about “being” (Bhaskar, 2008; 

Edwards, O’Mahoney, and Vincent, 2014; Reed, 2009). 

Based on the critical realist premise that the social world comprises a deep domain of generative 

mechanisms with the power to cause events, my epistemological position implies going deeper 

to uncover these generative mechanisms (Danermark et al., 2001). More precisely, the primary 

focus of this critical realist-based research is to delve more deeply into the underlying 

representational, redistributive, and recognitional mechanisms (“the real”) that influence 

professionals’ identity formation and their transition to hybrid professional roles (“the actual”) 

in the context of Brazilian public teaching hospitals. My interest, therefore, lies in producing 

new understandings of how the generative powers of professional stratification and 
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hybridisation are activated and realised within a particular organisational domain (“the 

empirical”). 

Epistemologically, my critical realist-informed research entails that no “final” truth (Westhorp, 

2014) can be offered here due to the transitive process of science production, “in which our 

knowledge of the world is continually extended and corrected” (Bhaskar, 2008:18). It also 

stresses the importance of exploring the interplay between structure and agency to explain 

social phenomena (Mukumbang, 2023; Connelly, 2001). On the one hand, individuals’ 

generative mechanisms interact with those of the social structures shaping individuals’ actions; 

on the other hand, individuals’ actions also have causal powers and can contribute to 

reproducing or transforming social structures by interacting with other generative powers 

(Mukumbang, 2023; Fairclough, 2005). As Bhaskar (2015:36) explains: 

[P]eople do not create society. For it always pre-exists them and is a necessary condition for their 

activity. Rather, society must be regarded as an ensemble of structures, practices and conventions 

which individuals reproduce or transform, but which would not exist unless they did so. Society 

does not exist independently of human activity (the error of reification). But it is not the product 

of it (the error of voluntarism). 

Another epistemological implication of my critical realist position is the alignment with the 

critical management studies (CMS) approach I adopt to set my research against the mainstream, 

positivist postulates of management and organisation studies. As Reed (2009:63, emphasis in 

original) noted, critical realism “has provided a depth-ontology, an explanatory logic, and a 

conception of critique that have been extensively drawn on by management theorists and 

researchers operating within the broad intellectual parameters of CMS”. According to Reed, 

one distinctive stream of research combining critical realist-based ontology and CMS has 

primarily focused on exploring the complex and changing organisational discourses and 

ideologies through which contemporary institutional restructuring within public sector 

organisations has been interpreted, mediated, and legitimated (Fairclough, Jessop, and Sayer, 

2002; Fairclough, 2005; Hesketh and Fleetwood, 2006; Deem, Hillyard, and Reed, 2007). As 

critical realist-based management research, this study seeks to further develop this sort of 

research agenda for CMS. I take inspiration from CMS, particularly Honneth’s (1995) critical 

theory of recognition, to offer a critical lens for the analysis of public management reforms, 

professional stratification, and hybridisation in public organisational domains increasingly 

pervaded by managerialism. 
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It could be argued that all research carries an element of critique. However, as Harvey (1990:2) 

stresses, 

The difference between critical approaches and noncritical approaches is not the difference 

between the presence and absence of critique, rather it is the difference between approaches in 

which critique is an integral part of the process and those in which it is peripheral. 

Thus, in both critical realist and CMS-inspired research, the role of critique is central, pointing 

to their huge emancipatory potential. As Reed (2009:61) argues, critical realist research is by 

its nature “focused on the underlying power mechanisms and control relations that generate and 

sustain institutional structures perpetuating inequality and injustice”. Hence, from both of its 

stances, critical realism and CMS, the purpose of this research is to look beyond surface 

appearances, challenge dominant orders of discourse, offer alternative insights, and ultimately 

foster changes in the status quo. 

As philosophical premises underpin the choice of research strategies and rationale, it is 

important to note that in both critical realist and critical social research, methods can be either 

qualitative or quantitative, depending on the research questions and aims. As Harvey (1990:6) 

suggests, “whatever provides insights is suitable”. In the present study, the articulation between 

my ontological and epistemological positions is carried out methodologically using critical 

discourse analysis (CDA). 

 

6.2.1 Critical discourse analysis (CDA) 

Based on critical realist ontology, CDA builds on the assumption that the relationships between 

structures/generative mechanisms and events/processes need to be mediated by certain entities. 

These mediating entities are social practices, “more or less durable and stable articulations of 

diverse social elements, including discourse”, which are networked together in distinctive and 

shifting ways within social fields, institutions, and organisations (Fairclough, 2005:922). In this 

vein, discourse constitutes an irreducible moment of social practices, since every social practice 

has a semiotic element. As Chouliaraki and Fairclough (2010:1214) explain, CDA views 

“language as mutually constitutive of the social” insofar as social relations, cultural values, 

power, and institutions are partially discursive, yet not reducible to discourse. 
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In CDA-based research, individuals, with their capacities for agency, are conceived of as 

socially produced, contingent, and subject to change, yet possessing real causal powers. Their 

tensions with the causal powers of social structures are the focus of analysis, precisely the 

textual/linguistic elements of the social practices mediating such tensions (Fairclough, 2005). 

Epistemologically, therefore, a critical realist approach to discourse enables us to explain social 

events and processes in terms of the generative mechanisms of both structures and human 

agency through the analysis of their discursive facets. As Fairclough (1995:132) explains, 

discourse analysis aims: 

[…] to systematically explore often opaque relationships of causality and determination between 

(a) discursive practices, events, and texts, and (b) wider social and cultural structures, relations, 

and processes; to investigate how such practices, events, and texts arise out of and are ideologically 

shaped by relations of power and struggles over power; and to explore how the opacity of these 

relationships between discourse and society is itself a factor securing power and hegemony. 

Employing a dialectical-relational form of realism (Fairclough, 1992, 2001, 2003), CDA claims 

that discourses are elements of social practices that are dialectically imbricated in others 

(Chouliaraki and Fairclough, 2010), hence focusing on the “analysis of the dialectical 

relationships between semiosis (including language) and other elements of social practices” 

(Fairclough, 2001:123). Therefore, given that discourses are inextricably linked to other 

material practices of social life (Wodak, 2001), CDA aims not only to analyse discourses per 

se, but also the relations between discourses and non-discoursal elements, to reach a better 

understanding of these complex relations (Fairclough, 2005). 

CDA seeks to proceed through abstraction from the concrete discursive events of social life to 

understand its pre-structural nature, returning to the analysis of concrete events afterwards. 

Within this approach, texts are viewed as semiotic, analytically isolable elements of social 

processes that enable the move back to the analysis of the concrete (Fairclough, 2005). They 

have causal effects on, and contribute to changes in, individuals, social relations, and the 

material world (Fairclough, 2003). Texts, therefore, “are the relevant units of language in 

communication” (Wodak, 2001:6) and “probably the most fully studied form of discourse 

within CDA” (Scollon, 2001:175). In this light, I employed textually oriented discourse analysis 

in this thesis. This methodological position assumes that a text, written or spoken, is not an end 

in itself but a stratum of reality that allows us to empirically scrutinise and understand a 

particular social or organisational phenomenon, although inevitably in a partial and selective 

way (Fairclough, 2003). 
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My discursive analysis is, therefore, concerned with relations between texts and other social 

elements, and with relations between texts and certain “orders of discourse” which limit the 

generative capacity of language by socially delimiting and structuring how different 

possibilities in language can be articulated together (Fairclough, 2003). An order of discourse 

refers to a “relatively durable social structuring of language which is itself one element of the 

relatively durable structuring and networking of social practices” (ibid:3). For example, the 

order of discourse that articulates an NPM-driven reformist narrative in the public sector of a 

Global South country such as Brazil will be characterised by a host of interconnected textual 

practices, such as reports from international financial institutions, academic essays published 

by Global North scholars, opinion leaders’ accounts, comparative analysis, seminars, policy 

documents, legislations, and so on, while excluding other discursive genres and styles. Thus, 

for instance, through investigating a set of concrete discursive events and texts about managerial 

reforms at teaching hospitals, I can arrive at a knowledge of the pre-structured networks of 

social practices that constitute them as more “business-like” in light of an NPM reform 

narrative. I can also reach an understanding of the relationship and tension between pre-

constructed social structures and orders of discourse, on the one hand, and the practices 

articulated by particular agents – medical professionals, for instance – to assimilate, reproduce, 

or challenge such discursive orders. By taking texts as elements of a linguistic/semiotic stratum 

that captures, mirrors, and internalises elements of other strata of reality and has effects upon 

them, I can examine how the managerial reform implemented at HUFs has affected processes 

of stratification and hybridised identity formation and maintenance among doctors in light of 

new struggles for representation, redistribution, and recognition sparked off by this reform, with 

which professionals get actively engaged. 

While “weaker” approaches to discourse analysis (Maingueneau and O’regan, 2006), such as 

content analysis and critical linguistics, often entail an “emphasis upon the description of texts 

as finished products”, lacking due attention to the ideological shaping of language (Fairclough, 

1992:2), CDA aims to offer “a proper understanding of how language functions in constituting 

and transmitting knowledge, in organizing social institutions or in exercising power” (Wodak 

and Meyer, 2009:7). Given its commitment to “showing connection and causes which are 

hidden” (Fairclough, 1992:9), CDA sounds quite suitable for critical thinking and questioning 

of the importation of Northern menus or models of public management and policy (e.g., the 

sociological reduction mentioned in Chapter 4), as well as for critically reflecting on forms of 

misrepresentation, maldistribution, and nonrecognition produced by managerialism that 
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negatively impact more self-realising processes of identity formation among medical 

professionals at Brazilian HUFs. 

Moreover, CDA provides a committed, rather than merely descriptive and dispassionate, 

approach to discourse analysis (Fairclough, Mulderrig, and Wodak, 2011). It is value-aware 

and acknowledges that interpretation is both derived from data and shaped by the researcher’s 

subjectivity and reinterpretation (Fairclough, 2001; O’Mahoney and Vincent, 2014), helping 

him or her to challenge taken-for-granted truths (Phillips and Hardy, 2002). It is important to 

note that, while based on a critical realist social ontology, the ability of the researcher to make 

value judgements is not, within CDA, beyond his or her rightful scope. Sayer (2011), for 

example, notes that a critical realist, accurate, and scientific description of human affairs 

recognises individuals’ fundamental needs for emancipation and flourishing. The 

acknowledgement of these needs, therefore, “necessarily implies an ethical, normative stance 

for the researcher” within critical realist research (O’Mahoney and Vincent, 2014:13). So, 

rather than providing positivistic explanations or universal generalisation through objective 

empiricist analysis, this critical realist study aims at interpreting and criticising the phenomenon 

under investigation, guided by a sense of credibility, confirmability, and trustworthiness 

(Jensen, 2008; Given and Saumure, 2008) based on systematic and evidence-based discursive 

analysis. 

Therefore, considering my philosophical positions, my alignment with critical management 

studies, and the politically interested but at the same time analytically rigorous critical realist 

approach to discourse analysis, I chose CDA as the most appropriate methodological approach 

for this research. 

 

6.3 Research design 

This section discusses the research design of this study. Considering how this research is 

conceptualised, the questions it aims to address and the contributions it intends to make to 

knowledge development (Cheek, 2008) are better suited to qualitative rather than quantitative 

methodologies. A quantitative approach to empirical enquiry focuses on collecting, analysing, 

and displaying data in numeric rather than discursive form (Donmoyer, 2008). It typically 

proceeds from the prior concerns of the researcher and accords less priority to the views of 



142 
 

 
 

those being studied (Bryman, 1989). Conversely, qualitative research starts “from the 

perspectives and actions of the subjects studied” (Alvesson and Sköldberg, 2018:8). This is also 

the case for critical realist research, in which subjects’ own understandings and experiences can 

challenge extant knowledge and theories (Redman-MacLaren and Mills, 2015; Fletcher, 2017). 

Due to its ontological grounding in critical realism, the quantitative element of discourses is 

always of less relevance to CDA than the qualitative one (Jäger, 2001). CDA, therefore, is a 

qualitative analytical approach “to investigate critically social inequality as it is expressed, 

signalled, constituted, legitimized, and so on by language use (or in discourse)” (Wodak, 

2001:2). Rather than translating gradations of discursive quality into numerical scales and pre-

specified sets of variables that are amenable to statistical analysis (Donmoyer, 2008), CDA 

takes a qualitative approach to discourse, helping the researcher explore patterns of 

interrelationships amongst a previously unspecified set of concepts (Brannen, 1992). 

My qualitative research approach, based on CDA, enables an idiographic, intensive type of 

investigation where the context is relatively known but the mechanism is unknown (Ackroyd 

and Karlsson, 2014; Tsoukas, 1989) (for example, why do doctors take on management roles 

in university hospitals?). More specifically, it allows for addressing wider contextual factors of 

the managerial reform implemented at HUFs, as well as how different individuals interpret and 

cope with organisational changes associated with this reform reconfiguration. Thus, a research 

design that focuses on the qualitative type of evidence is appropriate for this study of public 

management reforms and their impacts on medical professionals employed at university 

hospitals. A qualitative research design is also relevant here for highlighting my presence, 

beliefs, actions, and interpretative work in this study. In qualitative research, the researcher 

ought to take into account the numerous approaches that might be employed to gather and 

interpret data to offer a thick description (Geertz, 1994) of the phenomenon under investigation. 

As Denzin and Lincoln (2018:42) note: 

Qualitative research is a situated activity that locates the observer in the world. It consists of a set 

of interpretive, material practices that make the world visible. These practices transform the world. 

They turn the world into a series of representations, including field notes, interviews, 

conversations, photographs, recordings, and memos to the self. At this level, qualitative research 

involves an interpretive, naturalistic approach to the world. This means that qualitative researchers 

study things in their natural settings, attempting to make sense of, or interpret, phenomena in terms 

of the meanings people bring to them. 



143 
 

 
 

6.3.1 Case study 

After reflecting upon the various methodologies used to conduct this research, including their 

strengths and limitations (Alvesson and Sköldberg, 2000), I decided to take a case study 

approach to examine processes of professional stratification and hybridisation among doctors 

who work at HUFs that have been transferred to EBSERH7. The objective was to study a few 

instances of this phenomenon in depth (Blatter, 2008) by investing heavily in documentary 

work, in-depth interviews, and discourse analysis. 

As Stake (1995) maintains, case studies are of interest to researchers, both for their complexity 

and uniqueness. They enable the researcher to take the descriptive-interpretive elements of a 

scientific investigation more seriously and provide greater avenues for theoretical innovation 

than large-N studies. Rather than simply exposing the average strength of a factor that causes 

an effect, case studies can often pin down the specific mechanisms and pathways between 

causes and effects (Blatter, 2008), shedding light on the contingent ways in which a set of 

postulated causal powers interact, producing the flux of the phenomenon being studied. 

Regarded, therefore, as the most representative type of idiographic research, case studies are 

epistemologically appropriate, as far as explanatory knowledge is concerned, within critical 

realist-based research. As Tsoukas (1989:556) explains: 

Within the realism paradigm, explanatory idiographic studies are epistemologically valid because 

they are concerned with the clarification of structures and their associated generative mechanisms, 

which have been contingently capable of producing the observed phenomena. 

Large-N studies might be better equipped for securing positivist notions, such as generalisation 

and external validity, than case studies. However, as formal generalisation should not be 

deemed to be the only legitimate method of scientific progress (Flyvbjerg, 2006), case studies 

favour thick description and process tracing, which lends qualitative research a good level of 

richness and transferability. Thick description implies providing the readers with a full and 

purposeful account of the cultural context and meanings that participants place on actions, 

works, things, etc. so that the readers can make their own judgements about the possible 

transferability of findings of the study to other milieus (Geertz, 1994; Bryman, 2012; Jensen, 

 
7 Contingency factors such as restrictions imposed by Covid-19 have also (re)shaped my decisions about 

research design. Due to travel restrictions and social distancing measures preventing me from conducting 

onsite research in hospital settings, I changed the units of analysis from HUFs to individuals (medical 

professionals) in order to undertake remote interviewing. 



144 
 

 
 

2008). Thus, by providing background information about the Brazilian public management 

scenario (Chapter 4) and the national healthcare sector (Chapter 5) and by tracing the HUFs’ 

managerial reform trajectory (Chapter 7), I provide the readers with detailed accounts of the 

multifaceted complexities of the situation being studied and allow them to access the extent to 

which findings can be applied to similar contexts. 

The strategy for case selection was information-oriented, aiming at finding a critical case that 

was relevant to the topics of interest in this research. Here, the rationale was to choose a single 

critical case that provides a better understanding of the circumstances in which a particular set 

of propositions are confirmed, or should be critically challenged or extended by some 

alternative set of explanations that might be more relevant (Yin, 1994; Bryman, 2012). Simply 

put, the idea was to look for either “most likely” or “least likely” cases (Flyvbjerg, 2006). So, 

considering the international literature on NPM suggesting that managerialism is more likely to 

get medical professionals into management, I selected the medical profession, in its several 

intra-professional strata (i.e., practice elite, academic hybrids, clinical managerial hybrids, 

triple hybrids), employed at different HUFs across Brazil. This critical case provides richer 

insights into how doctors respond to NPM managerialism in non-Global North scenarios. 

To increase the degree of transferability of the results of this thesis to situations beyond the 

scope of the study context, I adopted an embedded case study design (Yin, 1994). This means 

that the case study involved more than one unit of analysis, as various medical groupings from 

various hospital settings were included in the interview and documentary data samples. 

 

6.3.2 Combining deductive and inductive reasoning 

An important aspect of a research design concerns the use of deduction and/or induction, as 

these inform the selection of specific methods and strategies for data gathering and theorising. 

The research methodology adopted in this study combines deductive and inductive approaches. 

As previously mentioned, a CMS-inspired theoretical framework was elaborated as per 

deductive reasoning to guide the research process towards new corollaries from existing 

theoretical propositions about my topics of interest. However, I tried to keep an open and 

flexible approach to allow for the discovery of unexpected theoretical concepts and themes 

when exploring qualitative data. Thus, I employed some principles of grounded theory (Glaser 
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and Strauss, 1967; Strauss and Corbin, 1998) to use my empirical findings to inductively 

develop rich theoretical categories and descriptions of the case studied (Gioia, Corley, and 

Hamilton, 2012).  

In this vein, deduction and induction were employed here as “complementary components of 

scientific reasoning” (Fox, 2008:430). Both proved to be suitable for the case study design, 

offering a significant contribution not only to probing the plausibility of pre-existing theoretical 

formulations but also to theory building (Yin, 1994; Bryman, 2012). Furthermore, I took into 

account that a data-driven theoretical approach inspired by grounded theory may have its utility 

and potential leverage when combined with a critical approach based on an organised 

theoretical framework to avoid overconfidence in coding processes or neglecting “the data’s 

dependence on theory” (Alvesson and Sköldberg, 2018:93). Therefore, the application of both 

deductive and inductive reasoning enabled me to move back and forth between the relevant 

literature, the data collected, and new theoretical insights. 

 

6.3.3 Documentary data 

This section provides details of the rationale for the documentary work I did for this study and 

describes the nature and form of the documentary data selected. A document is a text-based file 

that constitutes the basis for most qualitative research (Schensul, 2008), especially for CDA-

based research (Scollon, 2001). As discourses are realised in texts (Wodak, 2001), documents 

are an invaluable source of data representing, rather than simply reporting, a distinct facet of 

reality (Shaw, 2006). Documents are particularly applicable to case studies (Bowen, 2009), 

producing rich descriptions of the phenomenon under investigation (Stake, 1995; Yin, 1994). 

As Merriam (1988:118) noted, “[d]ocuments of all types can help the researcher uncover 

meaning, develop understanding, and discover insights relevant to the research problem”. 

Other practical advantages of document analysis (Bowen, 2009; Shaw, 2006; Yin, 1994) 

prompted me to include documents in my research strategy. First, the data contained in 

documents had already been gathered, making the documentary work less time consuming and 

costly than other methods; it required data selection, instead of data collection, through a 

meticulous evaluation of the content and quality of the texts. Documents were an unobtrusive 

and non-reactive method of data selection, meaning that they remained “unaffected” by the 
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research process, though this did not imply that they were treated as somehow more neutral or 

objective than other types of data. Availability also made documents an appealing option for 

my qualitative research, since many of the documents were in the public domain and could be 

obtained without having to negotiate issues of privacy, anonymity, or confidentiality. Further 

to this, their level of coverage (e.g., timespan, events, different settings) and exactness (e.g., 

details of events, names, references, dates) led me to look carefully for documentary data, 

particularly those relevant to tracing HUFs’ reform trajectories and historical developments. 

To address issues of biased selectivity and representativeness of the texts (Bowen, 2009; 

Widdowson, 1995), as well as to avoid a “go fishing” strategy to reach data with no precise 

plan (Titscher et al., 2000), I developed a criterion sampling form based on Reisigl and Wodak’s 

(2009) criteria for a systematic selection and assessment of relevant text material (this sampling 

form is presented in Appendix A). Reisigl and Wodak (2009) stated that empirical data should 

be selected considering the following criteria: (i) specific political units (e.g., region, nation-

state, international organisations, etc.); (ii) specific periods relating to important discursive 

events; (iii) specific fields of political action and policy; and (iv) specific semiotic media and 

genres (e.g., expert reports, political debates, press articles, TV interviews, leaflets, scientific 

texts, etc.). Drawing on Bowen (2009), I added a fifth criterion, referring to (v) the quality of 

the documents. 

To assist the process of selecting documents relating to the field of political action and policy 

that is of theoretical interest to this study, I drew on Pollitt’s (2002) and Pollitt and Bouckaert’s 

(2017) frameworks for researching public management reforms. For them, research can focus 

on four different stages of the reform: (1) talk, (2) decision, (3) practice, and (4) results. Here, 

these stages served as criteria for identifying several relevant documents transmitting ideas 

about what people said and wrote about a particular reform agenda for HUFs, government 

announcements and public decisions, how HUFs and medical professionals incorporated the 

reform into their daily operational and social practices, and the intended (and unintended) 

outcomes of reform interventions. To assess the quality of the documents, that is to say, the 

extent to which they seemed to contribute to relevant discourses about the managerial reform 

implemented at HUFs, I built on Bowen’s (2009) accounts of document analysis to define six 

evaluation criteria. Documents were then included when meeting the (a) availability criterion 

and at least one of the following quality criteria: (b) context, (c) tracking, (d) prompting, (e) 

supplementary data, and (f) verification. See Appendix A for further details. 
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These criteria were not applied as analytical concepts, but merely as a means for facilitating 

document selection and evaluation. Together, they also helped me take due account of the 

original purpose of each document added to the sample (Bowen, 2009) and place them in their 

organisational and cultural contexts (Atkinson and Coffey, 1997). 

Contextual work undertaken during the literature review and pilot study assisted in identifying 

the first documents, particularly about the talk and decisional stages. I also used a simple 

Google search to locate key documents. I applied query terms such as “HUFs”, “HU”, 

“hospitais universitários federais”, “EBSERH”, “REHUF”, “universidades federais”, 

“hospitais de ensino”, “IFEs”, “reforma nos hospitais universitários”, “crise nos HUFs”, and 

other related terms to identify and access websites and online material. Quoted or referenced 

documents were added when meeting the inclusion criteria to allow the analysis of 

intertextuality (e.g., differences and similarities between direct and indirect reporting) 

(Fairclough, 2003). 

As a result of this sampling strategy, 69 texts extracted from multiple discursive genres were 

included in my sample, comprising newspaper stories and press articles; public speeches and 

declarations; government reports and guidelines; organisational reports and guidelines; official 

communication; leaflets; institutional websites; laws, regulations, and other legal documents. 

A list of documents included in the study can be found in Appendix B. 

The above-mentioned rationale enabled me to gather not only documents carrying juridical 

meanings or reflecting the official nature of the reforms implemented at HUFs, but also a wider 

range of discursive evidence that was crucial to describe and make sense of the historical 

background and current situation of HUFs, medical professionals working in these 

organisational domains, and the NPM influence on public healthcare and educational sectors in 

Brazil more broadly. 

It is important to note that only materials produced in Portuguese were selected. 
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6.3.4 Interviews 

In this section, I describe the rationale behind the decision to undertake interviews, the 

objectives involved, the sampling strategy adopted, and how the interviewing process was 

conducted and evolved throughout the study. 

As previously mentioned, documentary data provided insights into the four research stages of 

the managerial reform introduced at HUFs, notably in regard to how the reform was 

discursively framed, announced, and adopted. However, documents offered much less 

information about how reform interventions have been implemented, what their major results 

are, and, more importantly, how professionals are interpreting and coping with these. As Pollitt 

(2002:479, emphasis in original) notes, “the final outcomes of public management reform are 

frequently difficult to pin down” through documentation. The implication for the researcher, 

who is interested in understanding how the reform affects people’s identity and ways of 

working, is that extensive fieldwork is necessary. In my study, therefore, it was vital for the 

voices and views of subjects experiencing reform-related organisational changes to be heard. 

The voices and views of mid- and lower-level professionals may be more important, although 

less enthusiastic than government policy discourses when it comes to “‘rolling out’ the reform 

into local offices” (ibid:447). However, as I was not convinced that documentary data could be 

an abounding repository or channel for those voices and views, I chose to rely on multiple 

sources of evidence, making interviews my primary method of data collection. Therefore, 

retrospective documentary data supplemented interview data in a triangulating fashion, 

providing greater contextual information to enhance understanding of what was going on in my 

case study (Yin, 1994). 

In discourse analysis, interviews are conceived of as a means for investigating the meanings, 

thinking, and feelings that participants create in social interactions (Jørgensen and Phillips, 

2002). In this study, interviews were intended to evoke a sense of how participants interpret 

changes in their principles of work organisation, more precisely, how they experience and 

discursively represent the current political, economic, and intersubjective conditions in which 

they perform work and construct their professional identity at HUFs.  

To do so, I adopted nonprobability sampling to recruit professionals working in the field of 

HUFs being managed by EBSERH. In qualitative research, this is a common technique in which 

interviewees are selected based on the researcher’s own judgement or because they meet pre-
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established criteria. Two types of nonprobability sampling were employed here. First, 

convenience sampling was used to access interviewees who were relatively easy for me to reach 

out to on account of accessibility, availability, geographical proximity, and willingness to 

participate. Second, snowball sampling based on the initial informants’ networks and 

recommendations to recruit other participants who shared similar interests or backgrounds that 

could potentially contribute to the study (Saumure and Given, 2008). 

To delimit the sample size (Vasileiou et al., 2018), I followed Sandelowski’s (1995) 

recommendation to define a qualitative sample size that is large enough to allow the gathering 

of new and richly textured information about the case study, but small enough to enable in-

depth analysis of the qualitative material obtained. After all, conducting more interviews 

requires additional work without necessarily enriching the discursive analysis (Jørgensen and 

Phillips, 2002). Therefore, I adopted the concept of “information power”, according to which 

the more useable and relevant the information the sample holds, the lower the number of 

interviewees needed (Malterud, Siersma, and Guassora, 2016). Following this approach, I 

produced a total sample of 45 semi-structured interviews conducted with different individuals 

across distinct universities and hospitals and individuals affiliated with EBSERH, professional 

medical associations, and trade unions. To ensure a variety of discourses and enrich data 

collection, I interviewed individuals from different medical strata based on the proposed 

taxonomy of hybrid elites typical of Brazilian university hospitals (see Figure 8). 

Considering the nature of teaching hospitals, no clinician initially classified as rank-and-file 

was included in the sample, although I will later demonstrate that members of the practice elite 

who are employed by the company are now being relegated to the rank-and-file stratum. Two 

non-clinical informants, one a mid-level manager and the other a public management expert 

and president of a renowned university, provided additional data and clarification of specific 

issues. Appendix C provides details of each participant, their profile, background, and 

organisational affiliations. 

My research design was iterative, meaning that the interview protocol evolved and was refined 

throughout the research process (Yin, 1994). A list of interview questions was prepared to 

collect in-depth information about key topics (see Appendix D). This involved open questions, 

follow-up questions, probe questions, and prompt questions that were dynamically 

(re)formulated to elicit more information, avoid short responses, and enable the conversations 

to run smoothly. Thus, the interview schedule remained flexible and adaptive to provide solid 
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contextual understandings, favour good interaction with participants, and allow for adjustments 

according to what worked effectively in prior interviews. In most cases, all the interview 

protocol was covered, albeit not necessarily in the same order or employing the same 

formulations. 

Figure 8: Taxonomy of hybrid elites in HUFs 

 

Source: Author 

While conducting the interviews, I adopted the notion of research as engagement (Morgan, 

1983), both in what concerns myself as a researcher and the participants. This meant that I 

regarded interviewing as a responsive method (Rubin and Rubin, 2012) which both the 

researcher and participants reciprocally and actively shaped (Jørgensen and Phillips, 2002). 

Recruitment began in September 2019, when I undertook a pilot study designed to assess the 

feasibility of the research design and to obtain exploratory data through documentary work and 

interviews with healthcare professionals and experts in the field of university hospitals in Brazil. 

In this feasibility study, data collection was performed online. Its main outcomes have been 

published by Persson, Ferlie, and Baeza (2021). During the main study (2020-2021), interviews 
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were also conducted remotely via Zoom, Teams, Meet, or telephone due to the several 

restrictions imposed by Covid-19. Potential participants were approached by email and were 

provided with a participant information sheet containing details about my study and a consent 

form (see Appendix E). When conducting interviews online, I verbally reiterated and/or 

provided participants with further information about the study so that they could provide fully 

informed written or verbal consent8. Subject to the interviewees’ permission/confirmation, 

interview conversations were audio-recorded using a tape recorder. All interviewees except one 

agreed to have their interviews recorded; in this one case, I only took notes of our conversation. 

I reminded participants that they could ask me to turn off the recorder or keep something they 

said off the record at any point in the interview (which happened on one occasion). One 

participant required a written interview due to technical issues with the internet. To deal with 

these cases, I drew on Gioia, Corley, and Hamilton’s (2012) advice that diplomacy, discretion, 

and transparency are always paramount in protecting informants’ interests while trying to serve 

our own. I also assured the participants that they could ask questions at any point during our 

conversation or even later on. These research strategies were approved by the research ethics 

office at King’s College London under reference number LRS-18/19-13820 (see Appendix F). 

During the interviews, I took handwritten notes to remember the important details of real-time 

impressions that could aid interpretation. The 45 interviews lasted between 34 and 107 minutes, 

totalling 38 hours of interview time. After 27 months of data collection, I achieved saturation 

by the end of 2021, when interviews generated redundant narratives with no new or relevant 

empirical or conceptual information (Glaser and Strauss, 1967; Morgan, 2008). I then decided 

to stop interviewing. 

 

6.3.5 Analysing discourse 

In this section, I describe the data analysis approach and critically reflect on it. The discursive 

analysis and theorisation were iterative, moving between theory and data to explain the 

findings. CDA was essential for this analytical process, enabling the exploration of the 

 
8 Where verbal consent was given, I kept a record of emails and telephone conversations to validate the online 

consent process. 
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discursive properties and structures of argumentation present in the actual words of respondents 

and documents. 

 

6.3.5.1 Data organisation 

The systematisation and organisation of discursive data were initiated with the compilation of 

documents and the transcription of all interviews. I manually transcribed the interviews using 

Microsoft Word. In total, the interviews generated a document of over 292,000 words. At this 

stage, data organisation involved the compilation of documents, indexing, and creation of 

folders for easy retrieval and identification. 

The interview transcription file and all documents were then entered into the software package 

NVivo 12 to compose a discursive corpus of analysis (see the example in Appendix G). This 

software offered an effective tool for data management and transparency by facilitating coding 

and re-coding, text searches, counting, identification of discursive patterns and relationships 

between codes, comparison of data against theoretical categories, and development of themes. 

As I organised my data, I familiarised myself with them. So, my questions became more in-

depth, and I began to develop insights about what was going on in my data set, taking analytical 

notes and inserting general comments alongside the interviews and document texts (see the 

example in Appendix G). 

 

6.3.5.2 Confidentiality and anonymity 

All data collected from the interviews were fully anonymised to avoid any direct identifying 

information in them (e.g., names, names of institutions, job titles, cities, work addresses, etc.). 

During transcription, each participant in the pilot and main study was assigned an identification 

code number (e.g., PSI-01, PSI-02, MSI-01, MSI-02…). Only fully anonymised data extracts 

were used in this final report. The data remained confidential throughout the entire duration of 

the study and were shared only with my supervisors. Transcribed data will be retained for four 

years after the completion of this thesis. Once this retention period ends, all data will then be 

deleted. 
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6.3.5.3 Data analysis 

Data analysis was carried out using the principles of grounded theory to identify key concepts 

and themes that might be relevant to extending existing knowledge about my research topics. 

Therefore, my discursive corpus was subject to an analytical approach based on a three-stage 

process of data reduction (Gioia, Corley, and Hamilton, 2012): 

a) Stage One: The analysis started with a data-driven process of open coding through 

a close line-by-line reading of my extensive discursive corpus. The aim was to break 

down the raw data to get a sense of what was happening by identifying and labelling 

as many ideas and concepts as possible (Benaquisto, 2008). Thus, a code was assigned 

to each excerpt of the text to label a phenomenon of interest. When different 

phenomena were found in the same excerpt of text, multiple codes were assigned to it, 

meaning that the coded text length varied from single sentences to multiple, long 

excerpts. As “information must first have explanatory force in one case” (Ayres, 

Kavanaugh, and Knafl, 2003:872), I tried to extract codes that faithfully retained 

informants’ terms, concepts, and ideas that emerged more inductively. The result was 

a long set of first-order concepts (Strauss and Corbin, 1998) that were informant-

centred so as to not limit potential insights by strictly applying predefined categories 

to the data. 

b) Stage Two: I then started to look for similarities and differences among the many 

first-order concepts to reduce these categories to a more manageable number, through 

a process of axial coding (Gioia, Corley, and Hamilton, 2012; Strauss and Corbin, 

1998). Axial coding means reassembling the data to identify theoretical or process 

relationships more readily. As Benaquisto (2008:51) explains, in this stage of axial 

coding, “[c]ategories are pursued in greater depth on the way to the identification of 

core categories and ultimately to the explanation of phenomena”. This implied 

recontextualising the data that was decontextualised (Ayres, Kavanaugh, and Knafl, 

2003) during open coding by reintegrating individual clusters of meanings (first-order 

concepts) into a reduced set of second-order themes drawn from the entire discursive 

corpus. These second-order themes were researcher-centric, as I returned to the 

theoretical realm to ask whether these emerging themes were helpful and relevant in 

describing and explaining the phenomena I was observing. Therefore, axial coding 

was assisted by my literature review of public management reforms in Brazil, NPM 
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managerialism, professional stratification and hybridisation, and recognitional theory. 

The analytical framework offered by CDA (Fairclough, 2003) was crucial for Stage 

Two coding. Seeking to generate second-order themes systematically, I employed 

CDA to explore discursive properties, argumentation structures, and meanings 

underlying documents’ and interviewees’ narratives. Some of the discursive features 

explored in this phase included lexicalisation, semantic relations between clauses and 

sentences, intertextuality, interdiscursivity (Fairclough, 2003), material and relational 

processes of representation (Halliday and Matthiessen, 2004; Fairclough, 2003), 

positive and negative presentations of subjects, US vs THEM argumentative 

comparisons (Van Dijk, 2006), legitimation strategies (Van Dijk, 1998, 2006; 

Fairclough and Fairclough, 2012), patterns of textual organisation (Hoey, 2001), 

among others that will be discussed throughout the findings chapters. The textual 

analysis of these discursive features helped me identify themes that seemed to have 

explanatory force, both in individual accounts and across my discursive sample 

(Ayres, Kavanaugh, and Knafl, 2003). 

c) Stage Three: Once I had a workable set of first-order concepts and second-order 

themes in hand, after reaching theoretical saturation (Glaser and Strauss, 1967), I 

started to distil the themes further into aggregated categories that could provide new 

theoretical insights into the trajectory of managerial reforms in HUFs and the 

representational, redistributive, and recognitional factors shaping processes of 

hybridised identity formation and change among doctors. Here, I tried to develop my 

interpretations and elaborate critically informed and defensible answers to the research 

questions. I also sought to build data structures (Gioia, Corley, and Hamilton, 2012), 

such as my holistic gestalt model of identity formation and transformation (see Figure 

16), to represent my findings in a sensible visual way, showing how I progressed from 

raw discursive data to new insights that can be transferable to contexts beyond my case 

study. 

Appendix H provides an overview of the findings. 
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6.3.5.4 Triangulation 

As Smith and Elger (2014:120) note, in critical realist research, “informants’ accounts need to 

be subjected to critical scrutiny not only in their own terms but also in relation to other sources, 

including observation, documents, and other interviews”. Therefore, it is important to reflect 

on how different sources of data were employed in this study and whether they facilitated or 

complicated the research process and, more importantly, the interpretations generated across 

the whole data sample. 

I followed the principles of triangulation, combining different qualitative methods that could 

provide me with multiple sources of evidence (Denzin, 1970; Yin, 1994). More precisely, I 

applied triangulation between secondary extensive data sources (i.e., documents) and primary 

intensive data sources (i.e., in-depth interviews), which allowed for a better understanding of 

my case study and strengthened the credibility of my findings (Rothbauer, 2008). 

While recognising that triangulation contributes to research credibility, I did not use it as a 

panacea (Bush, 2012). Indeed, collecting data from multiple sources was very time consuming. 

In addition, due to the huge amount of documentary and interview data, I saw myself lost many 

times when trying to make sense of my data. However, as “[y]ou gotta get lost before you can 

get found” (Gioia, Corley, and Hamilton, 2012:20), triangulation turned out to be very helpful 

to my discourse analysis owing to the high level of confluence between the documentary and 

the interview data that I came to identify. Triangulation thus helped me paint a clear picture of 

my case study. 

 

6.3.5.5 Reflexivity 

I want to finish this section by highlighting the importance of reflexivity as another principle 

underpinning this study. As Alvesson and Sköldberg (2018:12) explained, reflexivity implies 

that the “research process constitutes a (re)construction of the social reality in which researchers 

both interact with the agents researched and, actively interpreting, continually create images for 

themselves and for others”. Therefore, reflexivity means acknowledging the centrality of the 

researcher and the impact of his or her bias within the research process. 
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As a qualitative researcher, I embarked on this PhD project with the awareness that my prior 

theoretical assumptions, worldviews, and experiences would influence the entire research 

design. I was also aware that the political and social contexts in which this study was carried 

out impact the contributions it offers to the construction of knowledge (Dowling, 2008). I then 

assumed the principle of critical reflexivity to make my position clear. Critical reflexivity is in 

line with my epistemological and methodological positions, embracing the consideration that 

the delivery of this study is also informed by my own beliefs and critical reflections. 

 

6.4 Summary 

This chapter has positioned this study ontologically and epistemologically and provided a 

rationale for my methodological choices. I have outlined the research methods employed to 

make sense of my research questions and to analyse and interpret the data collected. I have 

provided readers with an understanding of how the analytical process was undertaken to 

produce the results that will be discussed in the next chapters. 
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CHAPTER 

7 
The managerial reform trajectory of 

federal university hospitals (HUFs) 

7.1 Introduction 

The first empirical chapter explores how reforms implemented at HUFs have ensued with the 

further managerialisation of these health education organisations. I focus on the creation of the 

Brazilian Hospital Services Company (EBSERH), interpreted here as a managerialist response 

to a crisis that has been reshaping major aspects of hospital management, including traditional 

administrative and occupational principles of work organisation.  

I draw on Lüder’s (2002) and Pollitt and Bouckaert’s (2017) models of public management 

reform to supply an overarching structure that provides a clear picture of the managerial reform 

trajectory in HUFs, based on detailed accounts of both contextual discourses and local actors’ 

narratives obtained from documentary data and interviews. In so doing, I offer a thick 

description (Geertz, 1994) of key reform processes and a powerful theoretical explanation of 

how discourses about the crisis in HUFs prompted the managerial reconfiguration of these 

hospitals. 

The chapter commences by analysing the major contextual factors of the reform leading to the 

establishment of EBSERH to organise and manage HUFs. These factors comprise an important 

cluster of stimuli and institutional arrangements that boosted continual calls for change. I then 

discuss key reform drivers, political reform promoters, and stakeholders whose behaviours, 

ideas, and discursive practices framed the content of the reform package. I explore how the 

transfer of HUFs from universities to EBSERH has been implemented and examine the 

evolving impact of the reform in promoting the further managerialisation of hospital work. In 

this way, this chapter sheds light on how managerialist forms of organising have been infused 

into hospitals and how these may impact the occupational principle of work organisation and, 

consequently, the political, objective, and intersubjective conditions for professionals’ identity 

formation. The insights provided in this chapter will be of crucial importance for identifying 

and examining new processes and trends of professional stratification and hybridisation in 

doctoring, which I will touch upon in the following chapters. 
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7.2 Tracing the managerial reform trajectory of federal university 

hospitals (HUFs) 

To respond to my first research question, I sought to gather both macro-level and micro-level 

data from documents and interviews to identify critical contextual factors pushing managerial 

reforms in HUFs since the early 2000s. These discursive data (see Appendix H) helped me add 

“meat to the bones” to my conceptual model of public management reform (see Figure 9) to 

trace the HUFs’ managerial reform trajectory. 

Figure 9: The managerial reform trajectory of HUFs

 
Source: Author 



160 
 

 
 

7.2.1 Reform stimuli 

I found ample discursive evidence suggesting that a reform agenda for HUFs was induced by 

strong stimuli for managerial changes. I present three of those motives here: (a) a multifaceted 

crisis of hospital capabilities, (b) the influence of neoliberal policies, and (c) previous reforms 

in the healthcare and education sectors. 

 

7.2.1.1 A multifaceted crisis of hospital capabilities 

An analytically distinguishing feature of discourses representing reality relates to vocabulary 

and semantic relationships between words, for “discourses ‘word’ or ‘lexicalize’ the world in 

particular ways” (Fairclough, 2003:129). Throughout the years leading up to the establishment 

of a specific reform agenda for HUFs, the dominant discursive representations of the challenges 

faced by these hospitals translated into a narrative of a deep-rooted crisis of hospital capabilities 

involving underfunding, infrastructure deterioration, staff shortages, irregular outsourcing of 

workers, and administrative inefficiency. These challenges undermined hospitals’ ability to 

build up important organisational capabilities (Collis, 1994) for the improvement of their 

complex routines and more efficient delivery of medical and academic services. Figure 10 

shows the main lexicalisations employed in policy debates to discursively represent this sense 

of crisis, all of them serving not only to spur but also to legitimise reform interventions. 

The “HUF crisis” was often worded in terms of longstanding financial problems stemming from 

unclear and declining government funding. My findings suggest that measures introduced since 

the 1980s to provide university hospitals with additional payments for performance 

improvements (e.g., IVH, IVD, FIDEPS) had their effectiveness eroded by inflation, cutbacks, 

higher costs due to rising demands, great reliance on imported medical supplies and equipment, 

and extended use of resources from SUS to pay personnel costs. These constraints led to a 

crippling debt that peaked at BRL 426m [GBP 70m] in 2008, jeopardising HUFs’ capacities to 

keep adequate levels of investment planning [REF10/Court Judgement n. 2813/2009/TCU]. 
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Figure 10: Discursive representations of the HUFs crisis 

 

Source: Author 

There was a recurring claim that funding criteria used by ministries for budgetary allocations 

were overly concentrated on demands for specialised clinical services, neglecting the higher 

costs of teaching and research activities. As shown in the following excerpt, semantic relations 

between clauses and sentences (Fairclough, 2003) unfold the interviewee’s argument that 

owing to a greater focus on medical care provision (REASON), HUFs will not be able to cope 

with increasing academic demands (CONSEQUENCE) if debates on how to adequately 

measure and pay the costs related to academic work are not pushed forward (CONDITION) in 

policy debates: 

The great issue we face [REASON] is that teaching is not quantified and reimbursed 

accordingly. [CONSEQUENCE] So, the hospital gets paid for patient care but not for 

teaching, aside from the salaries of RJU teachers. The hospital is not paid for teaching. 

[ELABORATION] For example, a teaching lab is worth the same as a non-teaching 
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lab. [ADDITION] The patient cost is the same. It can’t be this way. It can’t. Therefore, 

[CONDITION] one of the things that need to be debated and solved is how to measure 

how much teaching within the university hospital costs, [REASON] because the money 

must come from somewhere. You cannot finance [medical] education with funds for 

medical care only. It is not enough because teaching costs a lot more. [MSI-07/doctor-

professor-manager] 

Years of budgetary constraints prevented HUFs from making investments in plant layout and 

equipment, leading hospital facilities to continuous infrastructural deterioration. For example, 

one interviewee said, “We lived in pretty much constant difficulties, [facing] issues such as the 

need to close hospital beds, shortages of medicines and several other materials, a lack of 

adequate equipment maintenance...” [PSI-01/doctor-professor-manager]. As Flexner (1910:94) 

maintained, a medical school that is found wanting a good clinic “suffers from a fatal organic 

lesion”. At HUFs, this situation has affected not only the quality of clinical services, but also 

teaching and research development, especially because of obsolete clinical laboratories and 

teaching dispensaries, unavailable medical technologies, and poor information systems. As a 

result, the organisational environment in many hospitals was described by participants as non-

conducive to continuous dynamic improvement (Collis, 1994), impairing hospitals’ 

organisational capabilities to generate sustained and disruptive innovations (Hwang and 

Christensen, 2008), which could produce better organisational routines in both education and 

healthcare delivery. Another respondent described this by saying, “We’re living in an era of 

artificial intelligence, but we still use equipment from the last century” [MSI-18/doctor-

professor-administrator]. The lack of adequate physical resources was extensively exploited in 

reform talks as a major motive for the introduction of new organisational forms that could 

enable “more sustainable juridical-institutional solutions” to rectify infrastructural problems 

[REF15/Inter-ministerial Explanatory Memorandum n. 00383/2010/MP/MEC]. 

As mentioned before, university-owned teaching hospitals have been heavily impacted by an 

intransigent government policy of freezing salaries, hiring, and replacing RJU statutory 

personnel. In some hospitals, job freezes and cuts lasted over 20 years, during which RJU staff 

levels sharply decreased. For example, one interviewee reported that “Sigma Hospital has been 

through several years with a shortage of statutory clinicians” [MSI-17/doctor-professor-

manager]. Even with the staffing expansion promoted by Lula’s administration as part of his 

policy for expanding public higher education (e.g., REUNI), HUFs continued to face substantial 

understaffing due to years of personnel deficits and weak employee retention. In 2009, HUFs 
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reported a shortfall of over 11,000 health professionals [REF12/REHUF Report 2009]. Thus, a 

large-scale reform programme to address clinical understaffing seemed more than urgent in 

policy talks: 

The lack of a human resources policy for these entities goes back a long way, one that 

is formulated following the typical features of a teaching hospital and that sets 

guidelines for an effective solution to issues relating to figures and profiles of civil 

servants assigned to HUFs […]. [REF10/Court Judgement n. 2813/2009/TCU] 

The absence of a policy for personnel management and the tight budgetary constraints limiting 

HUFs’ capacity to increase the number of statutory workers pressured universities to hire 

personnel through alternative means, principally subcontracting via support foundations. As 

indicated earlier in Chapter 4, public foundations are autonomous, decentralised non-profit 

organisations that have spread across many areas of the public sector. By the 2000s, foundations 

situated in university surroundings had grown into relevant institutional arrangements for the 

hiring and management of outsourced workforces. As interviewee PSI-01 [doctor-professor-

manager] commented, “[…] we [hospital chief executives] were forced to recruit workers by 

other means, especially through foundations”. In 2008, HUFs’ total workforce consisted of 

66,623 workers, of whom 27,745 (41.6%) were subcontracted salaried workers hired by support 

foundations through CLT job contracts, in addition to even more flexible forms of employment 

(e.g., self-employment (RPA)). Within this wide group of workers employed by foundations, 

there were 17,118 health professionals, including 8,907 clinicians [REF12/REHUF Report 

2009; REF15/Inter-ministerial Explanatory Memorandum n. 00383/2010/MP/MEC]. 

In this context, successive audit reports questioning the legality of the role of support 

foundations in intermediating the employment of outsourced workers in core activities within 

hospitals, seen as an unlawful practice of “indirect contracting out” [REF9/Court Judgement n. 

2731/2008/TCU], made the pursuit of a solution to tackle understaffing in HUFs even more 

pressing. 
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7.2.1.2 The influence of neoliberal policies 

Despite the government’s efforts to expand the provision of public healthcare to cope with 

increasing demands for high-complexity care resulting from huge demographic changes, 

dominant neoliberal doctrines have put austerity at the heart of the financing policy for SUS. 

Influenced by a drive for further “rationalisation of public spending” [REF64/EBSERH Annual 

Letter 2020], SUS has become a “target of persistent spending restrictions aimed to confine 

any expansion to levels close to that of inflation” [REF57/EBSERH Management Report 2020]. 

This highlights the contingent and fluctuating nature of public policy for the health system, with 

significant implications for tertiary public teaching hospitals. In this vein, my data strongly 

suggest that reform policies for HUFs have been moulded by such a neoliberal wave: 

This transition to a more managerialist system, to a privatising model of the public 

sector that has taken place at HUFs with [the introduction of] EBSERH and also in 

other public administration sectors, involving other companies, foundations, 

contracting out, and so forth, is associated with a wave that came from the 1990s and 

has since been intensified. Even during Lula’s and Dilma’s administrations, we had 

the continuation of such neoliberal politics. [PSI-03/professor-manager] 

The managerial reform implemented at HUFs has been framed by market-oriented discourses 

about promoting greater flexibility in public employment through restrictions on the 

recruitment, remuneration, and pensions of statutory public servants while expanding the use 

of private sector types of job contracts. For some of my interviewees, these ideas have also been 

fuelled by hostile political discourses about the public sector aiming at naturalising a public 

“criticism” of RJU civil servants’ economic privileges (e.g., lifetime security of tenure) and 

alleged “corporatism” [MSI-35/doctor-professor-manager], claimed to be particularly 

intemperate in public universities, where university professors and clinicians used to wield 

greater political power to keep some level of influence over the organisation of their work. 

Hence, reformist discourses were nourished by neoliberal narratives valorising the private 

sector as the logical solution to the plethora of problems faced by these organisations (Smith, 

2008), while demonising public sector workers and their more traditional principles of work 

organisation. Thus, a neoliberal-inspired reform discourse for HUFs would envisage the 

adoption of new organisational forms based on the principles of “autonomous public 

enterprises” [REF18/Inter-ministerial Explanatory Memorandum. 00127/2011/MP/MEC] with 

“greater flexibility to manage human resources according to international experiences” 
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[REF10/Court Judgement n. 2813/2009/TCU], in contrast to the traditional control 

bureaucracies typical of more interventionist legal states (Bouckaert and Mikeladze, 2008). 

The analysis of intertextuality, or how texts draw upon, incorporate, recontextualise, and 

dialogue with others (Fairclough, 2003), helps understand how such a reformist order of 

discourse has been assimilated into national policymaking. For example, interviewee MSI-32 

[doctor-professor] cited reports published by the World Bank in the 1990s exerting a leading 

influence on reforms of the Brazilian public healthcare sector: 

The World Bank started to publish systematic and periodic reports proposing changes 

in the frameworks of Brazilian public health. […] It started to advise that the Brazilian 

government should finance third-sector organisations such as NGOs, OSCIPs, and 

OSs so that these could manage social rights in Brazil, both in SUS and education. 

This is the reason why about 70% of Brazil’s municipalities count on OSs, OSCIPs, 

and NGOs today. 

One of the above-mentioned reports refers to the World Development Report 1993: Investing 

in Health. This report displayed a wider political agenda that sought to shape policy decisions 

of whichever political forces would come to hold power over the Brazilian health system from 

the 1990s onwards. Often regarded as highly influential on Brazil’s policy decisions about 

public teaching hospitals, the report illustrates how specific reform interventions for HUFs 

interdiscursively drew upon narratives and text genres with a prescriptive nature: 

Although both the public and the private sectors have important roles in the delivery 

of clinical services, government-run health systems in many developing countries are 

overextended and need to be scaled back. This can be done through legal and 

administrative changes designed to facilitate private (NGO and for-profit) 

involvement in the provision of health services, by public subsidies to NGOs for 

supplying the essential package, and by curtailment of new investments in public 

tertiary hospitals. At the same time, the efficiency of public sector health services can 

be greatly enhanced through decentralization and improved management of 

government hospitals and program (World Bank, 1993:108). 
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This type of discursive genre pervading policy debates has not only served as a stimulus for 

health service change but also placed HUFs reforms on an international agenda of public sector 

reforms (Hood, 1991; O’Flynn, 2007; Homedes and Ugalde, 2005; Pollitt and Bouckaert, 

2017), in which certain policy trends augur political, economic, and organisational imperatives 

that help garner justification for change. 

 

7.2.1.3 Previous reforms in the healthcare and education sectors 

The complexity of the HUFs’ crisis led to a more vigorous reform agenda specifically targeted 

at restructuring and revitalising these hospitals [REF6/RAHB Report 2004]. The MEC was the 

ministry charged with leading the reform, which materialised in the National Programme for 

Restructuring Federal University Hospitals (REHUF), launched in 2010. This programme itself 

does not fit neatly into more radical NPM approaches recommended by international agencies, 

but it represents a decisive movement towards managerialism through appeals to greater 

“performance management” [REF12/REHUF Report 2009] and enhanced infusion of 

mainstream management thinking and practices into hospitals’ administrations. 

REHUF was designed to “create material and institutional conditions to enable federal 

university hospitals to fully perform their functions in teaching, research, outreach, and 

medical care” [REF13/Decree n. 7082/2010]. The managerialist discourse appealing to a 

bundle of specific business-like ideas and tools was reinforced. The main directives and actions 

set out by this policy to rectify HUFs’ problems are listed in Figure 11. 

REHUF also contained a commitment to reconfiguring funding schemes through the 

combination of case-based payment and prospective global budgets attached to predefined 

performance goals [REF13/Decree n. 7082/2010; REF16/Inter-ministerial Ordinance n. 

883/2010/MEC/MS/MPOG]. Between 2010 and 2017, REHUF injected about BRL 5.5bn 

[GBP 0.9bn] into HUFs’ budgets (see Figure 12). 
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Figure 11: Managerial directives and actions proposed by REHUF 

 

Source: Author 

 

 

Figure 12: REHUF fund injection (2010-2017) 

 

Source: Pereira Júnior (2018) 
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Another achievement of REHUF concerned the development of integrated information systems 

that enabled HUFs to improve inter-organisational communication, standardisation of 

processes, and data interchange. For the first time, HUFs could count on an accurate and 

consistent data system encompassing information from the entire network of university 

hospitals, which served to reduce information distortions and provide a clearer picture of their 

growing contingent difficulties and needs, particularly concerning personnel management. 

Interestingly, enhanced information management also exposed other issues that used to be fuzzy 

and dealt with individually by each university in its bilateral relationships with central 

ministries. 

 

7.2.2 Institutional arrangements shaping efforts at reform 

Institutional arrangements within which university hospitals are inscribed constitute another 

cluster of contextual factors relating to Brazil’s wider politico-administrative structures, which, 

associated with the aforementioned stimuli for change, shaped reform concepts and initiatives. 

Four key institutional arrangements emerged in the data collected and will be discussed in this 

section: (a) the integration of HUFs into the public health system, (b) intricate organisational 

and governance structures of federal university-owned teaching hospitals, (c) forms of public 

employment and workforce fragmentation, and (d) embedded culture and principles of work 

organisation. 

 

7.2.2.1 The integration of HUFs into the healthcare system 

An important institutional arrangement that has shaped changes in the organisation of HUFs 

concerns the contractualist policy launched in 2004. It was argued earlier in Chapter 5 that 

contractualisation constitutes a decentralising policy in which inter-organisational relations are 

emphasised for coordinating care production and delivery across multiple local health providers 

and organisations within the SUS network. For university-based teaching hospitals, 

contractualisation with local health departments has implied the redefinition of their roles 

within the public health system through “better insertion into state and municipal healthcare 
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networks” according to “the needs of the population, determined in quanti-qualitative targets” 

[REF23/Policy report on contractualisation/MH/2012]. 

 

7.2.2.2 Intricate organisational and governance structures of federal university-owned 

teaching hospitals 

Throughout the discursive corpus of analysis, several allusions were made to the alleged 

problematic organic attachment of teaching hospitals to universities, this being explored by 

reformist discourses to construct a case for change. Their intricate relationships have been based 

on a type of governance in which hospitals are, or used to be, controlled by medical schools, 

which assume responsibility for their standards and support. According to the discursive data, 

for many years, keeping hospital funds and facilities under the control of universities and 

faculties was understood as the right basis for teaching medicine, pointing to the Flexnerian 

principle that without a teaching hospital, a school of medicine “cannot even organize a clinical 

faculty in any proper sense of the term” (Flexner, 1910:101). 

Within this institutional arrangement, the hospital staff consisted of the medical faculty plus 

clinicians employed by the university as RJU statutory civil servants. Professors of medicine 

used to act as senior consultants, often monopolising the administration of speciality-based 

academic departments in the school and the corresponding clinical units within the hospital. In 

this way, the link connecting academic and clinical work was deemed to be assured by “teachers 

of medicine who were in charge of key positions in the HUF” [REF10/Court Judgement n. 

2813/2009/TCU]. 

However, this institutional arrangement became the target of well-crafted discourses for a 

managerial change. Policy, legal, and audit documentation revealed a powerful narrative 

questioning the heavy reliance of hospitals on universities and support foundations. Table 2 

illustrates a range of modalisations in statements, demands, and evaluations about what 

influential reform drivers saw as true, necessary, and desirable (Fairclough, 2003) while 

framing this problem. Modalities are linguistic markers that signal the speakers’ judgement of 

the representations, probabilities, or obligations involved in what they are saying, and their 

degree of affinity with them (Halliday, 1994; Fairclough, 2003). By exploiting the idea that 

hospitals’ organisational deficiencies were, to some significant extent, caused by blurring 
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organisational boundaries and disordering hierarchies (Marchington et al., 2004) between 

hospitals and universities, discursive constructions helped validate further actions towards 

managerialist ways of organising HUFs. 

Table 2: Discursive statements and demands about the subordination of HUFs to universities 

Speech functions Modalities Discursive examples 

STATEMENTS 

Statements 
of fact 

Epistemic 
modalities 
(is, is not) 

HUFs are not adequately structured to manage their 
activities. [REF10/Court Judgement n. 2813/2009/TCU] 

HUFs are not included among the priorities set out by 
IFEs. [REF10/Court Judgement n. 2813/2009/TCU] 

Denials (no, is not, will 
not) 

[…] administrative dependence is not a conditio sine 
qua non of preserving the link to the university. 
[REF10/Court Judgement n. 2813/2009/TCU] 

DEMANDS 

Obligations Deontic 
modalities 

(must, should, 
have to, ought 

to) 

Most [hospital] directors that have responded to the 
questionnaire consider that the HUF should have 
administrative, budgetary, and financial autonomy in 
relation to the university […]. [REF10/Court Judgement 
n. 2813/2009/TCU] 

Necessities (have to, need 
to, need for) 

[…] since their foundation, university hospitals have 
become complex organisations with unique features and 
functions that extend beyond academic objectives, 
entailing the urgent need for independent 
administration. [REF10/Court Judgement n. 
2813/2009/TCU] 

EVALUATION 

Desirability 
and 
undesirability 
 

Adjectives 
 

 
 

Noun phrases 

Since the 1990s university hospitals have expanded 
their activities under fragile institutional grounds, non-
sustainable in the long term. [REF15/Inter-ministerial 
Explanatory Memorandum n. 00383/2010/MP/MEC] 

However, what has been observed is the inappropriate 
delegation of core functions from these institutions 
[university hospitals] to support foundations. 
[REF15/Inter-ministerial Explanatory Memorandum n. 
00383/2010/MP/MEC] 

Source: Author 

 

7.2.2.3 Forms of public employment and workforce fragmentation 

The division of labour and work relations within HUFs have historically been marked by a high 

degree of fragmentation owing to multiple forms of entry, job contracts, and employment 

regulations coexisting over the years. Such workforce fragmentation included several 

occupational fields, especially medicine, as noted in the following extract: 
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The situation was that the sources of medical workers have been diverse. We had 

professors, RJU doctors, CLT doctors employed by support foundations who were 

entitled to all labour rights and everything, and those employed under very precarious 

conditions through cooperatives or self-employment. There has always been a 

differentiation. [PSI-01/doctor-professor-manager] 

Differentiated employment regimes have led to important redistributive, representational, and 

recognitional asymmetries between self-employed and subcontracted rank-and-file clinicians 

employed by foundations on the one hand, and university elite clinicians and academic hybrids 

on the other. For example, data indicate that recruiting doctors under a self-employment 

condition (RPA) or via cooperatives has become a rather common form of cheap but precarious 

wage work in public teaching hospitals, sometimes accounting for “nearly half of clinical staff” 

[MSI-07/doctor-professor-manager]. Being self-employed did not mean clinicians enjoyed 

greater economic or political autonomy at work: they used to work mainly on-call shifts – thus 

being subject to greater production imperatives (e.g., rigid shifts, intense workload) –, received 

variable pay, and were not entitled to labour rights and benefits (e.g., annual leave, pension, 

etc.). Interviewee MSI-11 [doctor-professor], who worked as a self-employed clinician in a 

HUF before becoming a clinical-academic hybrid, gave an illustrative description of this: 

There was a medical cooperative that was in charge of managing and organising the 

payment of doctors’ fees. So, we signed the paperwork and got paid per hour of work 

on call. We earned according to the hours worked, and the payment was processed via 

the medical cooperative of Sigma Hospital. 

For doctors employed by foundations under CLT-regulated job contracts, forms of 

maldistribution, or economic alienation (Larson, 1980; Coburn, 1994), included job insecurity, 

low pay, work overload, high turnover, and a lack of career planning and development. Mainly 

restricted to frontline work, subcontracted clinicians were divested of decision-making power 

to influence the organisation of clinical work. Their fragile and unlawful employment status 

curtailed their voices, negotiation channels, and occupational prerogatives to control the overall 

conditions of work [REF10/Court Judgement n. 2813/2009/TCU]. 

An important aspect of misrecognition can be added to these forms of maldistribution and 

political misrepresentation. According to the data, lexicalisations such as “illegal”, “irregular”, 

“subcontracted”, and “precarious” were often used to portray the groups of rank-and-file 
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doctors employed by foundations and other types of work regimes, segregating them from their 

statutory, tenured colleagues. Such expressions signal negative meanings and concepts about 

legal rights, status, sense of belongingness, and social esteem, shaping how those professionals 

developed a sense of self in their reciprocal relations with peers. The following passages 

illustrate how those forms of lexicalisation helped generate a sense of underappreciation and 

invisibility involving precariously employed doctors, hence impacting crucial intersubjective 

mechanisms for the construction of positive personal and collective identities in the workplace: 

So, they [self-employed doctors] were not entitled to professional labour guarantees; 

they had nothing. They were the less valued group, the precariat. They couldn’t even 

complain because they didn’t even have a job contract. [MSI-07/doctor-professor-

manager] 

Actually, the [employment] bond didn’t exist. It was an arrangement of service 

provision, the former RPA. We had no employment bond. We didn’t exist within Sigma 

Hospital. [MSI-17/doctor-professor-manager] 

[…] But the salary paid by Foundation [name] was ridiculous. It was bordering on 

humiliating. [MSI-20/doctor-clinical instructor] 

Throughout reformist discourses defending policies towards new institutional arrangements of 

public employment at HUFs, the terms employed to characterise those particular strata of the 

medical profession typically resulted in more or less blatantly negative meanings denoting the 

lack of legal standing of their status and presence in hospitals, thereby implementing at the level 

of lexicalisation an ideological strategy of negative presentation (Van Dijk, 2006) of those 

forms of employment and professional groups to make the case that change was urgently 

needed. 

 

7.2.2.4 Embedded culture and principles of work organisation 

Evident in my discursive data is that HUFs used to be settings of reprofessionalisation where 

embedded occupational identities, interests, cultures, and principles of work organisation were 

maintained through processes of professional restratification, or professionals’ transition to 
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hybrid professional identities. The intricate inter-organisational relationships between 

hospitals, medical schools, and university support foundations enabled some clinicians to 

reorganise expert work through processes of both academic and managerial hybridisation, 

resulting in the emergence of knowledge and managerial elites. Thus, the HUFs’ medical 

workforce has become highly stratified not only because of diverse medical specialities or 

forms of employment, but notably owing to the historical enactment of boundary-crossing roles 

(Currie, Finn, and Martin, 2008) by elite clinicians keen to keep control over their professional 

prerogatives by performing hybrid academic, management, and leadership roles (Persson, 

Ferlie, and Baeza, 2021). 

According to my findings, a distinctive case of triple hybridism of practice, knowledge, and 

managerial elites has historically emerged around the figure of professors of medicine at HUFs. 

Naturally, these academic hybrids were employed primarily to perform patient care, teaching, 

and research; over the years, however, this knowledge elite became highly well-recognised by 

the university community as the right professional stratum to assume management and 

oversight functions at hospitals. Thus, such a move into triple hybrid roles was underpinned by 

shared beliefs that, first of all, “doctors have the competence to manage health organisations” 

[PSI-01/doctor-professor-manager] and, second, that “the best professional to manage a 

university hospital is a professor-doctor” [PSI-06/doctor-professor-manager]. Furthermore, 

there was a traditional seniority-based organisational culture in which “the head of clinical 

services was usually the senior professor in the college” [MSI-29/doctor-professor-

administrator]. These shared beliefs reflect triple hybrids’ political capacity to “retain a great 

deal of power” [REF9/Court Judgement n. 2731/2008/TCU] not only because of their role in 

medical education and knowledge production but also because of their widespread influence 

over hospital administration. 

The enactment of management and leadership roles by doctor-professors was also derived from 

traditional political conditions whereby the nomination for key positions in management and 

governance bodies used to be conducted within HUFs: election processes. Such a system of 

decision making was marked by high politicisation, meaning that the election of hospital chief 

executives, directors, and heads of services was not based on their managerial expertise so much 

as on their political affiliation and corporatist agenda within the hospital and university 

community more broadly. On the one hand, the politicisation of top posts at HUFs diminished 

the administrative, financial, and decision-making autonomy of hospital managers in relation 

to universities [REF10/Court Judgement n. 2813/2009/TCU]. On the other hand, the intimate 
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relationship between the political and the managerial within HUFs’ micropolitics helped triple 

hybrids preserve the connections between medical schools and clinical services: 

In the HUCFF and HUGG, according to the team, there are full professors of 

specialities in the college of medicine, which in turn reverberate in hospital clinics, 

who run these clinics as if they were the holders not only of technical and academic 

power but also of administrative and even financial power. [REF10/Court Judgement 

n. 2813/2009/TCU] 

Transiting between the college and hospital units, practice, academic, and triple hybrid elites 

possessed the autonomy to set up the standards of work and internal mechanisms of 

performance review, often through self-evaluation, which in turn offered them relative shelter 

from the scrutiny of society and external actors. A particularly controversial theme involving 

hybrids with dual-job contracts9, one as a professor and another as a hospital clinician, was 

frequently cited in interviews and documents: it questioned the common practice by many dual 

practitioners of blending teaching and clinical hours of work, which ultimately meant non-

compliance with the total working time of the two positions. The extracts below provide 

particularly eloquent discourses on these subjects. 

They thought they could manage the hospital without much accountability. Without 

any responsibility for results. Also, the university used not to demand this [from them]. 

So, we don’t have a mechanism. […] It’s as though they weren’t accountable to 

anyone. [MSI-35/doctor-professor-manager] 

We have several professors […] who don’t fulfil their minimal working hours or have 

never met a resident. […] Many professors are employed to work many more hours 

than they actually do. […] Several clinicians and professors clock in 40 hours but 

don’t stay more than three hours per week in the hospital. [REF10/Court Judgement 

n. 2813/2009/TCU] 

 

 
9 University academic staff can be employed in medical faculties under different employment arrangements: 

as a part-time professor (20 H/W), a full-time professor (40 H/W), or an exclusive dedication professor (ED). 

Excepting the latter, an academic staff member can have another job as a physician in the hospital provided 

that the total hours in the civil service do not exceed 60 H/W. 
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The hegemony of triple hybrids in strategic management positions enabled them to protect their 

medical-academic professionalism and strengthen their political representation. Again, 

university support foundations appeared in the data as an institutional arrangement built up by 

elite professionals boosting their transition to a hybrid professional-managerial identity. These 

organisations were discursively depicted as “a scheme designed for [elite professionals’] 

political self-promotion and taking up of positions in this public entity” [REF9/Court 

Judgement n. 2731/2008/TCU]. Therefore, within HUFs’ micropolitics, support foundations 

provided professional elites with a powerful source of relative occupational closure to attenuate 

locally the impact of external reforms in both health and education systems. 

Co-opting management enabled the knowledge elites to modify the economic objective 

conditions of work to improve their incomes. Even though financial rewards for commissioned 

management roles in the hospital were deemed to be very unsatisfactory [REF10/Court 

Judgement n. 2813/2009/TCU] and did not constitute a strong driver of managerial 

hybridisation per se, elite groupings holding management positions used their managerial 

prerogatives to obtain extra incomes from research projects, consultancies, and scholarships. 

As the data revealed, inserting core activities that were inherent to their main job into specific 

funded projects and charging fees for lecturing courses via support foundations were some of 

the strategies employed by triple hybrids to access and internally redistribute material resources. 

These actions were often framed as alternative ways to supplement academic salaries: “[…] 

courses could be charged and came to be managed via support foundations to allow tuition fees 

collection and remuneration of professors who delivered them” [REF9/Court Judgement n. 

2731/2008/TCU]. 

My findings suggest that these alternative sources of earnings helped hybrid elites cope with 

inflation, salary freeze, and wage lag in relation to the private labour market. They also 

facilitated coping with government reforms aimed at expanding medical education in the public 

higher education sector (e.g., REUNI), which put additional pressure on university teachers to 

push up productivity (Amaral, 2005). 

The tenured nature of the university statutory career provided hybrid elites with greater 

representative power in political negotiations for higher pay levels and career development. In 

2009, for instance, the government introduced additional pay (known as APH) to remunerate 

university professors for clinical work performed during on-call shifts. Productivity- and 

procedure-based pay (e.g., transplant surgeries) were other compensatory payment schemes that 
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were widely used to remunerate doctor-professors for clinical work. These incentives were of 

particular importance for academic hybrids employed as “exclusive dedication (ED) 

professors”, who cannot have another job and usually earn less than those who are employed 

on a “20 H part-time” or “40 H full-time” basis and, as such, can accumulate clinical and 

academic positions or complement income in private practice. They also aimed to address a 

longstanding discontentment shared among academic staff relating to their “unpaid” but 

essential role in patient care provision. For example, respondent PSI-06 [doctor-professor-

manager] commented that he worked in hospital wards for 15 years “without earning anything 

for that”. 

In a quite problematic fashion, absenteeism, go-slow attitudes, work shirking, and informal 

reduction of working hours [REF10/Court Judgement n. 2813/2009/TCU] attributable to the 

lack of efficient automatised attendance systems confirm the autonomy of elites to define the 

context and conditions of their work. In this case, more than simply reflecting wrongdoings at 

work, habitual non-attendance, intentional delays, and non-compliance with contracted 

working hours were seen as forms of resistance to organisational and economic constraints 

(Efthymiou, 2009), expressing a reaction of some university professors to unsatisfactory 

salaries and deliberate mental and physical role-distancing (Collinson, 1994) from less 

economically rewarding tasks (e.g., low complexity cases). As noted by participant MSI-27 

[doctor-professor-administrator]: 

Professors of medicine are poorly paid. This does not in any way mean that I think we 

should earn more than others. But there should exist some form of incentive for 

university teachers, because you cannot expect that they come here to teach for love 

only. […]. Perhaps the way those old smart guys found to perform their dual-jobs was 

a way to get paid off. Like, “I wanna be a professor, I wanna teach but I’m not gonna 

dedicate too much of my time to the university because it doesn’t pay me well”. So, 

maybe this was the reasoning for them to do the way they did [absenteeism, work 

shirking]. 

It seems clear that practical, knowledge, and managerial elites (and in many instances triple 

hybrids combining technical, academic, and management expertise and skills) have become the 

dominant professional strata in coordinating medical work within HUFs (Persson, Ferlie, and 

Baeza, 2021). As seen, resorting to professionalised support foundations was one way elite 

professionals had found to increase their powers and preserve considerable degrees of authority 
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over the division of labour in both medical schools and hospital organisational structures 

through more positive attitudes towards hybrid identities. HUFs, therefore, constituted settings 

of reprofessionalisation of the medical profession, whose well-established work cultures, 

relations, and principles of medical-academic professionalism reflected elite professionals’ 

capacity to keep “the formulation, direction, and execution of the control of professional work” 

in the hands of some members (Freidson, 1994:144), despite leading to a relative decline in 

rank-and-file practitioners’ positions. 

 

7.2.3 Reform drivers 

In Chapter 5, I mentioned the important participation of representative associations (e.g., 

ANDIFES, ABRAHUE) in promoting reform ideas through advice, talks, and publications, 

which helped frame reforms as an urgent political issue for the federal government. Pressure 

from these organisations not only resulted in immediate government actions, such as the release 

of funds and limited hiring of personnel [REF10/Court Judgement n. 2813/2009/TCU], but also 

culminated in an inter-institutional commission set up in early 2003 to assess the “situation of 

university and teaching hospitals in Brazil in order to reorient and/or reformulate policies for 

this sector”. Several actors took part in this commission, including ministries, members of 

professional associations, local representative committees, and hospital boards [REF23/Policy 

report on contractualisation/MH/2012]. The reformist movement instigated by those 

representative associations was strengthened by another cluster of reform drivers consisting of 

audit and control bodies (e.g., Federal Audit Court (TCU), Federal Prosecutions Office (MPF)), 

which exerted sustained pressure on hospital leaders and government authorities.  
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Figure 13: Problem-Solution pattern 

Problem-Solution pattern of text organisation 

 
SITUATION 

The HUFs crisis 
 
 

PROBLEM 

[…] many HUFs are dependent on support foundations [REF9/Court Judgement n. 2731/2008/TCU] 

Management and information sharing within the HUF is compromised owing to its attachment [to two 
entities (UFU and FAEPU) [university and support foundation], which interfere with management 

affairs [REF9/Court Judgement n. 2731/2008/TCU] 

[…] form of irregular outsourcing of services (public competition fraud) [REF9/Court Judgement n. 
2731/2008/TCU] 

 
 

SOLUTION 

A specific institutional model for HUFs should be set up to enable the exercise of autonomy and 
necessary flexibility to allow the introduction of mechanisms of institutional and functional 

enhancement [REF10/Court Judgement n. 2813/2009/TCU] 

[…] dismissing from their public positions those non-statutory workers hired by support foundations 
[REF10/Court Judgement n. 2813/2009/TCU] 

 
 

POSITIVE RESULT 
[…] sustainable legal-administrative solutions to deal with operational difficulties and to address 

requirements from the Federal Audit Court (TCU) and the Federal Prosecutions Office (MPF) 
[REF10/Court Judgement n. 2813/2009/TCU] 

 
 

POSITIVE EVALUATIONS 
management improvement – systemic assessment – concrete proposals – autonomy – flexibility – cost 

reduction – sustainability – performance targets – standardisation – patterns of excellence 
 

Source: Author, based on Hoey (2001) 

Using Hoey’s (2001) patterns of textual organisation to analyse the discursive data, I identified 

two performative discourses articulated in the form of a problem-solution pattern employed by 

those institutions. The first narrative, present in audit reports and court judgements, sought to 

provide motives for political actors to engage in the reform; it approached the situation 

peremptorily but provided an expansive analysis of the problems. As represented in Figure 13, 

problems were identified by frequent references to the dependency relationship between 

hospitals and universities and support foundations, and to the illegal outsourcing of workers, 

evaluated negatively to incite the construction of some response. The second narrative devoted 

several pages to promoting conceptual ideas for responding to the crisis. The suggested 

response, often associated with positive managerial values, was addressed to both legislative 
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and executive powers, but particularly to the Ministries of Education, Health, and Planning 

[REF10/Court Judgement n. 2813/2009/TCU]. 

Discursive legitimation strategies helped justify the adoption of the suggested measures. 

Legitimation plays an essential role in the structure of the argumentation of political reformist 

discourses, providing good reasons and acceptable motivations that serve to validate intended 

interventions (Van Dijk, 1998; Fairclough and Fairclough, 2012). My data showed that audit 

reports quite often draw on comparative analysis of public management and policy reforms to 

make the case for change. For example, one report resorted to academic evidence about NPM-

type reforms undertaken in other countries to argue that direct hierarchical management of 

HUFs should be replaced by more autonomous, flexible regulatory arrangements inspired by 

private sector forms of organisation and management: 

Among the countries that have developed novel legal frameworks for reconfiguring 

the juridical nature of public hospitals, we can cite Austria, in which municipal 

hospitals were transferred to state-level hospital holdings incorporated under private 

corporate law, with the government being the main shareholder; Colombia, which 

introduced broad reforms in the health system, including the conversion of 

government-managed hospitals into autonomous organisations known as state social 

enterprises; Estonia, which converted public hospitals into private foundations or 

joint-stock companies; Spain, which established an array of alternative autonomous 

arrangements […] (La Forgia and Couttolenc, 2008). [REF10/Court Judgement n. 

2813/2009/TCU] 

 

7.2.4 Political reform promoters 

It is hard to know exactly how and by whom the above-mentioned recommendations were 

embodied and translated into a specific policy for transferring HUFs to a public company. The 

process likely began in the upper reaches of governance within the MEC and the Ministry of 

Planning (MPOG), which were the most directly interested reform promoters. As one 

respondent noted, a group of experts linked to the MEC was responsible for sketching the first 

draft of the reform package that would later result in the establishment of EBSERH: 
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There was a group within the MEC, composed not of civil servants but activists in the 

field of [university] hospitals. They later became consultants and designed [the 

reform]. The project for EBSERH came out of the MEC indeed. […] Some people 

within the MEC started to think about an alternative by taking advantage of that 

criticism of public servants and by embracing international directives of the World 

Bank for reforming the state and of the Fiscal Responsibility Law. [MSI-35/doctor-

professor-manager] 

No bottom-up exercise was carried out in the formulation of the reform package, meaning that 

there was a limited sense of collective ownership of the solutions proposed throughout the 

reform talks. The same participant commented, “Nobody noticed [when EBSERH was set up]. 

This happened at the end of the year, and I just became aware of it because I was a top-level 

bureaucrat at that time”. 

 

7.2.5 Content of the reform package 

EBSERH was established in December 2011 at arm’s length from the MEC, which operates 

most teaching hospitals in Brazil (La Forgia and Couttolenc, 2008). The company is legally 

defined as an indirect administrative body of the federal executive branch designed “to provide 

free of charge medical inpatient and outpatient care, diagnostic support, and therapeutic 

services” as well as “administrative support to education and professional training in health” 

[REF20/Law n. 12550/2011]. EBSERH is currently managing 40 out of 50 HUFs, constituting 

the largest network of public hospitals in Brazil (see Figure 14) [REF57/EBSERH Management 

Report 2020]. 
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Figure 14: EBSERH hospital network 

 

Source: Adapted from EBSERH (2021) 

As of 2021, the company’s workforce consisted of 36,804 workers, including approximately 

7,200 employed clinicians; in addition, over 22,000 statutory public servants (including 

administrative and clinical staff) have been reassigned from universities that have transferred 

their hospitals to the company (see Figure 15). The company’s budget for 2021 was BRL 6.68bn 

[GBP 1.1bn], which represented 0.17% of the total government expenditure for the year (Portal 

da Transparência, 2021). These figures have turned EBSERH into “one of the most demanding 

public companies controlled by the Union”, consuming about 25% of federal funds distributed 

amongst 18 dependent enterprises [REF41/Gazeta do Povo online newspaper]. 
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Figure 15: EBSERH workforce 

WORKFORCE 

 

EBSERH employees (CLT) 36,804 

Public servants (RJU) 22,457 

Other job contracts 1,339 

Source: Adapted from EBSERH (2021) 

 

7.2.5.1 Public-private hybrid organisational form 

As a hybrid entity, EBSERH is state-owned but regulated by private law, with its assets 

belonging to the Union, core activities defined by statute, and budgetary allocations fixed 

annually by government decree, although raising external funding is permitted. The company 

has adopted a corporate organisational structure comprising a deliberative non-executive board, 

a board of executive directors, an audit committee, and an advisory committee [REF20/Law n. 

12550/2011]. 

EBSERH cannot treat privately insured patients, meaning that medical services delivered by its 

hospitals must be exclusively linked to SUS networks of local healthcare provision. 

Nevertheless, because of its hybrid nature, the company has greater statutory independence and 

financial and managerial flexibility to operate according to private sector practices and 

concepts, particularly in terms of staffing and organisation: 

Under a public company format, it will be possible to introduce a model of 

administrative, budgetary, and financial management based on results and efficient 

cost control through more effective instruments for transparent relationships between 

hospitals and universities. [REF18/Inter-ministerial Explanatory Memorandum n. 

00127/2011/MP/MEC] 

 

 



183 
 

 
 

7.2.5.2 Performance management 

The hybrid nature of the company is also expressed by the mix of hard and soft NPM values, 

practices, and principles of organising work that it adopts to improve HUFs’ performance 

management (see Table 3). 

Table 3: The hybrid nature of EBSERH 

Discursive examples Hard NPM Soft NPM 
3M 

model 
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Source: Author 

 

7.2.5.3 Flexible employment regimes 

EBSERH has played a key role in changing the terms and conditions of employment at HUFs 

by applying the private sector type of job contract (CLT) to employ and manage personnel. 

Unlike university support foundations, EBSERH counts on legal backing for the application of 

CLT, since private labour law was deemed to be the most adequate framework to provide 

hospitals with more flexible patterns of employment and work relations, notably “celerity”, 

“flexible working hours and shifts”, “variable pay for performance”, “temporary contracts”, 

“distinct career plans for health staff”, “faster and more effective mechanisms of accountability 

and dismissal”, and “enhanced monitoring and attendance control systems” [REF10/Court 

Judgement n. 2813/2009/TCU]. 

Again, the appeal to an academic authority (Van Dijk, 2006) served to legitimise the company’s 

prerogative to adopt private rather than statutory contracts to reorganise the HUFs’ workforce. 

Direct reports on research analysing reforms in human resources management undertaken in 

other countries were recurrent in audit documentation, constituting an authoritative discourse 

genre for justifying changes: 
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Studies about hospital performance have shown that norms regulating “labor 

practices can facilitate or restrict the ability of an organization to manage its 

workforce effectively. Legislation that restricts flexibility in human resource 

management at the organizational level is being challenged in public systems 

throughout the world. A number of European countries, for example, are gradually 

replacing rigid, ‘procedurally tortuous’ macro-regulatory modalities of human 

resource management with more flexible, targeted, micro-regulatory forms. These 

regulatory instruments demand greater accountability and improved performance of 

health care organizations […] which are gradually being granted greater decision-

making authority through incremental transformation from traditional bureaucratic 

and centralized control to more localized arrangements (La Forgia and Couttolenc, 

2008:255)”. [REF10/Court Judgement n. 2813/2009/TCU] 

Based on such expert opinion, EBSERH arose as an institutional arrangement that has been 

granted the right to recruit, select, and dismiss personnel under private law. The company’s 

authority in this arena was seen as vital to “identify opportunities for cutting hospital personnel 

costs”, “improve performance”, and stand against “existing patterns established by professional 

associations, which serve mainly to the interests of their respective categories” [REF10/Court 

Judgement n. 2813/2009/TCU]. I will return to this matter at various points in the next chapters. 

 

7.2.6 The implementation process 

Due to legal institutional circumstances relating to university autonomy, the transfer of HUFs 

to EBSERH was not an automatic but a decentralised process. There were quite drawn out and 

cautious deliberations about the migration in each university. In most IFEs, deliberations took 

place in public hearings and forums intended to provide a space in which several actors in the 

university community could assemble to expose their ideas about the reform. This, in turn, 

generated virulent polarisation between those who advocated the migration to the company as 

the best (if not the only) way to solve the HUFs’ crisis and those who opposed it. As participant 

MSI-37 [doctor-professor-manager] commented: “The hospital belongs to the university but its 

management rests with EBSERH. This led to some friction. There were many protests. I 

remember some colleagues who were criticising the breach of autonomy and several things”. 
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7.2.6.1 Participation of elite professionals 

Although HUFs’ medical elites did not constitute leading political actors in policy formulation, 

they came to be seen as a powerful epistemic community of local opinion leaders who initially 

helped promote the reform. As respondent PSI-03 [professor-manager] noted, “overall, doctors 

and professors were the most supportive of the adhesion to EBSERH”. Triple hybrid elites, in 

particular, became agents of institutional change, as illustrated in the following extract: 

Everything that you can imagine was lacking. There was a lack of medicines, supplies, 

equipment, and personnel. […] So, I approached the University Council during the 

discussions and said to them, “If you have an alternative beyond EBSERH please lay 

your cards on the table because we don’t have one”. [MSI-07/doctor-professor-

manager] 

During the implementation process, some elite professionals acted to construct a shared order 

of discourse according to which there was no alternative to handle the crisis but to transfer 

hospitals to the company; this was framed as a matter of survival. Others resorted to legitimation 

through a rationalisation narrative (Fairclough, 2003) based on the perceived utility of business-

derived solutions offered by EBSERH. They not only exploited the idea that the proposed 

reform was the most effective way to tackle HUFs’ problems, but also drew on the assumption 

that the university bureaucratic rule-following administration was unable to carry on teaching 

hospitals upon right lines. For example, one interviewee said: 

The state [public university] is slow moving, expensive, and heavy to carry forward. 

When you turn this into, say, more business-like entities, you escape from the high 

costs of management and administration. You adopt a more efficient management 

model because you want to work based on [performance] indicators. That was exactly 

what happened with EBSERH: university hospitals could not survive any longer. 

[MSI-23/doctor-professor] 

While very persuasive, the above discourses competed with more sceptical discourses among 

elite professionals. Some university-employed clinicians and professors resisted the 

implementation of EBSERH by constructing a narrative that the government was forcing 

universities to transfer their hospitals by imposing continuous cutbacks and inertia to 

recompose staff levels and salaries, which ultimately reflected an ongoing process of 
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“undervaluation of the roles of public universities in society” [MSI-17/doctor-professor-

manager]. Similarly, respondent MSI-10 [doctor-clinical instructor-administrator] raised 

questions as to whether direct hospital administration by universities was indeed deficient, or 

deficiencies were part of a reform strategy employed by the government to compel migration 

to the company: 

At that time, EBSERH looked like a solution because the management of university 

hospitals by universities was very poor. However, we don’t really know whether 

management was so poor because they [government] wanted to create a situation for 

introducing EBSERH, or universities weren’t de facto capable of managing their 

hospitals. 

Resistance discourses also emerged among elite professionals who had initially supported the 

idea of having a centralised, expert organisation to help universities run their hospitals. For 

these actors, EBSERH was a “slap in the face” [MSI-25/doctor-professor-administrator]: it first 

sounded like a “fantastic, very good idea” but failed during its implementation because, instead 

of providing support, it ended up suffocating academic work and marginalising professors’ 

roles in clinical work. Interviewee MSI-04 [doctor-clinical instructor-administrator] illustrates 

such a narrative: 

I was in favour [of EBSERH]. During [the implementation], I started to oppose it 

because I felt I had to. I said, “Look, the implementation is being done wrongly. You’re 

not doing what you were supposed to do. You’re not supporting [the hospital], you’re 

taking it. You want to take the university hospital from the university. This is not [what 

it should be], right? This is not gonna work. 

I will explore more of these resistance discourses in the following chapters. 

 

7.2.6.2 Transferring HUFs to EBSERH 

Despite significant local opposition, migration to EBSERH was put into effect in most HUFs 

across the country. At the highest level, an important strategic intervention designed to trigger 

the migration of HUFs to EBSERH was the delegation of coordination powers relating to the 

REHUF programme to the company [REF21/Ordinance n. 442/2012/MEC] in 2012. This 
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measure helped establish closer and more hierarchical relationships between EBSERH and 

universities. Local interventions designed to implement changes involved situational 

assessments to estimate the needs for staff and material recourses, onsite visits, goal setting, a 

one-year period to conclude the migration process, and feedback reporting the achievements of 

the reform [REF19/Draft Bill n. 1749-C/2011]. 

 

7.3 Summary 

In this chapter, I have traced and evaluated the HUFs’ managerial trajectories of reforms. 

Drawing on a conceptual model of public management reform (Lüder, 2002; Pollitt and 

Bouckaert, 2017), I first focused on major contextual factors that prompted reform interventions 

in these health education organisations from the 2000s onwards. I have shown that the HUFs’ 

institutional domain has historically been marked by a widespread narrative of a persistent 

multifaced crisis involving underfunding, understaffing, infrastructure deterioration, and 

performance management issues. Pressures posed by previous quasi-market policies and the 

influence of neoliberal reformist discourses on Brazilian public service served as stimuli for 

introducing NPM-type reforms at HUFs. 

It is worth interjecting at this point that insofar as the reform agenda for HUFs has been 

stimulated by an order of discourse that emphasises economic and managerial rationalisation 

rather than clinical or academic excellence, it can thus be regarded as non-evidence-based 

(Boaz, Baeza, and Fraser, 2011), in contrast to broad healthcare changes whose dissemination 

and implementation strategies are informed by clinical evidence (Fraser, 2014; Grimshaw et 

al., 2001). 

I have provided insights into relevant institutional arrangements relating to the national politico-

administrative system, which played a major role in shaping reform concepts, especially 

concerning the intricate inter-organisational relationships between universities, support 

foundations, and hospitals. I have discussed the deep-rooted workforce stratification in HUFs 

resulting from diverse medical specialities, forms of employment, and enactment of hybrid 

roles, the latter leading to the emergence of powerful medical elites. These professional elites, 

notably triple hybrids, have managed to preserve their occupational principles of work, yet this 
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restratification has produced important redistributive, recognitional, and representation 

discrepancies amongst different medical groupings. 

This chapter has also explored the behaviours, discourses, and stances of key reform drivers 

and political reform promoters towards the managerial reconfiguration of university hospitals. 

I have discussed the content of the managerial reform package, with an emphasis on the creation 

of EBSERH and some of its main features. 

I feel enough has been said about how NPM-type reforms aimed at the further managerialisation 

of HUFs have been moulded. It remains to be shown what the main outcomes of the managerial 

reform are and how these can be understood as reflecting a shift from more traditional 

occupational norms of work organisation, or medical-academic professionalism, towards a new 

logic of business-like healthcare and work relations within HUFs. 
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CHAPTER 

8 

The micropolitics of federal 

university hospitals (HUFs) and 

struggles for political representation 

8.1 Introduction 

In my second research question, I sought to understand how the managerial reform implemented 

at HUFs has altered the political conditions of participation and voice in decision-making 

processes, which in turn influence medical professionals’ transition or resistance to hybrid 

identities. This chapter, therefore, uses the holistic gestalt model outlined in Chapter 3 to 

explore how political representation shapes the processes of academic and managerial 

hybridisation in doctoring. It focuses on how EBSERH has reframed the division of political 

power and reconfigured decision procedures and rules within the HUFs’ micropolitics, 

affecting professionals’ attitudes towards hybrid roles.  

Based on the interviews, the findings presented in this chapter are organised under three 

headings. First, I look at how the centralisation of governance arrangements has produced a 

hierarchical inter-organisational relationship between EBSERH and HUFs, leading to a 

prevalence of top-down decision making. I explore the interviewees’ narratives about how 

centralisation has encroached upon universities’ political autonomy thus breaking the former 

intimate links between hospitals and medical colleges. 

Second, I demonstrate that centralisation has profoundly transformed the political conditions 

for the realisation of participatory parity in HUFs, notably among triple hybrids who are facing 

enforced seclusion from top management roles. I argue that the loss of representational power 

is particularly challenging for university triple hybrids with a more critical and hostile stance 

towards managerial principles of work organisation. I also show that relegating EBSERH-

employed doctors to a rank-and-file stratum decoupled from more intense academic work and 

higher-level management positions leads them to develop a sense of underrepresentation to 

influence the terms, conditions, and context of their work.  
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I then move on to discuss how medical professionals have reacted to major political changes in 

the HUFs’ micropolitics. Drawing on the notion of resistance as voice proposed by Fleming 

and Spicer (2007), I argue that some hybrid elite professionals, particularly university 

professors, have struggled to become triple hybrids in order to continue playing an active role 

in hospital administration. I discuss how preserving formal politicisation in appointing top 

managers and engaging in alternative and unofficial management roles can be viewed as forms 

of resistance as a voice that may foster managerial hybridisation at HUFs. 

Finally, I look at more radical forms of resistance deployed by professionals to respond to 

managerial encroachment. I explore two strategies of resistance as refusal, backstaging and 

intentional seclusion, to demonstrate that some hybrids choose to deliberately move away from 

management roles to preserve more traditional principles of medical-academic professionalism. 

I close this chapter by arguing that strategies of resistance as refusal may evidence an ongoing 

process of erosion of triple hybridism within HUFs, or simply dehybridisation. 

In this way, the chapter demonstrates that political representation mediates professionals’ 

identity formation and change in their involvement in hybrid roles, for participation, voice, legal 

prerogatives, and influence are all major political factors influencing how and why 

professionals may enact or resist hybridisation in their struggles for political power within the 

hospital organisation. 

 

8.2 Centralisation of governance arrangements 

The NPM reform carried out in HUFs has impacted important political conditions governing 

professionals’ representation and participation in decision making. An exemplary theme that 

emerged in my data is the considerable centralisation of governance arrangements. 

I have already explained (see Chapter 7) that HUFs join EBSERH through a management 

contract that emphasises output controls, self-discipline, and parsimony in resource use to 

reduce costs and improve hospital capabilities. My findings indicate that the agreement made 

between the company and universities does not quite reflect an NPM-type contractual 

governance coordination. That is because all assets and decision-making prerogatives are 

transferred to EBSERH through a standard adhesion contract whereby the company (the 
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“agent”, in principal-agent terms) has much more information and political power than 

universities and medical colleges (the “principals”) in setting the terms and conditions of the 

contractualisation. As one participant noted, “Management contract is just a name. It is an 

assignment of assets and rights. It is actually an adhesion contract. How come? Because 

EBSERH is the part that [unilaterally] stipulates the contractual provisions” [MSI-32/doctor-

professor]. What is more, given the hospitals’ reliance on a large number of EBSERH 

employees, universities are unable to intervene if the company’s performance falls short or 

interests diverge, meaning that returning hospitals to universities is virtually impossible. This 

perspective is illustrated in the following example: 

The basic principle of the [NPM] model is governance coordination through a 

management contract. Contracts are the means whereby the state coordinates, 

demands, and supervises [the agent]. In the case of EBSERH, a management contract 

is a fictional instrument agreed upon for 10 years, 20 years, or even indefinitely, in 

which there are no clearly defined assessment indicators and processes. It’s like a 

smokescreen because, as we saw here in [city], once a university decides to sign the 

contract, it will be extremely difficult for it to withdraw. […] At the end of the day, the 

university becomes a completely powerless captive because there is no turning back. 

[MSI-35/doctor-professor-manager] 

Therefore, the interviewees’ perception is that such a contract-based arrangement of governance 

has led to a greater degree of centralisation in the inter-organisational relationships between the 

company and university hospitals, with a hierarchical dynamic being established. This observed 

movement towards centralisation was described by some respondents as an encroachment on 

university autonomy, as I discuss in the next section. 

 

8.2.1 Encroachment on university autonomy 

Although the creation of EBSERH can be viewed as a strategy of agencification aimed at 

transferring public higher education and healthcare services to public enterprises regulated by 

private law (see Chapter 4 for a detailed account of “publicisation” in Brazil), it involves 

significant instances of a tightening of central control and oversight. Indeed, this reform 

comprised the “implementation of a single core management system” [REF20/Law n. 
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12550/2011] based on the centralisation of control, investment decisions, and personnel 

management in EBSERH, which has become the central authority of decision making. 

Views on the implications of centralisation for hospitals varied in my sample, indicating a 

struggle over meaning (Fairclough, 2003) in the process of meaning making about this change. 

For some respondents, centralisation means that the company “has become a centre of 

knowledge development concerning large-sized hospital management […] that will certainly 

allow for the development of university hospitals” [PSI-01/doctor-professor-manager]. Other 

meanings associate centralisation with positive benefits such as cost reduction, economies of 

scale, and proximity to central ministries to influence policymaking [MSI-03/doctor-clinical 

instructor-administrator; MSI-07/doctor-professor-manager]. 

Contrastive semantic relations were established, with less optimistic participants attributing 

more negative connotations to centralisation. Some of them maintained that centralising 

hospital management in EBSERH means revising hospitals’ supreme governance bodies to 

create an organisational structure that eschews the wider involvement of universities and 

medical schools in collegial policymaking and planning exercises. For example, a nationally 

renowned triple hybrid who has also been a member of the university political elite reported 

that the corporate governance introduced by EBSERH has led to huge representational 

cleavages, particularly affecting university-employed statutory staff: 

We couldn’t widen the executive board. There was no chance of that happening. But 

we managed to expand the advisory committee to encompass all segments of the 

university. To give you an idea, the advisory committee did not initially include RJU 

staff representatives. There were just representatives of EBSERH personnel within the 

committee. That is why RJU workers deeply resent EBSERH. They feel orphaned in 

this [representation] process. There is, therefore, a great deal of dissatisfaction among 

them. [MSI-35/doctor-professor-manager] 

Going on, she argued that the participation of university actors in the hospital governance 

structure has been weakened under the EBSERH administration, which is much more 

preoccupied with being accountable to the company’s headquarters: 
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The previous hospital deliberative board, which was composed of the colleges, faculty 

members, and students, is gone. There is currently an advisory committee that is 

regimented by EBSERH and includes only a few university representatives. There are 

even representatives from the municipal health council but only a few college 

members. [MSI-35/doctor-professor-manager] 

Respondents similarly noted that centralisation has led to a prevalence of top-down decision 

making encroaching upon the universities’ political autonomy to influence the day-to-day 

running of hospital services. In several interviews, such a loss of university autonomy was 

described as breaking the formerly intricate links between hospitals and medical schools. 

 

8.2.1.1 Estrangement between hospitals and medical schools 

As previously mentioned, for many decades, the micropolitics of HUFs was characterised by 

an organic entwining with universities and medical colleges. This allowed elite university 

professors and clinicians to protect medical-academic professionalism as the dominant 

principle of work organisation in HUFs by exercising their political power to mitigate the 

effects of national reforms locally and to reinterpret and adapt organisational and institutional 

changes. Throughout the interviews, however, frequent references were made as to how 

centralisation has reduced the influence of medical schools over hospital administration. For 

example, some respondents said that “the hospital now belongs to EBSERH rather than the 

university” [PSI-05/doctor-manager], which, in effect, means that strategic political decisions 

are no longer at the hands of medical schools. Likewise, participant MSI-12 [doctor-professor-

administrator] related that, in Sigma Hospital, “the school of medicine no longer has a voice, 

since the hospital has become a regular type of hospital within SUS”. In the same vein, 

interviewee MSI-09 [doctor-professor-manager] stated: 

The autonomy of Sigma University has disappeared along with everything that means 

merit, hierarchy, education, research, free critical thinking, development, and an 

equal level of debate and collegial decision making that favours the interests of the 

educational institution.  
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This narrative of the growing estrangement of medical schools from hospitals was represented 

metaphorically as an “abyss” that has emerged between universities and HUFs since they 

migrated to EBSERH [MSI-11/doctor-professor]. This was perceived to negatively affect 

professionals’ sense of belonging to the hospital. Sometimes, professors even noted that they 

personally experienced subtle forms of isolation from hospital premises, reaching a point at 

which they “had to ask permission to enter the hospital” to perform academic and clinical 

activities [MSI-35/doctor-professor-manager]. One participant gave a particularly illuminative 

example, saying: 

Professors must now ask permission from the receptionist to go through the turnstile 

because our university ID badges no longer grant us access. I can enter the College 

of Medicine, the College of Nursing, and the library with my university ID badge, but 

not Sigma Hospital. I can’t enter the ambulatories where I’m supposed to teach and 

practise medicine. [MSI-12/doctor-professor-administrator] 

Academic work was thought to be directly impacted by such inter-organisational estrangement. 

Participant MSI-35 [doctor-professor-manager], for instance, told me that EBSERH redesigned 

several rooms and areas initially reserved for students in order to accommodate medical 

services. Interviewee MSI-01 [doctor-professor-administrator] similarly related that the faculty 

has faced difficulties in conducting clinical research in certain specialities where there is limited 

demand for patient care, “because it [EBSERH] has a style of management that is performance-

driven […] and focused on the local health department in order to increase revenues”. 

As these findings suggest, here, maldistribution of organisational resources and capabilities 

merges with doctor-professors’ misrepresentation and diminished political influence over the 

organisation of work within HUFs’ micropolitics. The greater focus on clinical care provision 

(I will have more to say about this in Chapter 9) contributes to reframing the political conditions 

upon which academic hybrids seek to control and organise not only day-to-day hospital 

operations but also medical education. For participant MSI-09 [doctor-professor-manager], the 

reform has led to the hollowing out of university professors’ participation in decision making 

and, as a consequence, of the HUFs’ educational nature. Now more subject to performance 

metrics relating to patient care, university hospitals were portrayed as losing their status as high-

profile health education organisations: 
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It’s been a complete disaster, with a loss of university autonomy, distancing from 

academic departments, total subservience to the priorities of local health authorities 

without any commitment to undergraduate and postgraduate education, critical and 

transformative research practices, advancements in nosology, and a better 

qualification of health professionals. [MSI-09/doctor-professor-manager] 

The breaking up of the links between hospitals and medical schools singles out not only a loss 

of university autonomy, but also “a loss of identity” [MSI-17/doctor-professor-manager] due to 

a perceived encroachment on professional political power. Here, the misrepresentation of 

formerly very influential hybrid elites reveals important recognitional implications for the 

medical profession, since political tensions raised by managerial principles of organising work 

influence professionals’ hybridised identity formation. As I will further explain in Chapter 10, 

the managerialist logic that has been disseminated across HUFs in the form of top-down 

decision making and a greater focus on performance measurement negatively affects the 

framework of legal rights and responsibilities upon which professionals can construct the self-

respect they need to make independent choices and exercise their autonomy at work. They also 

impair professionals’ development of a sense of belongingness and status to feel part of a group 

that has the legitimacy and acknowledgement to actively participate in decision making, 

regardless of their formal roles in the organisational structure. 

 

8.2.2 Encroachment on professional political power 

Most interviewees related that the transfer of HUFs to EBSERH has curtailed professionals’ 

political power to locally determine the terms, conditions, and content of their work. They 

reported that even professionals in charge of hospital administration do not have independence 

from the EBSERH’s headquarters. Participant MSI-13 [doctor-professor-administrator], for 

instance, noted that lower-level managers enjoy very limited discretion to make decisions and 

“have no flexibility to customise services and new management tools”. In addition, interviewee 

MSI-17 [doctor-professor-manager] stressed that a top-down definition of organisational 

priorities has exposed academic hybrids in top management posts to “enforced acceptance” of 

promoted changes, saying that “they have simply to comply with decisions and policies imposed 

by EBSERH”. 
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Similarly, the prevalence of vertical, ex-post communication of decisions keeps faculty 

members away from deliberations and decision-making processes within hospitals. Many 

academic hybrids reported a policy of no broad discussion before implementing intended 

interventions, as they seldom received an invitation from the upper administration to take part. 

This is illustrated in the following passage: 

It’s like “Let’s change this”. We are just notified, not consulted. It’s not like “Let’s do 

a pilot first to see how well changes go in this unit”. No. All of a sudden, they start 

changing the whole system and everybody must adapt to a new reality. [MSI-

16/doctor-clinical instructor-administrator] 

Other participants emphasised that the institutional mechanisms for the active participation of 

academic staff in decision making lack open communication and feedback channels. As 

interviewee MSI-15 [doctor-professor-administrator] related, professors’ political influence 

relies pretty much on personal networks and status within the hospital, though their voice may 

not ripple through the EBSERH’s central authority. This suggests that the managerial 

centralisation of HUFs has profoundly transformed the political conditions for the realisation 

of participatory parity, notably among university professors whose representation power is 

deemed to have been detached from higher organisational circuits of decision making. Let me 

say more about this in the following subsections. 

 

8.2.2.1 Enforced seclusion from management roles 

Since the rise and expansion of medical education and university hospitals in Brazil (see 

Chapter 5 and Appendix J), professors of medicine have formed the most politically powerful 

professional category within the HUFs’ micropolitics. Their positions as academic hybrids and, 

in many instances, triple hybrids combining clinical, educational, and managerial 

responsibilities served as criteria of membership and collective identity that underpinned their 

greater representative status to influence hospital administration. It can be argued that 

professors’ stronger political representation may have subordinated or excluded other 

professional groupings (e.g., subcontracted rank-and-file doctors and nurses) from political 

participatory processes. As participant MSI-19 [doctor-clinical instructor-manager] observed, 

professors were the figures of authority within the hospital and often became hybrid clinical 
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managers “just because they were professors”. Nevertheless, through enacting hybrid roles, 

elite professionals were able not only to increase their recognition but also to attenuate the 

impact of redistributive disadvantages associated with the university career, such as unpaid 

clinical practice and dissatisfactory academic salaries (I will explain this further in Chapter 9).  

With the managerialisation of HUFs, however, university professors have had their power and 

preeminence in hospital management curtailed. As some respondents commented, “professors 

no longer have the strength they once had” [MSI-24/doctor-professor-manager], and “can’t just 

bang on the door of the administrative office and expect their claims to be satisfied” [MSI-

19/doctor-clinical instructor-manager]. 

According to my discursive data, one factor in the decline in university professors’ participation 

in management affairs is that managerial principles of work organisation increasingly limit their 

influence and work autonomy, for directives imposed by the company tend to prevail. This was 

particularly challenging for triple hybrids, who came to develop a more critical and antagonistic 

stance towards the company’s managerial policies, in some cases leading to involuntary 

dismissals: 

I ended up being dismissed because I was annoying them a lot. This is what was 

happening to many [top] managers, even though they had been nominated by the 

university chancellor […]. Actually, most of them don’t want to speak out against or 

challenge EBSERH; they just want to swim with the tide, because this is always easier. 

But when you start to swim against the tide, things get a lot harder. [MSI-35/doctor-

professor-manager] 

Besides, the infusion of managerialism into HUFs has created a business-like culture requiring 

mainstream management qualifications and skills that many academic hybrids do not possess. 

For interviewee MSI-07 [doctor-professor-manager], professors lacked a “vision of modern 

hospital management” because they believed “they owned hospital facilities and could do 

whatever they pleased”. He continued by stating that more managerial ways of working and 

organisational imperatives have lessened professors’ authority and old practices: 

University professors are the only group that has lost the power of influence on the 

hospital. Why? Because hospital management is now focused on making things work. 

Previously, professors had little concern about costs, productivity goals, or demands 
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from the local health department. They were only interested in what they needed to do: 

teaching. However, once we modernised hospital administration with EBSERH, we 

had to align everything: it must be good for teaching, and it must meet the demands of 

society; it must be productive and cost-effective. So, as we sought to reconcile these 

issues, we ran against some professors who didn’t recognise all these aspects of 

hospital management. Therefore, if asked which class has been demoted within the 

hospital, I would say it is the class of university teachers. 

The seclusion of university professors from management was frequently represented in 

interviewees’ discourses as “repulsion”, “isolation”, and “exclusion”. As I will further explore 

in Chapter 11, these movements may well contradict the tendency towards reprofessionalisation 

through managerial hybridisation because, instead of integrating academic and administrative 

tasks to preserve professional control over work, they end up promoting further identity 

disaggregation or deletion. Put differently, managerialism intensifies intra-professional 

hierarchies, competition, and subjugation to managerial principles of work and control to such 

an extent that it may eventually drive some professionals out of management, making them 

involuntarily rid of a managerial identity. 

I would note here that these trends were pointed out by both triple hybrids who had taken up 

management posts under the EBSERH administration and hybrids who had performed 

management roles in the past but no longer participated in hospital administration since the 

reform. Although university doctor-professors are still in charge of higher managerial positions 

in several HUFs, many interviewees reported that academic hybrids are now competing for top 

management posts with other professional groupings (e.g., EBSERH doctors, nurses, general 

managers) and increasingly losing middle and lower administration positions. That was said to 

have further excluded them from day-to-day decision-making processes. Consider the 

following examples of the enforced seclusion of university professors from management roles: 

The hospital superintendence and other key front offices at Sigma Hospital are still 

being run by professors. Upper management positions are thought to belong to 

professors. However, many coordination and headship positions are no longer held 

by professors. Thus, the advent of EBSERH has caused professors to move away from 

management to some extent. [MSI-17/doctor-professor-manager] 
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They [EBSERH] make decisions about issues that involve the college without 

consulting [the faculty]. They just let us know, like “From now on, we’ll proceed that 

way”. They have entirely excluded university teachers from decision making. [MSI-

27/doctor-professor-administrator] 

Considering that discourses evoke particular ways of representing the world and that “there are 

alternative and often competing discourses, associated with different groups of people in 

different social positions” (Fairclough, 2003:17), I can offer further examples of how new ways 

of representing university professors emphasise their general loss of political power. As seen in 

Table 4, many extracts of my interviews illustrate material clauses (Halliday and Matthiessen, 

2004), indicating concrete changes in the circumstances of power exercise by professors: they 

(ACTOR/AFFECTED) are typically represented as actors being affected by a process of 

seclusion from management roles. Other extracts illustrate how academic hybrids 

(CARRIER/TOKEN) are characterised (ATTRIBUTE) and identified (VALUE) through 

relational clauses that construe representations according to which doctor-professors are no 

longer important protagonist figures of power within the HUFs’ micropolitics. 

It can be argued, therefore, that the relative deposition of the knowledge elite from their 

formerly hegemonic spaces of representational power in university hospitals goes hand in hand 

with their seclusion from positions of managerial authority that they once held unrestrictedly. 

Even though some professors of medicine still occupy senior top management posts, their 

political power to control the terms, conditions, and context of work within HUFs has been 

reduced overall. For some respondents, the academic hybrids’ limited authority to coordinate 

clinical services and health education demonstrates this. Participant MSI-10 [doctor-clinical 

instructor-administrator], for instance, stated that “Professors have lost their roles and work 

autonomy in patient care, since they are almost totally isolated from it. They are excluded from 

decision making. They make no decisions about it”. Likewise, participant MSI-21 [doctor-

professor] noted that, insofar as university academic staff are pulled away from hospital 

management and leadership positions, decisions about clinical procedures tend to be less guided 

by the best scientific evidence. She cited the recent rise in patient-requested caesarean sections 

at the maternity unit, a practice that is supported by the hospital administration and rank-and-

file clinicians, but, in her opinion, does not adhere to evidence-based medicine and practices 

shared by the college’s obstetrics and gynaecology faculty members. 
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Table 4: Material and relational processes of discursive representation 

Discursive examples (key messages) Representational processes 

 

RELATIONAL-2, TOKEN+PROCESS+VALUE 

 

RELATIONAL-1, CARRIER+PROCESS+ATTRIBUTE 

 
RELATIONAL-1, CARRIER+PROCESS+ATTRIBUTE 

 

RELATIONAL-2, TOKEN+PROCESS+VALUE 

 

MATERIAL, AFFECTED+PROCESS+(ACTOR) 

 
RELATIONAL-1, CARRIER+PROCESS+ATTRIBUTE 

 

MATERIAL, AFFECTED+PROCESS+(ACTOR) 

 
MATERIAL, AFFECTED+PROCESS+(ACTOR) 

Source: Author 

 

8.2.2.2 Relegation of rank-and-file clinicians 

On the one hand, the managerialisation of HUFs has led to the weakening of university 

professors’ power of representation in HUFs. On the other hand, it has led to the relegation of 

rank-and-file clinicians employed by the company to second place. By this, I suggest that 

EBSERH doctors are usually assigned to positions and tasks which are seen as inferior 

compared to the positions and tasks dominated by more senior academic staff. Such a relegation 

of EBSERH doctors from a practice elite to a rank-and-file stratum implies reduced technical 

autonomy in the workplace, given their greater subordination to the managerial principles of 

work imposed by the company. This, in turn, affects their political representation as a 

professional subgroup within HUFs. 

Two facets of EBSERH doctors’ misrepresentation were highlighted throughout the interviews. 

First, there was a perception that their positioning as rank-and-file practitioners decoupled from 

more intensive scholarly work and strategic managerial roles led to a sense of 
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underrepresentation in terms of lacking the authority to influence the organisation of their own 

work. For example, EBSERH doctors were sometimes depicted as a “newly-arrived” group of 

doctors that is inserted into day-to-day work by senior university staff [PSI-04/doctor-

professor-administrator]. They tend to passively be expected to do more demanding work tasks 

that are rejected by senior consultants, such as weekend on-call shifts. Also, they tend to feel 

more isolated from high-profile academic tasks, although many of them are required to provide 

some level of practical instruction to medical residents. One EBSERH doctor noted, “We see 

that there is a certain separation between professors, who run lectures and academic debates, 

and EBSERH clinical staff, who are more involved in patient care and more isolated, dealing 

with harder work” [MSI-05/doctor-clinical instructor]. Moreover, since managerial hybrid roles 

are viewed as controlled by senior representatives of the university, EBSERH doctors are rarely 

involved in top management functions. This entails that the roles and degree of participation of 

doctors employed by the company are clearly demarcated. Another EBSERH doctor noted this, 

saying: 

EBSERH makes it very clear what the role of its doctors is. It’s not something under 

discussion. We came in to meet [clinical care] demands. We have a workplan and we’ve 

got to follow that workplan. Got it? There’s no room for adventure. [MSI-20/doctor-

clinical instructor] 

Second, there was a perception that EBSERH employees lack a strong unionist representation, 

which renders them more subject to organisational constraints. For example, one interviewee 

said, “EBSERH doctors back down very easily” when their claims are not heard by the 

company. In this sense, misrepresentation of EBSERH employees due to their still nascent 

unionism, separate from university staff trade union organisations, was said to be associated 

with redistributive differentiation stemming from the distinct employment regimes and work 

arrangements introduced by the company (see Chapter 9). As participant MSI-32 [doctor-

professor] commented, EBSERH has eroded unionism within HUFs by promoting further 

workforce stratification and politically destabilising the institution: 

When workers are divided up, CLT-regulated workers are pitted against statutory 

workers, creating institutional instability. Unionism is undermined as a result. The 

trade union of statutory workers is being drained day by day because membership is 

shrinking due to dismissals, retirements, and deaths. And there is a [still weak] private 
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sector type of union. This means that unionism in university hospitals is losing strength 

and its capacity to fight for labour rights. 

Another respondent noted that centralisation of decision-making power reduced the 

representativity of trade unions and professional associations in negotiations with the company, 

saying that “[…] the central negotiation table, which only discusses broad topics and does not 

address particular working conditions and remuneration, does not include a chair for the 

EBSERH doctors’ trade union” [PSI-05/doctor-manager]. 

In sum, the managerialisation of HUFs encroaches on professionals’ political power by leading 

to centralised governance arrangements that seclude university teachers from the spaces of 

decision making and relegate rank-and-file clinicians to a more fragile position in terms of 

political representation. The greater stratification of the medical profession within HUFs 

weakens its capacity for political mobilisation and power exercise, not only within hospitals’ 

micropolitics but also in broader negotiations and political claims-making. 

 

8.3 Resisting managerial encroachment 

Thus far, I have shown that the infusion of managerialism into HUFs, reflected in more 

centralised governance bodies that encroach on professionals’ political power, has incited new 

struggles for representation. On the one hand, these struggles indicate that the political 

conditions mediating doctors’ transition to academic and managerial hybrid identities are 

changing. The professional-organisational power balance is being affected by new dynamics of 

participation that, by disrupting old practices of organisational decision making within HUFs, 

cause some professional groups to be underrepresented. On the other hand, struggles for 

political representation signal that elite professionals are also able to resist managerial 

encroachment (Waring and Currie, 2009) through enacting hybrid professional-management 

roles, although to a very limited extent and in a different way than that described by the 

reprofessionalisation thesis (Freidson, 1994). 
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8.3.1 Resistance as voice 

My findings suggest that some doctor-professors seem willing to take on management to retain 

the political power of the faculty, a response that loosely evinces Freidson’s (1994) 

restratification theory. Here, managerial hybridisation appears as a form of resistance to 

preserve professors’ voice and the influence of medical colleges on hospital-related decision-

making processes. 

According to my interviewees, despite organisational pressures secluding university professors 

from management, some of them still choose to assume hybrid professional-management roles 

to retain their political representation within HUFs. In this case, managerial hybridisation 

among doctor-professors reflects what Fleming and Spicer (2007:35) referred to as “resistance 

as voice”, because the triple hybrids’ aim is not to block power but “to gain access to power, in 

order to express voice via the legitimate organs of domination”. In other words, some professors 

strive to become triple hybrids to access managerial flows of domination within the new system 

of hospital administration, so as to take an active role in the decisions that affect them. 

I have found two strategies whereby clinical-academic hybrids seek to personally engage in 

managerialism to challenge the imbalance of power that derives from misrepresentation within 

the HUFs’ micropolitics. I will now look at each of these strategies, in turn. 

 

8.3.1.1 Preserving formal politicisation 

As mentioned in Chapter 7, internal elections and the discretionary nomination of hospital chief 

executive officers have traditionally been significant drivers of the transition of doctor-

professors to hybrid professional-management identities. For a long time, these forms of formal 

politicisation (Hustedt and Salomonsen, 2014; Peters and Pierre, 2004) enabled professors of 

medicine to integrate higher-level management, making them powerful triple hybrids. This 

helped them maintain their academic authority and protect the institutional connections between 

medical colleges and HUFs. 
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Interestingly, even after the migration of HUFs to EBSERH, the politicisation of the highest 

positions in the organisational structure was not entirely abolished but was reshaped to preserve 

the formal rules legitimising the selection of hospital top managers by criteria other than 

managerial criteria, thus allowing for the political appointment of triple hybrids. Put differently, 

in some hospitals, university academic staff have struggled to respond to enforced seclusion by 

maintaining higher-level management posts under the control of faculty members, 

notwithstanding the company’s efforts to “modernise” hospital management and the greater 

degree of governance centralisation encroaching upon the university’s political autonomy. As 

interviewee PSI-01 [doctor-professor-manager] commented, “The corporatist weight is still 

significant because of university elections. So, the university has a substantial weight”. 

Another interviewee reported that the transfer of HUFs to EBSERH raised political disputes 

about keeping the hospital under the leadership of the medical college, given that the reform 

initially envisaged the appointment of general managers from the company’s own personnel. 

He went on to relate that after strong resistance from the universities to this type of intervention, 

the nomination of the hospital superintendent remained a decision to be made by the university 

chancellor, following an internal election process in most cases: 

The university chancellor continues to designate the hospital superintendent. I’m not 

sure whether you’re aware of it, but this wasn’t always the case. In the beginning, they 

wanted hospital superintendents to be nominated by EBSERH from its own staffing. 

There was a fight to avoid this and ensure that at least the hospital CEO is affiliated 

with the university. It’s a little bizarre because the university chancellor nominates a 

professor, who is nonetheless reassigned to the company. [MSI-04/doctor-clinical 

instructor-administrator] 

However, participant PSI-04 [doctor-professor-administrator] noted that even though 

universities have the prerogative to appoint hospital superintendents and senior managers, 

appointments must be approved by the EBSERH’s headquarters, which suggests some level of 

political subordination of triple hybrids to the company: 

All names appointed must have the EBSERH’s endorsement. We haven’t seen any veto 

from the company so far, like, “No, it can’t be this person. We’ll send you someone 

else”. No. All top posts have been taken by people from here [university]. 
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To some significant extent, the politicisation of management positions provides triple hybrids 

a means to co-opt or colonise management, to use Freidson’s (1994) concept, as an act of 

resistance to a general loss of political power. For example, one interviewee maintained that “if 

nobody [professors] gets involved in it [hospital administration], things tend to get even worse”, 

which was why he decided to assume leadership roles to avoid “losing even more space within 

the hospital” [MSI-29/doctor-professor-administrator]. 

Politicisation, in this vein, “reflects the historically enacted or evolved institutional recruitment 

rules and arrangements of a given system to ensure responsiveness” (Hustedt and Salomonsen, 

2014:749). It can be understood as a way to police, regulate, and audit managerialism in the 

sense of ensuring the responsiveness of EBSERH’s offices of authority to the interests of the 

university community. As participant MSI-02 [doctor-professor-administrator] stated, 

appointing professors to administrative and management posts aims “[…] to preserve the little 

academic character that still exists in the hospital”. Another interviewee told me of 

circumvention strategies she deployed when in charge of hospital administration to evade 

managerial rationalisation and achieve academic objectives: 

There were some procedures that professors wanted to perform, but SUS would not 

cover, because the hospital administration no longer authorises them. So, we 

authorised these procedures provided that they were considered as part of a research 

project or outreach programme of interest to the university. We afforded that, even 

though we couldn’t claim a reimbursement. But this was an exception to the rule, 

because most of the time they [EBSERH] determined which procedures to authorise 

based on the SUS’s national tariff. [MSI-35/doctor-professor-manager] 

However, the same interviewee went on to stress that the political conditions for that kind of 

response are not always favourable, often limiting triple hybrids’ capacity to control the terms, 

conditions, and context of their work. This is because managerial principles of work 

organisation reduce professionals’ representative strength to influence decision making and 

promote more profound changes in hospital organisation and work relations. Consider the 

following passage as an example: 
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By late 2015, one of the professors involved in this process of resistance […] had been 

elected university chancellor and had to deal with the hospital being run by EBSERH. 

She had a very critical discourse about this and demonstrated to the hospital staff her 

commitment to changing that style of management. Nobody else wanted to assume this 

task, so she invited me […]. I accepted the nomination and served as CEO of the 

hospital for a year. It was extremely difficult. In the end, I didn’t make it. I failed for a 

number of reasons. [MSIS-35/doctor-professor-manager] 

It may be worth stressing that triple hybrids’ struggles for political representation carry some 

potential conservative and subversive reactions (Barnes, 2009) that may lead to the 

underrepresentation of other professional strata within the organisation. By enacting managerial 

hybridism to retain their political power, elite professionals tend to develop hybrid identities 

that may legitimise the exclusion of more junior or rank-and-file staff from participatory 

decision making. For example, participant PSI-07 [pharmacist-professor-administrator] 

polemicised, saying, “Professors are the ones who campaign to elect the candidate they want 

there [top management posts]. How many times has a non-academic doctor been elected 

[CEO]? None”. Such exclusion is attributable to the fact that managerial hybridisation entails 

distinct criteria of membership and power distribution within the occupation, operating through 

the non-participation of subordinate or external groups by imposing certain orders of discourse 

in public deliberations and even closing down particular policy agendas (Martin, 2012). 

Nonetheless, my findings suggest that managerial hybridisation in university hospitals may also 

function as an important element of resistance through voice within the institutional parameters 

of the new system of hospital administration. Here, the politicisation of management posts to 

preserve university professors’ leadership appears to be a less radical form of resistance 

(Fleming and Spicer, 2007) to seclusion. It seeks to maintain the political nomination of senior 

managers who claim and use management roles to maintain some degree of individual political 

power within the organisational domain. 
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8.3.1.2 Engaging in alternative and unofficial management roles 

My data show that university academic hybrids also seek to retain political power by engaging 

in alternative spaces where their voice can be heard. One cited example is participating in 

temporary and standing committees of deliberation that aid hospital administration and 

decision-making processes. In these committees, professors are represented as legitimate actors 

who have something relevant to say. They use these spaces to exert influence over hospital 

affairs, oversee the company’s actions, and voice grievances about organisational challenges 

and working conditions. This can be seen in the following quotation: 

We continue having discussions and taking part in committees. We cannot refuse to 

participate in them; otherwise, we will be pulled away from the hospital. […] In the 

department of medicine and other areas, we go to a lot of painstaking efforts to make 

our colleagues aware that we cannot move away and must work together. We keep 

doing so because we understand the risks [of transferring hospital administration to 

EBSERH]. [MSI-23/doctor-professor] 

Another way to retain political power is to establish unofficial leadership and administration 

roles to be performed by university professors. Participant PSI-04 [doctor-professor-

administrator], for example, commented that he has been “actively participating in the [running 

of] the ophthalmology unit, involved in lectures and management tasks without having a formal 

role”. Another interviewee spoke of his colleagues from the college who came to be regarded 

as “big bosses” or “administrators”, given their informal leadership positions in the hospital 

[MSI-04/doctor-clinical instructor-administrator]. As explained by interviewee MSI-03 

[doctor-clinical instructor-administrator], some of these informal leaders “hold” administrative 

posts known as “head of services”, which, however, do not officially compose EBSERH’s 

organisational structure and “only exist in practice”. Going on, he said that these extra-official 

administrative positions often entail a “special status of authority” and the responsibility for 

dealing with “routine bureaucratic problems”, albeit lacking any form of reward or 

remuneration for this work. Participant MSI-26 [doctor-professor-administrator] gave another 

elucidating example: 
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They [unofficial leadership and administration roles] are not subordinated to EBSERH, 

which has a different structure. I’ve been working at the hospital for 25 years, and 

since the beginning, there was a headship post called “head of service”. This was 

considered the leading post indeed. There was no “chief of unit” [EBSERH current 

place of authority]. The then head of service was responsible for handling all the 

problems. Things have become more complex today, though. EBSERH has come in 

and introduced another organisational structure in terms of personnel and roles. So, 

they don’t officially recognise the university’s head of service. 

As these findings suggest, faculty members were able to build on their academic status to create 

a complementary authority that overlapped the hospitals’ formal hierarchy.  Even though most 

of them do not formally occupy administrative positions, and their main roles are concentrated 

in the college, doctor-professors try to preserve a sense of belonging to the hospital’s 

organisational life. They do so by constructing a complementary institutional arrangement 

(McGivern et al., 2015) that rests on technical expertise and informal authority and 

counterbalances the formal set of organisational principles and structures. One respondent 

described it these terms: 

We have a manager, a chief of unit, in there. But I’m the one responsible for 

coordination. It is like a technical reference role for coordinating the clinical team. 

[…] It is much more akin to an academic leadership and technical reference function 

than a formal managerial role. For example, I coordinate clinical meetings, I’m 

currently in charge of the Covid-19 inpatient unit. But just for technical reasons. [MSI-

13/doctor-professor-administrator] 

Therefore, alternative and unofficial administrative posts give academic hybrids access to 

informal channels of professional communication and authority that can be used to influence 

managerialism. They, therefore, function as an endogenous source of political power that 

members of the university knowledge elite can deploy to protect their academic jurisdiction 

over hospital work and represent medical-academic professionalism in the new system of 

hospital administration. 
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8.3.2 Resistance as refusal 

There was a narrative of resistance to managerialism based on refusing management roles rather 

than using them to echo professional interests. Here, professionals’ responses aimed to block 

the effects of managerialism by undermining the managerial principles of organising work 

rather than integrating or aggregating them. This movement was particularly shown by triple 

hybrids who “[…] don’t consent to EBSERH’s mode of management and ways of working” 

[MSI-17/doctor-professor-manager]. 

As Fleming and Spicer (2007) stated, refusal is generally a visible form of resistance because 

one is put under the spotlight when one does not follow the orders of a superior. However, there 

are more subtle actions of refusal within this general category of resistance. For my sample, I 

found two relevant strategies employed by professionals to refuse managerialism in HUFs. The 

first involves moving backstage as a reaction to management by avoiding taking part in internal 

decision-making processes and going along with new organisational directives imposed by 

EBSERH. The second entails intentional seclusion from managerialism by actively distancing 

oneself from management roles. Let me present some empirical findings on these strategies of 

resistance in the next subsections. 

 

8.3.2.1 Backstaging 

For many triple hybrids, preserving political representation means furtively moving away from 

hospital administration by avoiding taking formal responsibility over decision making or simply 

not complying with new organisational directives, hence continuing as they have always 

worked. As participant PSI-07 [pharmacist-professor-administrator] commented, some 

professionals “[…] just don’t care. They don’t want to work or make a commitment to the 

institution [hospital]” under the current system of hospital administration. Instead of directing 

their identities, practices, and conducts towards managerialism, professionals try to act 

according to previous courses of action and pre-existing practices, thus dismissing new ways 

of coordinating work. For example, one participant said: 
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Professors no longer want to take responsibility for the hospital. They want to give 

their master lectures, perform complex surgeries, decide on their own schedule, and 

see an X number of patients while teaching, but sometimes they don’t want to be in 

[management]. [PSI-04/doctor-professor-administrator] 

As a result of such reluctance to take on management roles, many triple hybrids who used to 

hold top management positions in the hospital are now choosing to move “behind the scenes”, 

acting backstage to influence decision making while “avoiding losing work freedom and 

autonomy” [MSI-04/doctor-clinical instructor-administrator]. Moving backstage was a 

movement perceived particularly among hybrids with a strong academic professional identity 

and who “see themselves primarily as professors”, therefore rejecting subjection to EBSERH 

and the business-like style of management associated with it. Another interviewee noted this, 

saying, “There are many professors who were [managers] but decided to step down after this 

new pattern of management and transition [to EBSERH]. As a matter of fact, they are now 

backstage, not in command posts” [MSI-08/doctor-professor-administrator]. 

For some respondents, distancing from management roles was important not only to protect 

academic boundaries but also to react to new managerial imperatives by exerting informal 

influence from outside management. For example, one interviewee related that, at Alpha 

Federal University Hospital, university professors have reached a “gentlemen’s agreement” 

with the EBSERH administration to mitigate the impact of new forms of control over their 

work; they have become more sympathetic to certain demands, such as supporting the 

involvement of EBSERH doctors in clinical instruction, in return for escaping from strict 

attendance management policies adopted by the company [MSI-03/doctor-clinical instructor-

administrator]. Another participant commented that many university professors decline 

management roles that they view as “essentially bureaucratic” but do not relinquish their power 

of persuasion to informally influence the company to nominate a manager who is known by the 

clinical faculty: 

She was elected by consensus between [the members of] the nephrology and urology 

units. She’s a manager whom we already knew in the hospital, although she’s not a 

doctor. Essentially, she was elected by us and appointed to EBSERH, which accepted 

her nomination. [MSI-26/doctor-professor-administrator] 
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While reflecting a form of resistance as a refusal to hybrid professional-management identities, 

backstaging entails distancing from management but remaining close enough to its 

surroundings to exert some degree of influence over how work is organised and managed. 

 

8.3.2.2 Intentional seclusion from management roles 

While resistance as refusal involves moments of furtiveness and passivity in which one does 

not utterly adhere to managerial ways of doing things, it can evolve into a more active 

articulation of refusal. As Fleming and Spicer (2007) argued, refusal may sometimes imply an 

escalation of opposition, which, in my case study, was evidenced by hybrids’ intentional 

seclusion from management roles via acts of voluntary resignation and boycott. 

Voluntary resignation from management positions denotes a more radical form of resistance to 

reform, entailing an ongoing decline in medical professionals’ inclination to take up 

management. Reflecting how certain professional groupings have engaged in new struggles for 

political representation in the HUFs’ micropolitics, voluntary resignation has been a common 

reaction among hybrids who were initially supportive of the reform but eventually came to 

associate EBSERH management with a loss of professional autonomy, an unacceptable breach 

of university political power due to high centralisation, conflicting interests, and incapacity to 

solve deep-seated problems. Participant MSI-02 [doctor-professor-administrator], for example, 

related that she had a very disappointing experience while holding a lower-level management 

post under the EBSERH administration due to a lack of political strength to push for change: 

I distanced myself, you know. I got deeply upset because the one who currently 

supervises the medical residency programme doesn’t even hold a master’s degree. It’s 

very difficult to deal with professionals with no academic profile in the university 

hospital. I tried to promote changes, I tried to get involved, but… 

Similarly, respondent MSI-09 [doctor-professor-manager] commented that “despite years of 

experience and participation at all levels of management, research, teaching, and clinical 

care”, many senior triple hybrids like him are gradually moving away from HUFs and even 

leaving the college of medicine to either retire or get another job at other health education 

institutions. 
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Other respondents spoke very openly about the patent decay of managerial hybridisation at 

HUFs, suggesting that strong hybridism among university professors is fading away. They 

argued that “Although still meaningful, hybridisation is a process that is being superseded” 

among doctor-professors [PSI-01/doctor-professor-manager], who “may not continue being the 

leading figure within the hospital” in the long run [MSI-24/doctor-professor-manager]. For 

some interviewees, professors’ intentional seclusion from hospital administration denotes a 

response to “a loss of rights and prerogatives” in terms of access to information and decision-

making power. Such deliberate distancing was sometimes articulated in the form of a boycott 

of the company’s administration: 

It’s like a situation where one says, “Oh no, they want to take my chair away from me, 

so I will do everything I can to stop them from messing with my chair. I will boycott 

them so that they get tired and let me alone” […]. [MSI-19/doctor-clinical instructor-

manager] 

In sum, rather than taking managerialism as a political means to reinforce their representation 

and advance their own interests, as Freidson (1994) suggested, these hybrid elites tend to 

perceive it as a threat to medical-academic professionalism and a mode of co-opting part of the 

knowledge elite to serve the interests of the company. For them, therefore, refusing 

management roles is a matter of resisting managerial encroachment to push for a reform reversal 

[MSI-12/doctor-professor-administrator], for EBSERH “has just been tolerated. Nobody has 

indeed swallowed it” [PSI-06/doctor-professor-manager]. 

Finally, it is important to note here that the shrinkage of the number of clinical-academic 

hybrids willing to take on management roles may well foster incidental hybridisation 

(McGivern et al., 2015) among other occupational workers (e.g., nursing, pharmacists) 

employed by EBSERH. This implies a shift from more strategic, willing hybridisation among 

doctor-professors towards a more passive and reactive role claim in other professions, in most 

cases by virtue of professional obligation, since management roles rejected by professors are 

likely to be filled by the company’s staff [MSI-10/doctor-clinical instructor-administrator]. This 

indicates that seclusion from management, which some university professors see as a way to 

preserve the scope of the influence of medical-academic professionalism, may contribute to 

reshaping old patterns of political representation by making room for other professional 

groupings to achieve greater decision-making power within the HUFs’ micropolitics. 
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8.4 Summary 

The findings I have presented in this chapter indicate that the migration of HUFs to EBSERH 

has initiated new struggles for representation in the medical profession by reframing the 

political conditions upon which decision-making power and rules are organised among the 

different professional strata. I have discussed how changing conditions of participation in 

hospital administration affect elite and rank-and-file professionals’ engagement in management 

roles. 

First, I have demonstrated how the greater centralisation of decision making has altered the 

HUFs’ micropolitics by consolidating top-down approaches to decision making. I have argued 

that the centralisation of hospital administration has led to encroachment on university 

autonomy, reflected in the breakage of the links between hospitals and medical colleges and 

their replacement by a hierarchical inter-organisational relationship between EBSERH and 

HUFs. 

I have then examined the implications of this new inter-organisational dynamic for 

professionals’ transition to hybrid identities. I have demonstrated that managerialisation has led 

to the enforced seclusion of academic hybrids from management roles in many hospitals, which 

may indicate a political factor eroding triple hybridism within HUFs. As seen, university 

professors no longer find in management an unrestricted source of political power and status 

(Medici, 2001) that they could claim and use to more conspicuously represent their occupational 

interests and protect their traditional logic of work. Likewise, the relegation of EBSERH 

doctors to a rank-and-file position that is more subject to managerial control reflects the 

underrepresentation of this medical stratum within novel instances of organisational decision 

making. These findings resemble a proletarianisation thesis according to which professionals 

undergo a process of political alienation (Larson, 1980) in decision making about the terms, 

conditions, and context of their work. 

After discussing how managerial reform has led hybrid elites to experience a loss of political 

power, I then explored how they have reacted to managerialism. Drawing on Fleming and 

Spicer’s (2007) notion of resistance as voice, I showed that some elite professionals, 

particularly professors of medicine, have tried to co-opt managerialism (Waring and Currie, 

2009) to maintain their political power within HUFs by occupying top management posts and 

using managerial tools and practices to preserve their clinical and academic jurisdictions 
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(Numerato, Salvatore, and Fattore, 2012). Interestingly, formal politicisation appeared as a 

strategy of resistance as a voice that provides triple hybrids with a means to both mobilise the 

logic of managerialism (Kitchener, 2002; Farrell and Morris, 2003; Waring and Currie, 2009) 

and to avoid depoliticisation, that is, removing “the political character of decision making” 

(Burnham, 2001:128) at HUFs. Engaging in alternative and unofficial management roles was a 

more subtle resistance strategy that hybrids deployed to reinforce their medical-academic 

identity and work logic in certain situations. I demonstrated how academic hybrids sought to 

construct a complementary institutional arrangement (McGivern et al., 2015) of authority based 

on informal networks and subcultures that provided them with an alternative platform 

(Numerato, Salvatore, and Fattore, 2012) for counterbalancing managerial authority. Here, the 

professional co-optation of management does not reflect Freidson’s (1994, 2001) 

restratification thesis as much as an institutional arrangement based on an indirect, non-formal 

form of authority that enables professionals to utilise particular aspects of the managerial 

system to voice their claims. 

The chapter has also provided insights into how medical professionals may resist 

managerialism by refusing the managerial principles of work organisation rather than 

integrating them into occupational professionalism. I have shown that moving backstage was a 

response articulated by some hybrids to avoid managerialism, but still keep close to it to exert 

some degree of influence over hospital administration. 

Finally, I have examined a more radical form of resistance as refusal, evidenced by hybrids’ 

intentional seclusion from management roles through acts of voluntary resignation and boycott. 

These findings support the idea of two conflicting cultures (Numerato, Salvatore, and Fattore, 

2012), medical-academic professionalism and managerialism, that are striving against each 

other to attain power within the HUFs’ micropolitics. They may also indicate that, rather than 

resulting in a merger of occupational and managerial principles of work organisation to preserve 

political power, the new struggles for representation in HUFs illustrate a trend towards 

dehybridisation (Jacobs, 2005; Alvehus, Eklund, and Kastberg, 2020), as I shall further explore 

in the next chapters. 

In sum, I have offered a detailed analysis of the major underlying political factors mediating 

the processes whereby medical professionals take up, rebuff, or are repelled by hybrid work 

and responsibilities in HUFs. By exploring how the reform has impacted the political conditions 

of participation in decision making, I have provided insights into how and why medical 
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professionals may enact or resist hybrid roles in their struggles for representation and voice. In 

the next chapter, I shall explore another dimension of my holistic gestalt model to understand 

the underlying economic redistributive factors that also shape professionals’ identity formation 

and their transition (or resistance) to hybrid roles. 
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CHAPTER 

9 

Managerialism and struggles for 

economic redistribution 

9.1 Introduction 

With my third research question, I sought to understand how the managerialisation of HUFs 

impacts professional identities by changing the economic organisation of the medical 

profession and its interfaces with academic and management roles.  

To do so, in this chapter, I delve deeper into my holistic gestalt model of identity formation and 

change to explore how managerialism promoted by EBSERH affects important underlying 

economic and organisational factors that frame how and why medical professionals claim, 

rebuff, or are repelled by hybrid work and responsibilities. 

My review of the literature primed my awareness of the concept of reprofessionalisation as a 

strategy played by professional elites to improve their economic position through hybridisation 

(Freidson, 1985; Waring, 2014), but I also sought to document reform-related pressures and 

demands affecting the objective conditions of clinical, academic, and managerial work in 

HUFs. I, therefore, constructed questions to probe for potential forms of redistribution and 

misdistribution impacting doctors’ and university professors’ capacity to economically improve 

the terms, conditions, and context of their jobs through enacting hybrid roles. 

The findings are presented under two headings. First, I provide insights into how the medical 

profession has been further stratified by EBSERH in terms of work arrangements and 

employment relations. Drawing on interviews and documentary data, I explore how distinct 

employment regimes, income, and security, working conditions, career opportunities, and other 

material resources shape professionals’ more concrete attitudes towards work and produce new 

identity orientations. 

Second, I look at how the infusion of mainstream business-like methods of organising and 

controlling work has led to a more intense rationalisation of medical practice at HUFs. I show 

that a business-like culture of management may encourage some elite professionals to enact 

management and leadership roles. However, I also demonstrate that the managerial principles 
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of organising work encroach on professionals’ autonomies. I then argue that this managerial 

encroachment may undermine the objective conditions upon which hybrid interfaces between 

clinical practice, scholarly work, and management roles can be established and maintained in 

university hospitals. Finally, I discuss the performance-driven service ideology imposed by 

EBSERH. I provide narratives according to which changes in delivery arrangements to increase 

medical care provision reflect not only a perceived shift in the very nature of HUFs towards 

regular or general hospitals, but also professionals’ dispossession of control over the execution 

of work and organisational priorities. 

In doing so, the chapter shows that redistribution shapes individuals’ practical relations to self 

and relations to others in organisational life, thus helping to fully elucidate the material 

conditions upon which the transition to hybrid professional identities can be constructed, 

maintained, or eroded. 

 

9.2 New work arrangements and employment relations 

The main outcomes of the managerialist reform in HUFs included the replacement of 

subcontracted staff employed by universities’ support foundations. Most of my interviewees 

said that a very meaningful measure taken by EBSERH was the substantial hiring of health and 

administrative personnel to address understaffing in hospitals that joined the company. 

Documents also indicated that work arrangements and employment relations have changed 

considerably. By 2020, outsourced workers had been reduced from 41.6% to 2% of the total 

HUFs’ workforce, and self-employment (RPA) was terminated in all hospitals 

[REF57/EBSERH Management Report 2020]. 

 

9.2.1 Hiring and replacement of medical staff 

For some interviewees, hiring personnel under the private sector type of job contract (CLT) 

proved more efficient than recruiting RJU statutory public servants, the reason the RJU 

employment regime was considered suitable for colleges but not for hospitals. Participant PSI-

04 [doctor-professor-administrator], for example, commented: 
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For a long time, we had few job places for [RJU] public servants due to the slowness 

of the civil service, the mechanism for recruiting statutory workers and getting them 

started. In terms of staffing, I think we’re in a much better situation currently. 

Respondent MSI-03 [doctor-clinical instructor-administrator] similarly noted that the CLT 

form of employment constitutes an institutional arrangement that enables “EBSERH to carry 

out frequent entry examinations for recruiting new staff”, helping hospital administrations 

handle high levels of turnover. 

While some interviewees reported that EBSERH “was like a breath of fresh air” in an otherwise 

problematic and inflexible personnel management environment [PSI-01/doctor-professor-

manager], others related that, despite significant hiring of workers 10 , there are still staff 

shortages. In Chapter 7 we saw that management contracts agreed with each hospital stipulated 

that the company would have to solve issues of understaffing, budgeting, infrastructure, and 

reactivation of beds within a two-year period following the migration. In several hospitals, 

however, the results fell well short. Participant MSI-28 [doctor-professor-administrator] 

reported that the pace of hiring has slowed down recently due to persistent government 

cutbacks. He also noted that EBSERH, as a hybrid organisation, is not entirely free from civil 

service rigidities and austerity policies. This led to a sense of patchy distribution of new 

personnel across different hospitals, which was echoed by many interviewees. 

 

9.2.2 Reinforced stratification of the medical profession 

Another important theme was the reinforced stratification of the medical profession stemming 

from the migration of HUFs to EBSERH, splitting a highly fragmented medical workforce “a 

little bit further” [PSI-04/doctor-professor-administrator]. As previously explained, even before 

EBSERH, there has always been a great deal of internal differentiation among university-

employed clinicians and professors, on the one hand, and subcontracted, self-employed, or 

salaried rank-and-file medical professionals employed by foundations, on the other. At first 

sight, replacing the latter groupings with a single layer of rank-and-file professionals employed 

by EBSERH may appear to reduce the fragmentation of the medical profession within HUFs. 

However, my findings suggest that the transfer of HUFs to EBSERH and the coexistence of 

 
10 I provided details of the company’s current total workforce in Chapter 7. 
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two main forms of employment (universities’ RJU statutory employment and EBSERH’s CLT-

regulated job contracts) comprising large numbers of professionals have heated internal debates 

about “the differences between being a public servant and being a public employee” [MSI-

07/doctor-professor-manager]. For participant MSI-32 [doctor-professor], doctors hired by the 

company are regarded as public employees who belong neither to the university nor to the 

hospital. Rather, “[…] they compose the EBSERH’s workforce, and their salary policy, rights, 

and tasks differ significantly from those of statutory public servants”. As these interviewees 

suggested, the two different careers available for medical professionals determine not only their 

concrete job circumstances within the hospital, but also the ways they construct their sense of 

self with reference to their relations with co-workers and their sense of organisational 

membership (Ashforth and Mael, 1989; Cooper and Thatcher, 2010). 

 

9.2.2.1 Distinct employment regimes, roles, and new identity orientations 

For EBSERH doctors, who were sometimes pejoratively referred to as “ebserhians” [MSI-

36/manager], organisational membership was defined according to their differentiated position 

as rank-and-file doctors allocated to perform primarily direct clinical care in the new structure 

of hospital staffing and arrangements of service delivery. As participant PSI-03 [professor-

manager] described, “They [EBSERH doctors] are going to service patients in outpatient 

ambulatories, emergencies, and so on. They’re going to do a heavier job”. Other interviewees 

from different hospitals similarly reported that most EBSERH doctors are positioned as rank-

and-file clinicians whose main tasks revolve around patient care rather than high-level 

management or academic functions. Such a medical stratum is, therefore, fundamentally 

distinguished from groups of clinicians and professors of medicine employed directly by the 

universities, from whom academic and clinical managerial hybrids have traditionally emerged 

(Persson, Ferlie, and Baeza, 2021). 

The strength of the perceived reinforced stratification of doctoring was evident throughout the 

interviews. Much of such internal differentiation was articulated by respondents in terms of 

“segregation”, “division”, “distortion”, “discrepancies”, and “inequalities” predicated on 

redistributive issues, that is, objective conditions of work such as access to material resources, 

job opportunities, pay and benefits, and organisational support that are apportioned among 
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different medical strata on account of distinct arrangements of work and employment relations. 

This can be seen in the following quotation: 

This is exactly one of the problems with EBSERH. This is a distortion that will greatly 

undermine the development of the university hospital over the next years or perhaps 

decades. Because there are CLT workers alongside RJU workers working for different 

salaries, pursuing distinct career paths, and reporting to different leaders. The 

introduction of the CLT regime into the university hospital was one of the major 

problems with EBSERH. [PSI-06/doctor-professor-manager] 

As illustrated in Table 5, what emerged from the data is an apparent fraught coexistence of two 

forms of employment within hospitals, which, by reshaping the economic organisation of 

medical roles and responsibilities on unequal bases, fractures how professionals construct a 

sense of themselves, other peers, and the organisation. As a result, an organisational boundary 

between ingroups/insiders (US) and outgroups/outsiders (THEM) (Van Dijk, 2006) was 

demarcated, and intergroup comparisons were evoked to produce new self-concept orientations 

(Brickson, 2000; Cooper and Thatcher, 2010). For example, participants said that clinical-

academic hybrids employed by universities as statutory public servants self-define as a 

professional knowledge elite that is entitled to greater security of tenure, autonomy at work, 

and prestige. However, these faculty members earn lower salaries compared to the company’s 

pay system and are not exempt from legal responsibility for medical errors [MSI-10/doctor-

clinical instructor-administrator]. 

EBSERH doctors, in turn, tend to see themselves as a group of medical staff employed under a 

contractual form of public employment that provides better pay but “lower job stability” [MSI-

20/doctor-clinical instructor], causing them to “feel a little insecure to resist management 

constraints” [MSI-06/doctor-clinical instructor]. Other respondents emphasised that many 

EBSERH doctors hold a temporary job contract [MSI-01/doctor-professor-administrator], that 

career ladders are unsatisfactory in terms of providing incentives for them to obtain advanced 

academic qualifications [MSI-30/doctor-professor], and that access to opportunities for 

continuing education varies greatly among hospitals [MSI-36/manager], which might 

compromise a full transition to hybrid professional-academic roles within this rank-and-file 

stratum. Their job contracts require them to perform some level of clinical instruction, yet their 

responsibility for training medical students and residents is limited. Besides, they are thought 

to be more subject to tougher organisational controls regarding workload fulfilment [MSI-
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04/doctor-clinical instructor-administrator; MSI-06/doctor-clinical instructor] and performance 

imperatives [MSI-10/doctor-clinical instructor-administrator]. For example, one doctor said, 

“EBSERH doctors must strictly adhere to their 24 H/W workload, clock in after completing 

their daily duties, and meet productivity goals” [MSI-20/doctor-clinical instructor]. 

Table 5: Intergroup comparisons on account of employment regimes 

 US THEM 

RJU 
University-
employed 

doctors and 
professors of 

medicine 

As a statutory clinician, I earn less than a 
CLT-employed doctor. I can tell you how 
much I make working 20 H/W at the 
hospital: BRL 8K net [GBP 1,3K net]. 

[…] And I know that EBSERH doctors 
earn BRL 20K [GBP 3,25K] for working 24 
H/W. [MSI-04/doctor-clinical-instructor-
administrator] 

It’s highly dichotomised today. EBSERH 
doctors make twice as much as early-
career professors of medicine who work 
on an exclusive dedication basis. When 
a professor performs a cochlear implant 
operation, he assumes juridical 
responsibility for the clinical procedure. 
If something goes wrong, both the 
professional and the institution will face 
medical-legal action. Moreover, 
professors must instruct residents in 
surgeries. 

[…] EBSERH doctors, on the other hand, 
make more money for performing the 
identical cochlear implant and are under 
less of a duty to teach medical students 
[…]. They are hired as CLT employees to 
work 24 H/W on patient care and 
surgeries. They set medical students 
aside and concentrate on what they 
have to deliver to EBSERH. [MSI-
10/doctor-clinical instructor-
administrator] 

CLT 
EBSERH-

employed 
doctors 

We are aware that we cannot be fired 
without due cause, but this [CLT job 
contract] does generate a bit of 
insecurity, you know. During the 
pandemic, for example, many people 
were reallocated. Despite being 
specialists, we ended up being moved to 
the infirmary ward and on-call shifts 
alongside residents. This ended up being 
some sort of redeployment. 

[…] If we had a more tenured statutory 
position [like university staff], we might 
have considered taking legal action or 
anything. However, the CLT regime 
restricts this. We keep thinking like “I 
have to comply with their request 
otherwise I’ll get sacked”. [MSI-
06/doctor-clinical instructor] 

[…] As far as I’m concerned, the CLT in 
the public sector differs from the CLT in 
the private sector. Therefore, compared 
to workers in the private sector, we are 
entitled to a certain degree of job 
security, a bit more tenured condition.  

[…] But this is not the same as the 
statutory regime of the Alpha University 
staff. If you look at their regulatory 
framework, you’ll see that they have 
more rights, protections, and benefits 
than we have as CLT workers. [MSI-
05/doctor-clinical instructor] 

Source: Author 
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In this light, reinforced stratification of the medical profession employed in HUFs can be 

understood as intensifying forms of intra-professional differentiation by establishing how the 

objective conditions of work are internally redistributed amongst different strata, thus reshaping 

professionals’ roles and identity orientations upon which they develop a practical relation to 

self and relation to others. 

 

9.2.3 Organisational attractiveness 

Considering that there are limited empirical grounds for generalising the medical profession as 

a homogenous class of practitioners (Freidson, 1994), my sample indicates that changes in the 

objective structures and context of medical practice at HUFs have spawned different 

expectations and attitudes towards work and prospective careers in these hospitals. These 

include variations in professionals’ perceptions of these health organisations and their general 

desirability to work for them, which can be defined in terms of organisational attractiveness 

(Williams, 2013). 

 

9.2.3.1 Security of tenure 

University academic hybrids with statutory status tend to consider the security of tenure as a 

crucial economic factor of professional attraction and retention. Interviews show that, in 

comparison with private sector jobs, some professors of medicine see a hybrid professional-

academic career in a public university hospital as a better opportunity to preserve some degree 

of control over the terms, conditions, and content of medical practice. They also see it as a way 

to reposition themselves as a knowledge elite within the profession, especially when their 

beliefs, ethics, and ways of work collide with business-like methods of organising clinical work 

normally found in other types of service organisations. One faculty member gave a particularly 

colourful example: 

In the Senate, I worked as a cardiologist. I was in charge of the senators’ healthcare. 

Nonetheless, the Senate is the house of lawmakers, not doctors. I was there to treat 

medical conditions, yet I was occasionally mistreated by senators for not doing it the 
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way they wanted. […] In the private sector, I struggled to deal with the idea that 

insurance companies and money make all the decisions. For example, I faced 

numerous constraints in the private sector. I saw patients who needed specific 

diagnostic tests, but that their insurance plans and the hospital CEO refused to cover. 

So, I clashed with this policy. As a private practice owner, I was frustrated by the fact 

that whenever I purchased new equipment, I was forced to create extra demand for the 

overprovision of diagnostic testing in order to pay off the investment. I didn’t agree 

with this and decided to leave private practice. So, several constraints prevented me 

from doing what I had envisioned. I finally found the environment I was looking for at 

the university, an environment of creativity, innovation, and scholarship. University 

means continuous learning. [MSI-07/doctor-professor-manager] 

 

9.2.3.2 Financial incentives for management roles 

EBSERH has implemented a novel structure of financial incentives for individuals in 

management posts. Financial rewards offered by the company are now sharply higher than the 

bonuses paid by universities to hybrids holding similar positions in hospitals under direct 

university administration. As noted by an interviewed university chancellor, “under the 

EBSERH administration, the hospital CEO earns more than the university president” [PSI-

03/professor-manager]. He suggested that some professors are willing to take on managerial 

roles within the new system of hospital administration to monopolise economic compensation 

associated with top management posts: “Professors of health departments who are part of the 

university hospital’s power structure seek to hold senior management positions. I doubt they’ll 

leave these posts to newly hired EBSERH doctors”. 

High financial incentives associated with senior-level management roles have opened new 

avenues for the restratification of professional elites, especially triple hybrids who tend to be 

extrinsically motivated. This was emphasised in some interviews. For example, PSI-06 [doctor-

professor-manager] pondered that “Professors may want to assume [management roles] 

because they’re longing for those rewards”. Another interviewee reported that, due to the 

attractive bonuses offered by the company, “[…] many people are in managerial posts within 

EBSERH, even though they appear to have no expertise or affinity for management” [MSI-

01/doctor-professor-administrator]. 



225 
 

 
 

Financial incentives, therefore, function as strong material factors that may lure medical 

professionals to assume management and administrative roles and develop hybridised 

identities, thus representing a powerful objective driver of managerial hybridisation in HUFs. 

 

9.2.3.3 Professional repositioning 

Several participants highlighted that the domestic medical labour market is growing, with 

employed doctors typically enjoying greater economic prestige than other professional workers. 

Moreover, increasing costs with medical liability insurance and the high competition due to an 

oversupply of medical professionals in solo practice were also described as maintaining the 

trend towards employment in large private health organisations [PSI-01/doctor-professor-

manager; MSI-23/doctor-professor]. However, there was a perception that loss of labour rights 

resulting from the expansion of more insecure forms of employment in the private sector (e.g., 

gig work, professionals contracted as legal entities) singles out a movement of greater 

proletarianisation in the Brazilian medical labour market. 

In this context, while private medicine seems to be a more lucrative source of income for those 

who manage to stand out as highly skilled and experienced specialists, CLT-regulated jobs in 

public companies like EBSERH seem quite attractive for professional repositioning in the 

scenario of an increasing oversupply of doctors and reduced labour protections. For example, 

one respondent, who is a member of national professional associations and trade unions, spoke 

of this proletarianisation tendency in a rather soft way, saying that “Publicly employed doctors 

are undoubtedly proletarianised but this is not necessarily a terrible thing” [PSI-05/doctor-

manager]. As interviewee MSI-08 [doctor-professor-administrator] similarly noted, that is 

because many doctors are attracted to apply for a position at EBSERH since it still provides 

some degree of job stability and alluring benefits, such as pension schemes, hazard pay, and 

paid holidays, despite paying lower fixed salaries than large private health corporations and 

offering limited security of tenure and labour rights compared to university statutory public 

employment. 

Junior doctors, in particular, were depicted as a medical workforce that is more likely to be 

drawn to EBSERH because they see it as a chance to begin a stable medical career and capitalise 

on the university hospital’s academic status to earn a good professional reputation. 
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Nevertheless, professionals who are more extrinsically motivated by financial expectations 

were viewed as being more difficult to remain in HUFs in the long term, for many of them “[…] 

leave the job as soon as they find a better-paying work elsewhere” [MSI-05/doctor-clinical 

instructor]. Another participant noted this, saying, “One of the characteristics of young doctors 

is that they do not think in the long term. So, they’ll join [EBSERH] because the starting pay is 

good. They, however, tend not to stay over time. That is the issue: not establishing connections” 

[PSI-06/doctor-professor-manager]. 

 

9.2.4 Dual practice 

Related to the above themes, my data reveal that career opportunities for engaging in dual 

practice contribute to increasing organisational attractiveness and doctors’ intentions to work 

for HUFs and, particularly, to enact hybrid roles. Dual practice generally means a profit-

maximising combination of public and private practice by physicians, and it is a very common 

work arrangement in many healthcare systems (Socha and Bech, 2011; González, 2004). 

My discursive data show that, in general, the HUFs’ medical workforce comprises a substantial 

number of dual practitioners who strive to maximise their incomes by raising job opportunities 

in the private sector in addition to their public positions. In the absence of government policies 

to raise the public wage or, more dramatically, regulate labour market prices (e.g., income 

ceiling), many doctors feel forced into multiple jobs to cope with the lower public salaries 

offered by the universities. For example, one interviewee noted, “I came to have multiple jobs 

because of financial necessity. I’d rather hold a single job that meets all my financial needs” 

[MSI-33/doctor-professor-manager]. Dual practitioners also tend to weigh their financial goals 

against the wages they could earn in jobs other than public practice. “Surgeons usually work at 

different locations, and the job in the university hospital is likely the worst among others they 

hold in terms of remuneration”, one participant said [MSI-13/doctor-professor-administrator]. 

Another interviewee described this situation this way: 

Firstly, I don’t believe that these circumstances [multiple jobs] are incompatible. 

Working at the university shouldn’t prevent you from engaging in other professional 

activities outside of the university. For financial reasons, I just work 20 H/W at the 

university. If I worked exclusively at the university, the gap between my current wage 
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and the public salary I would earn as an “exclusive dedication” professor would be 

tremendous. [MSI-28/doctor-professor-administrator] 

Some academic hybrids also said that they work (or had already worked) as solo practitioners 

or as medical staff of private health organisations to obtain the objective conditions needed to 

pursue an economically stable professional career within the HUF as public servants. Professors 

sometimes alluded to dual practice, combining a university public job and a second better-paid 

job in private medicine, as a source of material support for enacting academic roles in the 

medical school and hospital, as illustrated in the following passage: 

I came to realise that having a job at another organisation, which paid me significantly 

more for working 24 H on-call shifts on the weekends, is what enables me to be a 

sufficiently wealthy professor committed to accomplishing what is needed at the 

college. So, today I receive a pension from this organisation and have always been 

able to support myself financially so that I can teach at the medical college. [MSI-

14/doctor-professor-administrator] 

My sample suggests that dual practice can also result from combining two public jobs within 

the same public sector organisation. Brazilian public teaching hospitals are particularly prone 

to this. As mentioned before, working simultaneously as a university-employed statutory 

clinician in the hospital and as a teacher in the college has always been viewed as a hallmark of 

medical-academic professionalism at HUFs, as well as of academic hybridisation. To some 

significant extent, EBSERH has changed this dynamic of public dual practice at HUFs, since 

dual practitioners wanting to combine academic and clinical jobs now have to apply for two 

different institutions (medical colleges and EBSERH). This is because RJU medical staff 

employed by universities are being progressively replaced by EBSERH doctors. Such a 

replacement stems not only from the involuntary turnover of university-employed clinicians 

(e.g., retirement, resignations) but also from the company’s capacity to attract some members 

of universities’ practice and knowledge elites. For example, one interviewee told me of her 

colleagues who quit their jobs as university-employed statutory clinicians to become EBSERH 

staff on account of better-paid clinical work: 
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Since the implementation of EBSERH, I’ve seen many colleagues with dual-job 

contracts. Sigma University employs several dual practitioners as both clinicians and 

professors. Some of them are now professors at Sigma University and EBSERH 

doctors. [MSI-15/doctor-professor-administrator] 

Another participant, who used to hold one position as a faculty member of the college, spoke 

of her decision to apply for a clinical job at EBSERH: 

When EBSERH announced the job vacancies, I calculated the salary, risks, and 

benefits. I decided to apply for the job and got hired. Since then, I’ve been a dual 

practitioner, working as a teacher at the federal university and as a clinician at the 

hospital. [MSI-30/doctor-professor] 

The data also indicate that some EBSERH doctors may have an interest in becoming professors 

of medicine on a part-time basis only, as illustrated in this extract: 

Professors of medicine don’t earn much. They don’t make a lot of money. Like, it just 

works for those who are passionately motivated. I think that I wouldn’t… [become a 

full-time professor]. Unless a 20 H/W, non-exclusive dedication position as a 

professor at Alpha University becomes available. [MSI-05/doctor-clinical instructor] 

Part-time university positions were often referred to as a more “convenient employment 

arrangement”, requiring less commitment to medical research and administrative tasks that are 

inherent to scholarly work, hence giving doctors “greater flexibility to work elsewhere” [MSI-

24/doctor-professor-manager] 

However, there was a recurring claim among more intrinsically motivated clinical-academic 

hybrids that many dual practitioners linked to EBSERH wish to use their posts as university 

teachers to obtain an academic reputation, which, in turn, helps increase their income in private 

practice. For example, some interviewees commented about self-interested clinicians who 

aspire to become professors at the medical school “just to put this information on their business 

cards” [MSI-13/doctor-professor-administrator], as “a market differentiation” [MSI-

05/doctor/clinical instructor] that “helps them get a clientele outside” [MSI-03/doctor-clinical 

instructor-administrator]. Other interviewees contrasted that the utilitarian approach to dual 

practice with a more mission-oriented one, represented by this quotation: 
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In my days [as a trainee doctor], some gaps in medical training got my attention. They 

affected me. Because I wanted to learn more, I became an intensivist doctor. I applied 

for a job at an ICU private practice, saying, “Look, I am very inexperienced in critical 

care and mechanical ventilation, but I would very much like to work here”. That is 

how I applied for the position. That is how I flourished and became a pulmonologist. 

I worked so hard studying and practising pulmonary physiology that I eventually 

became a specialist in pulmonology. So I acknowledge that much of what I’ve brought 

to the college has come from my outside work experience. [MSI-14/doctor-professor-

administrator] 

In the same vein, participant MSI-17 [doctor-professor-manager] highlighted the importance of 

gaining hands-on experience outside of the university and developing a more holistic 

understanding of the national health system before pursuing a career in academia. Going on, 

she stated that she never applied for a position in the faculty when she was younger because 

she believed a professor of medicine “must go through a professional maturing process in order 

to teach medicine”. She only decided to seek an academic position many years later, after 

gaining experience from various private and public health organisations.  

In sum, changes introduced by EBSERH have preserved the HUFs’ potential for professional 

attraction in the context of the increasing proletarianisation of work and employment relations. 

Hygienic factors such as job security, financial incentives, and dual practice appear to be major 

drivers of reprofessionalisation that influence professionals’ disposition to enact hybrid roles. 

 

9.2.5 Erosion of a full-time university career 

As seen, the reconfiguration promoted by EBSERH has affected the organisation of the HUFs’ 

medical workforce in such a way that further professional fragmentation has been fostered. 

This, in turn, has resulted in clearer functional and identity differentiation between CLT rank-

and-file clinicians contracted by the company and RJU university-employed medical staff. 

Although the latter group has often been associated with knowledge and managerial hybrid 

elites that monopolise economic power and privileges (e.g., job security, financial incentives), 

I have found ample evidence of a perceived erosion of the attractiveness of full-time university 
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careers, particularly among academic hybrids employed as exclusive dedication (ED) 

professors of medicine. 

Most clinical-academic hybrids affiliated with medical schools described the ED position as a 

hybrid professional-academic career that lacks the necessary objective conditions for full 

dedication to academia, having lost much of its capacity to attract and retain knowledge elite 

doctors over time. This is due not only to the perception that academic salaries are economically 

disadvantageous [MSI-22/doctor-professor-administrator] but also to the fact that ED positions 

in faculties of medicine do not legally allow professors to supplement their income through 

dual practice [MSI-01/doctor-professor-administrator]. Consider this example of the negative 

meaning ascribed to the ED university career from such a labour economics perspective: 

I consider the salary to be really poor. It’s as simple as that to me. The salary is pretty 

low. Not everyone will accept it. […] I think that it [ED position] is not attractive at 

all, because the salary doesn’t make up for it, and there are lots of restrictions [to 

clinical practice]. Becoming an ED teacher like me means giving up on many things. 

[MSI-13/doctor-professor-administrator] 

 

9.2.5.1 Unpaid clinical work 

Most ED clinical-academic hybrids in my study expressed a sense of injustice concerning what 

they referred to as unpaid clinical work in university hospitals. They view the ED university 

career as very problematic for doctors because academic salaries compensate for scholarly work 

but not for patient care, thereby thwarting professors’ rights to make money in their profession. 

For example, one interviewee spoke of this in a very resentful way: 

I work as an [ED] professor. While treating patients, I have students and residents 

accompanying me, but this clinical activity I perform when teaching is not recognised 

by the university and is not paid for by the hospital. This activity, which we call 

“clinical teaching”, can only be recorded on our productivity academic report. So, it 

is a highly qualified, specialised, and unpaid medical service. [MSI-13/doctor-

professor-administrator] 
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The sense of distributive injustice was also predicated in terms of the perceived exploitation of 

professors’ work in clinical services within HUFs, which was deemed to be vital for increasing 

hospital revenues and meeting the demands of the health system. This is illustrated in the 

following quotation: 

I’m not paid for clinical work when I’m in ambulatories with students treating patients 

with neurological disorders. This is considered academic work. I cannot receive any 

form of remuneration for that clinical teaching, although I am responsible for the 

patients, including from a legal point of view. […] Besides, the hospital is reimbursed 

for every patient treated by me, isn’t it? If I attend, say, eight patients while teaching 

students, SUS will pay the hospital for such services. However, I will receive nothing 

as a clinician. So, this model ends up being a bit unjust to me. [MSI-15/doctor-

professor-administrator] 

According to these findings, the ED university career reflects a form of maldistribution that has 

become even more explicit since the migration of HUFs to EBSERH, which has led to cuts in 

costs with the APH, an additional pay created by the government to compensate statutory 

university professors for patient care services delivered during on-call shifts. For some 

respondents, this signals a movement towards detaching academic hybrids from clinical work, 

given that EBSERH doctors have become the main professional stratum in providing medical 

care in hospitals. As participant MSI-28 [doctor-professor-administrator] commented, “[…] 

from the very moment we got a contracted team of clinicians [EBSERH doctors], we realised 

that professors’ role in clinical services has been lessened”. 

 

9.2.5.2 Pay gaps 

Discontentment with such economic inequalities was reported on several occasions by 

university professors. Again, rhetorical comparisons were made to construct a categorical 

division of ingroups and outgroups on account of unequal job circumstances. For example, one 

triple hybrid mentioned that “ED assistant professors earn as much as EBSERH doctors 

working 20 H/W” [MSI-18/doctor-professor-administrator]. Another participant alluded to pay 

gaps by saying, “I coordinate some EBSERH doctors working in the geriatric unit. They earn 

more money than I do as their boss, despite not having the same experience or qualifications I 
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have” [MSI-17/doctor-professor-manager]. Similarly, respondent MSI-14 [doctor-professor-

administrator] noted that the ED university career in doctoring involves a large workload, major 

responsibilities, preoccupations, and emotional distress. She went on to suggest that a highly 

demanding but underpaid full-time hybrid professional-academic career may well discourage 

EBSERH doctors from becoming professors of medicine, saying that they may want to “become 

members of a practice elite engaged in clinical instruction but not to acquire the academic 

credentials needed to become part of a knowledge elite involved in full-time teaching and 

research”. 

Participants related that faculties of medicine find it very difficult to attract better clinical staff 

for ED posts, for “highly qualified doctors do not accept being restricted to the current pay 

level at public universities” [MSI-14/doctor-professor-administrator]. They also stated that the 

employment arrangement established by EBSERH (i.e., clinician 24 H/W CLT contract) does 

not favour dual practice with full-time teaching in the college (i.e., 40 H/W RJU statutory 

professor), in that public employment is limited to 60 H/W in Brazil. This restriction has 

occasionally sparked resistance from dual practitioners desiring to combine clinical and 

academic roles. For example, interviewee MSI-11 [doctor-professor] told me of her decision to 

take legal action to preserve her positions in the civil service as a full-time professor and as an 

EBSERH clinician, whereas MSI-30 [doctor-professor] conceded that only 20 H/W part-time 

teaching is feasible for academic hybrids wanting to reconcile academic and clinical work in 

the hospital. 

These findings suggest that, as the concrete conditions of work deteriorate, full academic 

hybridisation, which was once thought to be a natural consequence of successful professional 

development in university hospitals, is now regarded as a non-matching professional prospect 

for many doctors who appear to reject the idea of becoming full-time, exclusively dedicated 

university teachers. As participant MSI-27 [doctor-professor-administrator] commented: 

I’ve been talking to several colleagues who work for EBSERH and always ask them, 

‘Do you intend to apply for a position in the faculty should a place become available?’ 

They always give me a very straightforward answer: ‘God forbid, never!’. 
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As a result, academic and triple hybrids, who were formerly the most powerful members of 

professional elites at HUFs, are now associated with a “crisis of doctor-professors” [PSI-

05/doctor-manager], as evidenced by the low competition for faculty positions and candidates’ 

limited academic expertise: 

We had some recruitment processes for which we had no or very few candidates 

because the vacancies were ED; eventually, they had to be changed to 40 H/W. I, for 

example, only applied [for a teaching job] because it was a 20 H/W position, otherwise, 

it would have been incompatible with my current workload. [MSI-17/doctor-professor-

manager]  

It is worth noting that the spur to academic hybridisation is never purely material, involving a 

great deal of intrinsic, subjective drivers (e.g., love of work, dedication to service, calling) 

underpinning the practical construction and maintenance of hybrid identities, as I shall discuss 

in the next chapter. What is clear here, however, is that maldistributed objective conditions of 

work represent major sources of dissatisfaction at work, serving as mediators that negatively 

influence professionals’ more concrete expectations and attitudes towards their multiple roles 

within HUFs. For example, one interviewee said, “Doctors enter the teaching career not for 

the money, but because they enjoy it. However, I think low pay demotivates them from becoming 

more involved [in academia]”. In other words, the enactment of academic hybrid roles by 

doctors may be constrained by expectations of increased working hours without satisfactory 

pay. 

 

9.2.5.3 Deterioration of working conditions 

Some of my interviewees acknowledged that the reform undertaken by EBSERH improved 

hospital capabilities by increasing the levels of capital investment and injecting resources for 

purchasing equipment and building renovations. More sceptical participants, however, related 

that the reform has not made a positive impact on the arrangements of service delivery due to 

timid investments in hospital services that demand more intensive use of high-tech resources. 

For example, MSI-18 [doctor-professor-administrator] employed the notion of hypocrisy to 

argue that the company’s discourses on interventions in hospital infrastructure are inconsistent 

with actual reform improvements: 
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That, I think, is perhaps the greatest hypocrisy on the part of the EBSERH 

administration. It came up intending to update the hospital’s technological apparatus. 

But, at least in my ambulatories, I haven’t seen that happen. To give you an example, 

we still do not have electronic medical records. In the current conjecture of medical 

training, this is an outrage. […] Our work infrastructure remains deplorable. 

Data extracted from documents, especially newspaper stories and articles published by trade 

unions, similarly reveal that persistent lack of medicines and poor quality of medical supplies 

still cause frequent service disruptions, bed closures, and increased waiting times 

[REF32/Association of Professors APUFPR; REF27/National Federation of Doctors FENAM; 

REF48/Regional Council of Medicine CRM-ES; REF59/Jornal do Brasil online newspaper]. 

Poor infrastructure and working conditions for scholarly work were mentioned several times as 

“a major source of frustration”, sometimes leading academic hybrids to spend their own money 

on supplies, equipment, and some building repairs [MSI-03/doctor-clinical instructor-

administrator]. Hybrids involved in management roles also expressed dissatisfaction with 

HUFs’ deteriorating infrastructure and technology. For clinical managerial hybrids and triple 

hybrids, negative experiences in trying to implement improvements in day-to-day operations 

and difficulties in getting claims for better working conditions heard by the company appear to 

have a direct and strong detrimental effect on their self-esteem, helping explain their decision 

to step down from management posts. This orientation is illustrated in the following example: 

They [EBSERH’s corporate headquarters] bought new equipment recently, which is 

still inferior to the last one we had. I need a new mammography scanner. I refuse to 

work with the equipment we have in there. It’s terrible. This leads to physical and 

emotional stress. I told them, “Look, I don’t feel secure doing mammograms with that 

machine. I just can’t stand this anymore”. They went, “No, we’re gonna sort this out”. 

But it’s all talk and no action. This is very frustrating because we end up wasting our 

time. That is why I quit. I no longer wanted it [management] because I faced this kind 

of difficulty. [MSI-02/doctor-professor-administrator] 
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9.3 Infusion of managerialism into hospital administration 

As previously mentioned, the managerial reform implemented by EBSERH represents a clear 

effort to infuse HUFs with NPM managerialism. This trend is based on the presumed superiority 

of business-derived theories, discourses, and practices of management and organisation deemed 

to be necessary to modernise hospital administration. In this light, my data vividly demonstrate 

that the managerialisation of university hospitals entails a shift away from occupational 

principles of work organisation, or medical-academic professionalism, and towards a logic of 

business-like healthcare and work relations. Such logic was evidenced by managerial 

rationalisation of hospital work and a performance-based service ideology placing greater 

emphasis on clinical care provision to the detriment of teaching and research. 

 

9.3.1 Managerial rationalisation of hospital work 

According to my discursive corpus of analysis, rationalisation appears as an important facet of 

the managerial principles of organising work introduced in HUFs. This theme reveals the 

company’s attempts to “promote a culture of rationalisation in the utilisation of resources 

required to carry out hospital operations, aiming to increase productivity, efficiency, efficacy, 

and effectiveness” [REF31/EBSERH Management Report 2016]. This, in turn, implied the 

adoption of business-like parameters for the reorganisation and redistribution of hospitals’ 

economic resources in that “the company acts as if they [HUFs] were now business 

corporations” [MSI-10/doctor-clinical instructor-administrator]. 

 

9.3.1.1 Business-like culture of management 

The managerial rationalisation of hospital work involved the construction of a business-like 

culture by exploiting corporate values, concepts, and methods that were often discursively 

associated with projected positive organisational outcomes. Table 6 illustrates some of the 

elements often cited in documentary data about reform-related talks, decisions, and 

implemented practices (see Appendix B). 
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Table 6: Legitimation of business-like culture of management according to documentary data 

Business-like values, concepts, and methods exploited 
Projected positive organisational 

outcomes 

 
 

 

Source: Author 

As some interviewees noted, the importation of “business-like ways of doing” [MSI-11/doctor-

professor] enabled HUFs to develop a “modern vision of management” [MSI-07/doctor-

professor-manager], which was assumed vital to overcoming obsolete practices of hospital 

administration. This framework of private sector management ideas served to legitimise 

changes in the objective conditions of service provision and work organisation through appeals 

to instrumental or means-end rationality (Habermas, 1984) that emphasises the utility of actions 

and procedures in achieving certain goals (Fairclough, 2003). In this context, instrumental 

rationality provided by business-like styles of management appeared as a superior kind of 

practical rationality for optimising hospital administration and achieving new organisational 

goals. For example, one triple hybrid who seemed quite sympathetic to managerialisation said: 

EBSERH came in by announcing that the hospital administration must consider cost-

benefit, productivity, and workload fulfilment to achieve modern management. So, 

EBSERH introduced a manual that is consistent with the concept of a new hospital. 

We had to work this out with RJU professors and clinicians who were used to following 

an old management manual that regarded them as masters of everything, so as to lead 

them to modern management. [MSI-07/doctor-professor-manager] 
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Hence, the taken-for-granted validity of corporate management approaches to hospital 

administration played a central role in enticing some elite professionals into acquiring 

mainstream management and leadership expertise through undertaking training courses 

provided by renowned private sector health institutions. Indeed, this openness to business 

models of management encouraged some senior professors and clinicians to integrate medical-

academic professionalism and managerialism, thus endogenously fostering managerial 

hybridisation within these medical strata. For example, one participant said: 

EBSERH launched a plan to promote professionalised management in its university 

hospitals. It invested in management training programmes offered by Sírio-Libanês 

[private hospital institution] and many other staff training initiatives. [MSI-37/doctor-

professor-manager] 

 

9.3.1.2 Bureaucratisation of work processes 

An important aspect of the company’s attempts to further rationalise hospital administration is 

its commitment to systematising professionals’ working practices. This was highlighted in 

several documents and interviews, indicating significant changes in the concrete conditions of 

mobilisation and distribution of various kinds of material resources, such as funds, information, 

technology, medical supplies, training opportunities, and career support relating to medical and 

academic work. Here are some examples illustrating systematisation efforts: 

Mapping efforts to identify, redesign, and automatise key organisational processes 

relating to outpatient and inpatient care, pharmacy, supplies, HRM, and building 

management. [REF25/EBSERH Management Report 2014; REF30/Official Letter n. 

021/2015/DVPE/EBSERH/MEC] 

Standardisation of language and cost management through benchmarking among 

hospitals to share organisational solutions and optimise resources. [REF31/EBSERH 

Management Report 2016] 
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Improving management and service quality through network collaboration and 

dissemination of best practices. [REF37/Model of Hospital Services Management 

2017] 

Modernisation and standardisation of hospitals’ organisational charts according to 

the strategic planning set up for the EBSERH hospital network. [REF57/EBSERH 

Management Report 2020] 

Implementation of information technologies such as electronic information systems 

(SEI). [REF57/EBSERH Management Report 2020] 

Optimisation of operations through simplification and digitalisation of processes […]. 

[REF56/EBSERH Management Report 2019] 

Introduction of a national entrance exam to standardise recruitment processes for new 

medical residents […]. [REF57/EBSERH Management Report 2020] 

As a result of these measures, most of the doctors in my study experienced a loss of professional 

autonomy to plan, undertake, and control their work. This phenomenon was described in terms 

of an excessive formalisation, standardisation, and bureaucratisation of conducts and 

workflows (e.g., clinical guidelines, patient referrals, hospital admission procedures and care 

pathways) curtailing professionals’ judgement and discretion in the workplace and modifying 

old ways of working. For example, one triple hybrid who no longer performs management roles 

reported that clinical autonomy has been entrenched by managerial rationality and rigidity, 

saying, “Your autonomy has been lost, you know. Everything is based on processes, processes, 

and processes. Everything has been ossified” [MSI-12/doctor-professor-administrator]. 

Another participant acknowledged that more systematised processes, protocols, and hospital 

routines may help clinicians make more efficient and organisationally supported clinical 

decisions, although ultimately implying lower technical autonomy. She went on to relate that: 

[…] in the past, doctors were free to operate however they saw fit. They must now 

adhere to the hospital admission flow. They can’t simply admit any patient; the patient 

must meet certain requirements [to justify hospitalisation] before they can be admitted. 

[MSI-08/doctor-professor-administrator] 
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Other interviewees reported that increased bureaucratisation of work processes reduced the 

autonomy of professional expertise to adapt new management tools according to the specific 

needs of their speciality units. Computerisation, for instance, was sometimes mentioned as an 

example of an inflexible, top-down application of managerial technologies jeopardising 

existing medical practices. As participant MSI-36 [manager] noted, the informatisation of 

hospitals has been abrupt, often leading to frustration due to additional, time-consuming, and 

slow-moving processes. Another respondent similarly stated that new ICT systems (e.g., 

electronic medical records and printing control software) work well in certain hospital units but 

are inadequate for others, even though their implementation has been general throughout all 

hospitals. This can be seen in the following extracts: 

To run off a prescription, we have to restart the computer, log out of the prior account, 

and change the username and password multiple times. That is okay when we’re seeing 

a patient in the ambulatory. But that can be a bit of a headache when we’re in the A&E 

infirmary. […] Bureaucratic structures today are real obstacles. You waste more time 

and energy dealing with these structures than talking to the patient. [MSI-16/doctor-

clinical instructor-administrator] 

New personnel management policies appear to be narrowing the occupational principle of 

organising medical work at HUFs as well. Some participants related that the EBSERH 

administration has reconfigured medical services according to managerial rationality that 

restricts doctors’ discretion and informal methods, alienating them from control over the 

organisation and execution of their work. Such technical alienation, as proletarianisation 

theorists would put it (Larson, 1980; Coburn, 1994; McKinlay and Stoeckle, 1988), indicates 

an organisational force that may drive medical professionals away from middle-level 

management and leadership roles: 

It [EBSERH] formed large clusters combining several specialities. The Head and 

Neck unit, for example, includes ophthalmology, otorhinolaryngology, neurology, and 

oral and maxillofacial surgery – there are other clusters like this. It also created 

workflows, care pathways, and organisational charts for each of them. However, the 

ophthalmology service has no clinical manager. There’s just one chief of the Head and 

Neck unit who coordinates neurology, ophthalmology, otorhinolaryngology, and 

odontology services. What do these services have in common? Nothing. Who is the 
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current unit’s chief? A nurse, essentially because neither clinicians nor professors 

want to be in charge of such a thing. [MSI-04/doctor-clinical instructor-administrator] 

The introduction of automatised attendance management control (i.e., clocking in machines) 

was mentioned several times to illustrate intensified control over professionals’ practices and 

behaviours relating to working hours and workload fulfilment. For some respondents, this 

reflects the company’s attempts to address the longstanding wrongdoings and impunity 

associated with the excessive autonomy that statutory staff used to enjoy before the reform, 

especially in the case of hybrid dual practitioners. As participant PSI-03 [professor-manager] 

pointed out, “[…] unlike the universities, EBSERH exerts greater control over doctors”, which 

other interviewees referred to as “a politics of fear” to enforce workers’ compliance with work 

schedules and productivity demands by intensifying self-surveillance attitudes and the feeling 

of “being besieged” [MSI-27/doctor-professor-administrator] and “watched from all sides” 

[MSI-18/doctor-professor-administrator]. This governmentality approach to power exercise 

(Foucault, 2007) is also seen in the following example: 

I think they tried to stop some troublemakers. It was like “acquitting the guilty and 

condemning the innocent”. Back when there was no attendance control, some 

professors would go to the hospital and work for a few hours doing patient care and 

teaching at the same time. This, I think, has caused what is going on now. So, we’re 

paying for something that professors did in the past, right? I remember it quite well: I 

was a student back then, and I remember several professors showing up once a month 

or term. Later, I found out they were getting paid to teach for the whole week. Who 

was responsible for giving lectures in their places? Residents. This really happened. 

Now we’ve moved to the other extreme. This generation of professors is paying for 

someone else’s mistakes. These professors are under close surveillance and getting 

completely demotivated. [MSI-27/doctor-professor-administrator] 

A doctor employed by EBSERH similarly commented: 

There’s certainly greater control, which EBSERH has rigorously implemented. We 

transitioned from an environment with inexistent control systems to one in which 

everything is strictly controlled and there’s no room for flexibility. This is terrible! We 

struggle to cope with such rigidity daily. I occasionally have a case in my ambulatory 

that requires I stay a little longer. I don’t mind staying longer to treat a patient, of 
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course. However, the [EBSERH’s] administration views it as non-compliance with 

working hours since I cannot work overtime. If I arrive five minutes late, I must justify 

why. This is very complicated, considering the nature of medical work. I’ve been 

admonished three times already for overstaying in the hospital. I got pissed off. After 

all, I didn’t stay longer because I simply wanted to. I’d rather go home, but the clinical 

situation required me there. [MSI-20/doctor-clinical instructor] 

 

9.3.2 Performance-driven service ideology 

As discussed earlier, contractualisation with local health departments has become the primary 

model of financing teaching hospitals on a performance management basis, the reason their 

financial sustainability is now perceived as highly dependent on contracts with states and 

municipalities. This funding arrangement has not solved HUFs’ financial crisis, although it has 

certainly created a tight financial relationship between hospitals and empowered local public 

service authorities, expressed by the infusion of greater performance accountability upwards. 

This is because EBSERH has oriented HUFs’ medical care provision in the direction of a 

performance-driven service ideology that overly concentrates on outputs (e.g., cases treated, 

revenues) and prioritises short-term “demands contracted by SUS [local] authorities at the 

expense of teaching and research” [REF57/EBSERH Management Report 2020]. 

 

9.3.2.1 A greater focus on clinical care provision 

Many interviewees pointed out that HUFs “play an important part in health education and in 

providing patient care within SUS” [MSI-07/doctor-professor-manager], which is why these 

hospitals “cannot be closed off to epidemiological needs of the population” [MSI-35/doctor-

professor-manager]. However, my discursive data identified recurrent claims that medical work 

in HUFs is now more subject to “quantitative rather than qualitative performance metrics” 

[MSI-17/doctor-professor-manager] that are inappropriate for teaching hospitals owing to their 

educational nature, which causes their productivity to be lower than that of regular hospitals 

[REF35/Brasil de Fato online newspaper]. Overall, there was criticism of “EBSERH’s 

completely new agenda imposed on HUFs” [PSI-06/doctor-professor-manager], intensifying 
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the pressures placed on doctor-professors for higher levels of patient care to the detriment of 

academic activities, the latter viewed as of low priority by state and municipal health chief 

executive officers [REF10/Court Judgement n. 2813/2009/TCU]. Respondent MSI-10 [doctor-

clinical instructor-administrator], for example, affirmed that the triad medical 

care/teaching/clinical research has been reframed to put patient care provision first and that the 

impact of organisational changes over academic activities is often downgraded: 

Today, the hospital depends on the delivery of medical care within the system of local 

healthcare. It is a scenario in which the local health department decides that, say, 30 

more coronary care units are required to treat heart failure patients. Right, the 

hospital administration then deactivates other ICU beds and replaces them with CICU 

beds. No thought is given to whether those non-cardiac ICU beds are necessary for 

training students. Students don’t rule anything in there. They no longer generate 

demands. Neither do residents. We are expected to satisfy the needs of the SUS local 

authority. So, while the triad has not disappeared, it has been changed to medical 

care/research/teaching if the latter is of interest to EBSERH. Before, the triad was 

80% teaching and research along with medical care. 

As Albert and Whetten (1985) observed, university institutions typically depict themselves as 

the realisation of diverse but complementary objectives, such as teaching, research, and service, 

rather than as organisations split between competing purposes. Counterintuitively, my findings 

show that the retrenchment caused by a greater focus on clinical services and budgeting 

priorities has heated discussions about dominant organisational goals and values framing the 

objective conditions of work at HUFs. The redistribution of hospital resources to streamline 

clinical services has raised tensions related to a perceived less synergistic combination of 

different ends, as well as incited new struggles for better redistribution of objective means of 

work. This was evidenced by the university-employed academic hybrids’ claims on research 

resources such as funds, time, personnel, technology, and organisational support. For example, 

one interviewee related that clinical trials requiring high-tech equipment or more expensive 

medical interventions are even more difficult to carry out in the hospital, prompting researchers 

to seek personal solutions: 
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You end up paying for most of the studies you need to conduct within the hospital 

because it’s pretty much impossible to obtain funds from research development 

agencies these days. Do you know what I mean? Almost 90% of the research I 

conducted here required me to pay for the materials. [MSI-18/doctor-professor-

administrator] 

Another participant told me that researchers frequently encounter significant barriers to 

accessing medical equipment and supplies for undertaking clinical studies, in that “their usage 

in patient care takes precedence” [MSI-02/doctor-professor-administrator]. She expressed 

fierce opposition to the company’s greater emphasis placed on clinical service delivery, 

suggesting that such a quantitative-oriented arrangement of service delivery may distance 

doctor-professors from hospital management: 

Today, everything is geared towards numbers and spreadsheets. In order for the 

hospital to get reimbursed, I have to meet or exceed the monthly target of 6k screening 

tests or so. And I’ll tell you something: I don’t like this purely managerial vision of 

EBSERH because it’s service provision oriented. So, I have to meet the goal, I have to 

meet the goal, and I have to meet the goal. 

EBSERH doctors also reported frustration with poor objective conditions for greater 

involvement in research. In addition to their clear positioning as rank-and-file practitioners 

decoupling clinical and academic work, EBSERH doctors suggested that they do not experience 

a well-developed research-intensive culture in HUFs currently being managed by the company, 

given that “teaching and research are relegated to secondary or tertiary place” [MSI-

05/doctor-clinical instructor]. Participant MSI-20 [doctor-clinical instructor] similarly noted 

that scarce resources and infrastructure and lack of incentives for conducting clinical research 

constitute major sources of dissatisfaction at work, which may hinder doctors’ desire to pursue 

an academic career: 

If you asked me what incentives EBSERH provides for us to conduct research, I would 

respond “None”. If you wish [to do research], you’re gonna need to do this outside 

your working hours. There’s no incentive for you to conduct research as a task that 

can fit within your usual 24 H/W of work. The focus of EBSERH’s workers is not on 

research. I might recruit some patients when I’m working in the ambulatory. But only 

that. All the rest – sampling, data processing, etc. – is carried out outside my working 
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hours. I don’t have the time to do research along with the tasks I must perform [as an 

EBSERH doctor]. 

In sum, although the enactment of hybrid academic and managerial roles has historically 

enabled doctors to preserve medical-academic professionalism, recent changes in the objective 

conditions of work have issued HUFs with an accounting logic that over-prioritises medical 

care delivery at the expense of the interests of service professionals and academics. As seen, 

this has fuelled struggles for the economic redistribution of hospital resources, which, in turn, 

mediates the processes of both academic and managerial hybridisation, or their disruption. 

 

9.4 Summary 

In this empirical chapter, I have shown how the managerial reform implemented in HUFs has 

changed the important economic and organisational factors that shape the organisation of the 

medical profession and underlie the processes of identity formation and transformation. I have 

explored the objective conditions of work to demonstrate how material redistribution affects 

professionals’ job satisfaction and work-based identification to explain professional 

hybridisation. 

I first analysed how intra-professional differentiation relating to concrete job circumstances, 

arrangements of work, and employment relations have reframed the ways doctors from different 

professional strata (e.g., EBSERH’s CLT-contracted clinicians and university-employed 

statutory staff) construct their personal and professional identities. I have argued that 

asymmetrical objective conditions impact not only the occupational principles of organising 

medical work in HUFs but also professionals’ attitudes towards their roles, responsibilities, 

self-concepts, and relationships with other peers, producing new identity orientations. 

I have demonstrated, for example, that EBSERH clinicians see themselves as rank-and-file 

professionals who are better paid but more subject to precarious job contracts and limited 

incentives for greater involvement in academic and management roles, although they consider 

working for the company as an opportunity for professional repositioning in the domestic 

medical labour market. For university-employed clinicians and professors of medicine, security 

of tenure, financial incentives, and dual practice seem to be strong material factors of 
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organisational attractiveness that may encourage them to develop hybrid identities. However, 

reported unpaid clinical work, pay gaps, and deterioration of working conditions indicate forms 

of maldistribution that may hinder their inclination to enact hybrid roles, especially in the case 

of academic hybrids employed as ED professors. 

In the final section of this chapter, I have examined how the infusion of market managerialism 

within HUFs has implied a shift from medical-academic professionalism towards a logic of 

corporate healthcare and work relations. The legitimation of a business-like culture of 

management may foster managerial hybridisation among professionals who are more 

sympathetic to the idea that further rationalisation of hospital work is necessary to improve 

services. However, perceptions of a managerial encroachment upon traditional professional 

autonomies because of intensive systematisation, standardisation, computerisation, and 

bureaucratisation of medical work may pull medical professionals, particularly professors of 

medicine, away from management and leadership roles. 

In sum, I have shown that redistribution is a mediator that helps explain the transition or 

resistance to hybrid roles. Extrinsic objective structures shaping occupational and 

organisational principles of organising medical work in HUFs are likely to activate both 

personnel and organisationally relevant identifications, “by determining the nature of 

relationships that emerge between organisational members” (Brickson, 2000:86). In the next 

chapter, the examination of recognition focuses on inner intersubjective mechanisms that shape 

how professionals construct and negotiate their practical relations to self and others. This 

enables a more detailed analysis of recognitional factors mediating the processes of academic 

and managerial hybridisation. 

 



246 
 

 
 

CHAPTER 

10 

New principles of work organisation 

and struggles for intersubjective 

recognition 

10.1 Introduction 

Alongside an interest in exploring broader representational and redistributive changes 

stemming from the managerialisation of HUFs, this thesis is also concerned with the 

implications of those changes for the recognitional elements of personal and collective identity 

building. The aim here is to dive into the deepest layer of my holistic gestalt model of 

professional identity formation to show how the extrinsic political and economic factors 

previously discussed are inextricably linked to intrinsic psychological mechanisms upon which 

medical professionals construct (or resist) hybridised identities. In this final findings chapter, 

therefore, I draw upon the critical theory of recognition (Honneth, 1995, 2001; Fraser and 

Honneth, 2003) to show that medical professionals’ responses to managerialism in HUFs are 

inscribed in a struggle for intersubjective recognition. These struggles, I argue, may lead them 

to enact or rebuff academic and managerial hybridisation. 

I centre my analysis on the modalities of recognition discussed in Chapter 3. I demonstrate that 

hybrid clinical, academic, and managerial identities developed by doctors might be best 

understood as imbued with a desire for emotional attachments, legal rights, social esteem, and 

a sense of belonging. To do so, the main data source I draw upon is interviews carried out with 

hybrid professionals working at HUFs. 

The findings presented in this chapter are divided into two sections. First, I show that the 

processes of identity formation among university professors and clinicians have historically 

been marked by the construction of strong emotional attachments within the organisation. These 

affectional bonds influence their sense of self-confidence at work, sometimes fostering the 

enactment and maintenance of hybrid identities. I then look at how forging links and exploiting 

synergies between multiple roles helps hybrids construct a sense of self-respect as bearers of 

the prerogatives to make judgements about hospital administration. I move on to demonstrate 

the importance of academic reputation in underpinning the development of professional self-

esteem and in encouraging hybridised professionalism in teaching hospitals. I also provide 
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evidence that some university professors may want to interact with management to preserve a 

sense of belonging and status as members of an influential elite of triple hybrids. 

In the second section of this chapter, I employ the concept of misrecognition to explore some 

of the tensions and negative intersubjective experiences that hybrid professionals reported 

during interviews. I demonstrate that managerial principles of organising work may lead 

professionals to experience emotional distress and negative feelings that loosen their emotional 

ties, negatively impacting their propensity to hybridise in the organisation. I also look at 

changes in the legal frameworks of labour rights and employment relations promoted by 

EBSERH, which, by breaking the links between roles, responsibilities, and careers, affect 

doctors’ sense of self-respect and attitudes towards hybrid work. Finally, I discuss the impact 

of managerialism on professional solidarity and collegiality among doctors, as well as the 

perceived decline of professional prestige associated with the erosion of a public university 

career. I close this chapter by arguing that forms of misrecognition may have detrimental effects 

on the formation and maintenance of the self-realising processes of academic and managerial 

hybridisation in doctoring. 

 

10.2 Developing patterns of professional recognition 

The changing interplay between occupational and managerial principles of work organisation 

has not only had a profound impact on the political and objective conditions of representation 

and redistribution in doctoring (see Chapters 8 and 9) but has also sparked new struggles for 

professional recognition. These struggles imply that medical professionals’ subjectivities and 

self-concept orientations are changing in the face of managerial and more oppressive ways of 

organising and managing work that disturb long-established interrelationships between 

personal and occupational identities within HUFs. They also reveal that professionals’ quest for 

recognition under new employment conditions and work arrangements shape the ways they 

enact, renegotiate, or even resist hybrid identities. I will illustrate these identification processes 

while exploring each modality of recognition in the following subsections. 
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10.2.1 Self-confidence and affective relationships at work 

According to recognitional theory, individuals engage in affective relationships to develop 

positive identifications that enable them to acquire a basic sense of self-confidence (Honneth, 

1995). Emotional attachments to peers and the professional organisation more broadly are 

essential elements of intersubjective recognition that professionals seek to build up through 

relations of friendship, care at work, love, and acceptance from colleagues. 

My interviews indicate that the process of identity formation among doctors employed at HUFs 

has historically been marked by the construction of strong emotional attachments between 

professionals, university professors in particular, and their co-workers at hospitals and medical 

colleges. For example, some respondents suggested that their work at the university hospital 

serves as a source of self-identification, guiding their expectations of professional self-

actualisation and shaping their life goals. Participant MSI-08 [doctor-professor-administrator], 

for instance, commented that her entire professional career has been constructed in the HUF, 

where she found the most fulfilling job opportunity to practise medicine. As she stated, her 

“vision of public health service is akin to that of the university hospital”. Another respondent 

noted that her personal history “is totally blended with the development of the hospital and 

medical school”, saying that she views the hospital “as a second home”: 

I joke that Sigma Hospital is mine [laughs] because I know every corner of it. I know 

all the stories people share in there, all hospital wards that have eventually changed 

into this or that, everything… [MSI-14/doctor-professor-administrator] 

Participant MSI-09 [doctor-professor-manager] similarly declared that he has always felt “a 

full-fledged affective attachment to the HUF”, for the hospital used to be an organisation that 

favoured the formation of “a network of fellowship and collegial interaction with peers who 

have shown a similar commitment to the educational institution”. Even EBSERH-employed 

doctors affirmed that the university hospital constitutes an organisational basis for the 

construction of their occupational identity. Interviewee MSI-20 [doctor-clinical instructor], for 

example, stated that she has built “a very strong subjective link to the hospital” and expressed 

disappointment when she was reminded that, in effect, she works for the company. 
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For many of my interviewees, strong subjective bonds developed within HUFs mould their 

sense of self-confidence at work, which, in turn, influences their attitudes towards clinical, 

academic, and even managerial work.  

 

10.2.1.1 Developing strong emotional attachments 

My data suggest that developing strong emotional attachments mediates professionals’ levels 

of engagement, career prospects, and role claiming by providing them with emotional 

satisfaction and encouragement to pursue a lifelong career within the organisation. Having 

obtained a full medical education and started an early career at HUFs, many doctors came to 

develop a profound desire to remain at the hospital in order to preserve emotionally fulfilling 

connections with the university environment and the people who are part of it. Interviewee 

MSI-11 [doctor-professor], for instance, related that mutual relations of affection, care, and 

admiration nurtured her desire to be part of the team, prompting her to pursue an academic 

career at the hospital to strengthen interpersonal relationships with university teachers and 

supervisors: 

I had a history of affection with teachers, clinical instructors, and all those people. In 

my case, I entered there [HUF] because of this affective matter of admiring my 

professors and wanting to be part of that group of people. This is still very meaningful 

to me. 

Similarly, participant MSI-31 [doctor-professor] suggested that close interpersonal 

relationships with university professors during medical training fostered positive affectional 

bonds that inspired her to claim academic roles: 

I have always had a great deal of admiration for the faculty. Most of the professors of 

endocrinology who trained me are my co-workers at the hospital today. Therefore, I 

would say that I have the utmost respect for professors. […] So, when Sigma Hospital 

was hiring new staff, I saw it as an opportunity to stay at the institution and preserve 

this academic bond. 
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Another academic hybrid said that she has always been certain that she wanted to pursue a 

clinical-academic career due to the emotional attachments she developed during her medical 

residency. As the following extract confirms, emotional attachments served as a driver of not 

only professional retention but also academic hybridisation in doctoring: 

This bonding is really strong because individuals who don’t actually enjoy teaching 

and research tend to leave the hospital more readily. However, some people develop 

such an attachment during residency. As soon as I started working as a resident there, 

I knew that I wanted to do a master’s degree and a PhD to become a lecturer. [MSI-

21/doctor-professor] 

Hence, the early subjective connections to medical school and hospital made a hybrid 

professional-academic career seem the natural course for doctors who studied medicine at the 

college or wanted to seek further clinical training at the hospital. Emotional attachments were 

sometimes manifested in the form of voluntary work at the HUF. Volunteering to perform 

teaching or clinical work was a very common practice among clinicians in the past, constituting 

a gateway to partial or full academic hybridisation based on a strong identification with HUFs’ 

educational nature. This can be seen in the following quotations: 

Some professionals devote themselves out of love. This explains why there were so 

many volunteers at HUFs. In the ophthalmology unit, for example, there was a time 

when 7 out of 13 doctors were volunteers. [MSI-04/doctor-clinical instructor-

administrator] 

I really love this. I have worked as a statutory university teacher since 2012, but 

between 2005 and 2012, I worked as a volunteer. I lectured and participated in 

operating rooms for seven years as a volunteer. In 2012, there was an entrance 

examination, and I got admitted as a professor at Theta University. [MSI-27/doctor-

professor-administrator] 

For many doctors and residents, the transition to a hybrid clinical-academic identity was 

triggered by invitations made by faculty members, who occasionally nominated their own 

successors or new academic staff based on friendship and close personal relationships. Here, 

an invitation to teach reflected a rather traditional principle of medical-academic 

professionalism within HUFs, one according to which reciprocal recognition between medical 
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colleagues motivated processes of hybridised professional identity formation through personal 

acts of inducement and welcoming. Participant MSI-14 [doctor-professor-administrator] 

provided me with a particularly illuminative example, saying: 

I visited Sigma Hospital in early February of that year to get my residency training 

certificate. As I was going away, I was approached by the department dean, who asked, 

“Would you like to become a lecturer here?” I accepted the offer right away. I was 

unemployed when the dream job of my life fell into my hands. So, I always loved the 

university and, by extension, the hospital. I was invited [to teach] and ended up 

developing my entire career there. 

Emotional attachments were important to leverage doctors’ inclination towards an academic 

career by providing them with a feeling of trust in their abilities and suitability for a hybrid 

clinical-academic career. A sense of vocation with strong subjective bonds often pushed doctors 

towards a high degree of integration between clinical and academic identities. One interviewee, 

trying to enumerate his career drivers, related that passion for medical science along with 

inspiration taken from senior professors and family members working at the university led him 

to seek an opportunity for enrichment and self-achievement in his academic career: 

[…] During graduation, I was influenced by some “model” professors who were 

passionately interested in medical science and scientific enquiry. This instigated my 

curiosity and pulled me in. Also, my father was involved in academia, and my brother 

was a university teacher. So, this has certainly contributed [to career choice]. […] One 

other thing is that I think I’m a better clinician when researching, because this leads 

me to develop a different perspective on clinical phenomena. [MSI-15/doctor-

professor-administrator] 

Likewise, building emotional ties was important to promote triple hybridism among university 

professors and clinicians. Sometimes, interviewees even reported that they took up 

administrative or managerial work because of caring behaviours and a sense of responsibility. 

For example, when asked whether his affectional bonds at work influenced him to assume 

management roles, one doctor said: 
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This is a powerful question for me. Indeed, my emotional bond with academia and 

ophthalmology services is very intense. Even before I assumed the headship of this 

unit, I cared about the department of ophthalmology and had decided that I wanted to 

do that [management]. That was very important to me and guided my career. [MSI-

04/doctor-clinical instructor-administrator] 

Thus, emotional attachments are part of the intersubjective landscape in which hybrids operate. 

They are underlying mechanisms that positively influence professionals’ sense of self-

confidence in their capacities and goals within the organisation, hence fostering a healthy 

transition to and maintenance of hybrid identities. 

 

10.2.2 Self-respect and legal frameworks for occupational prerogatives and duties  

Another aspect of professional identity building involves a legal framework in which 

professionals acquire respect as recognised members who are entitled to certain credentials, 

prerogatives, and responsibilities for autonomous participation in the occupational domain. As 

medicine typically illustrates, internal differentiation in the set of rights and duties distributed 

among different medical strata not only demarcates individuals’ places within the division of 

labour, but also influences how they experience self-respect within their work organisation. 

In my sample, some interviewees emphasised formal differentiation between university 

professors and clinicians in terms of official roles, employment rights, and career plans, 

perceived as key factors shaping their sense of self-respect at work. Others related that some 

senior or more experienced consultants have managed to reframe their identities as hybrid 

professionals by forging links with teaching and administrative activities. 

Here, recognition obtained in the form of self-respect provided doctors with an acknowledged 

authority and general capacity for making judgements about hospital organisation and medical 

training. 
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10.2.2.1 Forging links between roles, areas of responsibility, and careers 

For university-employed clinicians, in particular, forging links and exploiting synergies among 

multiple roles was important not only for expanding their scope of political influence but also 

for improving their work autonomy, privileges, and responsibilities within HUFs. Some 

interviewees recalled that for many decades, the organic institutional entwining between 

universities and hospitals enabled statutory elite clinicians to aggregate clinical and academic 

work. This granted them the prerogative of undertaking scholarly work and supervising medical 

trainees. For example, participant MSI-03 [doctor-clinical instructor-administrator] noted that 

his job as an RJU university consultant clinician offers him all the legal conditions for 

performing academic work within the hospital, even though he is not employed as an academic 

staff member. 

I’m in the best of all possible worlds. My salary is not that bad compared to theirs 

[professors]. My status is equivalent to theirs because I end up being recognised as a 

teacher when I publish or give lectures and oral presentations at events where my 

name is associated with Alpha University. I mean, I’ve got everything I wanted in terms 

of space and recognition. 

Since the rise and development of HUFs (see Chapter 5), the involvement of university clinical 

staff in clinical instruction and the application of practical knowledge has by no means been 

seen as a form of redeployment but a constitutive intra-professional dynamic established among 

medical elites, reflecting medical-academic professionalism as the dominant principle of 

organising work. The opportunity provided for university clinicians to perform clinical 

professorships in residency programmes indicates an important driver of the construction of a 

nested academic identity, underpinned by the shared assumption that “[…] any doctor working 

at a university hospital is a prospective teacher” [PSI-06/doctor-professor-manager]. 

As noted by participant PSI-01 [doctor-professor-manager], many university-employed 

clinicians have become recognised by professors as members of a practice elite by virtue of 

their clinical expertise and intense support in teaching tasks. Working closely with medical 

students and residents, these clinicians “were gradually assuming positions of technical 

leadership, if competent and acknowledged by their peers”, said the interviewee. Thus, 

obtaining recognition from the faculty members was another factor that facilitated the 
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enactment of a hybrid clinical-academic identity, as this enabled such a practice elite to develop 

a sense of self-respect and collective identification in relation to the university knowledge elite: 

I am a professor and a doctor. But many of those who are at the university hospital 

are not teachers in formal terms, although they are excellent teachers in practice. 

[PSI-06/doctor-professor-manager] 

Such intersubjective confirmation helped practice elite clinicians obtain distinguished 

recognition over their subcontracted rank-and-file peers. It also enabled these professionals to 

reduce role differentiation from university professors by providing them with greater autonomy 

and jurisdiction over clinical and teaching work, exemplified by a similar “flexibility to control 

their own work schedules” [MSI-01/doctor-professor-administrator].  

Therefore, by aggregating certain rights and responsibilities initially exclusive to faculty 

members, some university clinicians were able to blur the artificial boundary between doctors 

responsible for direct patient care and those involved in scholarly work. Being treated as 

“professors not by name but by nature” [MSI-10/doctor-clinical instructor-administrator] 

created in hybrids a felt self-respect and a sense of equal accountability for medical education 

that helped them transition between multiple identities according to a variety of situations. This 

caused identity mixing and confusion, as the respondents below commented: 

Since my admission to the university, such a hybridisation of education and clinical 

care has been regarded as natural. […] There was hardly any distinction between 

being a university teacher and a hospital clinician. Everybody, including students and 

residents, had great respect for us as “teachers”. [MSI-10/doctor-clinical instructor-

administrator] 

Over the course of my nine years as a physician assistant, I gave a lot of lectures. I 

have already received an honoured professor award [at a graduation ceremony] even 

though I didn’t officially have the title of professor. [MSI-15/doctor-professor-

administrator] 

Forging links with management was another way some hybrid elites were found to have self-

respect. As discussed in Chapter 8, in many hospitals, this has been done by preserving their 

right to take an active role in hospital administration through formal politicisation of top 
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management posts and involvement in alternative and unofficial management tasks. As 

participant MSI-22 [doctor-professor-administrator] commented, “[…] getting involved in 

those issues [management] was a matter of honour. At our hospital, we feel super-respected. 

The hospital administration listens to what we [faculty] say because we participate in it”. 

Reflecting the strategy of resistance as voice presented in Chapter 8, aggregating management 

roles was essential to guarantee university professors’ prerogative to make choices and practical 

judgements about hospital administration affairs without being cowed or secluded by an 

external managerial authority imposed by the company. 

 

10.2.3 Self-esteem and professional solidarity 

Self-esteem, acquired through recognition of one’s particular traits, achievements, and roles in 

a given community, is another layer that constitutes one’s personal and social identities in 

reciprocal relationships with others. In my study, there was a strong narrative that HUFs are, or 

used to be, organisational domains where the vocation to higher education presents medical 

professionals with “a huge potential for making a difference in society” [PSI-01/doctor-

professor-manager]. It is, therefore, their worthwhile contributions to the realisation of such a 

project that enhances their professional reputation and sense of distinctiveness as medical 

professionals employed in teaching hospitals. 

 

10.2.3.1 Enhancing professional reputation and sense of distinctiveness 

Most of my interviewees articulated perceptions of the social esteem accorded to doctors 

working at HUFs in terms of their academic reputation. For them, academic reputation is not 

the same as the prestige derived from the widespread belief that medicine is a traditionally 

respected occupation. Rather, academic reputation is tied to the contributions that doctors can 

make to a special and valuable kind of health education institution in society. For example, one 

interviewee said that doctors working in high-profile teaching hospitals gain higher prestige 

than doctors working in other types of healthcare organisations: 
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Professors and clinicians at Alpha Hospital enjoy a reputation. Professors’ reputation 

is certainly higher, but clinicians also have a great reputation. Being a doctor 

employed by the [local] health department is not the same as being employed at the 

university hospital. [MSI-02/doctor-professor-administrator] 

Involvement in academic roles at renowned universities leads to a sense of distinctiveness that 

was sometimes defined in marketing terms. For example, “[…] if you say that you are a 

university professor, this means a lot to patients. So, you’ve got this marketing aspect that 

makes a huge difference. I have a lot of colleagues who use this [academic reputation] as a 

marketing strategy”, interviewee PSI-02 [doctor-manager] commented. Participant PSI-06 

[doctor-professor-manager] similarly stated that “a doctor-professor brings with him a different 

reputation, no doubt about it. He has a greater market value, so to speak”. 

Reflecting how redistributive factors mediate and are mediated by recognition, there was a 

recurring argument that academic reputation is essential to compensate for economic 

maldistributions related to the university career (see Chapter 9). The view that social esteem 

acquired while working at HUFs is worth more than remuneration or other material benefits 

was emphasised in some interviews. For example, one participant noted this by saying: 

There have been occasions when a patient came to my private practice clinic after 

looking up my name online. S/he searched the internet and found me there, my 

qualifications, my CV, other places where I work, and so on. I do not doubt that this 

[academic reputation] is worth a lot more. This type of recognition is worth more than 

the salary. [MSI-03/doctor-clinical instructor-administrator] 

I note here, however, that not all respondents agreed that academic hybrids are always driven 

by a desire for reputation, although this was often seen by more intrinsically motivated 

professionals as a factor that contributes directly to their self-esteem. As one triple hybrid noted, 

“A doctor shouldn’t come to work there [HUF] to gain a reputation. Normally, those who do 

that kind of thing don’t become good educators. This might be a positive factor that contributes 

[to one’s self-esteem], but it should not be the only one” [MSI-27/doctor-professor-

administrator]. Conversely, another respondent placed a higher value on academic prestige, 

describing that he decided to integrate clinical and academic work at the HUF in order to get 

recognition, seen as vital to his personal and professional self-realisation: “I did a master’s 

degree, a PhD, and a postdoc because I was longing for this kind of recognition. It was a matter 



257 
 

 
 

of professional realisation and personal taste” [MSI-26/doctor-professor-administrator]. 

Therefore, academic reputation can be viewed as a form of professional recognition that has the 

potential to promote or sustain academic hybridisation in the medical profession, especially 

among junior doctors who wish to become dual practitioners at HUFs, as previously mentioned. 

As my findings suggest, academic reputation enhances professionals’ social esteem, not only 

in society but also within the profession itself. As interviewee PSI-05 [doctor-manager] noted, 

“Working in a university hospital gives you a reputation in society and within the [professional] 

category as well”. Thus, academic reputation constitutes a form of collegial recognition based 

on professional solidarity, integrating the evaluative framework that defines professionals’ 

sense of self-esteem in relation to their peers. Professional solidarity, it is worth remembering, 

refers to a horizon of values (Honneth and Farrell, 1997) endorsed by the occupational 

community in terms of which social esteem is ascribed to every member. When asked whether 

they felt admired and esteemed by their colleagues, some interviewees responded that their 

contribution to teaching and administrative tasks certainly increased their sense of self-worth 

vis-à-vis their peers. Consider this example of a reciprocal relationship of esteem among 

doctors: 

For six years, I served as the coordinator of neurology services. When I stepped down 

in October 2018, my substitute, who had worked with me as deputy coordinator, 

invited the hospital CEO, deputy chief, dean of the faculty of medicine, and my family 

to pay tribute to me on my last day in office. We had just finished a business meeting 

when I noticed a bunch of people coming along. They had prepared some nibbles and 

a plaque to hang on the room wall that read, “This room was renovated with Professor 

[name]’s own resources during his administration”. […] I thus believe that I was given 

recognition by them, including a little plaque, which was very touching. [MSI-

15/doctor-professor-administrator] 

Likewise, some doctors commented that they are frequently regarded as expert professionals 

and called by their colleagues to participate in professional societies and events outside the 

university: 
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Some people say, “Hey, you’re a professor at the university, aren’t you? In a sense, 

this is a kind of currency in which society rewards us. And, as I said, this happens 

within the urology [medical] community as well. For example, I have been invited to 

take an active part in the Brazilian Society of Urology, participate in conferences, etc. 

[MSI-26/doctor-professor-administrator] 

In sum, academic reputation appears as a mode of intersubjective recognition that underpins 

the development of a positive relation to self concerning personal qualities and 

accomplishments. This pattern of recognition provides professionals with an intersubjective 

mechanism for the construction of self-esteem, which is bound up with their particular 

contributions to the realisation of the universities’ and hospitals’ societal and organisational 

goals. It also reflects professional solidarity while providing an evaluative framework whereby 

the members of the profession can internally assess and validate each other’s work-related 

achievements, capacities, and valuable features. As seen, this created in academic hybrids a 

sense of special value that was central to the integration of professional-academic roles. 

 

10.2.4 Sense of belongingness and status 

As previously explained in Chapter 3, the fourth pattern of recognition refers to individuals’ 

status to be accepted by a group or community. This mode of recognition provides professionals 

with a feeling of connectedness and collective identity as an important part of something greater 

than themselves. As my data show, hybrid elites sometimes sought to acquire a sense of 

belonging at work through integrating management roles. Here, again, recognition meets 

representation, as getting involved in management provides hybrid clinical managers with an 

opportunity not only to resist managerialism and enforced seclusion (see Chapter 8), but also 

to preserve political power within the HUFs’ micropolitics through developing a sense of 

membership and participation in clinical, academic, and leadership roles. 
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10.2.4.1 Integrating management roles to preserve a sense of belongingness 

Some university professors related that they are willing to take an active part in management 

activities not only because of their official prerogatives (as discussed above) but also because 

of a felt sense of commitment and affiliation with hospital administration. This leads them to 

self-identify as members of a group of triple hybrids that feel emotionally responsible for 

managing HUFs and that have a relevant contribution to offer. Preserving a sense of belonging 

means avoiding losing space or alienating themselves from hospital administration. It implies 

seeing management as something that integrates their professional interests, career, and 

personal background within the organisation. One respondent opined: 

She [hospital CEO] is someone who puts her heart into the hospital, you know. She 

owes everything to the university. She was almost retiring, as she’s 66, and didn’t need 

to prove anything to anyone. Even so, she decided to stay and take on this challenge 

to improve the hospital. [PSI-06/doctor-professor-manager] 

A sense of belongingness also prompted some doctors to get involved in alternative and 

unofficial management roles, spaces where they found the intersubjective conditions to 

participate on par with others in decision-making processes, regardless of their formal roles in 

the organisational structure. This struggle for recognition was important to reinforce informal 

networks and subcultures that served as a complementary authority to counterbalance hospitals’ 

formal hierarchy, as argued in Chapter 8. This dynamic is illustrated in the following example: 

I love the university and fight for it. This led me to look for forums, committees, 

departmental councils, and other spaces within Sigma Hospital where I can 

contribute. […] This is something that I do with great pleasure, and I want to do 

everything that is within my power to contribute to the institution’s growth and 

improvement. [MSI-15/doctor-professor-administrator] 

In sum, more than simply acquiring legal recognition for assuming formal managerial posts, 

hybrid professionals in HUFs strive for recognition in the form of a sense of belonging. As my 

findings indicate, this can be done by integrating management tasks to preserve interpersonal 

connections and status as members of a legitimate and relevant group of elite professionals 

dedicated to the hospital organisation. In this sense, this form of recognition may function as a 

subjective driver of the enactment of hybrid identities within teaching hospitals. 
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10.3 Experiencing forms of misrecognition at work 

As Taylor (1994:25) claimed, our personal and collective identities are shaped not only by 

recognition but also by its absence, or “the misrecognition of others”. Misrecognition can be 

defined as “the withdrawal of social recognition” (Fraser and Honneth, 2003:134), a 

phenomenon that may include multiple forms of disrespect and humiliation, such as rejection, 

abuse, violation of rights, exclusion, and hostility. Experiences of misrecognition hinder 

persons’ successful and productive identity building, motivating them to engage in struggles 

for recognition to get their claims for affectional attachment, legal rights, social esteem, and 

belongingness met. Many of these struggles take place in organisations of work, which 

constitute sites of complex dynamics between recognition and nonrecognition. 

In the case of Brazilian HUFs, for example, NPM managerialism has become a powerful 

performative regime, affecting how patterns of professional recognition can be developed or 

impaired. Managerialism gives rise to distinct forms of identity conflict that can be attributed 

to tensions and contradictions that provoke the interrelationships between intrinsic mechanisms 

of recognition and extrinsic representational and redistributive conditions. My critical analysis 

indicates that forms of misrecognition stem from political and economic constraints that the 

managerialisation of HUFs imposes on medical professionals, whereby emotional bonds get 

loosed, links between roles are broken, and professional reputation fades away. 

 

10.3.1 Emotional distress and loss of self-confidence 

As the interviews progressed, what became increasingly evident was that in the presence of 

external pressures and tighter managerial principles of work and control introduced by 

EBSERH, professionals may experience emotional distress that will eventually result in a loss 

of self-confidence. By loosening the emotional attachments that doctors and academic hybrids 

used to nurture, emotional distress harms their identification and involvement with multiple 

roles within HUFs. 
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10.3.1.1 Loosening emotional attachments 

According to the interviews, the managerialisation of working practices and employment 

relations at HUFs causes emotional distress, negatively affecting the construction of affectional 

bonds within the organisation. For participant MSI-27 [doctor-professor-administrator], for 

instance, bureaucratisation, rigidity, and barriers to performing academic work have been a 

source of frustration over the last few years. As she went on to state, a positive subjective bond 

to the hospital no longer existed: “I was so deeply disappointed with Theta Hospital [under the 

EBSERH administration] that that bond doesn’t exist anymore. I feel emotionally attached to 

the university only”. Similarly, participant MSI-10 [doctor-clinical instructor-administrator] 

commented: 

My excitement, inspiration, and wish to work there have dwindled. I see that happening 

with my colleagues, and I have been through that myself. […] My emotional ties have 

been utterly shaken by such [workforce] stratification because it’s clear that the 

company’s purpose is clinical service delivery only. 

As Table 7 illustrates, several negative emotions and feelings were mentioned by the 

participants to represent the weakening of emotional attachments they had once built up. Terms 

such as frustration, dissatisfaction, demotivation, discouragement, and anxiety were repeatedly 

employed by interviewees to describe the psychological tensions they are currently facing. 

These psychological tensions partially derive from objective conditions related to economic 

and organisational factors (see Chapter 9). Poor organisational capabilities such as 

infrastructural deterioration, lack of access to more advanced medical resources and 

technologies, workforce fragmentation, marginalisation from clinical care provision, little 

attention to quality, budgeting priorities, and pressures for quantitative results were cited many 

times during interviews as factors that undermine professionals’ sense of security and self-

confidence that their needs, interests, and desires will be fulfilled. As one interviewee related: 

I informed them [EBSERH’s corporate headquarters] several times, “Look, that 

equipment [mammography scanner] is no longer in operational condition”. For the 

past five years, I’ve been requesting new equipment. I constantly point out that there 

are extremely serious technical issues. I told them, “I won’t put my name on this 

anymore. I won’t put myself at risk. I’ve stopped doing mammograms here”. [MSI-

02/doctor-professor-administrator] 
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Table 7: Loosening emotional attachments due to negative emotions and feelings 

Negative emotional 

states and feelings 

expressed 

Discursive examples 

Disappointment 

The most disappointing thing to me was the lack of incentives and challenges. 

[...] Also, the hospital was backward-looking. It had no innovation at all. [PSI-

02/doctor-manager] 

Frustration 

[…] our new pedagogic project for clinical medicine was ready for 

implementation. I worked hard on it, but due to a political issue with the 

university, it [project] was simply cancelled. It didn’t happen. This frustrated 

me a lot. [MSI-02/doctor-professor-administrator] 

Dissatisfaction 

Of course, there are a lot of people who are dissatisfied, overburdened, and 

fed up with new systems and workflows. [MSI-16/doctor-clinical instructor-

administrator] 

Demotivation 

One other thing that demotivates me is poor infrastructure. [MSI-13/doctor-

professor-administrator] 

It seems that public servants are no longer as motivated as they used to be. 

This is particularly true for medics. [MSI-04/doctor-clinical instructor-

administrator] 

Discouragement 

I felt very discouraged when I saw the reality of the hospital. [PSI-02/doctor-

manager] 

This [lacking research supplies] discourages people because they start to 

realise that they might do an enormous amount of work but find out along 

the way that they won’t be able to conclude their studies. [MSI-21/doctor-

professor] 

Anxiety 

Sometimes you find yourself in a critical situation in which you do believe that 

the patient needs to be admitted to the university hospital. That makes you 

anxious about resolving the situation, considering that referrals are now 

controlled. [MSI-16/doctor-clinical instructor-administrator] 

Sadness 

I was feeling much more self-realised three years ago. However, the 

dismantling of medical services and the lack of a positive perspective on 

reconfiguring the services, at least in the medium run, made me sad. [MSI-

28/ doctor-professor-administrator] 

Distress 
It’s very hard. It [barriers to research] causes you emotional and physical 

distress. [MSI-02/doctor-professor-administrator] 

Annoyance 

I think that’s what makes me so annoyed with EBSERH. It says to the faculty 

and university, “Get out!”. Nobody says a word about it, you know. [MSI-

12/doctor-professor-administrator] 

Underappreciation 

Professors are not appreciated as they should be. This demotivates you. It’s 

not a matter of salary, but of appreciation, respect, and incentives for 

personal and professional growth. [MSI-19/doctor-clinical instructor-

manager] 
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A feeling of being 

demoted 

[…] if asked which class has been demoted within the hospital, I would say it 

is the class of university teachers. They used to be the chieftains and could do 

whatever they wanted. [MSI-07/doctor-professor-manager] 

I don’t know whether this is right or wrong, but they [EBSERH] are treating 

doctors as shop floor employees. [MSI-27/doctor-professor-administrator] 

Resentment 
I understand that many professors feel resentful, especially exclusive 

dedication professors. [MSI-14//doctor-professor-administrator] 

A feeling of being 

abandoned 

We felt abandoned. This is a unanimous view [among RJU University-

employed doctors and professors of medicine]. [MSI-10/doctor-clinical 

instructor-administrator] 

Isolation 

My impression is that they don’t want us there. They want professors isolated 

from the hospital. [MSI-27/doctor-professor-administrator] 

We are being massacred there [HUF]. I no longer teach graduate students 

because this [teaching and clinical work] has become very dichotomised. I 

don’t teach residents anymore. [MSI-10/doctor-clinical instructor-

administrator] 

A feeling of being 

watched 

At our hospital, EBSERH is promoting a sort of policing, witch-hunting politics 

regarding this [working hours fulfilment]. […] Professors are now being 

extremely watched to the point that they are completely demotivated. [MSI-

27/doctor-professor-administrator] 

A feeling of being 

treated as a threat 

Defending university autonomy has always been seen as a threat to the 

dominant power both outside and inside the university. […] If you are a 

challenger, you are seen as a threat to the system […]. [MSI-32/doctor-

professor] 

Fear 

[…] workers who are employed under a CLT job contract are afraid of being 

dismissed. [PSI-03/professor-manager] 

Now that they are under close surveillance, they [dual practitioners] are 

unable to teach while doing clinical work as EBSERH clinicians. There must be 

a separation. So, they don’t feel comfortable when students come along 

while they are attending to patients in the ambulatory. They feel constrained 

and prefer not to interact with students because it would be considered an 

irregular dual practice. They are afraid of being punished for it. [MSI-

27/doctor-professor-administrator] 

Insecurity 

We are aware that we cannot be fired without due cause, but this [CLT job 

contract] does generate a bit of insecurity, you know. [MSI-06/doctor-clinical 

instructor] 

Source: Author 

The same participant went on to relate that emotional distress caused by a negative experience 

with managerial work under the EBSERH administration was a reason for quitting her 

management position. Consider her comment as an example of how the growing estrangement 

between hospitals and medical colleges as well as managerial encroachment may lead triple 

hybrids to experience low emotional satisfaction, which may prompt them to distance 

themselves from management roles: 
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They [EBSERH] proposed that we, professors, assume management posts as chiefs of 

units. But I must admit that I don’t want to do this anymore. It’s not feasible at all. It’s 

a bureaucracy with a lot of severe problems. You have to surrender. There’s no way a 

professor could [take on management], at least in my area, where there are over 120 

people. […] I understand that we must perform patient care as per our contracts with 

the health department. As far as I am concerned, we [HUF] get paid for patient care. 

So, I’ve got a quota, I’ve got to do several screening tests so that the local health 

department pays for them, and the hospital can then sustain itself [financially]. 

However, from my point of view as a radiologist, this is very complicated. I’m not 

managing to cope. […] I must admit that I decided to resign. I got really upset and 

stepped down. I disagree that the hospital operates in this manner. Of course, we must 

provide clinical care, but this must be linked to education. I am really, really sad. If 

you knew how sad I feel. Sometimes I wish that… Anyway, I felt very uneasy and 

stepped down. I took advantage of this Covid-19 situation and quit. [MSI-02/doctor-

professor-administrator] 

As the findings suggest, the retrenchment caused by a performance-driven service ideology that 

overprioritises clinical services has reframed not only the objective conditions of work at HUFs 

(see Chapter 9), but also the intersubjective mechanisms for a positive and self-realising 

transition to hybrid professional-academic roles. For some respondents, a greater emphasis on 

clinical work leads to weaker emotional attachments at work and, as a result, to reduced 

organisational attractiveness and professional retention. As participant MSI-10 [doctor-clinical 

instructor-administrator] stated, that is because clinical practice detached from teaching can be 

performed in many sorts of medical institutions, which nullifies the special aura of the teaching 

hospital. The university career thus comes to be viewed as a non-matching career for medical 

professionals, as evidenced by low competition for faculty positions. Moreover, the erosion of 

a full-time university career seems to be related to a perceived erosion of affective interpersonal 

relationships within HUFs. For many academic hybrids with a strong identification with 

medical education, forms of recognition such as love, affective care, acceptance, and mutual 

trust seem to be replaced by forms of misrecognition such as underappreciation, resentment, 

abandonment, isolation, sadness, and feelings of being demoted to a shop floor category of 

workers, as shown in Table 7. 
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While developing strong emotional attachments may ultimately stimulate medical professionals 

to construct a hybrid identity, forms of misrecognition may slacken these subjective bonds by 

a process one participant named “desensitisation”. This means that some professionals lose 

confidence that getting involved in clinical, academic, or managerial work will bring them self-

realisation, which eventually leads to distancing practices. As interviewee MSI-09 [doctor-

professor-manager] commented, “I feel like I’m going through a desensitisation process in 

order to leave it [HUF]”. Another respondent noted, “[…] nonrecognition has affected many 

people who no longer have a sense of commitment as a result. In some cases, these people are 

changing their job contracts and reducing working hours” [MSI-17/doctor-professor-

manager]. 

Loosening emotional ties was also associated with EBSERH doctors. There was a narrative that 

the employment regime and work arrangements offered by the company may not boost strong 

subjective bonding with the hospital, let alone with the university. One participant noted that 

the starting salary may be attractive for junior doctors, but more precarious job contracts and 

career paths may not retain these professionals in the long run, impairing the emotional ties 

they construct with the institution: 

Young doctors don’t think in the long term; this is one of their characteristics. So, 

they’re gonna join in because the starting salary is good. However, as time passes, 

they tend not to stay. That’s the problem. Not building links up. [PSI-06/doctor-

professor-manager] 

In sum, loosening emotional attachments stemming from experiences of misrecognition can be 

seen as psychological mechanisms that underlie professionals’ loss of self-confidence at work. 

They suggested that managerial principles of organising medical work may lead professionals 

to experience emotional distress and negative feelings that impact their processes of hybridised 

identity construction and maintenance. 
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10.3.2 Losing occupational jurisdictions, labour rights, and self-respect 

In the previous chapters, I provided substantial evidence that the reinforced stratification of the 

medical profession in HUFs is directly associated with more salient formal intra-professional 

differentiation in employment regimes and career prospects, reshaping professionals’ roles and 

identity orientations. My discursive data indicate that while some professionals strive to 

improve their autonomy, privileges, and responsibilities by forging links and exploiting 

synergies among clinical, academic, and managerial tasks, others lose occupational 

prerogatives and jurisdictions over some of these areas. In this context, managerialisation 

impacts the jurisdictional frameworks upon which medical work is organised in HUFs, 

reframing how clinicians and university professors construct their sense of self-respect as 

bearers of the right to control their own work. 

 

10.3.2.1 Breaking links between roles, areas of responsibility, and careers 

My interviewees reported that university professors, especially those with an exclusive 

dedication job contract, have always struggled to gain recognition for their contributions to 

clinical services. That is because forms of maldistribution, such as unpaid clinical work and 

legal restrictions to practise medicine outside the university hospital, have been sources of 

dissatisfaction at work, causing professors to feel unprotected and disrespected in their rights 

to thrive in the profession. For example, one interviewee said: 

I am an exclusive dedication professor. What exactly is an ED [professor]? I think 

there’s a huge misunderstanding here. I am precluded from making money, right, 

[because] being exclusive means that I can only practise medicine in the College of 

Medicine of Sigma Federal University. [MSI-12/doctor-professor-administrator] 

The reconfiguration of hospital work after the migration to EBSERH has aggravated this sense 

of disrespect, as university professors now feel they are being isolated from hospitals. Isolation 

materialises as a loss of additional pay for clinical services (i.e., APH) that professors used to 

be entitled to, as well as reduced participation in direct patient care, now dominated by 

EBSERH clinicians. Another respondent argued that university teachers share a feeling of being 

deemed to be an unnecessary medical workforce within HUFs: 
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We’ve always done clinical work in addition to our academic career because we 

wanted to expand hospital services to improve teaching. That’s how it happened. […] 

I mean, we developed clinical services based on the needs and information we had, 

you know. Like, “We’ve got to expand cardiology services, create a coronary care 

unit, create a post-operative ICU care, and create a transplant unit”. We teachers, 

along with students and residents, created all this and much more. Without any pay 

for it, without any pay for it. Without earning anything for it. Today, after never being 

economically recognised for it, we are considered unnecessary, since there are so 

many doctors who are hired [by EBSERH]. […] I mean, at the end of the day, this all 

points to the vertiginous and inevitable nonrecognition of the clinical-academic 

career. [MSI-14/doctor-professor-administrator] 

Some respondents reported that dual practitioners who hold positions as university professors 

and EBSERH clinicians face increasing restrictions on performing teaching activities while 

treating patients. For them, the company’s politics of surveillance impels dual practitioners to 

split their multiple roles within the hospital to avoid punishment for undue role mixing. This 

leads them to avoid interacting with students when doing clinical work. For example, one 

interviewee noted, “Professors who are dual practitioners are now being watched. When a 

student approaches him, he says, ‘It’s not my time to be a lecturer now. Now it is time to be a 

clinician’” [MSI-27/doctor-professor-administrator]. 

As for clinicians employed by EBSERH, a framework of labour rights and work prerogatives 

that acknowledges their involvement in academic and administrative deliverables has been 

preserved to a very limited extent after the managerial reform. There was a narrative that the 

precarisation of employment relations prevented these doctors from establishing deeper 

connections to academic and managerial work. This is because the framework of legal rights 

and duties (i.e., CLT job contract) that regulates their work within HUFs is grounded on 

managerial principles that determine that “their key role lies in expanding medical care 

services” [PSI-04/doctor-professor-administrator]. Hence, the hiring of new clinicians who 

exhibit no commitment to scholarly work or are relegated to a rank-and-file stratum has created 

a greater dichotomy between clinical and academic staff, negatively impacting their sense of 

self-respect at work. One interviewee who works for EBSERH told me that she does not receive 

any recognition from the company for performing teaching tasks, although she is charged with 

supervising residents in addition to meeting organisational targets around patient care 

provision. 
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I don’t see any form of recognition aside from the recognition I receive from residents. 

[…] It’s [teaching] considered extra work. You have to commit yourself to getting the 

job with patients done. That’s basic. If you do something extra, great! Good for the 

residents. But EBSERH does not provide you with any incentives for doing that 

[teaching], apart from what you must do as a clinician. [MSI-20/doctor-clinical 

instructor] 

Furthermore, the expansion of the private sector type of job contract at HUFs was seen as 

reflecting the loss of labour rights and guarantees that rank-and-file doctors remain subject to. 

Such work precarisation and disadvantages in relation to the statutory regime affect their self-

respect, giving them a sense of inferiority vis-à-vis their colleagues: 

Oh, yes. Regimes are rather distinct. One is statutory, and the other is CLT. Although 

it’s a public company, labour guarantees are greater for statutory workers. So, there’s 

certainly a precarisation, the loss of labour rights and guarantees that used to be 

offered. [MSI-05/doctor-clinical instructor] 

Do I think that the employment regime is important? Yes, I do. I think there’s a 

psychological implication, like a sense of inferiority caused by the precarisation of 

CLT contracting. [MSI-04/doctor-clinical instructor-administrator] 

These findings clearly reflect how misdistribution and misrecognition are inextricably linked. 

They show that managerialist principles of work organisation have impacted the legal 

recognition university professors are granted to make independent choices and exercise 

autonomy by reducing their participation and responsibility over clinical work. Such 

marginalisation and loss of occupational jurisdiction over this area of medical practice may 

signal a trend towards role and identity segregation within this knowledge elite stratum. In the 

case of EBSERH doctors, changes in the frameworks of labour rights and employment relations 

have important recognitional implications for their self-understanding and self-respect at work, 

which may also impact how likely they are to develop hybrid identities. 
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10.3.3 Declining sense of collegiality and self-esteem 

A decline in the sense of collegiality among medical professionals has become more explicit 

since the managerial reform. Although interviewees reported that, in general, they get along 

with their co-workers, I found evidence that professional solidarity has been negatively affected 

by increased professional stratification and the infusion of managerialism. Managerialist values 

imbue a less collegial and more managerial scale of evaluation upon which professionals 

construct their sense of distinctiveness and self-esteem at work.  

 

10.3.3.1 Fading professional solidarity, collegiality, and commitment at work 

An important theme that emerged in my data analysis suggests that professional solidarity, 

collegiality, and commitment are fading away on account of clearer divisions between different 

groups of medics. For example, when asked about how he perceives the social esteem 

professionals ascribe to each other, a participant answered that there used to be a stronger sense 

of collectiveness and thoughtfulness towards others in the past: “No. I don’t see it anymore. 

Especially when I look 40 years back in time, when there was not only good conviviality but 

also collective actions of well-wishing among peers” [MSI-09/doctor-professor-manager]. 

Sometimes, this was attributed to redistributive injustices that erode the collective recognition 

that professionals accord to each other in the form of esteem. As one participant put it, 

We respect each other as medical colleagues. I have no doubt about it. This hasn’t 

changed. However, sometimes you kind of notice that some of them [EBSERH doctors] 

have a contract that pays them three times more than you earn for working three times 

more than they do at the hospital. This makes you… You feel like, “What an injustice!” 

[…] These differentiated work arrangements might be corroding the spirit of 

cooperation and solidarity among professional peers. That’s what I think. [MSI-

12/doctor-professor-administrator] 

Other respondents noted that managerial discourses emphasising productivity similarly 

undermine the degree of social esteem that faculty members receive. Participant MSI-10 

[doctor-clinical instructor-administrator], for instance, said that university professors are no 

longer esteemed as important contributors to organisational goals but “[…] viewed as if they 



270 
 

 
 

were unproductive for being more interested in teaching than delivering medical care, so to 

say”.  He went on to say that professors are not recognised “but just tolerated” by the EBSERH 

administration. Moreover, the involvement of EBSERH doctors in clinical professorship, albeit 

still very limited in scope, was interpreted as a clear message that university professors are 

viewed as a “nuisance”, “intruders”, and “dismissible” workers who are currently undergoing 

a process of gradual replacement. 

EBSERH workers, in turn, were depicted as colleagues who are less solidary at work, notably 

in what concerns research activities [MSI-21/doctor-professor], due to high work demands for 

patient care and organisational control over their performances. As one interviewee sharply 

commented, EBSERH clinicians are regarded as not willing to commit themselves to 

contributing more: “They work their hours, fudge a little bit, skive off here and there. When it’s 

quitting time, they’re gone. Bye-bye. That’s how it works” [PSI-07/pharmacist-professor-

administrator]. 

Interestingly, some interviewees mentioned that doctors involved in hospital administration are 

also viewed as contributing less to academic goals, which implies that managerial hybridisation 

limits the prestige triple hybrids can obtain for their professional achievements in a university 

career. That is because engagement in management roles is considered time consuming, setting 

aside other occupational tasks, such as specialised clinical care and teaching. For example, one 

participant said, “Management is an activity that hinders the academic career. It really does. 

It’s very difficult to reconcile them very well”. In addition, my findings indicate that managerial 

hybridism may lead to hostility from peers, as they come to be seen as more committed to 

contributing to the company than the medical college. Participant PSI-06 [doctor-professor-

manager], for example, said, “A professor who assumes management roles is, let’s say, a bit 

frowned upon. ‘This guy is pro-rector, department head, clinical director, chief of service… 

What’s he doing there?’ He’s not esteemed at all”. Managerial hybridisation, in this sense, was 

associated with recognitional disturbances that jeopardised the development of positive 

personal and professional identity. 
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10.3.3.2 Declining professional prestige 

The interviews showed that insofar as management roles are perceived as underappreciated and 

prejudicial to medical practice and, particularly, academic work, occupants of managerial 

positions tend to see themselves as devalued and sometimes discriminated against by 

colleagues. Negative views about being a hybrid clinical manager diminish the notion of 

professional prestige, affecting professionals’ construction of self-esteem in their relationships 

with peers. For example, a triple hybrid who often takes on administrative roles at the hospital 

said: 

Doctors have always been bad managers. Historically, they are bad managers because 

they don’t have the qualifications for that. […] I never believed in doctors who are 

managers, in the figure of a doctor-manager. [MSI-22/doctor-professor-

administrator] 

There was also discursive evidence that the academic reputation that doctors enjoy for working 

in teaching hospitals is declining over time, due not only to the expansion of many poor-quality 

medical schools across the country but also, and more importantly, to maldistribution factors 

associated with the public university career. Indeed, many respondents reported rather 

depreciative concepts about themselves because of the erosion of their careers as academic 

hybrids employed in HUFs. Some emphasised that the academic career for doctors in public 

universities “is a shame” [MSI-25/doctor-professor-administrator] due to deteriorating 

infrastructure and working conditions that undermine their reputation. Respondent MSI-07 

[doctor-professor-manager], for example, said that “the view that doctor-professors have more 

prestige is not true in those hospitals lacking infrastructure”, which ends up attaching their 

personal image to “poor quality medical care provision”. Others resorted to comparisons with 

private sector medicine to argue that the erosion of the university career has negative 

repercussions for their sense of self-esteem in relation to colleagues who pursue a more 

economically successful career in private medicine. For example, one interviewee said that ED 

professors are often seen as “mediocre professionals” by other colleagues in the medical labour 

market, as “university teachers are no longer valued professionals in Brazil” [MSI-18/doctor-

professor-administrator]. Here are further examples of university professors facing 

misrecognition from peers for developing hybrid academic careers under very adverse 

economic conditions: 
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I think they look at us and wonder, “For God’s sake, why are they working there 

[HUF] and not earning much more out here [private practice]? I find this is what they 

think about us. [MSI-21/doctor-professor] 

From an economic point of view, there are a lot of people in the city who call me “a 

monk”. They say that I’ve put my cassock on to work for the university, earning one-

fifth of what I could make outside the university. [MSI-07/doctor-professor-manager] 

In sum, my discursive data demonstrate that managerial reform has affected the intrinsic 

psychological, intersubjective mechanisms upon which professionals construct their self-

esteem at work. Although most respondents reported good conviviality among peers, 

managerialism seems to have fractured the sense of collective identity and solidarity that used 

to guide how professionals reciprocally recognise their roles in the hospital as of special value. 

For managerial hybrids, this fracture was sometimes predicated as misrecognition in the form 

of hostility and underappreciation, while academic hybrids emphasised negative 

representations of the full academic career derived from poor economic conditions of work. 

The findings, therefore, indicate that the force of academic reputation to seduce doctors to 

academic hybridisation has weakened. As shown, forms of misrecognition are directly linked 

to economic maldistributions present in hybrid professional careers at HUFs. These constitute 

extrinsic factors that impair hybrids’ self-esteem, disturbing the formation and maintenance of 

self-realising hybrid roles and identities. 

 

10.4 Summary 

This chapter has built on Honneth’s (1995) recognitional theory, which presupposes that 

reciprocal recognition is a practical requirement for the creation and maintenance of undistorted 

relations to self and relations to others. It has drawn attention to the fact that in occupational 

and organisational domains, individuals’ struggles to develop patterns of recognition shape 

their personal and professional identity formation and change. In this light, I have shown that 

the managerial reform implemented in HUFs has engendered new struggles for recognition in 

doctoring as a result of the shift from medical-academic professionalism towards 

managerialism. 
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I have provided empirical evidence that enactment or resistance to hybrid identities is 

underpinned by intersubjective mechanisms of recognition. These psychological mechanisms 

(i.e., emotional attachments, legal rights, social esteem, and a sense of belonging) influence 

how medical professionals align their self-concepts with the occupational and managerial 

principles of work organisation (Waring, 2014) in processes of organisational identification 

(Ashforth and Mael, 1989; Alvesson, Ashcraft, and Thomas, 2008). 

The findings presented in this chapter illustrated how academic and managerial hybridisation 

among medical professionals can be understood as a process of identification driven by a 

fundamental desire for self-confidence, self-respect, self-esteem, and a sense of belonging as 

preconditions for their self-realisation at work. I have demonstrated that these patterns of 

recognition provide an intersubjective basis for hybridised professional identity that transcends 

doctors’ expectations of economic autonomy and political influence in their careers at HUFs, 

although still mediated by these redistributive and representational expectations. 

I have shown that developing strong emotional ties to the organisation and colleagues enhances 

self-confidence, acting as an input for both academic and managerial hybridisation. Affectional 

bonds prompt doctors to pursue a lifelong university career in the hospital so they can cherish 

interpersonal relationships. I have also illustrated that emotional attachments can nourish caring 

behaviours and a sense of responsibility that may result in taking on management roles. I have 

described the efforts undertaken by some elite professionals to forge links and exploit synergies 

among multiple functions at the hospital and medical school to develop a sense of self-respect 

as bearers of the prerogatives to make judgements about management affairs. In a sense, this 

form of recognition alludes to the strategies of resistance as voice (Fleming and Spicer, 2007) 

previously discussed (Chapter 8). It implies aggregating management to locally protect the legal 

frameworks of occupational prerogatives and functions in the face of changes in job 

circumstances and managerial encroachment (Numerato, Salvatore, and Fattore, 2012; Waring 

and Currie, 2009), although to a very limited extent compared to what Freidson’s (1994, 2001) 

restratification thesis claims. 

This chapter has demonstrated that HUFs used to be viewed by medical professionals as 

organisational domains where they could enhance their reputation and sense of distinctiveness 

in their profession. In drawing on robust discursive evidence, this chapter suggests that 

academic reputation may have a positive impact on processes of hybridised identity 

construction and change, as it elevates hybrids’ sense of self-worth in terms of their special 
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contributions to the occupational community. Likewise, I have argued that getting involved in 

management may serve as a source of belonging, as hybrids come to see themselves as members 

of an elite group that has the status and legitimation to take an active part in hospital 

administration. These findings support the idea that triple hybrids may want to retain 

management roles, not only to preserve political representation but also to obtain recognition. 

I have also provided insights into the forms of misrecognition that hinder professionals’ identity 

formation. I have argued that the infusion of more managerial principles of work organisation 

may lead doctors to experience emotional distress and negative feelings, which, in turn, loosen 

the affectional bonds they construct within the organisation. I have shown that many triple 

hybrids prefer to move away from management roles to overcome psychological disturbances. 

I then discussed the recognitional implications of maldistributed conditions relating to the 

frameworks of labour rights and employment relations for professionals’ sense of self-respect 

at work. I have shown that more explicit intra-professional differentiation and precarisation of 

job circumstances lead some doctors to lose occupational jurisdictions and labour rights, which 

impacts their self-image as subjects capable of controlling their work. 

Lastly, I have focused on a perceived decline in the sense of solidarity and collegiality among 

medical professionals employed at HUFs. I have considered expressions of nonrecognition 

stemming from the erosion of the university career as well as forms of discrimination faced by 

hybrid professional managers. The findings seem to be in line with previous research suggesting 

that hybrid clinical managers may face hostility from their peers (Kirkpatrick, 2016; 

Montgomery, 1992) and be stigmatised for “going over to the dark side” (Ferlie, 2017:14). 

In sum, I have provided insights into how modalities of recognition shape the ways medical 

professionals construct and (re)negotiate their multiple and often conflicting identities and 

professional and organisational principles of work in managerial settings. I have also linked 

these individual-level struggles for recognition with broader economic and political conditions 

(Pratt and Foreman, 2000) faced by professionals in these contexts. 
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CHAPTER 

11 
Discussion 

11.1 Introduction 

In 2011, EBSERH was introduced in federal university hospitals (HUFs), implementing an 

NPM-type reform to take on hospital administration and handle a multifaceted crisis of 

organisational capabilities. The reform was explicitly marked by the infusion of managerialist 

principles of work organisation into HUFs and has led to further internal stratification of the 

medical workforce through expanding the use of private sector job contracts and altering the 

ways clinical, academic, and managerial work are organised. This has affected processes of 

hybridised identity and work logic among doctors by changing the political, economic, and 

intersubjective conditions upon which they construct their personal and professional identities. 

This chapter concerns how these observations can be explained by considering the reviewed 

literature. It aims to respond to the following research questions to extend the empirical and 

theoretical understanding: 

How does the managerial reform implemented at HUFs affect the processes of 

professional stratification and hybridisation in the medical profession? 

How do changes in political conditions of representation impact hybridised identity 

formation among doctors? 

How do changes in economic conditions of redistribution impact hybridised identity 

formation among doctors? 

How do changes in intersubjective mechanisms of recognition impact hybridised 

identity formation among doctors? 

First, I reflect on the importation of market-inspired NPM reforms into public healthcare and 

higher education sectors in Brazil. I argue that the complexities and uniqueness of the Brazilian 

experience with NPM in the field of HUFs cannot be squeezed into a generic model of public 

management and policy reform based on an alleged invariable convergence towards the 
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managerialisation of the public sector worldwide. Yet, I discuss how EBSERH can be viewed 

as a hybrid form of organisation derived from a softer NPM narrative amalgamated with other 

traditional approaches, which has promoted a shift from medical-academic professionalism 

towards a new logic of business-like healthcare. This has been expressed by reinforced 

workforce stratification and more managerial principles of organising work that alter the 

political, economic, and intersubjective factors shaping how the interfaces between clinical 

practice, academic work, and management roles undertaken by doctors at HUFs can be 

established and maintained. 

Then, I explain my proposed holistic gestalt model of identity formation and transformation. I 

draw together and critically reflect upon the main findings presented, and in so doing, I draw 

particular attention to representation, redistribution, and recognition as key driving forces that 

help explain how and why professionals assimilate or resist academic and managerial hybrid 

identities and ways of working. I argue that struggles for representation, redistribution, and 

recognition may produce different identity work strategies (e.g., integration, aggregation, 

compartmentalisation, deletion) (Pratt and Foreman, 2000) that individuals engage with to 

optimise or (re)negotiate the boundaries between individual, occupational, and organisational 

identities. I close this discussion by offering some counterintuitive theoretical insights into 

dehybridisation as an outcome of some of these identity work strategies. 

 

11.2 From medical-academic professionalism to managerialism 

In Chapter 4, I have argued that while previous research into public management reforms in 

Brazil focuses on the transition from one reform wave to another, no general model of public 

management has ever been fully implemented throughout the country’s history. My critical, 

postcolonial approach based on the concept of sociological reduction (Ramos, 1958) helped me 

trace national reform trajectories in a way that emphasised incrementalism, hybridity, and local 

adaptation of Western dominant narratives of public management and policy (Alcadipani, 2017; 

Caldas and Wood, 1997). This is not to say that I neglect the influence of international trends 

in public sector reforms and, more importantly, the performativity of managerialism spreading 

across Global South countries such as Brazil. What is implied in this study is the assumption 

that the true extent of incorporation of NPM managerialism worldwide cannot be exaggerated 

(Pollitt and Bouckaert, 2017; Pollitt, 2002; Andrews, 2010), and that due account should be 
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taken of “the role of history and specific conjunctures of events in shaping different tracks of 

change” (Kirkpatrick et al., 2009:643) across different contexts in which public sector 

organisations are inscribed. 

Drawing upon this argument, I have shown that the Brazilian case displays rather fragmented, 

overlapping, and incomplete “menus” (Paes de Paula, 2005; Bresser-Pereira, 1996a) of public 

management reform involving a combination of different “dishes” (see Chapter 4). So, within 

this diversified menu, we can have, for example, the endurance of traditional bureaucratic 

procedures (e.g., public procurement, merit-based recruitment) characteristic of the Weberian 

model, as well as preserved structures of statutory tenured professional careers for top public 

servants, a dish typical of the modernising Neo-Weberian State (NWS) plate. At the same time, 

the increasing number of hybrid organisations stemming from contracting out and public-

private partnerships (PPPs), approaches of policymaking including a wide range of social 

actors, enhanced transparency mechanisms, and e-government are some items that fit very well 

with New Public Government (NPG) and Networks menus. 

In my review of more recent reforms, however, I have paid special attention to the relative 

prevalence of business-derived NPM dishes such as privatisation, performance measurement, 

contracting out, business-like methods of management and organisation, and the like. I have 

argued that the menu of NPM managerialism is on the rise in Brazil, although the introduction 

of managerial reforms in more politically sensitive sectors, such as healthcare and education, 

has been rather partial and selective, resulting in appeals to softer NPM approaches and public-

private hybrid forms (Denis, Ferlie, and Van Gestel, 2015; Ferlie, 2017; Kickert, 2007). 

Hybrid forms of organisation derived from soft NPM interventions have considerably enlarged 

and blurred the public-private border zone in Brazil, with hybrid companies taking over larger 

and larger swathes of the public sector, while the central state apparatus concentrates on 

regulating and organising the provision of public services (Mare, 1995). The case of managerial 

reform implemented at HUFs through the creation of EBSERH illustrates the growing hybridity 

in public sector organisations very clearly (Andreazzi, 2013; Borges, Barcelos, and Rodrigues, 

2018). This movement stems from pressures posed by neoliberal reformist discourses 

advocating for the greater use of quasi-market interventions and business methods for the 

running of public health and education services (Bresser-Pereira, 2017). Thus, by exploring the 

case of federal university hospitals, this work adds to debates about contracted-out yet still 

public service in developing countries under the increasing influence of neoliberalism. 
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I have demonstrated that the migration of HUFs to EBSERH can be conceived of as a fresh 

NPM-type reform because it seeks to reposition hospital administration according to the 

mainstream management framework of private sector methods, practices, and discourses 

(Clegg and Hardy, 1996; Clarke and Newman, 1997; Böhm, 2006). Although the company is 

state-owned, it is regulated by private law, which means greater autonomy in implementing 

corporate ways of organising service provision and managing work and employment relations 

(Borges, Barcelos, and Rodrigues, 2018; Góes, 2021). As a result, a shift from medical-

academic professionalism towards a new logic of business-like healthcare has been promoted 

at HUFs, with important organisational and individual-level implications. 

Reflecting the incremental and idiosyncratic nature of Brazilian reform trajectories combining 

dishes from different menus of public management, the managerial reform in HUFs was carried 

out through a layering strategy of institutional change (Mahoney and Thelen, 2009). It involved 

the introduction of EBSERH on top of existing institutional arrangements based on medical-

academic professionalism and traditional hierarchical management by universities. As 

previously evidenced in my critical discourse analysis, at the organisational level, such a 

layering strategy essentially intended to make hospital administration more business-like, in the 

hope of solving the longstanding crisis of understaffing, personnel rigidity, underfunding, 

infrastructure deterioration, underperformance, and poor coordination with local health bodies 

(Persson and Moretto Neto, 2018). Layering, in this case, brought about substantial changes 

that altered the more traditional logic of university-owned teaching hospitals without totally 

eliminating it. 

Drawing on Ferlie’s (2017) 3M model (marketisation-management-measurement) of 

managerial reforms presented in Chapter 4 (Table 1), my findings suggest that the layering 

strategy for reforming HUFs reflects the primacy of publicization, a softer type of NPM reform, 

over harder marketisation-oriented interventions such as privatisation. Publicisation can be 

understood as a form of contracting out, a quasi-market tactic for transferring the production of 

non-exclusive public services to private non-profit organisations (Schweizer and Nieradtka, 

2001; Ferreira Júnior, 2003; Morais et al., 2018) or public enterprises regulated by private law. 

The latter case often appears as a marketisation alternative to outright privatisation, given the 

stronger political reluctance towards privatisation policies in core sectors such as higher 

education and healthcare. In the field of HUFs, publicisation via a hybrid form like EBSERH 

proved to be a more politically feasible alternative to privatisation, given that this arrangement 

preserved the institutional status of the company as an indirect public administration body, thus 
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weakening the impact of anti-privatising political discourses within university communities. 

Publicisation, therefore, can occur through the creation of hybrid companies at arm’s length 

from ministries, with a significant degree of statutory independence and financial and 

administrative autonomy. 

The approach towards publicisation reflected a shared belief among reform promoters that the 

juridical-institutional subordination of HUFs to universities had historically led to poor 

governance because of their “political interference in management affairs” and nearly complete 

dependence on university support foundations to organise and run hospital services 

[REF10/Court Judgement n. 2813/2009/TCU]. Against this background, publicisation reframed 

such an inter-organisational relationship by introducing a network-based institutional 

arrangement that emphasises the demands of local health departments under a 

contractualisation policy in which EBSERH, and no longer universities, mediates the insertion 

of HUFs into the national health system (SUS). In addition, the managerial reform has brought 

about a greater centralisation of governance arrangements, encroaching on university 

autonomy with a prevalence of top-down decision making. These changes can be thought of as 

causing an estrangement between hospitals and medical schools. They, therefore, signal a 

movement that seems to go in the opposite direction to policy efforts seeking to connect high 

standards of clinical care, research, and health education in order to successfully translate 

scientific discoveries into practice, as the spread of Academic Health Science Centres (AHSCs) 

worldwide indicates (French, Ferlie, and Fulop, 2014). I will briefly return to this topic later in 

the conclusion. 

Considering that the introduction of network organisational forms is likely to provide an 

institutional basis for shifting the balance of power among participating organisations 

(Grimshaw et al., 2004), the establishment of EBSERH has indeed reframed inter-

organisational hierarchical relations among universities, hospitals, and local governments by 

establishing new parameters for health planning, control, and improvement. With the reshaping 

of relationships, power dynamics, and forms of collaboration, local health departments have 

become more powerful actors influencing HUFs’ arrangements of service delivery. As one 

participant observed, the integration of HUFs into SUS networks is now “mediated by local 

health authorities as per their demands, priorities, and goals” [PSI-01/doctor-professor-

manager], meaning that hospital managers and health professionals share control over service 

delivery with other external players. These findings are in line with Bachmann’s (2001) idea 

that in institutional arrangements marked by inter-organisational relations, there is the potential 
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for more powerful organisations participating in networks to dominate the relationships (Currie, 

Finn, and Martin, 2008). 

It is important to note that my case study does not suggest that profound changes in the 

organisation of public service provision necessarily imply a complete disruption to 

professionals’ agency and clinical autonomy to coordinate their work. After all, “policy 

aspirations for network forms of delivering public services may be stymied by the professional 

institution” (ibid:542). In fact, elite doctors and clinical-academic hybrids still strive to preserve 

some degree of flexibility to intervene in or adapt to new ways of organising health care 

according to their interests and directives determined by universities and medical schools. What 

my case study shows, nevertheless, is that calls for further managerial actions to tackle the 

“undue interference on the part of clinicians” jeopardising the “execution of contracts” with 

local health authorities [REF10/Court Judgement n. 2813/2009/TCU] have grown into a 

prominent narrative, especially amongst audit bodies. These have helped construct a 

performative discourse that, by buttressing a managerialist logic manifested in appeals to new 

organisational and governance frameworks to ensure greater hospital performance, has come to 

challenge more traditional principles of work organisation within HUFs. 

Regarding management, the second dimension of the 3M model (Ferlie, 2017), what I found in 

my discursive analysis was a mix of soft and hard NPM values and organising principles 

denoting the various aspects of hybridity characterising EBSERH. As seen, the centrality and 

frequent reference to notions such as “results-based management”, “cost control”, “strategic 

management”, “performance goals”, “efficiency”, “productivity”, and the like were striking. 

They evince the company’s quest for modernisation (Sodré et al., 2013) through managerial 

rationalisation of hospital administration based on key doctrinal managerialist components, 

such as professional-management, standardisation, and performance indicators. The adoption 

of these hard NPM components sat alongside a narrative articulated upon the assumption that 

business-derived styles of management were the best approach to overcome poor management 

and develop enhanced delivery arrangements – particularly through more efficient coordination 

between hospitals and SUS referral and counter-referral systems. However, such a narrative 

also highlighted the relevance of softer modern management concepts such as “autonomy”, 

“flexibility”, and “transparency”. As mentioned before, these concepts were of particular 

importance in obtaining political support from elite professionals during the reform 

implementation phase. 
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Concerning the third component of Ferlie’s (2017) model, the importance of performance-

based management mechanisms was strongly stressed during the reform. As discussed in 

Chapter 9, this led to a performance-driven service ideology that places a greater emphasis 

on clinical care provision. My case study indicates a strong NPM flavour in this regard in that 

results-oriented management and performance measurement are central dishes in the hard NPM 

menu (Pollitt and Bouckaert, 2017).  

Overall, the managerial reform implemented at HUFs reveals both softer marketisation and 

harder management and measurement components. These components have not fully 

disestablished more traditional professional and organisational principles of work, but my 

findings indicate that they have prompted an ongoing shift from medical-academic 

professionalism towards more managerial principles of work organisation. In this sense, my 

study on NPM reforms in the field of university hospitals resonates with Fournier and Grey’s 

(2000:10) idea that managerialisation, “inscribed in techniques of accountability and market 

simulation, was to bring the public sector to the reality of the market by translating the problem 

of the provision of public services into questions of calculability and efficiency”. 

In what concerns the impact of managerialism on occupational professionalism, my study 

corroborated extant research suggesting that managerialisation reforms spawn new forms of 

control and bureaucratisation of work processes through introducing corporate values, 

concepts, and methods aimed to promote higher service performance, standardisation, 

productivity, and cost reduction (Ferlie and Geraghty, 2005; Osborne and Gaebler, 1992; Pollitt 

and Bouckaert, 2000). Combined, these managerial interventions have compromised the stable 

reproduction of medical-academic professionalism, which used to be based on an embedded 

management culture marked by university professors’ and clinicians’ autonomy to determine 

the terms, conditions, and context of their professional work. As seen, more managerial 

principles of organising work have altered the political, economic, and intersubjective factors 

shaping how the interfaces between clinical practice, academic work, and management roles 

undertaken by doctors at HUFs can be established and maintained. Also, they have interfered 

with rather intricate organisational and governance relationships between universities, 

hospitals, and support foundations, disturbing a micropolitics that was previously marked by 

triple hybrids’ political power. 

 



283 
 

 
 

A host of relevant studies have confirmed that, by inserting public service professionals, notably 

doctors, into new administrative structures and arrangements for greater measurement, 

efficiency, and accountability, NPM reforms can be viewed as a threat to the occupational 

principle of work organisation and identification (Freidson, 1994; Mckinlay and Marceau, 

2002; Waring, 2014; Waring and Currie, 2009; Jacobs, 2005). This thesis adds to this literature 

by showing that even in non-core NPM scenarios such as Brazil, managerialist reforms require 

professionals to replace their self-oriented disciplinary logic with more economic, contractual, 

and accounting logic (Bovens, 2005; Broadbent and Laughlin, 2002; Pollitt and Bouckaert, 

2000). Such managerialist principles of organising work impact professionals’ capacity to 

control the terms, conditions, and content of their expert work by altering the extrinsic and 

intrinsic factors that mediate their personal and occupational identity formation and change 

(Spyridonidis, Hendy, and Barlow, 2015). 

My case study illustrates how medical professionals have become exposed to increasingly more 

complex, unstable, and even conflicting interfaces between occupational and managerialist 

principles of work (McGivern et al., 2015; Noordegraaf, 2015; Waring, 2014; Persson, Ferlie, 

and Baeza, 2021). However, my approach extends this argument by exploring how 

managerialism has affected medical-academic professionalism through changing the extrinsic 

political and economic conditions as well as the intrinsic psychological mechanisms that 

influence doctors’ identity formation, their transition to hybrid roles, and forms of resistance to 

managerialisation pressures. The findings previously presented showed that new struggles for 

representation, redistribution, and recognition were sparked among doctors by the 

strengthening of managerialism and professional stratification at HUFs. The analysis of these 

struggles helps us understand the effects of the NPM reform on clinical and academic staff and 

whether such professionals respond to reform interventions by assimilating, adapting, or 

resisting managerialisation. 

Inspired by critical management studies (CMS), my proposed gestalt model of identity 

formation and transformation sought to uncover the underlying representational, redistributive, 

and recognitional mechanisms by which medical professionals construct and (re)negotiate their 

personal and occupational identities in the face of strong organisational demands for 

managerialisation of working practices and employment relations. As my findings suggest, 

these mechanisms seem to indicate the emergence of new patterns of reprofessionalisation in 

the medical profession working in teaching hospitals, including contradictory but coexisting 

processes of hybridisation and dehybridisation of clinical, academic, and managerial roles. 
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11.3 The holistic gestalt of hybridised identity formation and change 

Individuals’ entry and socialisation into an occupational or organisational domain triggers a 

constant quest for self-fulfilment and participation in social interactions. It can be said that 

ongoing struggles for representation, redistribution, and recognition happen in which subjects 

negotiate their practical relation to self and relation to others for the foundation of their personal 

and collective identities. In this context, professional identity construction can be seen as a 

cyclical, context-sensitive process that continually evolves under political, objective, and 

intersubjective conditions influenced by personal motivations as well as occupational, 

organisational, and managerial demands and principles of organising work (Kreiner, Hollensbe, 

and Sheep, 2006; Alvesson, Ashcraft, and Thomas, 2008) that incite identity changes and 

(re)negotiations (Croft, Currie, and Lockett, 2015; Spyridonidis, Hendy, and Barlow, 2015). 

To understand these identification processes in the context of managerial reforms at HUFs, I 

have subscribed to the critical theory of recognition (Honneth, 1995; Fraser and Honneth, 2003) 

to develop a gestalt model of identity building that helps make sense of the underlying structures 

shaping the construction, maintenance, and transformation of hybrid professional identities in 

doctoring. Composed of extrinsic political and economic factors and intrinsic intersubjective 

mechanisms extracted from my findings, the three-dimensional model presented in Figure 16 

offers a way of illuminating facilitators and barriers to academic and managerial hybridisation 

among doctors in a scenario of increasingly more complex, uneasy, and unstable 

interrelationships between professionalism and managerialism (Noordegraaf, 2015). It aids in 

understanding how medical professionals working in more managerially organised work 

environments navigate across their multiple identities by clarifying the representational, 

redistributive, and recognitional factors that influence the processes of identity work, synthesis, 

and resynthesis (Erikson, 1956). 
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Figure 16: Holistic gestalt model of hybridised identity formation and change 

 

Source: Author 

▪ The outer layer of the gestalt model corresponds to the representation and 

misrepresentation factors derived from my findings. They frame how decision-

making power and rules are organised among different professional groupings. 

Changes in these political conditions affect professionals’ political power and 

participation within the organisation and, as a result, their involvement in hybrid 

roles. 

▪ The middle layer refers to forms of economic redistribution and maldistribution 

relating to employment relations, working conditions, income, job opportunities, 

and other material and organisational factors that define professionals’ positions in 

the labour market. Changes in these objective conditions impact professionals’ job 

satisfaction and work-based identification, which may either encourage or hinder 

processes of hybridisation. 
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▪ The inner core of the model relates to patterns of intersubjective recognition that 

doctors seek to obtain from others to construct a positive relation to self. Modalities 

of recognition function as intrinsic psychological mechanisms of identity formation 

by shaping how professionals align their sense of self with other occupational and 

organisational identities (Kreiner, Hollensbe, and Sheep, 2006; Ashforth and Mael, 

1989; Alvesson, Ashcraft, and Thomas, 2008). These mechanisms help explain how 

and why doctors enact or rebuff hybrid work and responsibilities in their struggles 

for reciprocal recognition. Increased pressures for the managerialisation of 

professional work may produce forms of misrecognition that jeopardise the 

construction and maintenance of a self-realising hybridised professional identity. 

In exploring these three dimensions of identification, this study contributes to knowledge by 

attempting to delve more deeply into the underlying representational, redistributive, and 

recognitional drivers that influence professionals’ identity formation and their transition to 

hybrid professional roles. 

Following Freidson’s (1994) accounts of professional stratification, this research analysed the 

medical profession in terms of its occupational differences, thus providing insights into how 

hybrid elites and rank-and-file clinicians working in HUFs have been interpreting and coping 

with EBSERH’s managerialist logic of organising and running healthcare and teaching 

services. In this vein, my study is an effort to inform the literature about the mix of forces 

driving the development of hybridised professional identities in doctoring (Kirkpatrick, 2016; 

Fitzgerald and Ferlie, 2006). It also contributes to the literature by suggesting different reactions 

to managerialism (Degeling et al., 2006; Numerato, Salvatore, and Fattore, 2012) based on 

empirical evidence collected from a presumably non-core NPM scenario. 

My model offers insights into how representation, redistribution, and recognition – and their 

counterparts – can constitute hybridising and non-hybridising conditions. To some extent, it 

accommodates Freidson’s (1994) thesis that professionals strive to respond to proletarianisation 

and deprofessionalisation trends by assuming hybrid roles in order to retain political influence, 

monopolise the redistribution of income and job opportunities, and increase their reputation 

with their peers and clientele. The model also accounts for forms of ground-level resistance to 

the managerialisation of professional work. It suggests that misrepresentation, maldistribution, 

and nonrecognition may foster a more hostile organisational environment that can become less 

conducive to doctors either supporting managerial reforms or assuming management roles, as 
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other studies have indicated (Fitzgerald and Ferlie, 2006). In such a context, dehybridisation 

appears as a more radical professional reaction, as the case of doctors in HUFs vividly 

illustrates. 

Therefore, my approach contends that reprofessionalisation in the context of managerial 

reforms may lead to hybridisation or dehybridisation depending on how the struggles for 

representation, redistribution, and recognition unfold. These struggles orient the identity work 

that individuals engage with to optimise or (re)negotiate the boundaries between individual and 

collective, occupational, and organisational identities (Kreiner, Hollensbe, and Sheep, 2006). 

Identity work can be defined as the “range of activities that individuals engage in to create, 

present, and sustain personal identities that are congruent with and supportive of the self-

concept” (Snow and Anderson, 1987:1348). It involves “forming, repairing, maintaining, 

strengthening, or revising the constructions that are productive of a sense of coherence and 

distinctiveness” (Sveningsson and Alvesson, 2003:1165). On the one hand, favourable forms 

of representation, redistribution, and recognition found in Brazilian HUFs generated processes 

of hybridisation among university teachers and clinicians through fostering integration and 

aggregation strategies of identity work. On the other hand, forms of misrepresentation, 

maldistribution, and misrecognition induced processes of dehybridisation by provoking 

polarisation strategies of identity work, such as compartmentalisation and deletion (Pratt and 

Foreman, 2000). Let me further discuss how these struggles took place at HUFs to offer a 

comprehensive and coherent picture of the dynamics of hybridised identity formation among 

doctors based on this Brazilian case. 

 

11.3.1 Representation, redistribution, recognition, and processes of hybridisation 

Managerialisation incites new struggles for representation, redistribution, and recognition, 

which shape the identity work professionals require to align occupational and managerial 

principles of work organisation in their processes of identity formation. In this vein, my research 

shows that changes in the extrinsic political and economic conditions of work, as well as in the 

intrinsic intersubjective mechanisms of recognition, may trigger different strategies of identity 

work. This is because professionals need to (re)negotiate conflicts, contradictions, disruptions, 

and tensions that emerge during role transitions and processes of hybridised identity 

construction and reconstruction (Kreiner, Hollensbe, and Sheep, 2006; Chreim, Williams, and 
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Hinings, 2007). My findings add to this current literature by showing that political, economic, 

and intersubjective factors mediate the types of “identity reconciliation work” (McGivern et al., 

2015) professionals employ for managing multiple logics of work while developing hybridised 

professional identities. 

 

11.3.1.1 Hybridisation through identity (pseudo)integration 

When it comes to hybrid professional-management roles, for example, my critical discourse 

analysis demonstrated that preserving formal politicisation (Hustedt and Salomonsen, 2014; 

Peters and Pierre, 2004) amid changes in governance structures enabled university professors 

to safeguard their political representation by retaining top management positions under the 

control of the clinical faculty. This movement seemed to be in line with what previous research 

has called the “integration” strategy for identity management (Pratt and Foreman, 2000; 

Kreiner, Hollensbe, and Sheep, 2006), since the discretionary nomination of hospital senior 

managers allowed university academic hybrids to integrate strategic management roles into 

their daily work (Martin et al., 2021), thus reinforcing their triple hybrid identity. By promoting 

high synergy between clinical, academic, and managerial identities, triple hybrids were able to 

exert resistance as voice (Fleming and Spicer, 2007) through co-opting or colonising 

management roles, hence maintaining their political power and participation in hospital 

governance and administration. 

It is worth noting that this integration strategy does not necessarily imply blending multiple 

identities into a distinctly new one. In fact, it best reflected a kind of (pseudo)integration identity 

work (Pratt and Foreman, 2000), in which a three-faced hybrid identity preserved the most 

distinct elements of pre-existing cross-cutting clinical and academic identities of professors of 

medicine, which remained more salient and cut across the contained managerial identity. Put 

differently, to exert resistance as voice, some doctor-professors assimilated a nested managerial 

identity (Spyridonidis, Hendy, and Barlow, 2015) seeking not to fuse their cross-cutting 

identities into an entirely new whole but to utilise such managerial identity to respond to 

enforced seclusion from management roles. For many of my interviewees, the managerial 

identity seemed to join together with a core medical-academic identity in a very synergic way 

but without producing a complete synthesis, which was why some of them considered 

management as an ancillary function. In this case, the enactment of hybrid professional-
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management roles aimed at preserving university professors’ leadership in relation to other 

occupational groups (e.g., nursing, general managers), evading managerial rationalisation, and 

achieving academic objectives. 

Such (pseudo)integration was crucial for triple hybrid elites to react against centralisation and 

the general loss of political power by monopolising recruitment rules for higher-level posts. It 

was also important in avoiding the depoliticisation of hospital management, preserving the 

political nature of decision making (Burnham, 2001) and, to some extent, enabling triple 

hybrids to resist managerial encroachment imposed by increased bureaucratisation of work 

processes. In this way, identity (pseudo)integration has contributed to the promotion of 

managerial hybridisation within university hospitals. 

However, my case study challenges the assumption that colonising management through 

(pseudo)integration leads to strengthening the profession as a system (Freidson, 1994; Waring 

and Currie, 2009). As a matter of fact, in the case of HUFs, (pseudo)integration appeared not 

as an outcome of a collective resistance strategy so much as an individual-level strategy to 

retain political representation within the hospital micropolitics. As seen throughout my analysis, 

in many HUFs, top management posts were no longer occupied by doctors; even where they 

did, nominations had to be approved by the company. Besides, the political conditions for a full 

identity integration were not always favourable amongst the different medical strata, as new 

managerial principles, rules, forms of employment, and modes of working introduced by 

EBSERH have greatly reduced the medical profession’s representative power as a whole to 

dominate day-to-day decision making and promote more profound changes in hospital 

organisation, service prioritisation, and personnel management. As vividly demonstrated in the 

previous chapters, the use of management tools and practices to protect clinical and academic 

jurisdictions was essentially individualistic and limited across different hospital settings, often 

subordinated to the EBSERH’s central authority and contractual demands. These findings are 

consistent with Martin et al.’s (2015) idea that professional logic integrating aspects of 

corporate logic tends to provide a weaker counterbalance, as the influence of these logics varies 

with different individuals and groups. 

Regarding redistributive factors mediating hybridisation processes through identity integration, 

my model suggests that dual practice may facilitate integration and, therefore, the enactment 

of hybrid professional roles. In my case study, this was particularly characteristic of academic 

hybridisation. As some respondents noted, HUFs were depicted as rather attractive for doctors 
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who want to combine medical and academic work, especially when their intrinsic motivation is 

not to maximise economic gains but to pursue a self-fulfilling career in both the public and 

private sectors. In some cases, dual practice served to gain hands-on experience, which was 

deemed to be essential to leverage the full potential of a clinical-academic career. Moreover, 

interviewees reported that the combination of public positions and/or other jobs in the private 

sector enabled professors of medicine to obtain economic stability to pursue a university career, 

considering the less advantageous economic conditions they encountered in the public service. 

Thus, dual practice can be seen as an important source of material support that enables doctors 

to integrate hybrid professional-academic roles, especially in teaching hospitals, where they can 

combine public jobs as both clinicians and academic staff. The findings presented in this study 

are important in light of extant literature on dual practice, suggesting that rational profit 

maximisation is not always the dominating goal underpinning dual-job holding (Socha and 

Bech, 2011; Humphrey and Russell, 2004). Acquiring economic stability and work experience 

to fully utilise clinical skills explains the mission-oriented dual practice and, particularly, why 

academic hybrids attempt to synergically reconcile clinical and educational interests, 

responsibilities, and identities. 

In Brazilian university hospitals, security of tenure in public employment also had a positive 

effect on doctors’ inclination to assume a hybrid clinical-academic identity. Like dual practice, 

job security offered by the universities’ RJU statutory regime improved the organisational 

attractiveness (Williams, 2013) of the medical career at HUFs, retaining clinical staff and 

sometimes inducing a gradual transition to teaching and research tasks. 

My study suggests that strengthening a business-like culture of management within the 

hospital organisation may inspire some doctors to integrate a managerial identity into their core 

medical-academic identity. My findings provided clear examples of triple hybrids who strongly 

endorsed the validity of mainstream management theories, discourses, and tools, which they 

considered to be the most appropriate framework to optimise hospital administration, 

rationalise service provision, and successfully achieve organisational goals. As some 

interviewees related, they deliberately sought to obtain management and leadership expertise 

and skills in order to develop a “modern vision of management” [MSI-07/doctor-professor-

manager], integrating medical-academic professionalism and managerialism to tackle 

organisational challenges with a more instrumental or means-ends rationality (Habermas, 

1984). These hybrids seemed to adopt a rather positive stance towards the narrative of 

managerialism, which assumes that a group of managerially oriented leaders should coordinate 
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the work and activities of organisations, usually in return for higher salaries, status, and political 

influence than their subordinates (Parker, 2011). The managerialist discourse was enacted by 

these hybrid doctor-managers, who gave greater salience to their nested managerial identity 

(Spyridonidis, Hendy, and Barlow, 2015), saw themselves in different ways compared to their 

rank-and-file peers, and became active in synthesising and disseminating a new managerial 

logic further amongst these (Waring, 2014; Hoekstra et al., 2021). Thus, my findings vividly 

illustrate an organisational domain in which service professionals, being subject to more 

managerial principles of organising work, were required to acquire a high degree of 

management and leadership competencies in order to construct the desired leader identity 

(Croft, Currie, and Lockett, 2015). Embedded in this managerialist narrative, professionals’ 

subjectivities have become oriented towards such a leader identity, which represents “a way of 

being a professional manager” (Martin and Learmonth, 2012:286) within a new system of 

hospital administration. 

In aligning their personal identity with that of a particular social group, subjects try to 

(re)negotiate and optimise the boundaries between individual and social identities (Kreiner, 

Hollensbe, and Sheep, 2006) in ways that enable them to achieve, maintain, or reinforce modes 

of recognition. Thus, forms of recognition constitute the intrinsic intersubjective mechanisms 

of a positive professional identity formation, for one’s self-realisation at work is never solitary 

but rather dependent upon modes of self-confidence, self-respect, self-esteem, and status that 

are acquired through intersubjective relations to one’s occupational fellows. 

I have demonstrated that patterns of recognition (i.e., affective care, legal rights and privileges, 

professional prestige, status) provide an intersubjective basis for hybridised professional 

identity that transcends doctors’ expectations of political influence and economic autonomy in 

their careers, although still mediated by these representational and redistributive expectations. 

For some of my interviewees, forms of reciprocal recognition facilitated identity integration. 

This was particularly the case for academic hybridisation, although some modalities of 

recognition seemed to play a role in promoting managerial hybridisation as well. 

For example, my study suggests that developing strong emotional attachments within the 

organisation provides individuals with an enduring experience of confidence, security, and 

acceptance that allows them to express their common needs, interests, and beliefs (Fotaki, 

Islam, and Antoni, 2020). In my sample, HUFs were viewed as better places to work than other 

health organisations because they constitute work sites where close affectional bonds can be 
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created during medical education or voluntary work and strengthened with their transition to a 

hybrid professional-academic career. In interviews, a sense of vocation towards academia 

coupled with a personal desire to preserve meaningful and fulfilling affective relationships at 

work encouraged some doctors to integrate clinical and academic work by nurturing in them a 

felt confidence in their career choice and development at the hospital and medical school. These 

professionals seemed to be best psychologically equipped to negotiate identity and role 

transitions because of the self-confidence they developed through receiving emotional support 

and encouragement from their peers. Therefore, my findings endorse the assumption that 

emotional ties may facilitate career exploration, career decision making (Brunstein-Bercovitz 

et al., 2012), more adaptive relationships at work, and greater vocational adjustment within the 

occupational milieu, thereby enhancing professional identity formation (Blustein, Prezioso, and 

Schultheiss, 1995). 

My approach also demonstrated that self-confidence developed through emotional bonds and 

care at work (Islam, 2013) helps professionals deal with identity conflict emerging from 

emotionally demanding identity transitions towards managerially defined hybrid identities 

(Croft, Currie, and Lockett, 2015; McGivern et al., 2015). Existing research has shown that 

hybrids are often required to dissociate themselves from an emotional tie to their occupational 

group identity to be able to overcome the emotional distress caused by managerial 

hybridisation. For example, exploring the case of nurse managers, Croft, Currie, and Lockett 

(2015) concluded that only by eschewing their emotional ties to the formation of a desired nurse 

identity can hybrid nurses move towards a desired managerial leader identity. In contrast, the 

case of triple hybridism in HUFs suggests that a managerial leader identity can be constructed 

and maintained through the development of strong affectional bonds with the organisation and 

professional peers. This is illuminated when I consider the insights offered by triple hybrids 

who relied on the affective relationships they constructed at the hospital and medical school to 

create a sense of responsibility, a wish to contribute, and caring behaviours that helped them 

acquire the self-confidence needed to positively integrate a managerial identity. Therefore, for 

some triple hybrids interviewed, assuming a hybrid identity was a way of confirming their 

emotional attachment to their main occupational group, since they claimed and used 

management roles to protect the interests of the faculty vis-à-vis the EBSERH administration. 

For them, taking on management and leadership roles did not imply eschewing their emotional 

attachments to their cross-cutting identity as university professors because the nested 

managerial identity was assimilated and used to preserve medical-academic professionalism. In 

this way, triple hybrids were able to retain group influence and obtain recognition for their 
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important work in maintaining the connection between hospital administration and medical 

colleges. My research, therefore, is consistent with extant literature suggesting that hybrid elites 

can address identity conflict by relying on emotionally important group identities to legitimise 

identity changes, even when they are required to reconcile professionalism and managerialism 

(Croft, Currie, and Lockett, 2015; Kippist and Fitzgerald, 2009; Noordegraaf and De Wit, 2012; 

Sveningsson and Alvesson, 2003). 

Likewise, my approach showed that enhancing professional reputation and a sense of 

distinctiveness is another important underlying intersubjective mechanism of hybridisation 

among doctors. At HUFs, this mechanism was often achieved in the form of an academic 

reputation, which elevated the esteem that doctors involved in medical education received from 

the occupational community and society more generally. For many of my interviewees, 

particularly those who were more intrinsically motivated in their career choices, the academic 

reputation obtained for their work at university hospitals was seen as a factor that decisively 

contributed to their self-esteem at work. Hence, they sought to integrate clinical and academic 

work to get this form of recognition, which was deemed to be vital to their personal and 

professional self-realisation. My analysis supports the idea that social esteem is a form of 

collegial recognition ascribed to university teachers as an expression of professional solidarity. 

This is because this modality of recognition is organised in terms of the status groups in which 

each member knows him or herself to be esteemed by their peers to the same degree. As 

Honneth (1995:127-128) noted, “the corresponding experience of social distinction can 

generally refer only to the collective identity of one’s own group”. Collegiality was a central 

factor moulding the social esteem imputed to medical professionals within HUFs, pointing to 

the fact that only colleagues are in a unique position to evaluate and “fully recognise each 

other’s professional skills, abilities and contributions to common work-related goals” (Betzler 

and Löschke, 2021). Academic reputation was, therefore, tied to the special contributions that 

doctor-professors could offer to public higher education and healthcare from the perspective of 

their peers. Sometimes described in market terms, this form of prestige nurtured in them a sense 

of special value that was central to the integration of clinical and academic roles. It also 

compensated for forms of misdistribution that academic hybrids faced throughout their careers 

in public universities (e.g., low pay, excess workload, etc.), helping not only attract but also 

retain them in a hybrid professional-academic career. 

 

https://link.springer.com/article/10.1007/s10677-021-10165-9#auth-J_rg-L_schke
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My model also suggests that integrating management roles to preserve a sense of belonging 

is a recognition-related factor prompting managerial hybridisation. In this case, assuming top 

management posts provided a source of connectedness and collective identity for university 

professors who felt emotionally responsible for hospital administration and wanted to be part 

of a group that had historically won the status of “the leading group” in teaching hospitals. 

Thus, beyond their striving for political representation amid institutional changes, there was 

also a more subjective element denoting their desire for the recognition of their manifestly 

altruistic attitude towards the enactment of administrative and managerial functions. Such a 

desire was not just about the recognition of their political importance or the relevance of their 

personal knowledge, competencies, and contributions associated with academic and 

administrative positions per se; it also reflected their craving for belongingness by virtue of 

their status as members of a special group of elite professionals dedicated to the hospital 

organisation. In other words, some university professors wished to integrate management not 

only through their struggle for representation or managerial expertise, but also to preserve the 

idea that, in the HUFs’ history, higher-level management constitutes a senior professional role 

(McGivern et al., 2015) dominated by faculty members, who were often depicted as “the best 

professional to manage a university hospital […]” [PSI-06/doctor-professor-manager]. They 

ultimately rejected the idea that EBSERH can run HUFs without the active participation of 

university teachers in central posts. 

 

11.3.1.2 Hybridisation through identity aggregation 

As seen in Figure 16, aggregation is another strategy for managing multiple identities stemming 

from struggles for political representation, economic redistribution, and recognition. Here, 

aggregation means creating relationships between cross-cutting clinical and academic identities 

and a nested managerial identity (Pratt and Foreman, 2000). In the representation layer, this 

was evidenced by hybrid elites’ efforts to engage in alternative and unofficial management 

and leadership roles. This enabled hybrids to evoke their managerial identity in a given 

context, making it more salient in situations in which they wanted their voice to be heard. For 

example, by becoming informal “heads of service” or taking part in temporary and standing 

committees of deliberation and decision making, hybrids were able to embody a hybrid 

professional-management identity to exert influence on local spheres of decision making, 

considering the more politically centralised hospital administration. Differing from 
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(pseudo)integration, the aggregation of alternative platforms and informal channels of 

communication and leadership positions reflected a much more subtle strategy of resistance as 

voice (Fleming and Spicer, 2007) that elites engaged with in order to locally influence 

management. In this case, hybrids sought to construct a complementary institutional 

arrangement of authority (McGivern et al., 2015) by switching back and forth between 

managerial and medical-academic identities according to contextual situations where they 

wanted to counterbalance the formal managerial hierarchy. A high synergy between multiple 

identities was achieved, but high identity plurality was maintained. Therefore, although 

encouraging managerial hybridisation, aggregation is not the same as integration, for hybrids 

still tend to see themselves as “doctor-professors” rather than “doctor-professor-managers”. In 

addition, management and leadership roles are often detached from or not formally defined in 

a hospital’s organisational structure, or constitute more inconstant, situation-specific activities. 

My gestalt model of identity building suggests that forms of economic redistribution may also 

lead some medical professionals to aggregate administrative functions at some point in their 

careers. For example, my interviewees reported that many university professors tried to 

reposition themselves professionally as triple hybrids because of new formal arrangements of 

work and employment, seeking extra opportunities to improve their income and career 

prospects by aggregating bureaucratic tasks. Although they did not explicitly state that 

financial incentives were the main driver of their transition to hybrid professional-management 

roles, rewards and bonuses were considered strong material factors that may lure medical 

professionals to assume management and administrative roles within the new system of hospital 

administration. Such findings echo previous theoretical developments suggesting that 

professional elites have a wide range of extrinsic work motives to align their own concepts of 

self with organisational demands and managerial principles of work (Ritz and Waldner, 2011; 

Alvesson, Ashcraft, and Thomas, 2008; Waring, 2014), including a rational self-expanding 

impetus to monopolise material resources, maximise personal gains, and reduce uncertainty 

about their place in the occupational world (Cooper and Thatcher, 2010). 

In terms of patterns of recognition functioning as drivers of identity aggregation, my study 

showed that forging links and exploiting synergies among multiple roles at the hospital and 

medical college helped some medical professionals transit between different identities 

according to a variety of situations. As seen, although formally occupying a different position 

compared to academic staff, statutory consultants employed by universities were able to expand 

the scope of their work by aggregating certain rights, privileges, and responsibilities originally 
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granted to university professors. They were able to carve out their space in clinical instruction 

and obtain work flexibility and autonomy similar to that given to professors. Furthermore, 

gaining recognition as members of a practice elite enabled university clinicians to develop a 

sense of self-respect and collective identification due to perceived reduced role differentiation 

in relation to the knowledge elite. These findings corroborate extant research suggesting that 

medical professionals can construct and use a stable liminal space to move across organisational 

and occupational boundaries and between different social groups (Czarniawska and Mazza, 

2003). Given that in aggregation identity plurality is maintained (Pratt and Foreman, 2000), a 

new identity was never crafted, but a transient identity (Croft, Currie, and Lockett, 2015) 

became part of university clinicians’ sense of self, enabling them to embody hybrid roles. This 

was also the case for university teachers in relation to management roles. By aggregating 

management tasks, some of them constructed a positive liminal space that enabled them to make 

choices and make practical judgements about hospital administration. To a very limited extent, 

however, transiting in this liminal space between occupational and managerial roles allowed 

university professors to locally protect the legal frameworks of occupational prerogatives and 

functions in the face of changing job circumstances and managerial encroachment (Numerato, 

Salvatore, and Fattore, 2012; Waring and Currie, 2009). As I will further discuss in the next 

section, the introduction of EBSERH has made liminal spaces more negative, inhibiting identity 

transition not only among the knowledge elite, but also among rank-and-file doctors. 

 

11.3.2 Misrepresentation, misdistribution, misrecognition, and processes of 

dehybridisation 

While international literature on the impact of NPM over professionalism often stresses that 

public service professionals are required to turn into hybrid professionals (Hendrikx and Van 

Gestel, 2017; Noordegraaf, 2015; McGivern et al., 2015; Tuner, Lourenço, and Allen, 2016), 

my study showed that medical professionals inscribed in an organisational domain undergoing 

increasing pressures for managerialisation may come to lose the political, economic, and 

intersubjective conditions not only to control the central activities of their jobs but also to evolve 

into hybrid professionalism. Reflecting “the constructed and contested nature of 

professionalism” (Fournier, 1999:303), the case of Brazilian HUFs signals that even in the face 

of softer marketing NPM reforms such as publicisation, the capacity of the medical profession 

as a whole to protect and revitalise their occupational principles of organising work through 
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hybridity (Freidson, 1994) has been diminished overall, considering empirical evidence of 

strategies of identity work that contrast with the aforementioned ones. 

According to the discursive data previously presented, doctors are exposed to multiple, shifting, 

and even contradictory processes of identification (Persson, Ferlie, and Baeza, 2021) resulting 

from the complex, unstable, and conflicting recombination of occupational and organisational 

principles of work (McGivern et al., 2015; Noordegraaf, 2015; Waring, 2014). Despite 

clinicians’ and university professors’ efforts to preserve medical-academic professionalism 

through integrating or aggregating hybrid identities, changes in the organisation of work have 

brought about or aggravated existing forms of misrepresentation, maldistribution, and 

nonrecognition that compromise the formation and maintenance of positive and undistorted 

hybridised professional identities. Such a hindrance to hybrid identity building was manifested 

in two strategies of identity work, compartmentalisation and deletion (Pratt and Foreman, 

2000), leading to what can be defined as an ongoing process of dehybridisation of clinical, 

academic, and managerial work. 

 

11.3.2.1 Dehybridisation through identity compartmentalisation 

In contrast to aggregation, identity compartmentalisation means that professionals working at 

a given organisation may preserve multiple identities without seeking synergy among them. As 

Pratt and Foreman (2000) explained, an organisational domain where compartmentalisation 

occurs displays low identity synergy and high identity plurality, for which multiple identities 

are preserved but remain separated from each other. At HUFs, this phenomenon has been 

triggered by the growing estrangement between hospitals and medical schools. The 

migration of hospitals to EBSERH has restructured hospital governance in such a way that 

centralisation has encroached upon university autonomy and, as a consequence, the greater 

involvement of medical schools in decision making and planning exercises has been impaired. 

In this scenario, the establishment of a more hierarchical inter-organisational relationship 

between the company and HUFs has created representational cleavages among university staff, 

negatively impacting their sense of belonging and participation in hospital administration. This 

has given rise to political disagreement concerning organisational priorities and resource 

allocation. 
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During the interviews, some university professors reported a loss of political influence and a 

feeling of isolation from strategic management decisions. Identity conflict thus emerged among 

triple hybrids for whom medical-academic and managerial logics of work became less 

harmonious in conversing with each other, as the latter came to be reframed by stronger 

business-like styles and organisational imperatives. As previous research on multiple individual 

and organisational identities suggests (Pratt and Foreman, 2000; Ashforth and Mael, 1989; 

Cooper and Thatcher, 2010), such conflict may result in one identity becoming dominant, while 

others are subordinated or segregated (Albert and Whetten, 1995). Similarly, the present study 

showed that in some cases, the managerial identity ended up being unnested and dislocated 

from the cross-cutting clinical-academic identity as a reaction to governance centralisation and 

more top-down decision making, producing more focused and less hybridised roles (Alvehus, 

Eklund, and Kastberg, 2020). 

Nonetheless, the managerial identity was nurtured by some triple hybrids to engender internal 

cooperation and enable them to exert political influence from a distance. Backstaging was very 

illustrative of such a compartmentalisation process. This moving “behind the scenes” response 

can be seen as an example of managerial dehybridisation through compartmentalisation because 

the synergy between the medical, academic, and managerial identities was lowered. University 

professors deliberately distanced themselves from formal management roles, even though they 

sought to keep themselves around hospital administration when furtive actions of 

circumvention or resistance were needed to safeguard their interests. This strategy of identity 

work also resembled what Pratt and Foreman (2000:30) label “identity pruning”, which 

involves “the cutting of ‘superfluous branches or parts (from) so as to improve growth’ or 

survival”. Here, individuals try to retain identity elements that are closer to their core 

competencies “in order to improve organizational functioning”, as did some of the interviewed 

triple hybrids. 

My model also suggests that relegating clinicians to a rank-and-file stratum may lead to 

identity compartmentalisation in teaching hospitals, thus inhibiting hybridisation. Most doctors 

in my study experienced a loss of professional autonomy to plan, undertake, and control their 

work. But this was particularly evident amongst EBSERH’s doctors. Overall, they reported a 

sense of underrepresentation due to greater subordination to the managerial logic of work and 

distancing from more intensive academic work and higher-level management posts. While in 

the past, university-employed clinicians were able to develop hybrid identities owing to their 

active involvement in teaching and administrative tasks, clinicians employed by the company 
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faced greater organisational restrictions to transit between multiple roles within the hospital, let 

alone the medical college. Therefore, rather than restratification through hybridisation 

(Freidson, 1985, 1994), what my study describes is a clear trend towards the proletarianisation 

of a formerly practice elite (McKinlay and Arches, 1985; McKinlay and Stoeckle, 1988) by 

segregating clinical from academic and managerial identities. This was empirically manifested 

by increasing political alienation from decision making about the terms, conditions, and context 

of their work, as well as organisational and technical alienation stemming from fractional 

specialisation and allocation in basic clinical care, forced cooperation, and dispossession of 

control over the execution of work (Larson, 1980; Coburn, 1994). The compartmentalisation of 

the identity and roles of EBSERH’s doctors helped the company be responsible to multiple 

stakeholders (Albert and Whetten, 1995), particularly local health authorities, but ended up 

ascribing a more “standalone” medical identity to ordinary clinicians contracted by the 

company. 

According to my model, misrepresentation adds to forms of misdistribution and misrecognition 

in fostering identity compartmentalisation. As seen before, the transfer of HUFs to EBSERH 

has led to a greater focus on the provision of clinical care. This retrenchment, as Albert and 

Whetten (1995) would put it, implied the redefinition of HUFs’ organisational identity in which 

a performance-minded way of working targeted at high productivity in the delivery of patient 

care became more acute. The accounting logic (Broadbent and Laughlin, 2002) associated with 

such retrenchment was central to this process of compartmentalisation. It reflected the greater 

emphasis placed on measurable outputs (e.g., number of cases treated, increased revenues, 

greater value for money) and systems of control over work (e.g., attendance control systems, 

standardisation, cost management, informatisation of processes), making the objective 

conditions for integrating or aggregating multiple roles more restrictive, especially for 

clinicians who are employed to increase clinical service productivity. What is more, the greater 

dichotomy between clinical and academic work had important recognitional implications for 

rank-and-file doctors’ sense of self-respect, as their occupational jurisdictions and framework 

of labour rights have been curtailed, breaking the links they can create between roles, areas 

of responsibility, and career prospects within hospitals. In other words, the lack of 

organisational incentives (e.g., time, rewards, training) and loss of prerogatives for greater 

involvement in teaching, research, and middle- and higher-level administrative tasks led to both 

academic and managerial dehybridisation within this medical stratum, since doctors received 

increasingly less diversified and synergic tasks to deal with (Alvehus, Eklund, and Kastberg, 

2020). 
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The economic reorganisation of doctoring at HUFs has furthered internal formal differentiation 

in professionals’ employment contracts, career paths, working conditions, and hierarchical 

positions within hospitals’ division of labour. Changes in these objective conditions of work 

organisation have not only expanded the number of CLT-contracted clinicians but also, and 

more importantly, contributed to reframing individual-organisation relationships, enhancing 

identity plurality and raising important identification-related questions such as “Who are we?”, 

“What do we do?”, and “Who do we want to become?” (Ashforth, Harrison, and Corley, 2008). 

In this vein, my research demonstrated that introducing distinct employment regimes may 

negatively impact professionals’ sense of belonging and organisational membership (Ashforth 

and Mael, 1989; Cooper and Thatcher, 2010), thereby producing compartmentalisation by 

fracturing how they construct a sense of themselves, their peers, and the organisation regarding 

concrete job circumstances. Asymmetries in hygiene and motivating factors such as salaries, 

job security, responsibilities, and roles became more explicit and were articulated to demarcate 

an organisational boundary between ingroups/insiders (US) and outgroups/outsiders (THEM) 

(Van Dijk, 2006), which was used by professionals to carve out new self-concept orientations 

(Brickson, 2000; Cooper and Thatcher, 2010). In this case, identity compartmentalisation was 

derived from what Brickson (2000) calls cross-categorisation, whereby individuals crossed 

their core professional identity (e.g., doctor) with another based on their employment regime 

(e.g., RJU public servant/statutory, CLT public employee/contracted). This led members of 

different professional strata to think of themselves in terms of their workgroups and specific 

role relationships with co-workers (He and Brown, 2013) from the perspective of their 

employment situation rather than occupational collegiality or involvement in hybrid work. 

Similarly, my gestalt model indicated that compartmentalisation occurred due to fading 

professional solidarity, collegiality, and commitment at work. The reinforced stratification 

of the medical workforce and the decoupling of clinical, academic, and managerial functions 

altered the ways medics reciprocally evaluate their work, shattering the collective recognition 

they used to accord to each other in the form of solidary social esteem. A considerable amount 

of empirically informed literature shows that, in managerially organised workplaces, doctors 

no longer esteem one another symmetrically according to traditional collegiality, brotherhood, 

and mutual trust characteristic of occupational professionalism. Rather, they evaluate each other 

using an accounting logic, hierarchy, and performance rationality (Bovens, 2005; Broadbent 

and Laughlin, 2002; Waring, 2014) that constitute a new dominant framework of managerial 

values, culture, and collective identity orienting how and what professionals mutually recognise 

(or not) in terms of their concrete qualities and worth. Put differently, managerialism expands 
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the hierarchical scale of evaluation of professionals’ distinctiveness in occupational and 

organisational life: they become recognised as valuable less for their contributions to the 

occupational community per se than for their specific contributions to the realisation of central 

organisational values and goals. In the case of the managerialisation of HUFs, the more the 

professional value community became managerially stratified and organised, the more clearly 

professional esteem varied according to the different roles and positions medical groupings 

occupied in the hospitals and universities. As such, EBSERH doctors found themselves 

unappreciated because they were viewed as presumably too patient care-oriented and detached 

from medical colleges; university staff felt unvalued and marginalised due to their allegedly 

low productivity, excessive autonomy, and past wrongdoings; and hybrid clinical managers did 

not feel esteemed by peers for their stronger commitment to managerial rather than academic 

demands. Thus, identity compartmentalisation can be understood as a response to such 

manifestations of nonrecognition, leading professionals to commit to the identity and roles that 

they believe to be more valuable for others. As Kauppinen (2011:272) maintained, if one lacks 

the self-esteem to value oneself under certain descriptions or loses faith in one’s ability to 

undertake some sort of work, one is “likely to give up on particular endeavours”. This was the 

case for EBSERH doctors who rejected the prospect of becoming exclusive dedication teachers 

under their eroding university career, and for triple hybrids who resigned from management 

due to a perceived loss of standing and self-worth. 

Particularly concerning this latter group of hybrid professional managers, deterioration of 

working conditions may also function as a driver of dehybridisation through 

compartmentalisation. As seen, dissatisfaction with poor hospital infrastructure and working 

conditions led some hybrids to step down from their management roles due to a progressive 

loss of self-esteem at work. They decided to segregate the managerial identity once they felt 

that EBSERH was not providing them with favourable objective conditions for the practical 

realisation of organisational goals and projects, which impaired their sense of personal 

contributions and self-worth as hospital managers. Thus, my thesis endorses the assumption 

that the ways individuals perceive their job circumstances reveal how strongly they identify 

with the organisation (Van Dick et al., 2004) and how inclined they are to align or segregate 

the occupational and organisational principles of organising work. 
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11.3.2.2 Dehybridisation through identity deletion 

Another individual-level identity work that may arise from experiences of misrepresentation, 

maldistribution, and misrecognition is identity deletion, which entails dehybridisation by 

ridding oneself of a particular identity (Pratt and Foreman, 2000). Put simply, deletion means 

the eradication of one or more multiple identities by “chopping them off”. In line with Deaux’s 

(1991) accounts on identity deletion, my research suggests that individuals can divest 

themselves of an “offending” identity either rapidly by making conscious decisions or gradually 

by allowing a negatively valued identity to atrophy over time. My study provided insights into 

this identity work strategy employed by doctors in response to more adverse political, objective, 

and intersubjective conditions. 

As seen in my proposed model of identity building, apart from the integration or aggregation 

of occupational and managerial principles of organising work to preserve professionals’ 

political power and economic advantages, struggles for representation and redistribution at 

HUFs indicated a trend towards polarisation (Jacobs, 2005; Alvehus, Eklund, and Kastberg, 

2020) through deliberate attitudes of identity deletion. This was evidenced by the triple hybrids’ 

intentional seclusion from management roles, which can be understood as a more radical 

form of resistance than refusal (Fleming and Spicer, 2007). In this case, deletion reflected a 

conscious articulation of resistance against managerial encroachment and rationalisation 

associated with the further bureaucratisation of work processes. It involved acts of voluntary 

resignation, boycott, and refusal to take up management roles. 

Reflecting the findings of other studies in different contexts, my research demonstrated that 

many triple hybrids came to perceive managerial identity as being too focused on financial 

deliverables (Hoekstra et al., 2021; Noordegraaf, 2007; Jacobs, 2005) and, therefore, at odds 

with the cross-cutting clinical and academic identity of the university. Once this division began 

causing significant disappointment and negative experiences with management work, many 

hybrids felt they should divest themselves of this “black sheep” or “dark side” managerial logic 

and its associated offending identity. Therefore, it can be argued that when the managerial logic 

of work constrains or is no longer congruent with medical-academic professionalism, it may 

cause identity deletion by elevating hybrids’ suspicion about management and impelling them 

to resist and distance themselves from managerial influence (Parker and Dent, 1996) to protect 

their medical-academic ethos (Doolin, 2001; Numerato, Salvatore, and Fattore, 2012). 

However, contrasting with previous research on multiple identities (Pratt and Foreman, 2000), 
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my study showed that deletion did not result in a single, dominant identity. Instead, it 

demonstrated how two conflicting cultures (Numerato, Salvatore, and Fattore, 2012), medical-

academic professionalism and managerialism, produce rather complex, less synergic, and even 

contradictory processes of identity formation and transformation within the HUFs’ 

micropolitics, leading sometimes to hybridised, sometimes to dehybridised identities among 

medical professionals. 

It is worth noting that identity deletion can also result from an organisational reaction to 

professionals who take a more critical and hostile stance towards managerial principles of 

organising work. In my case study, triple hybrids faced enforced seclusion from management 

roles posed by involuntary dismissals and increased competition with other occupational 

groups, pointing to the progressive erosion of triple hybridism at HUFs. Again, this finding 

challenges the assumption that managerialism typically leads elite professionals to enact hybrid 

professional-management roles in order to redefine their identities, practices, and conduct 

according to managerialism (Freidson, 1994; Evetts, 2003; Noordegraaf, 2015; Waring, 2014). 

My study provided insights into how a highly professionalised organisation undergoing 

managerialisation caused medical elites to lose dominance over hospital administration and 

become less and less involved in management tasks, which was deemed vital for the 

organisation to reduce or block professional defiance and countervailing power. 

The concept of misrecognition provided an insightful way of articulating how new managerial 

pressures undermine hybridised identity construction and maintenance among doctors. The 

present study sheds further empirical light on how the shift from medical-academic 

professionalism towards managerialism causes a subjective decline in the patterns of 

recognition, generating psychological distress that may lead some hybrids to divest themselves 

of multiple identities. 

Therefore, loosening emotional attachments appears to be an important driver of deletion 

according to the inner core of my gestalt model of identity building. I have found empirical 

evidence that some professionals may find the intersubjective mechanisms for a willing, 

adaptative, and constructive transition to a hybrid professional-managerial identity in 

management roles (McGivern et al., 2015). However, some triple hybrids in this study also 

reported that they moved away from management roles to overcome psychological disturbances 

related to their managerial identity and roles. For these hybrids, poor organisational capabilities, 

bureaucratisation, and negative experience with management work constituted sources of 
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frustration that led them to suffer a loss of self-confidence and a sense of insecurity at work, 

which jeopardised the construction of emotional ties to colleagues and the organisation more 

broadly. 

My research thus suggests that hybrids may face negative emotional experiences (Croft, Currie, 

and Lockett, 2015), which, in turn, harm their self-confidence not only when performing their 

hybrid tasks but also in their relationships with peers, since “trust in one’s colleagues’ discretion 

and good will may also be undermined” (Freidson, 1994:142). This seems to be in line with a 

host of important studies confirming that hybrid doctor-managers may experience anxiety and 

feelings of being under threat by managerial principles of work and regulation due to the 

changes these provoke in the balance of power and hierarchy that used to be anchored in 

professional expertise (Spyridonidis, Hendy, and Barlow, 2015). Croft, Currie, and Lockett 

(2015) similarly demonstrated that the transition to a desired managerial identity can result in 

negative emotional distress due to a perceived loss of professional identity and group influence, 

while Martin et al. (2015:17) showed that managerialism can “easily overwhelm the intrinsic 

motivation and sense of professional pride and identity”. I have further extended those 

arguments by showing how managerial hybridism can slacken the emotional attachments 

among peers and replace caring behaviours and affective relationships at work with forms of 

nonrecognition, such as underappreciation, resentment, abandonment, isolation, and sadness. 

Seeking to overcome these forms of misrecognition, some triple hybrids chose to divest 

themselves of their managerial identity by distancing themselves from management and 

leadership posts within hospitals. In this case, managerial dehybridisation portrays a particular 

illustration of identity deletion resulting from a lack of recognition expressed in the form of 

loosened affectional bonds, emotional distress, and a declining sense of responsibility. At 

HUFs, such forms of misrecognition stimulated some hybrids’ intentional seclusion from 

management positions once and for all, while others reported they were going through a gradual 

“desensitisation process” [MSI-09/doctor-professor-manager] to leave the organisation, 

allowing the synergy between their main medical-academic identity and the managerial identity 

to shrink over time. 

Related to the above theme, this work adds to the growing discussion about a perceived decline 

in professional prestige imputed to hybrid professional managers. Several studies have already 

shown that hybrids frequently report hostility from their peers in the workplace – being 

perceived as “bad apples”, “management narks”, or “turncoats” due to their engagement with 

management and organisational targets – and awkwardness of having to supervise their 
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subordinate colleagues (Kirkpatrick, 2016; Montgomery, 1992). Contrasting Freidson’s (1985, 

1994) restratification argument, my findings suggest that managerial hybridisation may lead to 

a loss of social esteem of the professional, as some hybrids may find themselves forgotten, 

disregarded, or reified (Islam, 2012; Holtgrewe, 2001; Honneth and Margalit, 2001) due to 

greater subjugation to and compliance with new modes of work organisation and management. 

In this sense, the stigma of being regarded as “going over to the dark side” (Ferlie, 2017:14) 

denotes how difficult and arduous managerial hybridisation can be (Ferlie et al., 1996) for the 

construction and maintenance of a positive professional identity. In my study, the presence of 

a tighter managerial logic of work and control led triple hybrids to face negative emotional 

experiences (e.g., discrimination, exclusion, constant negative feedback, distancing from more 

fulfilling tasks) that eventually corroded their self-esteem. Managerial hybridism thus became 

a stigmatised identity at HUFs, calling into question the involvement of clinicians and 

professors in management roles. As Kauppinen (2011:272) noted, “[w]here a negative stigma 

is attached to a practical identity, it is hard to value oneself under that description, and related 

projects and actions get closed off the deliberative screen”. Therefore, my research 

demonstrated instances where hybrids engaged in identity deletion to shed the managerial 

identity, seeking to avoid degradation of their image and standing within the organisation. 

All in all, dehybridisation through identity deletion points to an ongoing process of erosion of 

a previously well-established situation of triple hybridism combining medical, academic, and 

managerial principles of work within Brazilian university hospitals. 

 

11.4 Summary 

This chapter has presented a critical discussion of the main theoretical and empirical findings 

of this thesis. First, I have reflected on the complexities and uniqueness of the Brazilian 

experience with NPM and proposed to see the transfer of HUFs to EBSERH as a softer 

managerial reform. I then have offered some answers to my first research question, arguing that 

the managerialisation of university hospitals has promoted a shift from medical-academic 

professionalism towards a new logic of business-like healthcare. I have demonstrated that 

reinforced workforce stratification and more managerial principles of work organisation have 

incited new struggles for representation, redistribution, and recognition in the medical 

profession. These struggles have impacted processes of hybridised identity formation among 
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doctors by producing hybridising and non-hybridising political, economic, and intersubjective 

conditions. 

The chapter then built on the proposed holistic gestalt model of identity construction to distil 

the findings into new insights on how political conditions of representation, economic 

conditions of redistribution, and intersubjective mechanisms of recognition impact hybridised 

identity formation among doctors. I have shown that favourable forms of representation, 

redistribution, and recognition generate processes of hybridisation by fostering 

(pseudo)integration and aggregation strategies of identity work. 

Lastly, I have suggested that forms of misrepresentation, maldistribution, and nonrecognition 

induce processes of dehybridisation by provoking polarisation strategies of identity work, such 

as compartmentalisation and deletion. Together, these findings indicate an ongoing process of 

erosion of a previously well-established synergic arrangement of triple hybridism combining 

medical, academic, and managerial principles of organising work at HUFs. 

The next chapter offers concluding remarks on the theoretical and practical relevance of this 

study, as well as reflections on its limitations and possibilities for future research that may 

expand on this work. 
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CHAPTER 

12 
Conclusion 

12.1 Introduction 

In this final chapter, I consider this project as a whole and reflect on four of its distinct 

dimensions. First, I address the theoretical and empirical contributions of this study. I then 

reflect on the practical implications of this research for policy and practice, particularly in the 

fields of public healthcare and higher education. Next, some reflections on the research design 

as well as its limitations are presented, along with indications of areas for future research.  

 

12.2 Theoretical and empirical contributions of this research 

My approach has allowed for a deep and comprehensive description of an interesting case of 

managerialisation in the public sector of a non-core NPM country. The analysis of the 

managerial reform implemented at Brazilian federal university hospitals (HUFs) and its impact 

on the medical profession has provided a theoretical-analytical foundation upon which to 

develop more critical and enriched understandings of the shifting identities of hybrid 

professional managers (Kirkpatrick, 2016; Domagalski, 2008). 

My findings and the theoretical formulations derived from them contribute to several existing 

literature streams. I add to the rich literature on identity matters and practices. I do so, in part, 

by exploring more closely what the inner structures of identification processes look like. 

Although a plethora of identity-related concepts (e.g., identity work, identity transition, identity 

management, identity stigma, identity regulation, identity liminality, and so on) have long been 

accepted and explored in organisation studies (Alvesson, Ashcraft, and Thomas, 2008; Thomas 

and Davies, 2005; Ybema et al., 2009; Brown, 2015; Beech, 2011), little is said about what the 

underlying structures of identification are and how they operate. We can understand how 

identity is constructed and changed in a general way, but without diving deeper into these 

underlying structures, we cannot understand how and why identity is formed and transformed 

in a particular way and context. Therefore, underpinned by the critical management studies 
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(CMS) movement, I have undertaken a conceptual move to identify and uncover the layers 

constituting personal and collective identities. I, therefore, have subscribed to the concept of 

identity predicated on a recognition-theoretic lens. For Honneth (1995), recognition underlies 

personal and social identities, which are developed through three fundamental intersubjective 

patterns found in the spheres of affective relationships, legal rights, and social esteem. A fourth 

modality, belongingness, can also be added, providing individuals with the status for full 

participation in a particular field of social interaction (Fraser, 2007). 

Drawing upon this critical theory of recognition (Honneth, 1995; Fraser and Honneth, 2003), 

the approach adopted in this thesis provided greater explanatory power to understand how and 

why medical professionals respond to managerial principles of work organisation by 

assimilating or resisting hybrid identities in their struggles for recognition at work. Looking at 

the medical profession employed at HUFs, I have demonstrated that changes in the principles 

of work organisation can foster or constrain the intersubjective mechanisms, or modes of 

recognition, available to individuals in workplace settings, thus (re)framing the processes of 

individual and organisational identification (Ashforth and Mael, 1989), or how workers 

(re)align their practical relations to self with occupational identities and the wider organisation 

(Alvesson, Ashcraft, and Thomas, 2008; Waring, 2014). 

My critical discourse analysis has shown that both academic and managerial hybridisation 

among doctors in teaching hospitals are interlaced with a struggle for recognition as a result of 

the transition to hybrid identities. Particularly in the case of managerial hybridisation, the 

construction of a hybrid professional-managerial identity entails a struggle for mutual 

recognition because hybridism, as a form of organisational professionalism (Evetts, 2006; 

Waring, 2014), disrupts more traditional, “purified” occupational identities and work practices 

(Croft, Currie, and Lockett, 2015; Noordegraaf, 2007) and stresses the importance of gaining 

acceptance, acknowledgement, and respect for the flourishing of a contained, nested managerial 

identity. In this way, hybridisation affects the patterns of reciprocal recognition that individuals 

rely on to develop and maintain their professional identity in light of increasingly blurred 

occupational and organisational spheres of interaction. 

The struggle for recognition, upon which processes of hybridised identification unfold, 

mediates and is mediated by struggles for representation and redistribution. This is because 

extrinsic political and economic conditions as well as intrinsic intersubjective mechanisms 

constitute co-fundamental and mutually irreducible dimensions of personal and collective 
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identity formation and development (Fraser and Honneth, 2003). In this vein, my research has 

provided a perspective according to which professional identity building and, therefore, 

hybridised identity formation, are shaped by representational, redistributive, and recognitional 

factors. 

In light of these theoretical accounts, this research has offered insights into professional 

stratification and hybridisation in the medical profession from an alternative and non-

mainstream perspective. It has taken due account of forms of misrepresentation, 

maldistribution, and misrecognition affecting professionals’ potential to construct and maintain 

positive and undistorted personal and collective identities, both preconditions for their self-

realisation. Moreover, by focusing on the daily lives of the people who actually perform 

productive work and experience concrete changes in the ways their work is organised and 

controlled within organisational domains, this research has provided insights into the political, 

economic, and intersubjective conditions that shape individuals’ professional identities from 

both organisational and phenomenological levels. This is in line with Freidson’s (1994:42) idea 

that “[i]t is essential for analysts to study not only how policies are established on the level of 

corporate boards or the state ministry but also how they are actually carried out in the 

workplace”. 

I now return to the three research questions dealing with (1) the extrinsic political conditions of 

representation, (2) the objective conditions of economic redistribution, and (3) the underlying 

intersubjective mechanisms upon which professionals construct (or resist) hybrid identities. I 

have addressed these research questions by the following: 

(a) showing that favourable conditions of representation enabling professionals to 

retain political power, autonomy, and influence on decision making often result in 

hybridisation, whereas forms of misrepresentation drive them away from hybrid 

identities; 

(b) demonstrating how satisfactory redistributive conditions mediate the enactment of 

hybrid identities, whereas forms of maldistribution hinder hybridisation; and 

(c) providing evidence of how modalities of recognition are associated with a positive 

transition to hybrid identities, whereas forms of misrecognition impair the formation 

and maintenance of a hybridised identity. 
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In so doing, I have created a holistic gestalt model of identity building (see Figure 16, Chapter 

11) that explains the processes of hybridised identity construction and change. I have drawn on 

Pratt and Foreman’s (2000) multiple identity theory to distil my empirical findings and illustrate 

the different dynamics of my model. Pratt and Foreman (2000:18) argued for “the existence of 

multiple identities within the same individual”, suggesting that they may cope with plural and 

conflicting identities within themselves by resorting to identity work responses such as 

integration, aggregation, compartmentalisation, and deletion. 

In this light, I have proposed that favourable forms of representation, redistribution, and 

recognition encourage doctors to engage in integration and aggregation identity work to respond 

to changes in their work organisation. These strategies facilitate academic and managerial 

hybridisation by enabling greater synergy between multiple identities. For example, in one 

scenario, professionals who strive to preserve formal politicisation in hospital administration 

(representation), are captivated by a business-like culture of management (redistribution), 

and/or develop strong emotional attachments within the organisation (recognition) would be 

more likely to enact hybrid professional-management roles by employing (pseudo)integration 

strategies. In another scenario, professionals who have the opportunity to engage in alternative 

and unofficial management roles (representation), are lured by financial incentives 

(redistribution), and/or are acknowledged by their peers for forging links between multiple roles 

in the organisation (recognition), would be more likely to assume hybrid roles by invoking 

aggregation strategies. These particular types of identity work were evoked by triple hybrids 

who assumed top management roles and informal leadership positions to preserve their 

institutional control (Noordegraaf, 2007; Freidson, 2001, 1994) over the terms, conditions, and 

content of their work. 

My model, then, provides an account of triple hybridism as an outcome of (pseudo)integration 

(bringing managerial tasks under professional jurisdiction) and aggregation (retaining the cross-

cutting medical-academic identity while making relationships with a nested managerial 

identity). To a very limited extent, the present research supports Freidson’s (1985, 1994) 

reprofessionalisation thesis that medical professionals can revive their occupational principles 

of work organisation by becoming more managerially oriented, hierarchical, and bureaucratic 

(Muzio, Aulakh, and Kirkpatrick, 2020; Waring, 2014). My case study has vividly 

demonstrated how reinforced intra-professional differentiation in doctoring has kept the 

presence of triple hybrid elites at higher organisational levels. The enactment of hybrid 

professional-management roles by triple hybrids in the context of a new system of hospital 
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administration enabled these elite professionals to exert resistance as voice (Fleming and 

Spicer, 2007). Managerial hybridisation thus helped them mitigate the impact of managerialism 

over medical-academic professionalism, as well as to make use of management to preserve their 

political influence, economic advantages, and forms of recognition within hospitals. However, 

I have also made the case that medical-academic professionalism holds legitimacy and 

influence on the HUFs’ micropolitics, although it is less potent than it once was. I have shown 

that the political, economic, and intersubjective conditions for a positive and fruitful transition 

to hybrid identities are sometimes quite adverse. In many cases, restratification through 

managerial hybridisation appeared as an individual rather than a collectively articulated 

movement of resistance within the medical profession employed at HUFs. Those who assumed 

management were largely working for themselves rather than for the profession as a whole. 

They were attaining some limited personal power, but this was no longer gained by being part 

of the medical profession per se. Hence, triple hybrids did not seem to act as advocates who 

safeguard professional dominance (Freidson, 1994), but on their personal interests within 

HUFs. 

My model thus proposes that forms of misrepresentation, misdistribution, and misrecognition 

lead some professionals to engage in compartmentalisation and deletion strategies of identity 

work in order to respond to more hostile political and objective conditions of work as well as 

the psychological disturbances stemming from these. Strategies of identity work, such as 

compartmentalisation and deletion, produce dehybridisation by reducing the synergy between 

occupational and managerial principles of organising work. In one scenario, for instance, hybrid 

professionals who reacted against the estrangement between hospitals and medical schools 

(misrepresentation), disagreed with the greater focus on clinical care delivery (misdistribution), 

and/or perceived that professional solidarity, collegiality, and commitment are fading away in 

the workplace (misrecognition) were more likely to segregate the managerial identity or move 

backstage by invoking compartmentalisation tactics. In another situation, hybrids who faced 

enforced seclusion from management roles (misrepresentation), rejected the bureaucratisation 

of work processes (misdistribution), and/or were loosening their emotional attachments to their 

colleagues and the organisation (misrecognition) would divest themselves of the managerial 

identity by engaging in identity deletion. 

Therefore, as others have recently found (Alvehus, Eklund, and Kastberg, 2020), hybridisation 

is not necessarily the only outcome of restratification in scenarios of NPM managerialism. 

Rather, looking at the managerialist reform implemented at HUFs, processes of dehybridisation 
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between clinical, academic, and managerial identities might be a more likely result if the 

managerialisation of university hospitals continues at the current pace. Dehybridisation, it is 

worth noting, can be conceived of as an outcome of the performative power of managerialism 

to subvert the occupational principles of organising and controlling work and to redefine 

professionals’ own disciplinary mechanisms according to organisational and accounting logics 

(Bovens, 2005; Broadbent and Laughlin, 2002). In my study, this has been evidenced by greater 

governance centralisation, the prevalence of top-down decision making, managerial 

encroachment on university autonomy, performance-oriented arrangements of service delivery, 

and enforced seclusion from management roles, to cite but a few findings. Nonetheless, 

dehybridisation also reflects forms of resistance as refusal (Fleming and Spicer, 2007) on the 

part of public service professionals who develop a more critical perspective on NPM-type 

reforms (Ferlie, 2017). I have provided insights into how and why some triple hybrids 

deliberately moved away from management posts within the hospital as a more radical reaction 

to underrepresentation, poor working conditions and loss of economic privileges, and negative 

experiences of nonrecognition such as emotional distress. 

These findings about dehybridisation trends amongst doctors working at HUFs call into 

question the assumption that, by colonising management, professional elites can rethink and 

reframe their identities in ways that help them protect their collective agenda, respond to 

managerial encroachment, and draw on a countervailing power against administrative 

principles of work organisation (Freidson, 1994; Waring and Currie, 2009; Light, 1995). 

Rather, my analysis suggests that managerialism has negatively affected the extrinsic political 

and economic conditions, as well as the intrinsic intersubjective mechanisms upon which 

hybridised identities are constructed and maintained. This has compromised hybrid elites’ 

capacity to strengthen the profession as a system through enacting hybrid professional-

management roles.  

In this vein, my findings extend the promising but underdeveloped research on the 

reprofessionalisation of doctoring in the context of managerial reforms undertaken in 

developing nations of the Global South. By providing a deeper understanding through the 

detailed story of a particular reform within a specific country and public sector, I have added 

considerable knowledge about how reprofessionalisation may constitute a limited and 

heterogeneous, more individual than collective, movement within the medical profession in 

different national environments. Therefore, this study contributes to the literature on the 

reprofessionalisation of medicine by suggesting that the validity of Freidson’s (1985, 1994, 
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2001) accounts of restratification through managerial hybridisation may be rather modest 

outside Global North contexts. 

Finally, the findings presented here contribute to research currents emphasising the diverse and 

conflicting professional and managerial interrelationships (Kirkpatrick, 2016). My model 

integrates those lines of thought according to which the complex and uneasy interplay between 

professionalism and managerialism within wider organisational domains may range from 

continuity to radical change, from coercion to seduction, and from reconstruction to defiance. 

Taking due account of the potential “multiple combinations between professional and 

managerial or organizational logics” (Noordegraaf, 2015:193), it is important to avoid 

subscribing to a radical break thesis or a dualist analysis opposing professionalism and 

managerialism (Fournier, 1999). What is more, by emphasising how fundamentally different 

professional and managerial principles of organising work may coexist and mutually harmonise 

or counterpose each other in new configurations of hybrid professional roles (Hendrikx and 

Van Gestel, 2017), I have highlighted the constructed and contested political nature of 

professionalism and managerialism (Fournier, 1999), whose foundations rely on political, 

economic, and intersubjective factors that are established through struggles for representation, 

redistribution, and recognition. 

 

12.3 The practical implications of this research for policy 

My thesis sheds light on the final outcomes of managerial reform and current organisational 

and occupational practices in hospital settings managed by EBSERH. While in another study 

(Persson and Moretto Neto, 2018) I have addressed the earlier stages of the reform policy for 

reconfiguring HUFs, namely “talk” and “decision” (Pollitt and Bouckaert, 2017), the present 

research has been much more focused on “practice” and “results”. I thus offer relevant insights 

into how HUFs have incorporated managerial reforms into their daily organisational practices. 

I also sharpen our understanding of the important implications of such managerial incorporation 

for the organisation of medical work and its interfaces with academic and managerial activities. 

These might help hospital managers, health workers, policymakers, and scholars elicit more 

cautious conclusions about what has and has not been achieved. 
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As mentioned, all processes of personal and social identification rely on political, economic, 

and intersubjective conditions. Understanding these conditions and the sorts of identity work 

they engender has many practical implications for public health management and policy. 

Because the managerialisation of hospital work has impacted other occupational groupings, the 

strategies of identity work and corresponding processes of hybridised identity formation 

outlined here can be applied to other health occupations in both hospitals and medical schools. 

So, for example, my model can be employed to identify and understand similar trends of 

hybridisation and dehybridisation amongst nurses, pharmacists, physiotherapists, and other 

health professionals who perform hybrid academic and managerial roles within university 

hospitals. 

My three-dimensional model of identity building comprises important situational political and 

economic factors (representation and redistribution) that mediate professional identity 

formation and transformation. A critical analysis of these situational factors enables a thick 

description of how broad-scale policy reforms in public service provision affect the position of 

the professions as cyclical and contingent rather than a continuously linear or indefinitely 

persistent process of change. Following Freidson (1994:34), my gestalt model works on the 

premise that, in describing the contemporary position of professions, “the most informative 

analysis is one guided by a systematic model, eschewing reliance on global concepts while 

emphasising concrete institutions and the processes that underlie them”. In this vein, my model 

provides a proper linkage between external macro-level structures and the everyday experiences 

of subjects. 

Quite frequently, mainstream management and organisation studies neglect the dynamic 

interaction between the individual level and the broader organisational and institutional levels. 

As a result, individuals are conceived of as “recipients of their environment rather than active 

contributors to it” (Kreiner, Hollensbe, and Sheep, 2006). According to critical discourse 

analysis (CDA), individuals’ practices are shaped by macro-level structures, power relations, 

and the nature of the social practices in which they are inscribed, even though they are normally 

unaware of this influence. However, as Fairclough (1992:72) explained, individuals’ practices 

have “outcomes and effects upon social structures, social relations, and social struggles around 

them, of which again they are usually unaware”. In practical terms, this research offers a 

methodological approach that stresses the dialectical relationship between individuals’ agency 

and social structures. 
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Based on CDA, I found in my research that participants were very active in responding to 

changes in the organisation of their work at HUFs. I collected and documented discourses that 

evinced the ways in which professionals actively crafted responses to their changing reality 

rather than being passively engulfed by organisational change. For example, even though the 

influence of clinicians and university professors on national policies for HUFs appeared to have 

dwindled, some hybrids were capable of articulating some translation practices (Spyridonidis 

and Currie, 2016; Kirkpatrick et al., 2013) in order to locally modify management and use it to 

navigate across the organising principles of medical schools and hospital administration. 

Intentional seclusion from management and boycotts were also forms of resistance articulated 

by hybrids to react against managerial encroachment at the organisational level. Therefore, an 

important practical contribution of my work is the discursive evidence from medical 

professionals who were able to articulate forms of ground-level resistance to the 

managerialisation of their professional work, even if that implied the dehybridisation of clinical, 

academic, and managerial in some instances. These insights are relevant for informing national 

debates around the profound implications of managerialism for public healthcare and higher 

education policy, the very educational nature of HUFs, and the future of medical-academic 

professionalism and its most eloquent expression – triple hybridism – within these health and 

teaching organisations (Persson, Ferlie, and Baeza, 2021).  

A meaningful theme that emerged in my analysis was the narrative that the HUFs’ educational 

character has been weakened due to a pervasive performance-driven service ideology that 

places a greater emphasis on clinical care provision and turns HUFs into “mere regular 

hospitals”, as some of my interviewees put it. It is interesting to note that an NPM-type reform 

introduced at Brazilian public teaching hospitals has produced unusual results in relation to 

what has been observed in core NPM countries. While in Brazil the threefold mission of 

providing high-quality medical care, education, and research does not seem to have been 

strengthened by managerial reform, there has been a growing understanding worldwide that 

improving healthcare services requires more collaborative forms of clinical and academic 

partnerships to boost the translation of research into practical use for populations (French, 

Ferlie, and Fulop, 2014). In the US, for example, there has been the development of initiatives 

such as the Veterans’ Health Administration Integrated Health and Research System and 

Clinical Translational Science Centres, and in the UK, several NHS experiences aimed at 

research implementation into practice, including Health Innovation and Education Clusters, 

Quality Observatories, Collaborations for Leadership in Applied Health Research and Care, 

and Academic Health Science Centres and Networks, which are very important in trying to 
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move science from “bench to bedside” (Rycroft-Malone et al., 2011; Rycroft-Malone, 2014; 

Ovseiko, Davis, and Bucham, 2010). 

The international spread of AHSCs, in particular, signals the efforts made across several 

healthcare systems to construct meso-level forms of integration of leading-edge clinical 

services and world-class research and teaching (Darzi, 2010) through partnerships between a 

university with its medical college and other health organisations, such as hospitals, 

commissioning bodies, and health providers (French, Ferlie, and Fulop, 2014). In the UK, 

where NPM reforms have persistently tried to get doctors and academic elites into management 

(Griffiths, 1983), AHSCs have served as a catalyst for the strategic alignment of medical 

schools and NHS providers, seeking to enhance their prestige, raise expectations for future 

funding, preserve their current education and research funding sources, secure new government 

funding allocated for healthcare innovation, attract better clinical staff, and, above all, validate 

science into medical practice more quickly in view of increased R&D budgets in the NHS 

(Ovseiko, Davis, and Bucham, 2010). Evidently, AHSCs are not exempt from inter-

organisational tensions relating to their joint mission of healthcare delivery, high-quality 

research and teaching, and medical innovation, as well as from challenges around internal 

governance, organisational complexity, professional, and managerial relations, and power 

dynamics between partners in the network (French, Ferlie, and Fulop, 2014; Barrett, 2008; 

Blumenthal and Meyer, 1996; Wagner, 2008; Burrow, 1993). 

In the Brazilian context, new inter-organisational relationships established between federal 

universities, medical schools, HUFs, EBSERH, and local health departments hold potential for 

the development of initiatives focused on promoting a more strategic arrangement between 

patient care provision, medical education, and research. Nonetheless, my study has identified 

some underlying tensions around the relations between expert professionals and the pervasive 

logic of managerialism that require further attention. Contrasting the British case, where senior 

clinical-academic hybrids have been at the forefront in formulating policy, shaping AHSC 

partnerships, and occupying leadership roles in these organisations (see, for example, the 

leading role played by Professor Sir Ara Darzi in reforming the NHS), the migration of HUFs 

to EBSERH has created political divisions and sparked distancing behaviours among some 

academic and triple hybrids. This is concerning because knowledge elites constitute an 

epistemic community that is expected to play a central role in network organisational forms for 

policy transfer and knowledge translation, bringing the different axes together by doing science 

and then moving it into clinical practice. Therefore, my research contributes to policy thinking 
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for HUFs by showing that the relegation of rank-and-file clinicians and both academic and 

managerial dehybridisation among professional elites might compromise professionals’ 

leadership in the development of initiatives to spread innovation and improve healthcare and 

education services. 

To avoid these difficulties, I argue that interventions on representational, redistributive, and 

recognitional factors focused on promoting integration and aggregation may prove more 

effective in restoring the linkage between hospitals and medical colleges by prompting more 

self-realising processes of triple hybridisation among doctors, professors, and other health 

professionals. 

 

12.4 Limitations and directions for future research 

As is the case with all research designs, mine faced certain limitations that bear examination. 

One important limitation of my study was the relatively small sample size and the limited 

inclusion of other health professionals in the interviews. As explained in the methods chapter 

(Chapter 6), I have tried to overcome this methodological limitation by drawing on the concept 

of “information power”, according to which the more useable the information the sample holds, 

the lower the number of participants needed (Malterud, Siersma, and Guassora, 2016). 

However, the heavy focus on the medical profession to the detriment of other occupational 

groupings within HUFs limited my ability to evaluate how managerial reforms have impacted 

other health workers and to determine how the spread of new trends of hybridisation and 

dehybridisation might be to them. So, although in this study I have consciously chosen to 

explore the medical profession and organised my sample to comprise members of different 

medical strata (e.g., university senior consultants, EBSERH doctors, professors of medicine, 

triple hybrids, etc.), future research could examine in more detail how other professional 

groupings perceive and experience changes in the organisation of their work at HUFs. In 

addition, we need a more thorough understanding of how issues of race, gender, class, 

personality profiles, and generational differences across different medical strata interlace with 

the struggles for representation, redistribution, and recognition affecting identity work 

strategies I have explored here. 

 



318 
 

 
 

The lack of patients and public participation are further limitations of this research. I must note 

here that involving these actors in the study design was less of a concern to me, since 

documentary data provided some useful insights into how changes in the arrangements of 

service delivery have impacted the populations served by university hospitals. However, I 

speculate that some themes that emerged in my analysis of discourse (e.g., performance-driven 

service ideology, focus on clinical care, deterioration of working conditions, and hiring and 

replacement of medical staff) could benefit from further insights from patients and the general 

community surrounding HUFs. 

Another limitation of my approach relates to critical discourse analysis (CDA), particularly the 

criticism that CDA fails to account for analytical decisions, text representativeness, and 

overreliance on subjective interpretations (Shaw, 2006; Widdowson, 1995, 2000). It is 

important to recall that, in line with my critical realist epistemological stance, I do not view the 

present research as dispassionate and objective. Rather, I see it as a committed endeavour that 

necessarily interferes with and makes explicit assumptions (Fairclough, Mulderrig, and Wodak, 

2011) about social and organisational phenomena. Therefore, the application of CDA here was 

not value-free. Nevertheless, the dynamicity and flexibility of CDA (Wodak and Meyer, 2009) 

helped me mitigate bias. Given its focus on texts, CDA facilitated the triangulation between 

primary intensive data sources (in-depth interviews) and secondary extensive data sources 

(documents) (Rothbauer, 2008). Data triangulation thus helped me compose an abundant corpus 

of discourse, enhance the trustworthiness and reliability of my analysis, confirm my findings, 

and improve my understanding of the empirical field. 

Due to the Covid-19 pandemic, I was unable to immerse myself more deeply into particular 

case studies to take advantage of other data sources, such as onsite observations and informal 

conversations. Although documents and remote interviews were equally valuable and rich in 

data for the CDA approach, one limitation of this study was the lack of observations. Selecting 

documentary data and interviewing people across multiple sites allowed me to paint a 

comprehensive picture of reform trajectories in HUFs and to identify major changing patterns 

that seem to repeat across different hospital settings in the country. However, fewer but more 

particularised case studies in which other data sources could be exploited would have added a 

deeper understanding of the phenomena studied. Thus, another clear area for future 

investigation is to undertake more focused case studies in particular hospital sites in order to 

provide further insights into the extent to which the findings explored here manifest, prevail, 

and vary across different HUFs within the EBSERH’s hospital network. 
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As per the above, a fruitful line of research could be to examine more specific interplay and 

variations among the three dimensions (representation-redistribution-recognition) of my 

holistic gestalt model of identity building. Rather than a static entity, this proposed model 

should be viewed as a heuristic device that allows for an understanding of how extrinsic 

political and economic factors are linked to intrinsic intersubjective mechanisms mediating 

identity formation. I have demonstrated that favourable conditions of political representation, 

economic redistribution, and intersubjective recognition tend to prompt identity work responses 

that lead to hybridisation. Conversely, adverse conditions of misrepresentation, maldistribution, 

and nonrecognition are likely to foster identity work strategies that lead to dehybridisation. 

However, these elements do not always accompany each other along the same lines. Therefore, 

I believe that some of these political, economic, and intersubjective factors may be stronger 

than others and act differently on individuals at a given moment, prompting different individual-

level reactions. For example, one scenario might be that dehybridising strategies of identity 

work such as deletion are incited by misdistribution conditions like bureaucratisation, but the 

hybrid identity is maintained due to strong hybridising conditions such as emotional 

attachments, which tend to promote identity integration. To refine this proposed model, 

therefore, future research will need to explore the different ways in which these conditions can 

link to and counterbalance each other. I believe that such an approach would offer further 

insights into the processes of hybridisation and dehybridisation under various circumstances. 

I hope these directions will help further theoretical and empirical work on the topics addressed 

here. 
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APPENDIX 

A 

Sampling criteria for selecting and 

assessing documentary materials 

 

i) POLITICAL UNITS 

Brazilian national and regional organisations of public healthcare and educational and 

government institutions 

ii) PERIOD OF TIME 

2003-2021, comprising relevant events relating to the policy reform agenda for HUFs 

iii) FIELDS OF POLITICAL ACTION AND POLICY 

Documents centred on policy reforms and political discourses about federal universities, 

HUFs, EBSERH, and/or the medical profession, especially those whose texts reflect any of 

the stages of public management reforms as follows: 

SELECTION 

CRITERIA 
DESCRIPTION RELEVANCE FOR RESEARCH 

1) Talk 

The document reflects 

what people are/were 

talking and writing about 

particular reform ideas 

or concepts. 

Identifying and monitoring discourses 

about reform ideas or concepts relating 

to federal universities and HUFs; tracing 

the rise and spread of a particular wave of 

debate about federal universities, HUFs, 

EBSERH, and the medical profession. 

2) Decision 

The document 

publicises, announces, or 

records governments’ 

decisions about reform 

agendas and particular 

interventions. 

Locating public announcements and 

decisions of authorities (e.g., policy 

decision making, law making procedures, 

implementation) relating to reforms in 

federal universities, HUFs, EBSERH, and 

the medical profession. 

3) Practice 

The document describes 

how the organisations 

incorporate(d) reforms 

into their daily 

organisational practices. 

Producing a systematic description and 

understanding of how reforms impact(ed) 

day-to-day hospital operations, change(d) 

the relationships with medical schools 

and university faculties, and reshape(d) 

academic, medical, and managerial work 

aiming at promoting practice convergence 

in HUFs. 
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4) Results 

The document offers a 

detailed account of the 

outputs and outcomes of 

reforms and particular 

interventions and shows 

how these affect(ed) the 

activities performed by 

the organisations. 

Looking for convergence of results; 

assessing the extent to which the final 

outcomes can be attributed to reform 

interventions as opposed to other factors; 

analysing intended and unintended 

effects of reforms in federal universities, 

HUFs, EBSERH, and the medical 

profession. 

iv) SEMIOTIC MEDIA AND GENRES 

Publicly available texts extracted from multiple discursive genres such as newspaper stories 

and press articles, public speeches and declarations, government reports and guidelines, 

organisational reports and guidelines, official communication, leaflets, institutional 

websites, laws, regulations, and other legal documents. 

v) QUALITY OF THE DOCUMENT 

The extent to which the document contributes to gather relevant discourses about the 

policy reform agenda for public teaching hospitals in Brazil, according to the following 

evaluation criteria: 

EVALUATION 

CRITERIA 
DESCRIPTION 

a) Availability 

The document is available in the public domain and can be obtained 

without the need to negotiate issues of permission, privacy, 

anonymity, and confidentiality. 

b) Context 

The document provides background information and insights that can 

help understand the historical roots as well as the political, economic, 

institutional, and organisational factors and conditions that impinge 

upon the field of university hospitals and the medical profession in 

Brazil. In addition, the documentary data can be used to contextualise 

data collected from other sources (e.g., interviews). 

c) Tracking 

The document offers a means of identifying reform processes and 

tracking changes and historical developments in federal universities 

and HUFs. Additionally, the document provides a comprehensive 

picture of how the organisation of the medical profession has changed 

over time. 

d) Prompting 

The document contains information that can raise new, probing 

questions and complement other methods of data collection and 

analysis. The documentary data can also be used to check data gained 

through interviews. Therefore, the document can be particularly 

useful in pre- and post-interview situations. 
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e) Supplementary 

data 

The document provides supplementary information and insights that 

can be added to the knowledge base. The document is a valuable 

means of gathering data of events that can no longer be observed or 

of which informants have forgotten the details. In this way, the 

document fills gaps in the research data and sheds light on the topics 

under investigation. 

f) Verification 

The document can be used to verify data and corroborate evidence 

collected from other sources, thus contributing for greater confidence 

and trustworthiness of the findings. 

Source: Author, based on Reisigl and Wodak (2009), Pollitt (2002), Pollitt and Bouckaert (2017), and Bowen 

(2009) 
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APPENDIX 

B 
List of documents included in the study 

 

REF # TITLE AUTHOR DESCRIPTION 
PUB. 

DATE 
GENRE 

FIELD 

1) Talk 

2) Decision 

3) Practice 

4) Results 

1 

Inter-ministerial Ordinance n. 

562/2003/MS/MEC/MCT/ 

MPOG 

Ministry of Health 

(MH); Ministry of 

Education (MEC); 

Ministry of Science 

and Technology 

(MCT); and Ministry 

of Planning, Budget 

and Management 

(MPOG) 

Constitutes the Inter-institutional 
Commission to assess the current 
situation of university and teaching 
hospitals in Brazil. 

2003 

Laws, regulations, 

and other legal 

documents 

Talk 

2 
Inter-ministerial Ordinance n. 

1006/2004/MEC/MS 

Ministry of 

Education (MEC) and 

Ministry of Health 

(MH) 

Creates the Program for Restructuring 
Teaching Hospitals of the Ministry of 
Education integrated into the Unified 
Health System (SUS). 

2004 

Laws, regulations, 

and other legal 

documents 

Decision 

3 
Inter-ministerial Ordinance n. 

1000/2004/MEC/MS 
Ministry of 

Education (MEC) and 
Regulates the accreditation process 
for teaching hospitals. 

2004 

Laws, regulations, 

and other legal 

documents 

Decision 
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Ministry of Health 

(MH) 

4 
Inter-ministerial Ordinance n. 

1005/2004/MEC/MS 

Ministry of 

Education (MEC) and 

Ministry of Health 

(MH) 

Regulates the accreditation process 
for teaching hospitals. 

2004 

Laws, regulations, 

and other legal 

documents 

Decision 

5 Ordinance n. 1702/2004/MS 
Ministry of Health 

(MH) 

Creates the Programme for 
Restructuring Teaching Hospitals 
integrated into the Unified Health 
System (SUS). 

2004 

Laws, regulations, 

and other legal 

documents 

Decision 

6 
Reform of the Brazilian System 

of Hospital Care (RAHB) 

Ministry of Health 

(MH) 

Report containing an in-depth analysis 
of the situation of the Brazilian 
hospital chain aiming at providing 
insights for the reconfiguration of the 
national hospital sector. 

2004 

Government 

reports and 

guidelines 

Talk 

7 Decree n. 6096/2007 Presidency 
Creates the Programme for 
Supporting the Restructuring and 
Expansion of Federal Universities. 

2007 

Laws, regulations, 

and other legal 

documents 

Decision 

8 
Inter-ministerial Ordinance n. 

2400/2007/MS/MEC 

Ministry of Health 

(MH) and Ministry of 

Education (MEC)  

Establishes new parameters for the 
accreditation of teaching hospitals. 

2007 

Laws, regulations, 

and other legal 

documents 

Decision 

9 
Court Judgement n. 

2731/2008/TCU 

Federal Audit Court 

(TCU) 

Audit report assessing the relationship 
between Federal Higher Education 
Institutions and support foundations. 

2008 

Laws, regulations, 

and other legal 

documents 

Talk 

10 
Court Judgement n. 

2813/2009/TCU 

Federal Audit Court 

(TCU) 

Audit report assessing major 
challenges and opportunities for 
improvements in HUFs. 

2009 

Laws, regulations, 

and other legal 

documents 

Talk 
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11 
Court Judgement n. 

2983/2009/TCU 

Federal Audit Court 

(TCU) 

Audit report assessing the actions 

adopted by EBSERH to improve HUFs’ 

infrastructure and management 

performance and to replace 

outsourced personnel. 

2009 

Laws, regulations, 

and other legal 

documents 

Practice 

12 

REHUF Report 

National Programme for 

Restructuring Federal 

University Hospitals 

Vol. I: Diagnosis and Proposals 

Ministry of 

Education (MEC) 

Final report produced by a technical 
working group appointed by the 
federal government to gather data, 
provide an in-depth insight into the 
situation of all HUFs, set new 
assessment metrics, support the 
construction of new information 
systems, and propose further actions 
to improve HUFs’ infrastructure.  

2009 

Government 

reports and 

guidelines 

Talk 

13 Decree n. 7082/2010 Presidency 

Creates the National Programme for 
Restructuring Federal University 
Hospitals (REHUF) and provides for 
shared funding for HUFs.  

2010 

Laws, regulations, 

and other legal 

documents 

Decision 

14 Ordinance n. 1310/2010/MEC  
Ministry of 

Education (MEC) 
Establishes the matrix of distribution 
of financial resources to HUFs. 

2010 

Laws, regulations, 

and other legal 

documents 

Practice 

15 
Inter-ministerial Explanatory 

Memorandum 
n. 00383/2010/MP/MEC 

Ministry of Planning 

(MP) and Ministry of 

Education (MEC) 

Sets out the draft bill for the creation 
of EBSERH. 

2010 

Laws, regulations, 

and other legal 

documents 

Decision 

16 Inter-ministerial Ordinance n. 
883/2010/MEC/MS/MPOG 

Ministry of 

Education (MEC); 

Ministry of Health 

(MH); and Ministry 

of Planning, Budget 

Regulates the Decree n. 7082/2010, 
which created the National 
Programme for Restructuring Federal 
University Hospitals (REHUF) and 
provides for shared funding for HUFs. 

2010 

Laws, regulations, 

and other legal 

documents 

Decision 

 

Practice 
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and Management 

(MPOG) 

17 Provisional Measure n. 
520/2010 

Presidency Authorises the Executive Power to set 
up EBSERH. 

2010 

Laws, regulations, 

and other legal 

documents 

Decision 

18 
Inter-ministerial Explanatory 

Memorandum 
n. 00127/2011/MP/MEC 

Ministry of Planning 

(MP) and Ministry of 

Education (MEC) 

Sets out the draft bill for the creation 
of EBSERH. 

2011 

Laws, regulations, 

and other legal 

documents 

Decision 

19 Draft Bill n. 1749-C/2011 
House of 

Representatives 
Law project to authorise the Executive 
Power to set up EBSERH. 

2011 

Laws, regulations, 

and other legal 

documents 

Decision 

20 Law n. 12550/2011 Presidency Authorises the Executive Power to set 
up EBSERH. 

2011 

Laws, regulations, 

and other legal 

documents 

Decision 

21 Ordinance n. 442/2012/MEC 
Ministry of 

Education (MEC) 

Delegates to EBSERH some of the 
competences described by the Decree 
n. 7690/2012 and Decree n. 
7082/2010. 

2012 

Laws, regulations, 

and other legal 

documents 

Decision 

22 
Direct Action for the 

Declaration of 
Unconstitutionality n. 4895 

Attorney General’s 

Office 
Questions the law that created 
EBSERH.  

2012 

Laws, regulations, 

and other legal 

documents 

Decision 

23 

Policy for Restructuring 
Teaching and Philanthropic 
Hospitals in Brazil Between 

2003-2010 

Ministry of Health 

Policy report that offers an in-depth 
analysis of the process of 
implementation of the 
contractualisation policy. 

2012 

Government 

reports and 

guidelines 

Results 

24 Management Report 2013 EBSERH 
Management report presented to 
internal and external control bodies as 
annual accounts report for 2013. 

2013 

Organisational 

reports and 

guidelines 

Results 
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25 Management Report 2014 EBSERH 
Management report presented to 
internal and external control bodies as 
annual accounts report for 2014. 

2014 

Organisational 

reports and 

guidelines 

Results 

26 Management Report 2015 EBSERH 
Management report presented to 
internal and external control bodies as 
annual accounts report for 2015. 

2015 

Organisational 

reports and 

guidelines 

Results 

27 
Victory against EBSERH: 

doctors from Piauí will earn 
the FENAM basic salary 

FENAM National 

Federation of 

Doctors 

Article about the approval of 
minimum wage for doctors employed 
by EBSERH. 

2015 
Institutional 

websites 
Decision 

28 
The system of management of 
university hospital is assessed 

by the TCU 

Federal Audit Court 

(TCU) 

Article about operational auditing 
undertaken by the Court of Auditors 
(TCU) to assess the performance of 
EBSERH in improving HUFs’ 
management and infrastructure. 

2015 
Institutional 

websites 
Results 

29 Public Call n. 02/2015 EBSERH 
Public call for applications for a part-
time job position as “doctor” to work 
in the HUSM/UFSM. 

2015 
Institutional 

websites 
Practice 

30 Official Letter n. 
021/2015/DVPE/EBSERH/MEC 

EBSERH Response letter to requests from the 
Court of Auditors. 

2015 

Laws, regulations, 

and other legal 

documents 

Practice 

31 Management Report 2016 EBSERH 
Management report presented to 
internal and external control bodies as 
annual accounts report for 2016. 

2016 

Organisational 

reports and 

guidelines 

Results 

32 
After EBSERH, a severe 

situation is evidenced by the 
X-ray unit of the CHC 

APUFPR Association 
of Professors  

Article about the severe situation of a 
university hospital (CHC) that has 
been transferred to EBSERH. 

2016 
Institutional 

websites 
Results 

33 Interlocutory Appeal n. 
0800668-97.2016.4.05.0000 

Federal Regional 
Court 

Legal claim against a judicial decision 
that prohibited a doctor-professor 
employed by both the university and 

2016 

Laws, regulations, 

and other legal 

documents 

Decision 
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EBSERH to maintain dual-job 
contracts. 

34 “We say no to EBSERH” 
SINTET-UFU 

FASUBRA 

Leaflet published by a trade union of 
workers employed by a federal 
university containing arguments 
against the migration to EBSERH. 

2017 Leaflet Talk 

35 All university hospitals are 
facing a crisis 

Brasil de Fato online 
newspaper 

Story on the crisis in Brazilian 
university hospitals. 

2017 Newspaper story Results 

36 Ordinance n. 19/2017/SEST 

Secretariat for 
Coordination and 

Governance of State-
Owned Enterprises 

(SEST) 

Determines the upper limit for the 
hiring of new staff to be allocated to 
all HUFs managed by EBSERH. 

2017 

Laws, regulations, 

and other legal 

documents 

Practice 

37 Model of Hospital Services 
Management 

EBSERH 

Presents the fundamentals of hospital 
administration and serves as a 
supporting material to improve 
management standards in the 
EBSERH’s hospital chain. 

2017 

Organisational 

reports and 

guidelines 

Practice 

38 Management Report 2017 EBSERH 
Management report presented to 
internal and external control bodies as 
annual accounts report for 2017. 

2017 

Organisational 

reports and 

guidelines 

Results 

39 Management Report 2018 EBSERH 
Management report presented to 
internal and external control bodies as 
annual accounts report for 2018. 

2018 

Organisational 

reports and 

guidelines 

Results 

40 
The unfortunate reality of the 
universities which transferred 
their hospitals to a company 

ADUFF Association of 
Professors 

Article that questions the transfer of 
university hospitals to EBSERH. 

2018 
Institutional 

websites 
Results 

41 

The public enterprise created 
by Dilma that has become a 

pain in the neck for the 
Bolsonaro’s government 

Gazeta do Povo 
online newspaper 

Story on the financial pressure faced 
by the federal government in view of 
increasing costs with EBSERH. 

2018 Newspaper story Results 
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42 EBSERH Regional Workshop of 
Strategic Planning 

EBSERH 
Workshop of strategic planning, 
presentation of results and projects. 

2018 

Organisational 

reports and 

guidelines 

Results 

43 

Intermediary and 
Consolidated Financial 

Statements 2nd quarter of 
2018 

EBSERH 

Financial report prepared according to 
Brazil’s accounting standards as well 
as international financial reporting 
standards. 

2018 

Organisational 

reports and 

guidelines 

Results 

44 Remuneration of Tenured 
Positions 

EBSERH 
Presents the remuneration scheme 
and levels of all categories of 
EBSERH’s employees. 

2018 

Organisational 

reports and 

guidelines 

Practice 

45 Number of Workers Employed 
in Tenured Positions 

EBSERH 
Presents the number of employees 
holding a non-statutory (CLT job 
contract) position in the company. 

2018 

Organisational 

reports and 

guidelines 

Practice 

46 
EBSERH’s employees working 
in the HU/UFJF decide to take 

part in the national strike 

G1 Zona da Mata 
online newspaper 

Story on strike actions involving 
EBSERH’s workers. 

2018 Newspaper story Results 

47 It’s no use having the 
equipment but lacking staff 

Folha Dirigida online 
newspaper 

Story on EBSERH’s focus on increasing 
staffing levels in all HUFs to cope with 
rising demands. 

2019 Newspaper story Results 

48 
CFM warns against the lack of 
control in university hospital 

managed by EBSERH 

Regional Council of 
Medicine (CRM-ES) 

Article about the lack of control and 
transparency and poor performance 
and working conditions in HUFs 
managed by the company. 

2019 
Institutional 

websites 
Results 

49 

Trade union claims that the 
level of staff sickness has 

increased 48% due to excess 
workload   

G1 Mato Grosso 
online newspaper 

Story on increasing levels of staff 
sickness in university hospitals 
managed by EBSERH due to changes in 
work processes. 

2019 Newspaper story Results 

50 Extraordinary Service 
Newsletter 

EBSERH 
Bulletin detailing the internal 
recruitment process for the position of 
“chief of unit” in the HU/UFSCar. 

2019 

Organisational 

reports and 

guidelines 

Practice 
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51 

The MPF takes legal action 
against the manager of the 

UFPel’s teaching hospital after 
accusations of moral 

harassment 

G1 RS online 
newspaper  

Story on cases of moral harassment in 
a HUF. 

2019 Newspaper story Results 

52 Additional Pay for On-Call 
Shifts (APH) 

Pro-Rectorate of 
Human Recourses of 

the Federal 
University of Minas 

Gerais 

Provides detailed information about 
the APH system applied to university 
academic staff engaged in clinical 
work. 

2019 

Organisational 

reports and 

guidelines 

Practice 

53 

Professor of the faculty of 
medicine of the UFMG gains 
the right to keep working on-

call shifts after taking legal 
action 

APUBH 

Story on the legal decision that 
allowed university professors to keep 
working on-call shifts and receiving 
the APH pay. 

2019 
Institutional 

websites 
Decision 

54 EBSERH is a successful case in 
the public sector 

Ministry of 
Education (MEC) 

Public declaration of the former 
minister of education on EBSERH’s 
positive management outcomes. 

2019 
Institutional 

websites 
Results 

55 
EBSERH in crisis: employees 

do not accept new agreement 
proposed by the government 

Metrópoles online 
newspaper 

Story on the impasse between 
EBSERH’s employees and the 
government to reach a new labour 
agreement. 

2019 Newspaper story Practice 

56 Management Report 2019 EBSERH 
Management report presented to 
internal and external control bodies as 
annual accounts report for 2019. 

2019 

Organisational 

reports and 

guidelines 

Results 

57 Management Report 2020 EBSERH 
Management report presented to 
internal and external control bodies as 
annual accounts report for 2020. 

2020 

Organisational 

reports and 

guidelines 

Results 

58 The disgraceful situation of 
the Antônio Pedro Hospital 

Jornal do Brasil 
online newspaper  

Story on the situation of a HUF. 2020 Newspaper story Results 

59 Antônio Pedro Hospital: the 
testimony of an employee 

Jornal do Brasil 

online newspaper 
Story on poor working conditions in a 
HUF. 

2020 Newspaper story Results 
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60 A reply from the Antônio 
Pedro Hospital 

Jornal do Brasil 

online newspaper 

Story on the response published by 
the hospital administration regarding 
complaints about working conditions 
in a HUF. 

2020 Newspaper story Results 

61 Antônio Pedro Hospital: 
EBSERH replies 

Jornal do Brasil 

online newspaper 

Story of the response published by 
EBSERH regarding complaints about 
working conditions in a HUF. 

2020 Newspaper story Results 

62 Public Civil Action n. 
1.22.000.003221/2019-35 

Federal Prosecutions 

Office 

Legal action against the federal 
government to maintain the payment 
of the APH (additional pay for clinical 
work performed by professors on-call 
shifts) to exclusive dedication (ED) 
professors. 

2020 

Laws, regulations, 

and other legal 

documents 

Decision 

63 

The Federal Prosecutions 
Office takes legal action to 

ensure the payment of APH to 
professors of the HC/UFMG 

Federal Prosecutions 

Office 

Article about the legal action taken 
against the federal government to 
maintain the payment of the APH to 
exclusive dedication (ED) professors. 

2020 
Institutional 

websites 
Decision 

64 Annual Letter on Public Policy 
and Corporate Governance 

EBSERH 

Annual letter released by the board of 
directors to reinforce EBSERH’s 
commitment to the objectives of the 
public policy that justified the creation 
of the company. 

2020 

Organisational 

reports and 

guidelines 

Practice 

 

Results 

65 EBSERH Organisational 
Structure 

EBSERH 
Organisation chart that describes the 
management structure of the 
EBSERH’s headquarters. 

2020 
Institutional 

websites 
Practice 

66 Public Call n. 02/2020 EBSERH 
Public call for applications for a part-
time job position as “doctor” to work 
in the HDT/UFT. 

2020 
Institutional 

websites 
Practice 

67 Public Call n. 02/2021 EBSERH 
Public call for applications for a part-
time job position as “doctor” to work 
in the HU/UFSC. 

2021 
Institutional 

websites 
Practice 
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68 
Remuneration of 

Commissioned Management 
Positions in EBSERH 

EBSERH 

Presents the remuneration scheme 
and levels of management 
commissioned positions in the 
EBSERH’s administration. 

2018 

Organisational 

reports and 

guidelines 

Practice 

69 
Remuneration of 

Commissioned Management 
Positions in IFEs 

IFEs 

Presents the remuneration scheme 
and levels of management 
commissioned positions in federal 
universities. 

2019 

Organisational 

reports and 

guidelines 

Practice 
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APPENDIX 

C 
List of interviewees 

No. Code Gender 
Professional 

Area 
Specialty Category 

Medical 
Stratum 

Roles Position 
Time in 
Service 

Career 
Stage 

Site Department Location Level 
Interview 

Date 
Interview 

Time 

1 PSI-01 Male Medicine 
Infectious and 
parasitic diseases 

Doctor-
Professor-
Manager 

Triple Hybrid 
Elite IV; 
Political & 
Governance 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision; head of clinical 
services (1994-1996); chief 
executive of the Omega 
Federal University Hospital 
(1997-2005); body president 
(2001-2005) and executive 
director (2021-2022) of the 
ABRAHUE; Director of the 
Department of Specialised 
Healthcare of the MH (2010) 

University 
Doctor (40 H); 
Part-time 
Professor (20 
H) 

1985 - 
present 

Later-
career (56+ 

yrs old) 

Brazilian 
Association of 
University and 
Teaching 
Hospitals; 
Omega Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Southeast National 08/10/2019 01:03:59 

2 PSI-02 Male Medicine 
Paediatrics; Primary 
care; Public 
healthcare 

Doctor-
Manager 

Managerial 
Elite 

Clinical work; head of the 
Department of Health 
Surveillance of the City 
Department of Health; head of 
the Department of Data 
Analysis of the City 
Department of Health 

University 
Doctor (20 H) 

2004 
Mid-career 
(41-55 yrs 

old) 

Beta Federal 
University 
Hospital; Local 
Health 
Department 

Hospital clinics; 
Department of 
Data Analysis 

South Local 18/10/2019 00:46:21 

3 PSI-03 Male 
Public 

Management 

Public Management 
& Policy; University 
management; 
Higher education 

Professor-
Manager 

Managerial 
Elite; 
Political & 
Governance 
Elite 

Full teaching & research; dean 
of the socioeconomic faculty; 
has expertise on universities 
and higher education 
management; participated 
actively in the deliberative 
process for the migration of 
the Beta Federal University 
Hospital to EBSERH; chancellor 
and president of the Beta 
Federal University 

Senior 
Researcher 

1974 - 
present 

Later-
career (56+ 

yrs old) 

Beta Federal 
University 

*** South Local 18/10/2019 00:54:52 

4 PSI-04 Male Medicine Ophthalmology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; coordinator of a 
post-graduation program; 
deputy chairman of a local 
society of ophthalmology 

University 
Doctor (20 H); 
Full-time 
Professor (40 
H) 

2012 - 
present 

Mid-career 
(41-55 yrs 

old) 

Theta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 18/10/2019 00:56:55 

5 PSI-05 Male Medicine 
Cardiology; 
Healthcare 
management 

Doctor-
Manager 

Managerial 
Elite; 
Political & 
Governance 
Elite 

Clinical work; body president 
of the National Federation of 
Doctors; chairman of a 
regional union of doctors; 
finance director of a regional 
union of doctors; body 
president of the Brazilian 
Medical Federation 

Body 
president of 
the National 
Federation of 
Doctors 

*** 
Later-

career (56+ 
yrs old) 

Brazilian 
Medical 
Federation; 
National 
Federation of 
Doctors 

*** North National 30/10/2019 00:44:27 
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6 PSI-06 Male Medicine General clinic 
Doctor-

Professor-
Manager 

Triple Hybrid 
Elite IV; 
Political & 
Governance 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision; director (chief 
executive) of the Beta Federal 
University Hospital (1996-
2000); clinical director of the 
Beta Federal University 
Hospital; member of a regional 
Medical Council 

University 
Doctor (40 H); 
Part-time 
Professor (20 
H) 

1984 - 2019 
Later-

career (56+ 
yrs old) 

Beta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 16/12/2019 00:53:15 

7 PSI-07 Male 
Pharmacy and 
Biochemistry 

Clinical laboratory 
diagnosis; 
Microbiology 

Pharmacist-
Professor-

Administrator 

Triple Hybrid 
Elite III 

Clinical laboratory analysis; full 
teaching & research; head of 
state central laboratory; head 
of clinical laboratory services 

Exclusive 
Dedication Full 
Professor (DE) 

1985 - 2019 
Later-

career (56+ 
yrs old) 

Beta Federal 
University 
Hospital 

Department of 
Clinical Analysis 

South Local 16/12/2019 00:45:46 

8 MSI-01 Male Medicine Dermatology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; coordinator of 
academic departments and 
hospital clinics 

Exclusive 
Dedication Full 
Professor (DE) 

2016 - 
present 

Early-career 
(25-40 yrs 

old) 

Alpha Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Midwest Local 06/08/2020 00:42:36 

9 MSI-02 Female Medicine Radiology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; head of radiology 
services (reassigned to EBSERH 
between 2014-2015) 

Exclusive 
Dedication Full 
Professor (DE) 

2008 - 
present 

Later-
career (56+ 

yrs old) 

Alpha Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Midwest Local 10/08/2020 01:25:18 

10 MSI-03 Male Medicine 
Geriatrics; General 
clinic 

Doctor-
Clinical 

Instructor-
Administrator 

Triple Hybrid 
Elite I 

Clinical work; practical 
instruction & residency 
supervision; head of geriatric 
services 

University 
Doctor (20 H) 

2003 - 
present 

Mid-career 
(41-55 yrs 

old) 

Alpha Federal 
University 
Hospital 

Hospital clinics Midwest Local 10/08/2020 00:49:52 

11 MSI-04 Male Medicine Ophthalmology 

Doctor-
Clinical 

Instructor-
Administrator 

Triple Hybrid 
Elite I 

Clinical work; practical 
instruction & residency 
supervision; head of 
ophthalmology services 

University 
Doctor (40 H) 

2001 - 
present 

Mid-career 
(41-55 yrs 

old) 

Alpha Federal 
University 
Hospital 

Hospital clinics Midwest Local 12/08/2020 01:03:28 

12 MSI-05 Male Medicine 
Geriatrics; 
Psychogeriatrics 

Doctor-
Clinical 

Instructor  
Practice Elite 

Clinical work; practical 
instruction & residency 
supervision 

EBSERH 
Doctor (24h) 

2014 - 
present 

Early-career 
(25-40 yrs 

old) 

Alpha Federal 
University 
Hospital 

Hospital clinics Midwest Local 14/08/2020 00:44:28 

13 MSI-06 Female Medicine Geriatrics 
Doctor-
Clinical 

Instructor 
Practice Elite 

Clinical work; practical 
instruction & residency 
supervision 

EBSERH 
Doctor (24h) 

2015 - 
present 

Early-career 
(25-40 yrs 

old) 

Alpha Federal 
University 
Hospital 

Hospital clinics Midwest Local 20/08/2020 00:47:42 

14 MSI-07 Male Medicine 
Cardiology; 
Intensive care 

Doctor-
Professor-
Manager 

Triple Hybrid 
Elite IV 

Clinical work; full teaching, 
research, and residency 
supervision; deputy chief 
executive of the Alpha Federal 
University Hospital; chief 
executive (superintendent) of 
the Alpha Federal University 
Hospital under EBSERH 
administration (2013-2017); 
head of cardiology services; 
head of the ICU services; head 
of the A&E services; head of IT 
services 

Exclusive 
Dedication Full 
Professor (DE) 

1997 - 
present 

Later-
career (56+ 

yrs old) 

Alpha Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Midwest Local 19/08/2020 01:17:45 

15 MSI-08 Female Medicine 
Cardiology; 
Intensive care 

Doctor-
Professor-

Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; chief of the ICU 
unit under EBSERH 
administration (2016 - 
present) 

University 
Doctor (40 H); 
Part-time 
Professor (20 
H) 

1995 - 
present 

Later-
career (56+ 

yrs old) 

Zeta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Northeast Local 24/08/2020 00:46:29 

16 MSI-09 Male Medicine 
General clinic; 
Infectious and 
parasitic diseases 

Doctor-
Professor-
Manager 

Triple Hybrid 
Elite IV 

Clinical work; full teaching, 
research, and residency 
supervision; director (chief 
executive) of the Sigma 
Federal University Hospital 
(2002-2004) 

Exclusive 
Dedication Full 
Professor (DE) 

1975 - 
present 

Later-
career (56+ 

yrs old) 

Sigma Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Southeast Local 20/08/2020 00:00:00 



363 
 

 
 

17 MSI-10 Male Medicine Otorhinolaryngology 

Doctor-
Clinical 

Instructor-
Administrator 

Triple Hybrid 
Elite I 

Clinical work; practical 
instruction & residency 
supervision; coordination of 
the hospital residency 
committee 

University 
Doctor (20 H) 

2003 - 
present 

Mid-career 
(41-55 yrs 

old) 

Alpha Federal 
University 
Hospital 

Hospital clinics Midwest Local 27/08/2020 01:00:42 

18 MSI-11 Female Medicine 

General clinic; 
Infectious diseases 
and tropical 
medicine 

Doctor-
Professor 

Knowledge 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision 

EBSERH 
Doctor (24h); 
Full-time 
Professor (40 
H) 

2014 - 
present 

Early-career 
(25-40 yrs 

old) 

Sigma Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Southeast Local 31/08/2020 00:51:37 

19 MSI-12 Female Medicine Endocrinology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; head of 
endocrinology services 

Exclusive 
Dedication Full 
Professor (DE) 

1991 - 
present 

Later-
career (56+ 

yrs old) 

Sigma Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Southeast Local 01/09/2020 01:03:00 

20 MSI-13 Female Medicine 

General clinic; 
Intensive care; 
Infectious diseases 
and tropical 
medicine 

Doctor-
Professor-

Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; coordinator of 
academic departments and 
hospital clinics 

Exclusive 
Dedication Full 
Professor (DE) 

2010 - 
present 

Mid-career 
(41-55 yrs 

old) 

Sigma Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Southeast Local 02/09/2020 00:51:48 

21 MSI-14 Female Medicine 

Pulmonology; 
Infectious diseases 
and tropical 
medicine 

Doctor-
Professor-

Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; coordinator of 
academic departments 

Full-time 
Professor (40 
H) 

1978 - 
present 

Later-
career (56+ 

yrs old) 

Sigma Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Southeast Local 12/09/2020 01:03:43 

22 MSI-15 Male Medicine Neurology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; member of the 
Brazilian Academy of 
Neurology; member of the 
French Society of Neurology; 
consultant of the WHO (2011-
2017); deputy head of the 
neurology services 

Full-time 
Professor (40 
H) 

2005 - 
present 

Mid-career 
(41-55 yrs 

old) 

Sigma Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Southeast Local 16/09/2020 00:57:32 

23 MSI-16 Female Medicine 
Endocrinology; 
General clinic 

Doctor-
Clinical 

Instructor-
Administrator 

Triple Hybrid 
Elite I 

Clinical work; practical 
instruction & residency 
supervision; head of 
endocrinology services 

University 
Doctor (20 H) 

2004 - 
present 

Mid-career 
(41-55 yrs 

old) 

Sigma Federal 
University 
Hospital 

Hospital clinics Southeast Local 17/09/2020 00:54:34 

24 MSI-17 Female Medicine 
Geriatrics; Intensive 
care 

Doctor-
Professor-
Manager 

Triple Hybrid 
Elite IV 

Clinical work; full teaching, 
research, and residency 
supervision; deputy head of 
geriatric services; 
management roles in a state 
health department 

Part-time 
Professor (20 
H) 

2010 - 
present 

Mid-career 
(41-55 yrs 

old) 

Sigma Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Southeast Local 25/09/2020 01:00:25 

25 MSI-18 Female Medicine Pulmonology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; coordinator of 
academic departments and 
hospital clinics 

Exclusive 
Dedication Full 
Professor (DE) 

2012 - 
present 

Mid-career 
(41-55 yrs 

old) 

Sigma Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

Southeast Local 08/10/2020 01:05:03 

26 MSI-19 Male Medicine Neurology 

Doctor-
Clinical 

Instructor-
Manager 

Triple Hybrid 
Elite II 

Clinical work; practical 
instruction & residency 
supervision; management 
expertise in the private sector; 
head of neurology services; 
coordination of the hospital 
residency committee 

University 
Doctor (40 H) 

2004 -
present 

Mid-career 
(41-55 yrs 

old) 

Theta Federal 
University 
Hospital 

Hospital clinics South Local 26/11/2020 00:52:40 

27 MSI-20 Female Medicine 
General clinic; 
Haematology 

Doctor-
Clinical 

Instructor 
Practice Elite 

Clinical work; practical 
instruction & residency 
supervision 

EBSERH doctor 
(24h) 

2015 - 
present 

Early-career 
(25-40 yrs 

old) 

Theta Federal 
University 
Hospital 

Hospital clinics South Local 29/10/2020 00:49:20 

28 MSI-21 Female Medicine 
Paediatrics; 
Neonatology 

Doctor-
Professor 

Knowledge 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision 

Exclusive 
Dedication Full 
Professor (DE) 

2008 - 
present 

Mid-career 
(41-55 yrs 

old) 

Theta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 03/11/2020 00:56:38 
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29 MSI-22 Male Medicine Rheumatology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; head of 
rheumatology services; 
member of the Brazilian 
Academy of Rheumatology 

Part-time 
Professor (20 
H) 

1996 - 
present 

Later-
career (56+ 

yrs old) 

Theta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 16/11/2020 00:50:16 

30 MSI-23 Male Medicine Surgery 
Doctor-

Professor 

Knowledge 
Elite; 
Political & 
Governance 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision; member of the 
Brazilian Society of Paediatric 
Surgery; board member of 
both regional and national 
council of medicine 

Exclusive 
Dedication Full 
Professor (DE) 

1983 - 
present 

Later-
career (56+ 

yrs old) 

Beta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 02/03/2021 00:40:35 

31 MSI-24 Male Medicine Rheumatology 
Doctor-

Professor-
Manager 

Triple Hybrid 
Elite IV 

Clinical work; full teaching, 
research, and residency 
supervision; chief executive of 
regular hospitals 

Part-time 
Professor (20 
H) 

2016 - 
present 

Later-
career (56+ 

yrs old) 

Theta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 10/11/2020 00:38:40 

32 MSI-25 Female Medicine Anaesthesiology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; head of 
anaesthesiology services; 
director in the state health 
department 

University 
Doctor (20 H); 
Part-time 
Professor (20 
H) 

2013 - 
present 

Later-
career (56+ 

yrs old) 

Theta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 10/11/2020 00:00:00 

33 MSI-26 Male Medicine Urology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; head of urology 
services 

University 
Doctor (20 H); 
Part-time 
Professor (20 
H) 

1996 - 
present 

Later-
career (56+ 

yrs old) 

Theta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 10/11/2020 00:56:01 

34 MSI-27 Female Medicine Surgery 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; deputy 
coordinator of academic 
departments 

Full-time 
Professor (40 
H) 

2012 - 
present 

Mid-career 
(41-55 yrs 

old) 

Theta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 13/11/2020 00:47:02 

35 MSI-28 Male Medicine Dermatology 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; coordinator of 
academic departments 

Part-time 
Professor (20 
H) 

2007-present 
Mid-career 
(41-55 yrs 

old) 

Beta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 25/02/2021 00:38:43 

36 MSI-29 Male Medicine Surgery 
Doctor-

Professor-
Administrator 

Triple Hybrid 
Elite III 

Clinical work; full teaching, 
research, and residency 
supervision; chief of the 
cardiovascular unit under 
EBSERH administration (2019 - 
present) 

Full-time 
Professor (40 
H) 

1994-present 
Later-

career (56+ 
yrs old) 

Beta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 26/02/2021 00:34:16 

37 MSI-30 Female Medicine 
Gynaecology; 
Obstetrics 

Doctor-
Professor 

Knowledge 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision 

Part-time 
Professor (20 
H); EBSERH 
doctor (24h) 

2005-present 
Mid-career 
(41-55 yrs 

old) 

Beta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 09/03/2021 00:41:05 

38 MSI-31 Female Medicine 
Gynaecology; 
Obstetrics 

Doctor-
Professor 

Knowledge 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision 

University 
Doctor (40 H); 
Part-time 
Professor (20 
H) 

1995-present 
Later-

career (56+ 
yrs old) 

Beta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 15/03/2021 00:52:08 

39 MSI-32 Male Medicine; Law 
General clinic; 
Occupational 
health; Public health 

Doctor-
Professor 

Knowledge 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision 

Senior 
Researcher 

  
Later-

career (56+ 
yrs old) 

Gama Federal 
University 

*** Southeast National 07/04/2021 01:47:29 

40 MSI-33 Female Medicine 
Infectious diseases 
and tropical 
medicine 

Doctor-
Professor-
Manager 

Triple Hybrid 
Elite IV 

Clinical work; full teaching, 
research, and residency 
supervision; management 
roles in a state health 
department 

Part-time 
Professor (20 
H) 

2015-present 
Mid-career 
(41-55 yrs 

old) 

Beta Federal 
University 
Hospital 

Faculty of 
Medicine; 
Hospital clinics 

South Local 27/04/2021 00:36:04 
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41 MSI-34 Male Medicine 
Paediatrics; 
Gastroenterology; 
Immunology 

Doctor-
Professor-
Manager 

Triple Hybrid 
Elite IV; 
Political & 
Governance 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision; dean of a medical 
school; member of the 
National Academy of Medicine 

Member of 
the National 
Academy of 
Medicine 

*** 
Later-

career (56+ 
yrs old) 

National 
Academy of 
Medicine 

*** Southeast National 30/04/2021 00:53:18 

42 MSI-35 Female Medicine 
Health policy; Public 
health 

Doctor-
Professor-
Manager 

Triple Hybrid 
Elite IV; 
Political & 
Governance 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision; superintendent 
(chief executive) of a federal 
university hospital (2016-
2017); executive director of 
the National Agency of 
Supplementary Health under 
the MH; consultant of the Pan-
American Health Organization 
(PAHO) 

Senior 
Researcher 

1990-present 
Later-

career (56+ 
yrs old) 

Omega Federal 
University 

*** Southeast National 03/05/2021 00:48:28 

43 MSI-36 Female Social Care Mental health Manager *** 

Social assistant in a federal 
university hospital; chief of a 
hospital unit under EBSERH 
administration 

EBSERH 
manager 

2014-present 
Early-career 
(25-40 yrs 

old) 
EBSERH *** South Local 28/05/2021 00:44:26 

44 MSI-37 Male Medicine 
Nephrology; 
Pharmacology 

Doctor-
Professor-
Manager 

Triple Hybrid 
Elite IV 

Clinical work; full teaching, 
research, and residency 
supervision; management 
roles in a state health 
department; consultant of the 
MH; EBSERH's coordinator of 
research and technological 
innovation 

EBSERH 
manager 

2021-present 
Mid-career 
(41-55 yrs 

old) 
EBSERH *** Midwest National 08/12/2021 00:58:36 

45 MSI-38 Female Medicine 
Epidemiology; 
Health policy; Public 
health 

Doctor-
Professor 

Knowledge 
Elite; 
Political & 
Governance 
Elite 

Clinical work; full teaching, 
research, and residency 
supervision; head of 
epidemiological services; 
consultant of the MEC 

Senior 
Researcher 

1989-present 
Later-

career (56+ 
yrs old) 

Omega Federal 
University 

*** Southeast National 13/12/2021 00:42:59 
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APPENDIX 

D 
Interview protocol 

SCRIPT PRIOR TO INTERVIEW 

I’d like to thank you once again for being willing to participate in the interviewing phase of 

my study. 

As I have mentioned to you before, my research seeks to understand how the managerial 

reform implemented at HUFs affects processes of professional stratification and 

hybridisation in the medical profession. The objective of this study is to explore the 

changing political, economic, and intersubjective conditions upon which doctors construct 

their personal and professional identities at HUFs. 

Our interview today will last approximately one hour during which I will be asking you about 

your professional experience and roles in this university hospital, your relationship with 

colleagues, your engagement in hospital administration and decision making, and ideas 

that you may have about yourself and the professional field in which you work. 

By email, you completed a Consent Form indicating that I have your permission to audio 

record our conversation. 

Are you still ok with me recording our conversation today? ___ YES ___ NO 

If YES: Thank you! Please let me know if at any point you want me to turn off the recorder 

or keep something you said off the record. 

If NO: Thank you for letting me know. I will only take notes of our conversation. 

Before we begin the interview, do you have any questions? 

If any questions arise at any point in this conversation, you can feel free to ask them at any 

time. I would be more than happy to answer your questions. 

RESEARCH QUESTION #1: How does the managerial reform implemented at HUFs affect 

the processes of professional stratification and hybridisation in the medical profession? 

1. Let’s begin by discussing your educational formation and your professional career in this 

HUF. What roles have you taken up so far? What is your current position? 

Can you tell me what made or influenced you to work for a university hospital? 

What did most attract you to a career in this university hospital? 

Were you inclined to an academic career? 

2. Over the last few years, the university hospital has been managed by EBSERH. How do 

you see the advent of this company to organise and manage HUFs? 

How would you describe the current situation of the university hospital under the 

EBSERH administration? 
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What kinds of changes have you been noticing since the migration of the hospital to 

EBSERH? [IF NON-EBSERH DOCTOR] 

Could you tell me a little bit about work processes, forms of control, protocols, and 

norms that most influence your medical practice in this hospital? [IF EBSERH 

DOCTOR] 

3. If we look at the history of HUFs, we note that it used to be very common for doctors 

hired by universities to gradually (and sometimes voluntarily) take on academic-related 

tasks, such as teaching residents during on-call shifts. Some of these doctors ended up 

assuming positions of technical leadership and used to perform teaching even though they 

were not professors. Do you think that the new management system and employment 

regimes are changing this scenario? Has it become more difficult for doctors to get engaged 

in teaching-learning work? 

Would you say that there’s less scope for academic work among EBSERH’s doctors 

now? [FOR NON-EBSERH DOCTOR ONLY] 

Do you have opportunities to engage in academic work? Do you have an interest in 

this kind of work? [FOR EBSERH DOCTOR ONLY] 

4. Do you think such a division between doctors employed by the company and doctors 

employed by the university is becoming more salient today? 

RESEARCH QUESTION #2: How do changes in political conditions of representation impact 

hybridised identity formation among doctors? 

5. How would you describe the decision-making process in this hospital? 

To what extent do you see decision making as centralised in the EBSERH’s 

headquarters? 

Has the company implemented new forms and standards of decision making? 

6. Do you think there are equal and favourable conditions enabling different professional 

groups to participate in decision-making procedures in this hospital? 

Do you think you have a voice and can influence decisions? 

7. Do you usually participate in deliberations and decisions concerning hospital 

management? 

Do you have an interest in participating and taking management responsibility?  

RESEARCH QUESTION #3: How do changes in economic conditions of redistribution 

impact hybridised identity formation among doctors? 

8. Can you tell me about the current conditions for hospital full operation in view of 

available resources and assets? What are the major difficulties you may encounter when 

doing your job in this hospital? 

Do you think there is an even distribution of resources throughout the different 

professional groups working there? What does make you think this way? 



368 
 

 
 

9. The company has implemented different employment regimes and career plans for its 

workers. Do you think your job contract and career plan are attractive and offer the 

conditions for a long-term career? 

Do you plan to pursue a long-term career in this university hospital? 

Do you usually note a higher turnover among EBSERH’s doctors? 

10. What is the most important factor that motivates doctors to take on management tasks 

under the company’s administration? 

Would you say that economic rewards paid by the company compensate for the 

challenges and problems commonly associated with managerial positions? 

11. Economic incentives paid by the company are now about fifteen times the benefits paid 

by universities for those who perform management roles. Can this system of rewards 

create distortions among different groups of doctors? 

Do you think that doctors who assume management roles end up being more subject 

to organisational goals, policies, and controls that impair their professional 

autonomy? 

RESEARCH QUESTION #4: How do changes in intersubjective mechanisms of recognition 

impact hybridised identity formation among doctors? 

12. Now, I would like to hear a little bit about how you feel about being a medical 

professional in a public university hospital. Do you feel you have an affective, emotional 

attachment to the university or the hospital? 

Do you feel like you belong to a family there? 

13. Do you feel cared about, accepted by, and connected to your colleagues in the 

workplace? 

Do the hospital and company make you feel that you matter? Can you give an 

example of that? 

14. Would you say that you are professionally satisfied, motivated, and encouraged by the 

policies and practices implemented by the hospital administration? 

Do you see yourself as a self-confident, trusted, and secure professional in your daily 

medical work in the hospital?  

15. Do you see yourself as a medical professional that has autonomy, freedom, and 

favourable work conditions for a good medical practice? 

16. Have you ever witnessed conflicts between the faculty, the hospital administration, and 

the company? 

How do you situate yourself in these situations? 

17. Would you say that doctors working under different job contracts and career plans have 

even/similar professional obligations and rights? 
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18. Do you identify with the academic nature of this hospital? What does make you engage 

in academic roles? 

Would you say that taking up teaching and research roles contributes to being 

professionally recognised by your colleagues? 

19. Do you think the position you hold in the hospital shapes the level of esteem that is 

ascribed to you? 

Would you say that taking up management roles leads to enhanced social 

esteem/prestige? 

Have you ever experienced or witnessed hostility from your peers by virtue of 

performing management or authority roles? 

20. How would you describe the level of interaction between different groups of doctors? 

Do you think there’s some sort of sense of solidarity or collegiality among doctors in 

this hospital, regardless of their formal positions and roles? 

21. Do you feel unmotivated, discouraged, or frustrated in your work environment 

sometimes? 

What would be the sources of such demotivation? 
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APPENDIX 

E 

Participant information sheet and 

Consent Form 
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APPENDIX 

F 
Ethical clearance 
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APPENDIX 

G 

Example of interview transcription and 

discursive corpus 
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APPENDIX 

H 
Data overview 

 

TRAJECTORY OF MANAGERIAL REFORMS IN HUFS 

Discursive examples First-order concepts 
Second-order 

themes 

Aggregated 

categories 

HUFs have been undergoing a crisis concerning the funding of medical care, teaching, and 
research, associated with years of inadequate investment. Several studies have been 
published reporting the various facets of such a crisis, which involves, beyond financial issues, 
staff shortages, impacts of the integration in SUS […], poor infrastructure, lack of research 
vocation and technological management, and administrative problems. [REF10/Court 
Judgement n. 2813/2009/TCU] 

Data collected from REHUF in 2008 show that 26 out of 46 HUFs produced more than initially 
agreed but did not get paid for such provision. [REF12/REHUF Report 2009] 

Budgetary restrictions to technological renovations in addition to insufficient resources 
available for equipment maintenance have resulted in progressive deterioration of HUFs. 
[REF10/Court Judgement n. 2813/2009/TCU] 

In general, university hospitals face challenges around infrastructure; service provision has 
increased, staffing has increased, but physical areas have remained the same. [MSI-
36/manager] 

In my opinion, what’s missing now is reconfiguring and reorganising outpatient clinics because 
they are pretty old, you know; they are falling to pieces. [MSI-06/doctor-clinical instructor] 

The geriatric service [unit] has always had few doctors. [MSI-03/doctor-clinical instructor-
administrator] 

If I’m not mistaken, neurology had gone 17 years without any public recruitment of teachers 
for the faculty. [MSI-15/doctor-professor-administrator] 

The insufficient number of specialists and the shortage of doctors in certain medical 
specialities has led to increasing repressed demand […]. [REF10/Court Judgement n. 
2813/2009/TCU] 

Multifaceted crisis of 

hospital capabilities 

 

 

 

Financial problems 

 

 

 

Infrastructural deterioration 
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Between 2005 and 2008, there was a substantial increase in staff outsourcing within HUFs. 
[REF10/Court Judgement n. 2813/2009/TCU] 

Particularly regarding personnel, Theta Federal University had a lot of employees [reassigned] 
from the Theta Federal University Foundation, which is the university support foundation. It 
has been so since the 1980s or 1990s, I guess. [PSI-04/doctor-professor-administrator] 

[…] subcontracting staff that does not pertain to the institution’s workforce in order to support 
projects, but sometimes reallocating them to perform permanent tasks that are inherent to 
IFEs careers, therefore constituting a form of irregular outsourcing of services (public 
competition fraud). [REF9/Court Judgement n. 2731/2008/TCU] 

The lack of a cost system containing information on procedures performed by the hospital. 
[REF10/Court Judgement n. 2813/2009/TCU] 

Illegal staff outsourcing 

 

 

 

 

 

 

Administrative inefficiency 

 

Besides, it [the World Bank] started to release reports claiming that public spending on 
healthcare was too high, so public funds for tertiary hospitals, including teaching hospitals, 
should be gradually reduced. [MSI-32/doctor-professor] 

[…] the minister of health himself affirms that SUS has to be reviewed. There are some debates 
sponsored by the private sector to discuss what sort of changes we can make to “improve 
SUS”, but this is always in the sense of dissolving the universal and gratuitous [service 
provision]. [PSI-05/doctor-manager] 

[…] greater flexibility to manage human resources according to international experiences. 
[REF10/Court Judgement n. 2813/2009/TCU] 

Neoliberal policies 

Austerity 

Criticism of public service 

International trends 

[…] Likewise, the World Bank started to advise that the Brazilian government should finance 
third sector organisations such as NGOs, OSCIPs and OSs so that these organisations could 
manage social rights in Brazil, both in SUS and education. [MSI-32/doctor-professor] 

Art. 1. The Programme for Supporting the Restructuring and Expansion of Federal Universities 
is hereby established aiming at creating conditions for expanding access and retention in 
higher education at the undergraduate level, through improved utilisation of existing physical 
structure and human resources in federal universities. [REF7/Decree n. 6096/2007] 

Art. 1. The National Programme for Restructuring Federal University Hospitals is hereby 
established aiming at restructuring and revitalisation of federal university hospitals integrated 
into the Unified Health System (SUS). [REF13/Decree n. 7082/2010] 

Previous reforms in 

healthcare and education 

Contracting out 

Restructuring teaching 

hospitals 

Expanding higher education 

(REUNI) 

REHUF 

[…] contractualisation as an instrument of planning, organisation, control, and regulation that 
allows for a change in the mechanisms of funding, management, organisation, and 

Integration of HUFs into the 

health system 

Contractualisation 

Institutional 

arrangements 
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relationships between public authorities and providers […]. [REF23/Policy report on 
contractualisation/MH/2012] 

HUFs are integrated into the SUS network and get paid for providing services. [REF10/Court 
Judgement n. 2813/2009/TCU] 

[…] the hospital has become a prisoner of SUS. [MSI-12/doctor-professor-administrator] 

Networks of inter-

organisational relations 

In HUSM [university hospital], the lack of autonomy is significant, for the hospital has been 
considered to be a supplementary body [of the university] just as other bodies of lesser 
complexity and with dynamics that are completely different from those that are necessary for 
the HU. [REF10/Court Judgement n. 2813/2009/TCU] 

However, what has been observed is the inappropriate delegation of core functions from these 
institutions [university hospitals] to support foundations. [REF15/Inter-ministerial Explanatory 
Memorandum n. 00383/2010/MP/MEC] 

In the case of outsourcing management acts, there is also the encroachment of the public 
functions, with third parties performing actions that are of exclusive jurisdiction of the public 
administration. [REF9/Court Judgement n. 2731/2008/TCU] 

Intricate organisational and 

governance structures of 

federal university-owned 

teaching hospitals 

Support foundations 

So, this question of multiple sources of professional workers, of human resources, has always 
been a problem for most university hospitals. [MSI-07/doctor-professor-manager] 

From the [labour] organisation point of view, we are very fragmented, very weakened due to 
the forms of hiring that have been applied over the last years. [PSI-05/doctor-manager] 

Moreover, the coexistence between different regimes of employment within the same 
organisation brings about management difficulties and legal insecurity under the current 
constitutional norms and the structure of the federal administration itself. [REF15/Inter-
ministerial Explanatory Memorandum n. 00383/2010/MP/MEC] 

The imbalance between statutory personnel and legal and illegal subcontracted [workers] 
raises problems for HUFs. [REF10/Court Judgement n. 2813/2009/TCU] 

Forms of public 

employment and workforce 

fragmentation 

Distinct employment 

regimes 

Precarisation of working 

conditions – 

proletarianisation of rank-

and-file professionals 

Professors are the ones who campaign to elect the candidate they want there [top 
management posts]. How many times has a non-academic doctor been elected [CEO]? None. 
[PSI-07/pharmacist-professor-administrator] 

Although I was teaching at undergraduate level, I had already started to supervise post-
graduates in mid-1998, but I didn’t hold the position [as professor]. [MSI-15/doctor-professor-
administrator] 

I think that the best professional to manage a university hospital is a professor-doctor, for 
many reasons. [PSI-06/doctor-professor-manager] 

Embedded culture and 

principles of work 

organisation 

Restratification 

 

Emergence of a practice 

elite 



382 
 

 
 

Sure. I can say that for sure because I have experienced a little of that. There was a time when 
professors, even exclusive dedication ones, had autonomy to see their private patients within 
the university hospital. [MSI-18/doctor-professor-administrator] 

In the 1990s, [support foundations] turned into vehicles for external fundraising beyond 
university budgets, aimed especially at supplementing staff salaries and the tight budgets of 
university departments. [REF9/Court Judgement n. 2731/2008/TCU] 

 

Triple hybridism 

 

Decoupling strategies 

HUF’s poor physical conditions had already been reported by the then Body President of 
ABRAHUE, [name], during the Forum about Federal Higher Education Institutions, held by TCU 
in 2008. [REF10/Court Judgement n. 2813/2009/TCU] 

Representative 

organisations 
Reform 

drivers 

BEHAVIOURAL 

FACTORS OF 

MANAGERIAL 

REFORM An Inter-institutional Commission was set up by the Inter-ministerial Ordinance n. 
562/2003/MS/MEC/MCT/ MPOG, aiming at assessing and analysing the current situation of 
university and teaching hospitals in Brazil in order to reorient and/or reformulate the policy 
for this sector […]. [REF23/Policy report on contractualisation/MH/2012] 

Inter-institutional 

commissions 

[…] need for this Court to initiate a broad control action focused on important aspects of the 
relationship between Federal Higher Education Institutions (IFEs) and their support 
foundations. [REF9/Court Judgement n. 2731/2008/TCU] 

The Court Judgement n. 2983/2015/TCU-Plenary has determined the replacement of 
subcontracted workers […]. [REF57/EBSERH Management Report 2020] 

The TCU was squeezing the hospitals, like, “Look, this [subcontracting] is against the law. You 
have to get rid of this”. [MSI-38/doctor-professor] 

A specific institutional model for HUFs should be set up to enable the exercise of autonomy 
and necessary flexibility to allow for the introduction of mechanisms of institutional and 
functional enhancement. [REF10/Court Judgement n. 2813/2009/TCU] 

Audit and control 

institutions 

 

Authoritative, problem-

solution discourses 

[…] distortions require an urgent response from executive and legislative powers, which are 
entitled to formulate and approve public policies. [REF10/Court Judgement n. 
2813/2009/TCU] 

The proposed solution takes inspiration from the experiences of an autonomous form of public 
enterprise that has been adopted in the case of Porto Alegre Clinical Hospital (HCPA), a public 
company linked to the Ministry of Education (MEC) and Conceição Hospital Group (GHC), a 
mixed economy society linked to the Ministry of Health (MH). [REF15/Inter-ministerial 
Explanatory Memorandum n. 00383/2010/MP/MEC] 

Ministries 

Ministry of Planning, Budget 

and Management (MPOG) 

Ministry of Education (MEC) 

Ministry of Health (MH) 

Political 

reform 

promoters 

[…] [EBSERH] has been approved by Congress with the votes of PT, PSOL, PC do B, PSDB, DEM, 
pretty much all parties. Why? Because they all realised that a way for political patronage was 

House of representatives 
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paved by creating a new public enterprise. This delights everybody, all of them. [MSI-
32/doctor-professor] 

Nobody noticed [when EBSERH was set up]. This happened at the end of the year, and I just 
became aware of it because I was a top-level bureaucrat at that time”. [MSI-35/doctor-
professor-manager] 

Top-down policymaking 

The state-owned company format will allow for desirable financial autonomy, adoption of 
distinct procurement and contracting rules and procedures, and the hiring of personnel 
through a payment regime that is compatible with the labour market. [REF15/Inter-ministerial 
Explanatory Memorandum n. 00383/2010/MP/MEC] 

[…] evaluation of results obtained and achievement of performance targets […]. [REF19/Draft 
Bill n. 1749-C/2011] 

Legislation that restricts flexibility in human resource management at the organizational level 
is being challenged in public systems throughout the world. A number of European countries, 
for example, are gradually replacing rigid, ‘procedurally tortuous’ macro-regulatory modalities 
of human resource management with more flexible, targeted, micro-regulatory forms […] (La 
Forgia and Couttolenc, 2008:255). [REF10/Court Judgement n. 2813/2009/TCU] 

EBSERH was promoted to hospitals as a company that would speed up the hiring process to 
recompose staffing levels. [MSI-28/doctor-professor-administrator] 

The creation of EBSERH as 

an NPM-type reform 

Public-private hybrid 

organisational form 

 

Performance management 

Flexible employment 

regimes 

Content of 

reform 

package 

INSTRUMENTAL 

FACTORS OF 

MANAGERIAL 

REFORM 

Basically, I was the one within the University Council who made the case for joining EBSERH, 
because there was no other way for the university hospital. [MSI-07/doctor-professor-
manager] 

We were one of the last hospitals that joined EBSERH. Actually, our migration took place 
because it [the situation] was financially untenable. [MSI-21/doctor-professor] 

The state is slow-moving, expensive, and heavy to carry forward. When you turn this into, say, 
private entities you purchase service provision and offer it to the public. You escape from the 
high costs of management, administration. You adopt a more efficient management model 
because you want to work based on [performance] indicators. [MSI-23/doctor-professor] 

[…] I see an effort to make management processes more active and efficient. I see this in [the 
implementation] of targets, objectives, analysis of results, performance goals, for example. […] 
I see this in EBSERH, and I think this is good. [MSI-24/doctor-professor-manager] 

Participation of elite 

professionals in the 

implementation strategy 

 

 

Epistemic community 

 

Implementation 
process 

Management contract is just a name. It is an assignment of assets and rights. Actually, it is an 
adhesion contract. Why is that? Because EBSERH is the part that [unilaterally] stipulates the 
contractual provisions. [MSI-32/doctor-professor] 

Transferring HUFs to 

EBSERH 
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REPRESENTATION 

Discursive examples First-order concepts 
Second-order 

themes 

Aggregated 

categories 

[…] implementation of a single core management system. [REF20/Law n. 12550/2011] 

The previous hospital deliberative board, which was composed of the colleges, faculty 
members, and students, is gone. There is currently an advisory committee that is 
regimented by EBSERH and includes only a few university representatives. There are even 
representatives from the municipal health council but only a few college members. [MSI-
35/doctor-professor-manager] 

[…] the hospital now belongs to EBSERH rather than the university. [PSI-05/doctor-
manager] 

The autonomy of Sigma University has disappeared along with everything that means 
merit, hierarchy, education, research, free critical thinking, development, and an equal 
level of debate and collegial decision making that favours the interests of the educational 
institution. [MSI-09/doctor-professor-manager] 

Estrangement between 

hospital and medical 

schools 

More hierarchised inter-

organisational 

relationships 

 

Prevalence of top-down 

decision making 

Encroachment 

on university 

autonomy 

CENTRALISATION 

OF GOVERNANCE 

ARRANGEMENTS 

It’s like “Let’s change this”. We are just notified, not consulted. It’s not like “Let’s do a 
pilot first to see how well changes go in this unit”. No. All of a sudden, they start changing 
the whole system and everybody must adapt to a new reality. [MSI-16/doctor-clinical 
instructor-administrator] 

I ended up being dismissed because I was annoying them a lot. This is what was happening 
to many [top] managers, even though they had been nominated by the university 
chancellor […]. Actually, most of them don’t want to speak out against or challenge 
EBSERH; they just want to swim with the tide, because this is always easier. But when you 
start to swim against the tide, things get a lot harder. [MSI-35/doctor-professor-manager] 

[…] Therefore, if asked which class has been demoted within the hospital, I would say it is 
the class of university teachers. They used to be the chieftains and could do whatever they 
wanted. [MSI-07/doctor-professor-manager] 

The hospital superintendence and other key front offices at Sigma Hospital are still being 
run by professors. Upper management positions are thought to belong to professors. 
However, many coordination and headship positions are no longer held by professors. 
Thus, the advent of EBSERH has caused professors to move away from management to 
some extent. [MSI-17/doctor-professor-manager] 

Enforced seclusion from 

management roles 

 

Involuntary dismissals 

 

 

 

 

Competition for top 

management posts 

 

Encroachment 

on 

professional 

political 

power 
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Professors have moved away. They are losing their protagonism within the hospital. [MSI-
16/doctor-clinical instructor-administrator] 

Losing protagonism in 

hospital administration 

We see that there is a certain separation between professors, who run lectures and 
academic debates, and EBSERH clinical staff, who are more involved in patient care and 
more isolated, dealing with harder work. [MSI-05/doctor-clinical instructor] 

EBSERH makes it very clear what the role of its doctors is. It’s not something under 
discussion. We came in to meet [clinical care] demands. We have a workplan and we’ve 
got to follow that workplan. Got it? There’s no room for adventure. [MSI-20/doctor-
clinical instructor] 

[…] the central negotiation table, which only discusses broad topics and does not address 
particular working conditions and remuneration, does not include a chair for the EBSERH 
doctors’ trade union. [PSI-05/doctor-manager] 

Relegation of rank-and-file 

clinicians 

Decoupling from more 

intensive scholarly work 

and strategic management 

roles 

Weak unionism 

The corporatist weight is still significant because of university elections. So, the university 
has a substantial weight [in hospital management and organisation]. [PSI-01/doctor-
professor-manager] 

The university chancellor continues to designate the hospital superintendent. I’m not sure 
whether you’re aware of it, but this wasn’t always the case. In the beginning, they wanted 
hospital superintendents to be nominated by EBSERH from its own staffing. There was a 
fight to avoid this and ensure that at least the hospital CEO is affiliated with the university. 
It’s a little bizarre because the university chancellor nominates a professor, who is 
nonetheless reassigned to the company. [MSI-04/doctor-clinical instructor-administrator] 

For example, there were some [clinical] procedures that professors wanted to perform 
but SUS would not cover because the hospital administration no longer authorises them. 
So, we authorised these procedures provided that they were considered as part of a 
research project or outreach programme of interest to the university. We afforded that, 
despite the fact that we couldn’t claim a reimbursement. But this was an exception of the 
exception to the rule, because most of the time they [EBSERH] determined which 
procedures to authorise based on the SUS’s national tariff. [MSI-35/doctor-professor-
manager] 

Preserving formal 

politicisation 

Maintaining internal 

elections and discretionary 

nomination of strategic 

management roles 

 

Co-opting management to 

preserve political power 

Resistance as 

voice 

RESISTING 

MANAGERIAL 

ENCROACHMENT 

It’s an exercise of supervised freedom. We continue having discussions and taking part in 
committees. We cannot refuse to participate in them; otherwise, we will be pulled away 
from the hospital. […] In the department of medicine and other areas, we go to a lot of 
painstaking efforts to make our colleagues aware that we cannot move away and must 

Engaging in alternative 

and unofficial 

management roles 
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work together. We keep doing so because we understand the risks [of transferring 
hospital administration to EBSERH]. [MSI-23/doctor-professor] 

We have a manager, a chief of unit, in there. But I’m the one responsible for coordination. 
It is like a technical reference role for coordinating the clinical team. […] It is much more 
akin to an academic leadership and technical reference function than a formal managerial 
role. For example, I coordinate clinical meetings, I’m currently in charge of the Covid-19 
inpatient unit. But just for technical reasons. [MSI-13/doctor-professor-administrator] 

Constructing a 
complementary 
institutional arrangement 
of authority 

Using informal channels of 
participation to influence 
decision making 

There are many professors who were [managers] but decided to step down after this new 
pattern of management and transition [to EBSERH]. As a matter of fact, they are now 
backstage, not in command posts. [MSI-08/doctor-professor-administrator] 

She was elected by consensus between [the members of] the nephrology and urology 
units. She’s a manager whom we already knew in the hospital, although she’s not a doctor. 
Essentially, she was elected by us and appointed to EBSERH, which accepted her 
nomination. [MSI-26/doctor-professor-administrator] 

Backstaging 

Moving behind the scenes 

to influence decision 

making 

Remaining close to 

management surroundings 

Resistance as 

refusal 

I distanced myself, you know. I got deeply upset because the one who currently supervises 
the medical residency programme doesn’t even hold a master’s degree. It’s very difficult 
to deal with professionals with no academic profile in the university hospital. I tried to 
promote changes, I tried to get involved, but… [MSI-02/doctor-professor-administrator] 

Although still meaningful, hybridisation is a process that is being superseded. [PSI-
01/doctor-professor-manager] 

It’s like a situation where one says, “Oh no, they want to take my chair away from me, so 
I will do everything I can to stop them from messing with my chair. I will boycott them so 
that they get tired and let me alone” […]. [MSI-19/doctor-clinical instructor-manager] 

Intentional seclusion from 

management roles 

Voluntary resignation to 

move away from 

management roles 

Boycotting the EBSERH 

administration 

REDISTRIBUTION 

Discursive examples First-order concepts 
Second-order 

themes 

Aggregated 

categories 

Seeking to accomplish its objectives, the company focuses its efforts on recomposing and 
expanding HUFs’ staffing levels through replacement of precariously employed workers 
with public employees regulated by the Consolidation of Labour Laws (CLT). 
[REF31/EBSERH Management Report 2016] 

Expanding the use of 

private sector type of job 

contracts (CLT) 

 

Hiring and 

replacement 

of medical 

staff 

NEW WORK 

ARRANGEMENTS 

AND 
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Very often the company has to navigate the boundaries between the CLT and RJU 
[employment regimes], which causes extreme difficulties in terms of celerity and 
flexibility. [REF30/Official Letter n. 021/2015/DVPE/EBSERH/MEC] 

The company hasn’t hired the number of workers that was agreed in the contract. Let’s 
say that it has accomplished 60% of what has been promised in terms of staffing. [PSI-
03/professor-manager] 

EBSERH has not fulfilled the contract in what concerns human resources, and 
understaffing has greatly impaired the hospital. [REF35/Brasil de Fato online newspaper] 

 

Patchy provision of new 

personnel 

EMPLOYMENT 

RELATIONS 

When EBSERH comes in, it starts hiring personnel to work at university hospitals through 
its own recruitment process, that is to say, private sector type of job contract. Workers, 
therefore, are no longer public servants. They are public employees. [MSI-32/doctor-
professor] 

At this moment, there’s a differentiated hiring system, a differentiated working system, a 
differentiated paying system. You’ve got different people doing the same job but getting 
different pays. It can’t be like that. It can’t be like that anywhere. It doesn’t work 
anywhere. [PSI-07/pharmacist-professor-administrator] 

There was a division and discrepant employment regimes, which went beyond conviviality 
in the workplace. These involved matters of career ladders, employment advantages and 
disadvantages. These issues persist because the gaps between regimes are huge. For 
example, a statutory public servant is entitled to request a leave of absence to care for 
sick family members – and this was particularly noticeable during the [Covid-19] 
pandemic. EBSERH’s employees do not have such a benefit. If I’m not mistaken, we 
[EBSERH employees] are allowed to take two shifts off work to care for a family 
dependant. RJU workers can get 30 or 60 days leave of absence to do so. [MSI-
36/manager] 

Public servants [university medical staff] have greater security of tenure. They cannot be 
fired unless they commit a serious offence at work. Public employees [CLT-contracted 
clinicians] are not entitled to such job stability but turned out to earn a slightly better 
salary than RJU staff so that we could attract clinicians from the private sector. I used to 
deal with such differentiations by saying, “Look, there are two different employment 
regimes that you might choose. If you think that being an EBSERH doctor is better, apply 
for a job at EBSERH. If you think that being an RJU statutory clinician is better, apply for a 
job at the university. Because these are different careers, and you must follow their paths 
accordingly”. [MSI-07/doctor-professor-manager] 
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We are aware that we cannot be fired without due cause, but this [CLT job contract] does 
generate a bit of insecurity, you know. During the pandemic, for example, many people 
were reallocated. Despite being specialists, we ended up being moved to the infirmary 
ward and on-call shifts alongside residents. This ended up being some sort of 
redeployment. If we had a more tenured statutory position [like university staff], we might 
have considered taking legal action or anything. However, the CLT regime restricts this. 
We keep thinking like “I have to comply with their request otherwise I’ll get sacked”. [MSI-
06/doctor-clinical instructor] 

Intergroup comparisons to 

demarcating self-concept 

orientations 

I’ll be very objective: I used to earn four times as much working in private medicine. If I 
simply consider this, I quit. However, this form of [public] employment is very satisfactory, 
especially during this pandemic. Look, my wife is an ophthalmologist who doesn’t work in 
the public sector; she didn’t make any money throughout the pandemic. [MSI-01/doctor-
professor-administrator] 

The attractiveness of the university hospital back then was based on job security. 
Everybody applied to get this more stable job under the RJU. [MSI-08/doctor-professor-
administrator]  

Seeking security of tenure 

Statutory job seen as a 

better opportunity to 

preserve some degree of 

control over work 

Organisational 

attractiveness 

Professors of health departments who are part of the university hospital’s power 
structure seek to hold senior management positions. I doubt they’ll leave these posts to 
newly hired EBSERH doctors. [PSI-03/professor-manager] 

Professors may want to assume [management roles] because they’re longing for those 
rewards. [PSI-06/doctor-professor-manager] 

Financial incentives for 

management roles 

Publicly employed doctors are undoubtedly proletarianised but this is not necessarily a 
terrible thing. [PSI-05/doctor-manager] 

I didn’t know anything about the hospital and EBSERH. Nothing. However, the idea to 
work for a teaching hospital appealed to me. I thought I was going to enjoy this [academic] 
connection through a public job that is more secure, a little bit more stable condition. Of 
course, it is not that secure, right. We’re talking about CLT, which is far from the statutory 
regime. [MSI-20/doctor-clinical instructor] 

Professional repositioning 

Opportunities to mitigate 

proletarianisation 

pressures 

I certainly could declare that I would like to earn more as a university professor. I’d like to 
have better working conditions as well. But since I have support from another source of 
income, that’s not a concern for me, really. [MSI-31/doctor-professor] 

I came to have multiple jobs because of financial necessity. I’d rather hold a single job that 
meets all my financial needs. [MSI-33/doctor-professor-manager] 

Profit-maximising dual 

practice 

Coping with low public 

salaries 

Dual practice 
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I came to realise that having a job at another organisation, which paid me significantly 
more for working 24 H on-call shifts on the weekends, is what enables me to be a 
sufficiently wealthy professor committed to accomplishing what is needed at the college. 
So, today I receive a pension from this organisation and have always been able to support 
myself financially so that I can teach at the medical college. [MSI-14/doctor-professor-
administrator] 

Since the implementation of EBSERH, I’ve seen many colleagues with dual-job contracts. 
Sigma University employs several dual practitioners as both clinicians and professors. 
Some of them are now professors at Sigma University and EBSERH doctors. [MSI-
15/doctor-professor-administrator] 

Private medicine as an 

external source of support 

for hybrid roles 

 

 

Combining two public jobs 

In my days [as a trainee doctor], some gaps in medical training got my attention. They 
affected me. Because I wanted to learn more, I became an intensivist doctor. I applied for 
a job at an ICU private practice, saying, “Look, I am very inexperienced in critical care and 
mechanical ventilation, but I would very much like to work here”. That is how I applied for 
the position. That is how I flourished and became a pulmonologist. I worked so hard 
studying and practising pulmonary physiology that I eventually became a specialist in 
pulmonology. So I acknowledge that much of what I’ve brought to the college has come 
from my outside work experience. [MSI-14/doctor-professor-administrator] 

Mission-oriented dual 

practice 

Gaining hands-on 

experience 

I work as an [ED] professor. While treating patients, I have students and residents 
accompanying me, but this clinical activity I perform when teaching is not recognised by 
the university and is not paid for by the hospital. This activity, which we call “clinical 
teaching”, can only be recorded on our productivity academic report. So, it is a highly 
qualified, specialised, and unpaid medical service. [MSI-13/doctor-professor-
administrator] 

I’m not paid for clinical work when I’m in ambulatories with students treating patients 
with neurological disorders. This is considered academic work. I cannot receive any form 
of remuneration for that clinical teaching, although I am responsible for the patients, 
including from a legal point of view. […] Besides, the hospital is reimbursed for every 
patient treated by me, isn’t it? If I attend, say, eight patients while teaching students, SUS 
will pay the hospital for such services. However, I will receive nothing as a clinician. So, 
this model ends up being a bit unjust to me. [MSI-15/doctor-professor-administrator] 

Unpaid clinical work 

 

 

Academic salaries 

compensate for scholarly 

work but not for patient 

care 

Erosion of the 

full-time 

university 

career 

I coordinate some EBSERH doctors working in the geriatric unit. They earn more money 
than I do as their boss, despite not having the same experience or qualifications I have. 
[MSI-17/doctor-professor-manager] 

Pay gaps 
Discontentment with 
salary gaps 
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ED assistant professors earn as much as EBSERH doctors working 20 H/W. [MSI-18/doctor-
professor-administrator] 

[…] highly qualified doctors do not accept being restricted to the current pay level at public 
universities. [MSI-14/doctor-professor-administrator] 

I’ve been talking to several colleagues who work for EBSERH and always ask them, ‘Do you 
intend to apply for a position in the faculty should a place become available?’ They always 
give me a very straightforward answer: ‘God forbid, never!’. [MSI-27/doctor-professor-
administrator] 

 
 
 
 
Difficulties attracting 
better clinical staff for ED 
full-time posts 

That, I think, is perhaps the greatest hypocrisy on the part of the EBSERH administration. 
It came up intending to update the hospital’s technological apparatus. But, at least in my 
ambulatories, I haven’t seen that happen. To give you an example, we still do not have 
electronic medical records. In the current conjecture of medical training, this is an 
outrage. […] Our work infrastructure remains deplorable. [MSI-18/doctor-professor-
administrator] 

They [EBSERH’s corporate headquarters] bought new equipment recently, which is still 
inferior to the last one we had. I need a new mammography scanner. I refuse to work with 
the equipment we have in there. It’s terrible. This leads to physical and emotional stress. 
I told them, “Look, I don’t feel secure doing mammograms with that machine. I just can’t 
stand this anymore”. They went, “No, we’re gonna sort this out”. But it’s all talk and no 
action. This is very frustrating because we end up wasting our time. That is why I quit. I no 
longer wanted it [management] because I faced this kind of difficulty. [MSI-02/doctor-
professor-administrator] 

Deterioration of working 

conditions 

Discourses on 

improvements in hospital 

infrastructure seen as 

hypocrisy 

 

Dissatisfaction and 

negative experiences with 

poor working conditions 

[…] professional management and mechanisms of collegiate governance for its [EBSERH] 
strategic insertion into the environment of public administration. [REF15/Inter-ministerial 
Explanatory Memorandum n. 00383/2010/MP/MEC] 

The proposed Management Model will be introduced and initially structured through the 
implementation or strengthening of the Internal Regulation Centre (NIR), through the 
systematic implementation of Kanban boards, through the identification and 
implementation of Clinical Production Units, and through the creation of a Scoreboard of 
Indicators for all HUFs. [REF37/Model of Hospital Services Management 2017] 

EBSERH came in by announcing that the hospital administration must consider cost-
benefit, productivity, and workload fulfilment to achieve modern management. So, 
EBSERH introduced a manual that is consistent with the concept of a new hospital. We 
had to work this out with RJU professors and clinicians who were used to following an old 

Business-like culture of 

management 

 

Taken-for-granted validity 

of corporate management 

Managerial 

rationalisation 

of hospital 

work 

INFUSION OF 

MANAGERIALISM 

INTO HOSPITAL 

ADMINISTRATION 
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management manual that regarded them as masters of everything, so as to lead them to 
modern management. [MSI-07/doctor-professor-manager] 

EBSERH launched a plan to promote professionalised management in its university 
hospitals. It invested in management training programmes offered by Sírio-Libanês 
[private hospital institution] and many other staff training initiatives. [MSI-37/doctor-
professor-manager] 

Standardisation of language and cost management through benchmarking among 
hospitals to share organisational solutions and optimise resources. [REF31/EBSERH 
Management Report 2016] 

Modernisation and standardisation of hospitals’ organisational charts according to the 
strategic planning set up for the EBSERH hospital network. [REF57/EBSERH Management 
Report 2020] 

To run off a prescription, we have to restart the computer, log out of the prior account, 
and change the username and password multiple times. That is okay when we’re seeing 
a patient in the ambulatory. But that can be a bit of a headache when we’re in the A&E 
infirmary. […] Bureaucratic structures today are real obstacles. You waste more time and 
energy dealing with these structures than talking to the patient. [MSI-16/doctor-clinical 
instructor-administrator] 

There’s certainly greater control, which EBSERH has rigorously implemented. We 
transitioned from an environment with inexistent control systems to one in which 
everything is strictly controlled and there’s no room for flexibility. This is terrible! We 
struggle to cope with such rigidity daily. I occasionally have a case in my ambulatory that 
requires I stay a little longer. I don’t mind staying longer to treat a patient, of course. 
However, the [EBSERH’s] administration views it as non-compliance with working hours 
since I cannot work overtime. If I arrive five minutes late, I must justify why. This is very 
complicated, considering the nature of medical work. I’ve been admonished three times 
already for overstaying in the hospital. I got pissed off. After all, I didn’t stay longer 
because I simply wanted to. I’d rather go home, but the clinical situation required me 
there. [MSI-20/doctor-clinical instructor] 

Bureaucratisation of work 

processes 

Formalisation, 
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conducts and workflows 

 

 

 

New personnel 
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automatised attendance 

management control) 

[…] On the other hand, financial pressures are a threat because they orient HUFs’ actions 
towards clinical provision and demands contracted by SUS local authority to the detriment 
of teaching and research. [REF57/EBSERH Management Report 2020] 

Today, everything is geared towards numbers and spreadsheets. In order for the hospital 
to get reimbursed, I have to meet or exceed the monthly target of 6k screening tests or 

Greater focus on clinical 

care provision 

Focus on clinical services 

and budgeting priorities 

Performance-

driven service 

ideology 
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so. And I’ll tell you something: I don’t like this purely managerial vision of EBSERH because 
it’s service provision oriented. So, I have to meet the goal, I have to meet the goal, and I 
have to meet the goal. [MSI-02/doctor-professor-administrator] 

If you asked me what incentives EBSERH provides for us to conduct research, I would 
respond “None”. If you wish [to do research], you’re gonna need to do this outside your 
working hours. There’s no incentive for you to conduct research as a task that can fit 
within your usual 24 H/W of work. The focus of EBSERH’s workers is not on research. I 
might recruit some patients when I’m working in the ambulatory. But only that. All the 
rest – sampling, data processing, etc. – is carried out outside my working hours. I don’t 
have the time to do research along with the tasks I must perform [as an EBSERH doctor]. 
[MSI-20/doctor-clinical instructor] 

 

 

Lack of incentives for 

greater involvement in 

scholarly work 

RECOGNITION 

Discursive examples First-order concepts 
Second-order 

themes 

Aggregated 

categories 

I had a history of affection with teachers, clinical instructors, and all those people. In my 
case, I entered there [HUF] because of this affective matter of admiring my professors and 
wanting to be part of that group of people. This is still very meaningful to me. [MSI-
11/doctor-professor] 

I have always had a great deal of admiration for the faculty. Most of the professors of 
endocrinology who trained me are my co-workers at the hospital today. Therefore, I 
would say that I have the utmost respect for professors. […] So, when Sigma Hospital was 
hiring new staff, I saw it as an opportunity to stay at the institution and preserve this 
academic bond. [MSI-31/doctor-professor] 

Some professionals devote themselves out of love. This explains why there were so many 
volunteers at HUFs. In the ophthalmology unit, for example, there was a time when 7 out 
of 13 doctors were volunteers. [MSI-04/doctor-clinical instructor-administrator] 

I visited Sigma Hospital in early February of that year to get my residency training 
certificate. As I was going away, I was approached by the department dean, who asked, 
“Would you like to become a lecturer here?” I accepted the offer right away. I was 
unemployed when the dream job of my life fell into my hands. So, I always loved the 
university and, by extension, the hospital. I was invited [to teach] and ended up 
developing my entire career there. [MSI-14/doctor-professor-administrator] 
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This is a powerful question for me. Indeed, my emotional bond with academia and 
ophthalmology services is very intense. Even before I assumed the headship of this unit, I 
cared about the department of ophthalmology and had decided that I wanted to do that 
[management]. That was very important to me and guided my career. [MSI-04/doctor-
clinical instructor-administrator] 

Caring behaviours and a 

sense of responsibility 

I’m in the best of all possible worlds. My salary is not that bad compared to theirs 
[professors]. My status is equivalent to theirs because I end up being recognised as a 
teacher when I publish or give lectures and oral presentations at events where my name 
is associated with Alpha University. I mean, I’ve got everything I wanted in terms of space 
and recognition. [MSI-03/doctor-clinical instructor-administrator] 

[…] any doctor working at a university hospital is a prospective teacher. [PSI-06/doctor-
professor-manager] 

[University-employed clinicians] were gradually assuming positions of technical 
leadership, if competent and acknowledged by their peers. [PSI-01/doctor-professor-
manager] 

The most senior clinicians at the university hospital used to be involved in teaching and 
research. They had a much closer relationship [with the faculty]. In fact, people used to 
confuse hospital clinicians with professors of medicine. People found it difficult to 
distinguish them. [PSI-03/professor-manager] 
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Professors and clinicians at Alpha Hospital enjoy a reputation. Professors’ reputation is 
certainly higher, but clinicians also have a great reputation. Being a doctor employed by 
the [local] health department is not the same as being employed at the university hospital. 
[MSI-02/doctor-professor-administrator] 

[…] if you say that you are a university professor, this means a lot to patients. So, you’ve 
got this marketing aspect that makes a huge difference. I have a lot of colleagues who use 
this [academic reputation] as a marketing strategy. [PSI-02/doctor-manager] 

I do think I am esteemed by my colleagues at the hospital. I feel a little bit more cherished 
as a residency supervisor than as a clinician in the private sector, where perhaps I wouldn’t 
feel so appreciated. Naturally, that’s because it [HUF] is an academic environment, where 
the intelligentsia and opinion leaders are. So, this reflects on invitations for public talks, 
participation in conferences, and so on. Whether desired or not, this gives you a standing 
and you come to have a greater voice in communication and education channels. [MSI-
05/doctor-clinical instructor] 
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She [hospital CEO] is someone who puts her heart into the hospital, you know. She owes 
everything to the university. She was almost retiring, as she’s 66, and didn’t need to prove 
anything to anyone. Even so, she decided to stay and take on this challenge to improve 
the hospital. [PSI-06/doctor-professor-manager] 

I’m fully involved and effectively participate in decision making, even though I’m not 
currently the manager – the manager is another professor who is a nationally renowned 
expert in clinical medicine. But I’m her right arm in the coordination of medical residency. 
[MSI-11/doctor-professor] 

Interacting with 
management roles to 
preserve a sense of 
belongingness 
Feeling emotionally 
responsible for 
management tasks 
Self-recognising as 
members of an elite group 

Sense of 

belonging and 

status 

I was so deeply disappointed with Theta Hospital [under EBSERH administration] that that 
bond doesn’t exist anymore. I feel emotionally attached to the university only. [MSI-
27/doctor-professor-administrator] 

My excitement, inspiration, and wish to work there have dwindled. I see that happening 
with my colleagues, and I have been through that myself. […] My emotional ties have been 
utterly shaken by such [workforce] stratification because it’s clear that the company’s 
purpose is clinical service delivery only. [MSI-10/doctor-clinical instructor-administrator] 

I informed them [EBSERH’s corporate headquarters] several times, “Look, that equipment 
[mammography scanner] is no longer in operational condition”. For the past five years, 
I’ve been requesting new equipment. I constantly point out that there are extremely 
serious technical issues. I told them, “I won’t put my name on this anymore. I won’t put 
myself at risk. I’ve stopped doing mammograms here”. [MSI-02/doctor-professor-
administrator] 

[…] I must admit that I decided to resign. I got really upset and stepped down. I disagree 
that the hospital operates in this manner. Of course, we must provide clinical care, but 
this must be linked to education. I am really, really sad. If you knew how sad I feel. 
Sometimes I wish that… Anyway, I felt very uneasy and stepped down. I took advantage 
of this Covid-19 situation and quit. [MSI-02/doctor-professor-administrator] 

I feel like I’m going through a desensitisation process in order to leave it [HUF]. [MSI-
09/doctor-professor-manager] 
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I am an exclusive dedication professor. What exactly is an ED [professor]? I think there’s 
a huge misunderstanding here. I am precluded from making money, right, [because] being 
exclusive means that I can only practise medicine in the College of Medicine of Sigma 
Federal University. [MSI-12/doctor-professor-administrator] 
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We’ve always done clinical work in addition to our academic career because we wanted 
to expand hospital services to improve teaching. That’s how it happened. […] I mean, we 
developed clinical services based on the needs and information we had, you know. Like, 
“We’ve got to expand cardiology services, create a coronary care unit, create a post-
operative ICU care, and create a transplant unit”. We teachers, along with students and 
residents, created all this and much more. Without any pay for it, without any pay for it. 
Without earning anything for it. Today, after never being economically recognised for it, 
we are considered unnecessary, since there are so many doctors who are hired [by 
EBSERH]. […] I mean, at the end of the day, this all points to the vertiginous and inevitable 
nonrecognition of the clinical-academic career. [MSI-14/doctor-professor-administrator] 

Professors who are dual practitioners are now being watched. When a student 
approaches him, he says, ‘It’s not my time to be a lecturer now. Now it is time to be a 
clinician. [MSI-27/doctor-professor-administrator] 

Do I think that the employment regime is important? Yes, I do. I think there’s a 
psychological implication, like a sense of inferiority caused by the precarisation of CLT 
contracting. [MSI-04/doctor-clinical instructor-administrator] 

 
 
 
 
 
 
 
 
 
 
Politics of fear and 
surveillance 
 
Sense of inferiority vis-à-vis 
colleagues 

and self-

respect 

This is complicated. Sometimes you assume the same role but are paid a different salary. 
This is not good. It’s not fair. [MSI-12/doctor-professor-administrator] 

[University professors] are viewed as if they were unproductive for being more interested 
in teaching than delivering medical care, so to say. [MSI-10/doctor-clinical instructor-
administrator] 

They [EBSERH doctors] work their hours, fudge a little bit, skive off here and there. When 
it’s quitting time, they’re gone. Bye-bye. That’s how it works. [PSI-07/pharmacist-
professor-administrator] 

A professor who assumes management roles is, let’s say, a bit frowned upon. ‘This guy is 
pro-rector, department head, clinical director, chief of service… What’s he doing there?’ 
He’s not esteemed at all. [PSI-06/doctor-professor-manager] 
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Doctors have always been bad managers. Historically, they are bad managers because 
they don’t have the qualifications for that. […] I never believed in doctors who are 
managers, in the figure of a doctor-manager. [MSI-22/doctor-professor-administrator] 

I think they look at us and wonder, “For God’s sake, why are they working there [HUF] and 
not earning much more out here [private practice]? I find this is what they think about us. 
[MSI-21/doctor-professor] 
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From an economic point of view, there are a lot of people in the city who call me “a monk”. 
They say that I’ve put my cassock on to work for the university, earning one-fifth of what 
I could make outside the university. [MSI-07/doctor-professor-manager] 

Declining academic 

reputation 

Source: Author. 

 



397 
 

 
 

APPENDIX 

I 

Notes on historical developments and 

current structure of Brazil’s national 

healthcare system 

 

The creation of the Unified Health System (SUS) 

Since the second half of the 20th century, Brazil has undergone significant political, economic, 

demographic, and social changes. Some periods of economic growth brought about 

improvements in income and standards of living, although the vast majority of the population 

is still deprived of access to basic social services (Paim et al., 2011; Falleti, 2009). Brazil’s 

performance in healthcare provision can be partly attributed to its peculiar semi-democratic 

political regimes (McGuire, 2010) characterised by authoritarianism, voting restrictions, 

populism, a high degree of patrimonialism in public administrations, constraints on left-wing 

political parties, among other internal features. I took a close look at some of these elements 

in Chapter 4. 

Back then, the management of the healthcare system was centralised in the federal 

government, with limited roles in service delivery delegated to states and municipalities. 

Public health policy was quite timid, focused on vaccination campaigns and epidemiological 

control (Falleti, 2009; Pereira Júnior, 2018), and often seen from an economic point of view 

focused on meeting the growing demand for a “healthy” industrial workforce. Health was 

seen as an individual matter rather than a citizen’s right, regardless of whether the problem 

was a broken arm or a chronic disease. Uninsured unemployed, intermittently employed, and 

people working in the informal economy had to resort to services scarcely provided by local 

authorities-maintained units, charitable organisations, and teaching hospitals. 

The primary responsibility for managing health, pension, and retirement benefits rested with 

the National Institute of Social Security (INPS), whose beneficiaries were urban formal 

workers (about 9% of the population by 1970) who had a percentage of their salaries deducted 

as a mandatory contribution to a social insurance scheme (McGuire, 2010). Later, insurance 

coverage was extended to rural informal workers and the unemployed through the Rural 

Worker Assistance Fund (FUNRURAL), a scheme financed by taxes on agricultural 

wholesalers and urban firms’ payrolls. The FUNRURAL reflected an effort of the military 

regime to co-opt radicalised rural activists and spread the state’s presence across remote 

countryside areas, which was deemed strategic for national security. In 1972, self-employed 

and domestic workers were included in health and pension schemes. Pretty much overnight 

these measures increased the number of people covered by the social insurance system to 93% 

as of 1974 (McGuire, 2010; Falleti, 2009). In the same year, the INPS was placed under the 

Ministry of Social Security and Assistance (MPAS), with its health insurance branch 

transferred to the National Institute of Medical Assistance and Social Security (INAMPS) in 

1977. 

To cope with soaring demands for health services provoked by the expansion of health 

insurance coverage in the early 1970s, the military “business-like” government favoured 

contracts with the private sector (Pereira Júnior, 2018). The INAMPS paid health providers 

on a fee-for-service basis under a standard contract (La Forgia and Couttolenc, 2008), but 
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barely oversighted the services delivered. As the costs of diagnostic tests and hospital 

treatments were paid at a higher rate compared to basic medical consultations, health 

education and preventive care were poorly provided. For example, reimbursements for 

caesarean delivery led to an estimated number of 186,000 unnecessary caesarean births in the 

late 1970s. Likewise, hospital overstaying became a major cause of death due to hospital-

acquired infections. This system also aggravated inequality in healthcare provision across the 

country, since access to high-quality services became a privilege of military personnel, top 

civil servants, and, to a lesser extent, industrial workers employed by large companies 

(McGuire, 2010). 

The image of a slow-moving and inefficient public administration of healthcare services led 

the military government to promote the expansion of the private health sector (Pereira Júnior, 

2018). Access to public funds and expectations of guaranteed contracting out encouraged the 

construction of a large number of philanthropic and for-profit private hospitals, which 

increased the share of hospital beds in privately-owned facilities from 14% in 1960 to 73% in 

1976. As McGuire (2010) notes, in 1976 the private sector accounted for 2% of local health 

units and 38% of outpatient consultations, concentrating 53% of medical professionals, 57% 

of nurses, and 84% of all hospital admissions. Responsible for funding 90% of Brazil’s 

healthcare provision at that time, the INAMPS allocated 61% of its budget to private 

providers and 21% to its own facilities, with the remainder going to universities, associations, 

non-profit entities, and other government agencies. 

The INAMPS’s commitment to such policies resulted in an institutionalised high-cost, 

specialised, curative, liberal, private-driven, and hospital-centred approach to healthcare 

provision (McGuire, 2010; Falleti, 2009; Pereira Júnior, 2018) concentrated in the most 

developed, therefore more profitable, areas of the country. The health system became a 

channel for transferring public funds to private providers via contracting out of health services 

(particularly curative hospital care) during a period in which the expansion of the private 

health sector was tremendously boosted by government subsidies (McGuire, 2010; Falleti, 

2009; Santos and Merhy, 2006; Pereira Júnior, 2018). 

As the 1970s progressed, the military regime eased some restrictions on freedom of 

association and press media and assigned reform-minded health professionals to influential 

positions in municipal, state, and federal health bodies (McGuire, 2010). The government’s 

political strategy to “penetrate society” ended up, quite paradoxically, rendering “the 

authoritarian state more permeable and easier to infiltrate by a reformist movement” (Falleti, 

2009:46). With such “reactivation of civil society” (McGuire, 2010:150), a leftist movement 

for a broad reform agenda in healthcare arose from an alliance between social actors, national 

and local public policymakers and bureaucrats, doctors, professional associations, academics, 

and progressive politicians that were sceptical about the inefficient, selective, and costly 

private hospital-oriented medicine (Pereira Júnior, 2018). Such an elite of “sanitarista” 

reformers drew upon the idea of universal healthcare as a fundamental human right that 

should be guaranteed by the state to all citizens through a national, comprehensive, and 

municipalised public system of healthcare delivery and coverage (Soares, 2021; Massuda et 

al., 2018; Meneleu Neto et al., 2006; Harris and Haines, 2010; Pereira Júnior, 2018). 

It is worth noting that reform policies seldom try to redesign the entire structure of a whole 

public sector in one go. Besides, often entrenched in an “adjusting the system” rather than 

long-term strategic reform agenda, reformers are usually in the position to propose less than 

what they actually desire (Pollitt and Bouckaert, 2017). The picture of the sanitarian reform in 
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Brazil was not an exception to the rule. The reformers were strongly committed to 

remodelling and democratising the health system by shifting its centre of gravity from a 

hospitalocentric model of medical assistance under the social security system (Pereira Júnior, 

2018) towards a more preventive, community-focused medicine, and wider notion of health as 

a human right tied to people’s socioeconomic living conditions (Falleti, 2009), hence 

interlaced with other public issues such as housing, education, safety, and employment.  

However, the institutional process of change in the national framework of healthcare involved 

long, gradual, and consensual formation of a set of reform proposals. In 1976 a group of 

reform-minded doctors from a prestigious research institution, the Institute for Economic and 

Social Planning (IPEA), and senior executives of the Ministry of Health (MH) launched the 

Programa de Interiorização das Ações de Saúde e Saneamento (PIASS), or Programme for 

Expanding Health and Sanitary Actions in the Interior, aimed to establish a network of small 

primary healthcare and sanitary centres in regions of low-density population (Falleti, 2009; 

McGuire, 2010). Faced with opposition from bureaucrats of INAMPS, as the programme 

would mobilise resources of the social security system, PIASS built on the integration of 

healthcare services at the local level through improved inter-ministerial and inter-

governmental coordination. For Falleti (2009:52), PIASS had crucial policy effects in 

fostering the ideas of universalisation and municipalisation of healthcare provision, 

constituting “the first systematic attempt at vertically coordinating the actions of 

municipalities, states, and the national government for the staffing, financing, delivery, and 

supervision of public health services”. Policy actions within PIASS also contributed to the 

creation of the National Council of State Secretaries of Health (CONASS) in 1982. Other 

policies and programmes were implemented by the central government to reduce costs, 

enhance basic medical care, and gradually expand government investments in public health 

providers (Pereira Júnior, 2018). 

In the same vein, the introduction of preventive medicine into medical schools’ curricula 

paved the way for the institutionalisation of the reform movement within public universities, 

as many sanitarista doctors taught in colleges of medicine. The foundation of influential think 

tanks, such as the Brazilian Centre for Health Studies (CEBES) in 1976 and the Brazilian 

Graduate Association in Public Health (ABRASCO) in 1979 also played a role in reinforcing 

pro-reform discourses among elite policymakers, academics, and practitioners (Falleti, 2009; 

McGuire, 2010). 

By disseminating their ideas, forging networks between civil servants, executive politicians, 

and civil society representatives, occupying positions of power in the state machinery, and 

lobbying Congress, subversive health reformers succeeded in legitimising their reform 

programme and instigating further changes. As Falleti (2009:49-50) explains, “[…] 

institutions were soon occupied by members of the sanitarista movement and became the 

main generators of the health reform proposals…, the Ministry of Health became even more 

‘permeable’ to new ideas and actors”. The federalist nature of the Brazilian state facilitated 

the infiltration of reformers into local-level administrations. Furthermore, the struggles of the 

movement gained additional strength from the Declaration of Alma-Ata and its goal of 

“health for all by the year 2000”, adopted during the International Conference on Primary 

Health Care held by the World Health Organization (WHO) and the United Nations 

Children’s Fund (UNICEF) in 1978. 
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Such a comprehensive agenda of healthcare reform was consolidated in the 8th National 

Health Conference in 1986 (Ministry of Health, 1997), in which the principle of health as a 

universal human right and a responsibility of the state was endorsed by reform promoters. 

During this event, strategies of reformulation, funding, and other institutional arrangements 

that would later form the grounds of the Brazilian Unified Health System (SUS) were drafted, 

encompassing all government levels and health authorities (Paim et al., 2011; Falleti, 2009). 

With the end of the military dictatorship in 1985 and the country’s redemocratisation, a 

National Constituent Assembly took place between 1987 and 1988. This constituent assembly 

represented a political breaking point and a legal milestone in the creation of SUS, as the 

health reform movement secured political support for constitutional approval of a free-of-

charge, universal, and decentralised public health system amid political and economic 

pressures such as the spreading neoliberal doctrines, fiscal instability, and opposition from 

economically strong and politically mobilised private health corporations (Soares, 2021; 

Meneleu Neto et al., 2006; Massuda et al., 2018; Paim et al., 2011; Falleti, 2009; McGuire, 

2010). Interestingly, this development is quite perplexing when looked at from the perspective 

of existing managerial theories according to which political barriers to universalisation of 

healthcare in developing countries such as Brazil seemed insurmountable (Falleti, 2009). In 

fact, those pressures appeared to point towards a politically deflated pro-reform coalition 

given that health provision had reached a larger portion of the population, a powerful private 

medical industry had grown vigorously since the military government11, and an alternative 

political discourse around the need for a lesser and more individualised package of measures 

to focus on the “most needy” was seeking to hog the limelight. 

Even so, the federal constitution of 1988 deviated from managerialist principles by expanding 

the notion of health and inscribing it into the concepts of human rights, citizenship, and social 

security, which underlaid huge institutional reforms in the hitherto frameworks of healthcare 

policy and provision (Falleti, 2009; Soares, 2021; Menicucci, 2019). Seeking to enlarge the 

degree of state regulation and intervention in the economy, the constitutional pact embraced a 

wider, more ambitious reform programme by determining the development of a national 

health system underpinned by the principles of universalisation, equality, community 

participation, budgetary and political decentralisation, and integral health assistance at the 

point of service delivery. Municipalisation was elevated to a core principle based on 

decentralisation of resources and decision making (Falleti, 2009; McGuire, 2010). The 

constitution also defined general guidelines for state actions, policies, and reforms in the 

healthcare sector to be undertaken by both public administrations and private organisations 

(Massuda et al., 2018; Meneleu Neto et al., 2006; Harris and Haines, 2010). 

Launched by Law n. 8080/1990, SUS became a constitutional stone clause, a grounding 

element of the Brazilian state and a social and political issue of public interest (Soares, 2021; 

Paim et al., 2011). The new legal-institutional framework established extensive parameters 

and strategies involving funding, information and management systems, healthcare coverage, 

productivity standards, partnerships among government entities, and contracting out of 

services (Pereira Júnior, 2018). 

 
11 At that time, Brazil had approximately 500,000 hospital beds, of which about 85% belonged to the private 

sector (for-profit and philanthropic providers). The remainder beds, located in the public sector, were 

distributed among federal regular and university hospitals, psychiatric hospitals, and a small number of state 

and municipal hospital units (Pereira Júnior, 2018). 
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However, it would not be accurate to leave any impression that the importance of private 

providers for the public system was lessened, as some commentators have suggested (Falleti, 

2009). On the contrary, the novel healthcare system not only recognised the provision of 

healthcare services as open to the private sector, but also preserved powerful incentives for 

the expansion of a subsystem of private health providers and corporations through 

government financial support, deregulation, and investments (Paim et al., 2011). 

The implementation of SUS began in the early 1990s with the dissolution of INAMPS into 

the MH in 1993. However, the institutional change involved a tortuous and contentious 

overhaul of processes and administrative structures to reorganise the health system through a 

shift from tertiary centre-based care to comprehensive primary care (Harris and Haines, 

2010). Political disputes around public and private conflicting interests, pressures from 

powerful health corporations, limited technical capacity of the federal government and lower 

branches of public administration, massive regional inequalities, and inadequate funding 

resulting from right-wing governments’ opposition to increasing public spending and staff 

numbers greatly jeopardised the initial expansion of SUS (Massuda et al., 2018; Menicucci, 

2019; Paim et al., 2011). As Massuda et al. (2018:2) noted, 

Limited investment in SUS and the transfer of the responsibility for health service provision to 

municipal governments with variable financial and administrative capacity have led to significant 

disparities in health service coverage and access to healthcare. 

Despite these constraints, Brazilian public health has achieved significant nationwide 

transformations and remarkable advances over the last 20 years, including improvements in 

the health professional workforce, progress in science and technology, primary care 

expansion, substantial decentralisation in decision making and budget setting, sharp decrease 

in infant mortality and hospital admissions, and enhanced vaccine coverage. These changes 

have led SUS to become widely recognised as a successful example of healthcare reform in 

Latin America (Harris and Haines, 2010; Atun et al., 2015; Paim et al., 2011; Massuda et al., 

2018). 

It should be acknowledged, therefore, that the creation of SUS has been marked by gradual 

and incremental rather than rapid and wholesale changes. In fact, it began far earlier than the 

transition to democracy and the constitutional reform of 1988 (Falleti, 2009). At first, reforms 

involved adjustments and partial redesigns cutting across one another in the existing 

administrative structure of public healthcare, being particularly advanced by the infiltration of 

subversive groups of health reformers in public management bodies. These, following a 

strategy of “change from within”, used public health institutions “as a platform for 

introducing more subtle changes on the margins” of the system (ibid:56). The actions of these 

elite groups, particularly clinicians, professors of medicine, and political leaders, were of 

paramount importance to extend reformist policymaking with the introduction of new 

organisational apparatuses and rules through what Mahoney and Thelen (2009) call “layering” 

processes of institutional change. 

The structure of the Brazilian healthcare sector 

The description that follows does not pretend to be exhaustive. It is no more than a selection 

of the basic features and structures that constitute the Brazilian SUS so that we are able to 

further understand the positions, roles, and relationships between federal universities, 

university hospitals, and the EBSERH public enterprise within SUS. 
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According to the Brazilian constitution, public health policies, actions, and services integrate 

a regionalised, hierarchical, and unified system (Federal Constitution, 1988; Law n. 

8080/1990) organised under the following rationale (see Table I.1): 

Table I.1: The structure of SUS 

Main principles: 

Universalisation of health services at all levels of care 

Integral care through coordinated and permanent provision of individual and 

collective preventive and curative medical services 

Personal autonomy and respect for people’s physical and moral integrity 

Equality in health assistance without prejudice or privileges of any kind 

Citizens’ right of access to information about their health conditions 

Politico-administrative decentralisation, with autonomy for each level of 

government, redistribution of resources and responsibilities, with emphasis on 

municipalities 

Community participation through expanded mechanisms for decision making and 

social control 

Functions: 
Health policymaking and implementation, health promotion, health surveillance, 

sanitation, epidemiological control, pharmaceutical services, health education, 

and regulation 

Types of care: Primary care (low-complexity), secondary care (medium-complexity), and tertiary 

care (high-complexity) 

Levels: Federal, state, and municipal 

Chief executives: 
President and minister of health (at federal level); governor and secretary of state 

for health (at state level); mayor and municipal secretary for health (at municipal 

level) 

Executive bodies & 

responsibilities: 

Ministry of Health (MH): responsible for planning, funding, evaluating, overseeing 

and managing SUS at the national level; and coming up with norms and national 

policies to be undertaken by public management and private healthcare partners 

State health departments: responsible for employing state resources in addition 

to federal resources; carrying out national and regional policies; planning and 

coordinating SUS at the state level; and supporting municipalities 

Municipal health departments: responsible for implementing actions and 

providing services locally; planning, coordinating, and evaluating SUS at municipal 

level; and establishing partnerships with states and other municipalities to ensure 

care of the local population 

National, state, and municipal health councils: collegiate and deliberative bodies 

composed of government authorities, providers, health professionals’ 

representatives, and users; responsible for policymaking and control of health 

actions and strategies at their respective levels 

Inter-managerial commissions: permanent bipartite (at the subnational level) and 

tripartite (at the national level) bodies for negotiation, inter-governmental 

cooperation, federative representation, and consensual decision making relating 

to health policymaking and implementation 
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Organising 

principles: 

Regionalisation of health services according to geographical, demographic, and 

epidemiological characteristics, long-term needs of the local populations, and 

levels of technological complexity across different areas 

Hierarchisation of types of care by promoting access to health services and 

treatments through primary care and referral pathways to higher complexity care 

Decentralisation, with a single chief in charge of administration at each level of 

government  

Management: 

Decentralised, shared, and participative through effective involvement of 

government authorities, chiefs, health professionals, health councils, inter-

managerial commissions, and civil society in policymaking, management, and 

monitoring of health actions and services 

Responsibilities for healthcare should be decentralised from the national 

executive bodies to municipalities, with the transfer of administrative, technical, 

financial, and managerial functions and conditions 

All federal entities have autonomy to make decisions in coordination with other 

levels of executive bodies 

Funding: Tax revenues and social contributions from the federal, state, and municipal 

budgets 

Source: Author 

Currently, SUS health services are delivered by several health units working in a coordinated 

way: 

▪ Basic Health Units (UBS) (equivalent to general practices (GPs) in the UK), are 

the first point of contact in the healthcare system, providing continuous 

availability of primary care services that comprise general practice, paediatrics, 

dermatology, genecology, vaccination, dental care, mental care, clinical 

psychology, among others; these units also offer family medicine services aimed 

at improving patients’ entire health and wellbeing by preventing diseases and 

solving less complex health problems. 

▪ Psychosocial Care Centres (CAPS) act as another SUS’ front door by providing 

community health services for patients and families affected by drugs, alcohol, 

psychoses, neuroses, and other mental disorders. 

▪ Speciality Polyclinics are medium-complexity health units that offer secondary 

care and outpatient routine consultations in a wide range of medical specialities. 

▪ Emergency Care Units (UPAs) are available 24 hours a day, 7 days a week, to 

deal with genuine life-threatening emergencies and urgent health conditions; 

many UPAs are currently being managed by non-profit private entities (e.g., 

OSSs), yet still facing major issues of understaffing and poor service quality. 

▪ Public Hospitals are specialised health units that provide tertiary care for acute 

and complex health conditions; they are reference centres for inpatients whose 

treatment requires overnight hospitalisation. 
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▪ Mobile Emergency Care Service (SAMU 192) is available 24 hours a day and 

provides ambulance services, thus constituting an important section of the SUS 

national policy for urgent and emergency care. 

▪ Research Public Institutions, such as the Oswaldo Cruz Foundation (FIOCRUZ) 

and Butantan Institute, are major scientific centres responsible for advancing 

biomedical, biological, and other health-related research in support of public 

health policymaking, development of vaccines, drugs, and reagents, development 

of national technologies, and training of health workers. 

▪ Regulatory Agencies, such as the National Health Surveillance Agency 

(ANVISA) and the National Agency of Supplementary Health (ANS), are linked 

to the MH; the former coordinates the Brazilian health regulatory system and aims 

to protect the population’s health by performing sanitary control and regulating 

the production, marketing, and use of health-related products and services; the 

latter is responsible for regulating private health insurance and providers. 

▪ University Hospitals form a group of teaching hospitals linked to public 

universities and clinical faculties run by state and federal governments; these 

university hospitals provide medical education and training of health 

professionals, conduct research and outreach projects, and are mainly dedicated to 

higher complexity care and medical specialities, although also providing 

secondary and, to a lesser degree, primary care; they distinguish themselves from 

regular public hospitals and represent an important segment within SUS by virtue 

of their educational nature, connections with medical schools, and influence on 

health policymaking. 

The expansion of SUS 

Back in the early 1990s, right-wing governments were pursuing a neoliberal agenda of fiscal 

austerity and seemed unwilling to commit to public investment in order to expand SUS as per 

the constitutional reform (Massuda et al., 2018; Santos, 2013). Nonetheless, under the fiscal 

adjustment plans introduced in 1995 by President Cardoso to stabilise the economy and tackle 

the alleged structural crisis of the state, the health reform project was eventually revived 

(Mare, 1995; Paim et al., 2011). Seeking to improve the capacity of the state to comply with 

ever-increasing demands for public healthcare services, the federal government launched, in 

1994, the Programa Saúde da Família (PSF), or Family Health Programme, which became 

the core of the reorganisation of SUS around the notion of family medicine and focus on the 

municipal level of primary care provision (Ministry of Health, 1997, 2004; Pinto and 

Giovanella, 2018). 

The period from the late 1990s to mid-2010s can be regarded as the “golden age” of the SUS 

expansion. President Lula’s administration boosted SUS expenditure, with a stronger 

commitment to enhancing health coverage, reducing social inequalities, and combating 

poverty (Massuda et al., 2018). Brazil’s political and economic ascendency during Lula’s 

years in office (2003-2011) enabled not only reductions in unemployment and social 

inequality rates but also allowed greater public budget for SUS, with shared funding and 

minimum expenditure on health for national and subnational levels of government being 

established in 2000 and turned into law in 2012. In relation to the Union, the allocation of 
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resources to SUS became linked to growth in nominal gross domestic product (GDP) and 

further budgetary and logistic responsibility for health units was devolved to states and 

municipalities (Harris and Haines, 2010), although health spending is federally mandated. 

This helped consolidate the decentralisation and deconcentration of SUS, with 75% of the 

overall budget for health being automatically transferred from the MH to local health 

departments. As a result, public spending on healthcare increased by 120% between 2003 and 

2014, with a continuous rise in spending per capita during that period (see Figure I.1) 

(Massuda et al, 2018; Santos, 2013; Piola, Benevides, and Vieira, 2018). 

Figure I.1: Health spending per capita at all levels of government (2003-2017) 

 

Source: Adapted from Piola, Benevides, and Vieira (2018) 

In 2006, the PSF was transformed into the Estratégia Saúde da Família (ESF) – Family 

Health Strategy – as part of a broad National Policy for Primary Care (PNAB) (Pinto and 

Giovanella, 2018). As Harris and Haines (2010) note, this programme has become one of the 

most impressive examples worldwide of a rapidly scaled-up, cost-effective, and 

comprehensive primary healthcare system designed to tackle public health challenges typical 

of middle-income nations. The ESF has a simple model based on multidisciplinary teams 

consisting of a physician, nurses, nurse assistants, and a couple of community health workers 

(Meneleu Neto et al., 2006) who work in basic health unities located in geographically 

delimited areas. 

With the expansion of the ESF and improvements in governance, flexibility, and autonomy in 

the local delivery, near universal primary healthcare coverage was achieved between 2002 

and 2013, especially regarding basic services such as immunisation, antenatal care, and 

treatment of diseases like tuberculosis and HIV. There was a significant fall in hospitalisation 

due to diabetes and stroke, and diphtheria, tetanus, and pertussis (DTP) vaccine coverage in 

children aged 1 year old or under peaked at more than 95% in most municipalities. 

Investments in ambulance services (SAMU), UPAs, CAPS, and polyclinics were augmented, 
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further contributing to a decline in hospital admissions. Public health programmes offering 

complex services also improved, such as organ transplants, cancer care, and kidney dialysis 

(Harris and Haines, 2010; Massuda et al., 2018). 

As seen in Figure I.2, the population covered by the ESF increased enormously from 7.8% to 

58.5% (from 13.2 to 120.2 million people) between 2000 and 2016; likewise, there was a 

considerable rise in private health insurance (PHI) coverage, although with huge disparities 

among regions (Massuda et al., 2018). 

Figure I.2: Population covered by the ESF and by private health insurance (PHI) (2000-2017) 

 

Source: Massuda et al. (2018) 

Despite significant achievements, variability in the quality and performance of the ESF and 

uneven distribution of the medical workforce across different areas of the country contributed 

to the patchy provision of healthcare services, with many vulnerable populations still lacking 

access to high-quality care in less developed and remote cities and capitals. To solve these 

issues, the government introduced, in 2011, the Programa Nacional de Melhoria do Acesso e 

da Qualidade da Atenção Básica (PMAQ), or National Programme for Improving Access and 

Quality of Primary Care. Reflecting a hard NPM approach in the health sector (see Chapter 

4), this programme was planned to incentivise managers and health teams to improve the 

standards of services through a range of professional training processes, monitoring, and 

assessment of health workers combined with a flexible performance-based funding scheme 

(Massuda et al., 2018). As Massuda et al. (2018) note, the impact of this pay-for-performance 

programme is yet to be evaluated, but small financial increment, limited management capacity 

of local health authorities, and difficulties in recruiting and retaining doctors and other health 

professionals in key vulnerable communities remain unresolved. 
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To address the geographical scarcity of doctors in underserved regions, President Dilma 

Rousseff’s administration launched the Programa Mais Médicos (PMM) – More Doctors 

Programme – in July 2013. This programme aimed at emergency expansion of primary care, 

infrastructure improvements, construction of basic health units, and establishment of new 

medical schools. The development of the PMM counted on support from the Pan American 

Health Organization (PAHO) and involved an agreement with the government of Cuba for the 

recruitment and settlement of Cuban doctors to work for SUS in prioritised municipalities. As 

of September 2015, there were 17,625 PPM doctors (64.3% Cubans, 31.8% Brazilians, and 

3.9% from other nationalities) covering more than 4,000 participating municipalities. The 

main results of the PPM include a reduction in the shortage of doctors in deprived areas, 

enhanced public satisfaction, a decline in avoidable hospitalisation, and improvements in 

patient-doctor relationships (Santos et al., 2017; Biernath, 2020; Hone et al., 2020). This 

policy, however, suffered from fierce hostility from professional medical associations and 

trade unions due to political controversies around the remuneration system adopted by the 

government to pay Cuban doctors, allegations of allocation of doctors to non-priority areas, 

and irregular practice due to a lack of validation exams to attest foreign doctors’ medical 

qualification. 

Reform policies for the national hospital system 

Changes since the advent of SUS have been distinguished by major policies developed by the 

federal government to reorganise the national hospital sector. In 2004, the MH launched the 

Reforma do Sistema da Atenção Hospitalar Brasileira (RAHB) – Reform of the Brazilian 

System of Hospital Care – to rearrange the model of hospital service provision (Pereira 

Júnior, 2018). According to the MH, the country’s hospital system was facing a deep crisis 

radiating several problems: 

▪ Financial: suboptimal cost and capital budgets; lack of information cost and 

inventory control systems; overemphasis on high-complexity procedures; fee-for-

service system of funding allocations; lack of policies for value-based payment; 

auditing, control, and evaluation systems shortcomings; 

▪ Organisational: shortages and uneven distribution of beds; scarcity of 

systematised data and indicators; insufficient policies for efficient inter-

governmental management of SUS hospital chain; poor capacity management;  

▪ Clinical: inadequacies of service provision control; low degree of qualitative and 

quantitative assessment of the services delivered in relation to the demands of the 

local population; lack of patient satisfaction evaluations; 

▪ Political: overlapping roles of general and specialised hospitals within SUS; lack 

of policies for proper regionalisation and hierarchisation of hospital services; 

deficient referral networks and interchange between hospital care and primary 

care (Ministry of Health, 2004). 

Challenges around career development for healthcare professionals could also be added to the 

list, since other complex issues faced by SUS concerned the difficulties in recruiting and 

retaining health workforces, increasing demands for qualified professional managers, 
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workforce fragmentation, and recurrent power conflicts in hospital workplaces due to the 

various forms of employment arrangement. 

In this context, Brazil’s hospital system was characterised by the existence of a diverse set of 

public and private hospital facilities that, despite their centrality within the national healthcare 

system, were far from constituting a network of truly resolutive, adequate, and optimised 

hospital care provision. The conclusions of the RAHB report are worth citing: 

From the organisational standpoint, the outcome of such an overemphasis on hospital units is 

insulating them from the health system both concerning scale and adequacy of services provided, 

and regulation and assessment of efficiency and results achieved. 

Brazil has a rather heterogeneous hospital network in terms of technological incorporation and 

complexity of services, with a high concentration of resources and staff in hospital complexes 

located in medium and large cities, in addition to clear regional disparities and favouritism 

towards the South and Southeast regions (Ministry of Health, 2004:11). 

Some NPM ideas inspired this reform policy, which sought to infuse hospitals with a culture 

of performance-oriented management through MTMs such as benchmarking, contracting out, 

PPPs, information systems, and results-oriented funding schemes. The reform package 

included the implementation of modernised systems of Hospital Information (SIH) and 

Hospital Admission Authorisation (AIH) to guide government funding allocations, 

decentralisation of management and regulation functions to local health departments, and 

adoption of management covenants and contracts between governmental and non-

governmental organisations. These management agreements predetermined new parameters of 

service provision and coverage, development of performance indicators and evaluation 

methods, definition of obligations and responsibilities, and instruments for public 

participation and accountability. 

Contractualisation became a legal and organisational basis for hospital funding, planning, and 

administration (see Chapter 5); it framed the organising principles for coordinating roles and 

responsibilities among central and local executive health bodies and public and private 

providers within the national healthcare network (Pereira Júnior, 2018). Overall, such a 

network policy aimed to reorganise public and private hospitals through integrated 

organisational forms encompassing new directives and goals for securing proper funds and 

granting greater managerial autonomy for more efficient insertion of health providers into 

SUS (Ministry of Health, 2004). The management contract/covenant is agreed between the 

hospitals and local health departments, whereby the targets, assessment criteria, and a mix of 

global and output budgeting are conjointly set up (Ugá and Lima, 2013). 

In 2013, the federal government published the Política Nacional de Atenção Hospitalar 

(PNHOSP), or National Policy for Hospital Care, seeking to advance the reform agenda. As 

noted by Pereira Júnior (2018), this programme merged much of the previous regulations and 

policies into a single juridical institutional framework that helped foster ongoing reform 

strategies for the hospital care sector. In essence, this was an attempt to nest changes in the 

hospital system somewhere in between soft and hard NPM approaches by further 

incorporating private sector-like ideas such as performance management, outsourcing or 

operational functions, expenditure transparency and efficiency, rationalisation, effectiveness 

in achieving goals, results-oriented planning, monitoring, and auditing, and 

professionalisation of health managers, while keeping the public nature of SUS in providing 

robust healthcare policies and high-quality hospital services. 
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In this vein, the Brazilian hospital reform trajectory can be characterised by efforts to 

introduce key NPM elements around marketisation, management, and measurement (3M 

model). The PNHOSP favoured the adoption of MTMs such as performance measurement 

and contracting out of services through partnerships and concessions to privately-owned 

health organisations as a way to encourage decentralisation of provision and better 

performance of hospitals integrated into SUS. Nonetheless, the programme advanced 

decentralisation not by means of outright privatisation but rather participatory modernisation 

(Pollitt and Bouckaert, 2017) through devolution of powers to states and municipalities, or, in 

other words, “regionalisation” processes (Ugá and Lima, 2013; Santos and Pinto, 2017). 

Therefore, although privatisation mechanisms have been relevant elements of Brazil’s reform 

trajectories in the public sector, moves towards privatisation of state-owned health 

organisations have been treated with much more reserve, with quasi-market alternatives such 

as PPPs, public enterprises, and contracting out being extensively resorted to instead. Santos 

and Pinto (2017:111) summarise the reform trajectory in the hospital care sector in two policy 

routes: “regionalized municipalization and partnership alternatives of indirect public 

management –, while preserving the administrative patrimony of the previous period, with 

emphasis on the creation of new corporate entities”. As argued throughout the thesis, within 

this second route of soft NPM we can find the creation of public companies regulated by 

private law, such as EBSERH. 

Figure I.3: Distribution of hospital units in the public and private sector (1976-2018) 

 

Source: Adapted from Pereira Júnior (2018) and MH (2004) 

Taking a broad view, reforms have led to what in effect has been an expansion of the network 

of public hospitals. Figure I.3 above shows that while the number of public hospitals rose 

steadily between 1976 and 2018 there was a marked decrease in privately-owned hospitals 

from the implementation of SUS in the early 1990s to 2009, followed by an upward trend 

over the last decade. As noted earlier, however, despite the huge expansion of the public 

subsector of SUS, the private subsector still holds the lead when it comes to hospital services 

provision. This is likely to be related to the preponderance of small- and medium-sized public 

hospitals with lower technological incorporation, shortages of funding in SUS, and the surge 

of private health insurance coverage. As of 2018, Brazil’s hospital chain consisted of 7,773 

hospital units, of which 3,314 (43%) were publicly owned and directly managed by the MH, 

local health departments, and other public institutions of the direct public administration (e.g., 

armed forces); within this group, there was a small fraction of hospitals run by publicly 

owned foundations and enterprises pertaining to the indirect public administration, as the case 

of HUFs linked to EBSERH illustrated. Another group of 2,580 (33%) hospitals belonged to 
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profit-driven private companies while 1,879 (24%) units were owned by non-profit private 

organisations. In the same period, Brazil had 481,383 hospital beds, of which 39% were 

distributed across public hospitals; private companies and non-profit entities accounted for 

37% and 24% of hospital beds respectively (Pereira Júnior, 2018). 

It can be pointed out that the Brazilian hospital care system remains considerably 

heterogeneous in terms of location, budget, infrastructure, complexity, type of care, and 

management performance. Despite some meaningful improvements promoted by the 

PNHOSP, deep-seated issues founded in the Brazilian hospitalocentric model – such as lack 

of planning, underfunding, high costs, poor technological incorporation, low level of 

investment in professional qualification, lack of technical, epidemiological, and demographic 

guidelines, poor regulation of services provided, and personnel management challenges – 

have impaired the full implementation of the reform programme and therefore jeopardised 

more robust achievements (Pereira Júnior, 2018; Ministry of Health, 2004), with particular 

effects to public teaching hospitals. 
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APPENDIX 

J 

Notes on the history of the 

professionalisation of medicine in Brazil 

The early days of medical practice in Brazil Colony 

The history of the medical profession in Brazil dates back to the colonial period. Between the 

16th and 18th centuries, Brazil lacked an official health policy since Portugal had no concern 

about public health and medical education in the colony. Doctors’ presence was scarce 

throughout the territory (Edler, 2010), and only a handful of licenced physicians and barber-

surgeons were willing to move from Europe to Brazil Colony. Most of those who did so were 

Portuguese, Spanish, French, and Dutch new Christians, or Jews newly converted to 

Catholicism, who were trying to escape from the Inquisition (Rezende, 2009; Miranda, 2017). 

The population was assisted by barber-surgeons, healers, and midwives. However, the 

primary source of medical care was provided by Jesuits whose work involved religious, 

educational, and health tasks such as the treatment of diseases and epidemics, studies of 

native medicinal herbs, apothecary services, nursing care, and construction of hospitals, such 

as the Irmandade da Santa Casa de Misericórdia, which was erected in 1542 as the first 

hospital institution in the country (Soares, 2021; Carvalho, 2019; Araújo and Leta, 2014; 

Pereira Júnior, 2018). The prevalence of Jesuit voluntary work lasted until the 18th century, 

given the close intertwining between medicine and religion as well as the shortage of trained 

and licenced medical professionals (Calainho, 2005; Cunha et al., 2009; Edler, 2010). 

The few practitioners available in the country were frequently doubted by the public due to 

poor-quality services. As a result of their undervalued social status and position in colonial 

society, doctors often needed to do extra work in different villages to make a living; some 

used to work for military infirmaries and charitable organisations (e.g., Santas Casas) while 

others provided home care services to highborn people or elite white settlers, being 

occasionally compensated with food, fabrics, and manufactured goods coming from Europe 

(Cunha et al., 2009). Slaves, plebs, and poor peasants living in unsanitary conditions could 

not count on any public health services and few survived widespread epidemics by resorting 

to barber-surgeons, healers, and charlatans of all sorts (Rezende, 2009). Because of the high 

price of drugs and medicines, many medical practitioners turned to local natural resources and 

indigenous healing knowledge to treat patients (Calainho, 2005; Cunha et al., 2009). In fact, 

popular medicine practised by indigenous, African slaves, and mixed-race people dominated 

healthcare in Colonial Brazil. 

Although backed by Portuguese law, doctors were not supported by still incipient local 

authorities in protecting their professional prerogatives (Edler, 2010; Miranda, 2017). The 

earliest reference to medical regulation in Brazil dates back to the mid-16th century when the 

Portuguese administration assigned two major health officials, a chief physician and a chief 

surgeon, to organise medical license and practice in the colony. Medical practitioners were 

required to apply to those royal authorities or their commissioners and demonstrate formal 

qualifications in order to obtain a licence letter allowing them to practise medicine in a certain 

locality and for a fixed period (Rezende, 2009; Miranda, 2017). The By-law of 1744 

introduced by the chief physician tried to advance the organisation of medical work by 

focusing on auditing, tax collection, and punishment of malpractice, although these measures 

did not improve people’s health conditions (Edler, 2010; Miranda, 2017). The rule also 
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established professional stratification in medical work, raising competition between 

physicians, barber-surgeons, apothecaries, and chemists, although differentiation remained 

quite opaque for the public. Physicians trained in Europe composed a minority group that was 

responsible for diagnosing diseases and treating patients, while barber-surgeons were in 

charge of performing more basic tasks such as tooth extractions, bloodletting, and surgical 

procedures to treat wounds and fractures. In the absence of doctors, apothecaries were 

responsible for drug manipulation and prescription, especially in remote inland cities (Cunha 

et al., 2009; Rezende, 2009; Miranda, 2017). Although occupying the top of the professional 

pyramid, physicians’ and surgeons’ authority was hardly recognised by a population 

accustomed to mystical healing practices. Furthermore, licenced practitioners seemed unable 

to politically persuade the government to reinforce regulations to ensure their monopolistic 

control over the diagnosis of diseases and prescription of treatments (Edler, 2010). 

The impact of the Portuguese royal family on medical education  

In 1807, the Portuguese royal family and its court of nearly 15,000 members arrived in Brazil. 

They departed from Portugal just a few days before Napoleon Bonaparte’s forces invaded 

Lisbon. The arrival of the Portuguese crown represented a historical “metropolitan reversal”, 

as Rio de Janeiro became the capital of the entire kingdom of Portugal. 

The arrival of the royal family represented a disruptive event in the scenario of medical 

education (Santos, 1995). King Dom João VI soon realised the poor sanitarian conditions of 

the country, including several kinds of illnesses and epidemics (e.g., malaria, variola, 

dysentery, typhoid fever, syphilis, leprosy) affecting the local population (Miranda, 2017). So, 

after 300 years of no health policy, strategies to improve sanitation and healthcare standards 

were finally advanced. These involved the creation of training courses for surgeons and the 

construction of medical schools, which, however, remained sanctioned by the University of 

Coimbra. In 1808, two medical-surgical schools were founded in the states of Bahia and Rio 

de Janeiro, introducing patterns of higher education and organisation of care, although 

medical education was still restricted to members of the court and society’s elites (Santos, 

1995; Rezende, 2009; Edler, 2010; Miranda, 2017; Soares, 2021; Carvalho, 2019). In 

addition, a royal edict established that a few Brazilian students from elite families should be 

sent to Europe to study medicine in cities such as Coimbra, Paris, Salamanca, Montpellier, 

and Edinburgh (Cunha et al., 2009; Rezende, 2009; Miranda, 2017). From 1832 onwards, 

doctors began to graduate in the country since secular medical-surgical schools were 

converted into colleges of medicine associated with charitable hospitals (Santos, 1995; 

Carvalho, 2019).  

On the one hand, the foundation of medical colleges can be conceived as an important step 

towards the formation of a distinguished, active, and more cohesive domestic medical 

profession in Brazil Colony (Edler, 2010; Rezende, 2009; Carvalho, 2019; Araújo and Leta, 

2014) since foreign doctors came to be gradually replaced by Brazilian practitioners. On the 

other hand, the initial performance of these schools was harshly criticised by some medical 

historians: 

Those two schools […] constituted the starting point for further systematised advancement of 

science, but they were the most rudimentary and deficient. To get admitted, a candidate was only 

required “to know how to read and write” and nothing else. In the medical-surgical course, the 

student learned theoretical notions of anatomy, physiology, and pathology, with some surgical 

and clinical practice being done at the Bahia school, and these subjects plus therapeutic and 
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obstetrics in Rio de Janeiro. […] such schools provided their students with quite limited skills: 

not much more than the competencies ascribed to charlatans and healers by the Protomedicato 

Board12, a very powerful institution back then that used to grant, without further ado, licences to 

its supporters for them to practise of medicine anywhere in Brazil (Freitas, 1944). 

Several health policies and administrative actions were implemented by the government to 

safeguard the population’s health, such as laws regulating personal and collective hygiene, 

public street sanitation, control of harbour cities and commerce, food processing, and 

compulsory immunisation and vaccination for children. Such a “hygienist wave” depicts the 

rising of a national public health sector in Brazil, insofar as public health came to be seen as a 

social and economic matter (Eugenio, 2010). In this context, social medicine associated with a 

national sanitarian policy emerged to tackle issues around basic sanitation and public health 

through surveillance, changes in people’s habits and beliefs, and strategic medical 

interventions (Marinho, 2014). As Eugenio (2010:149) explained: 

[…] at that time medicine turned into an instrument for intervention in society, so that the causes 

of sickness, especially those manifesting frequently as epidemics, could be preventively 

addressed to avoid so much mortality. 

The institutionalisation of a professionalisation project in Brazilian 
medicine  

Brazil became independent from Portugal in 1822. The new politico-administrative scenario 

established in the Empire of Brazil brought about significant changes for the medical 

profession, notably developments in the academic arena. From 1826 onwards, faculty 

members of national schools of medicine became responsible for issuing diplomas for the 

practice of medicine (Santos, 1995). During the same period, a short-lasting regional medical 

journal called Folha Medicinal do Maranhão was founded, publishing fourteen volumes 

about major sicknesses affecting the provinces. The journal O Propagador das Sciencias 

Medicas was created in 1827, being recognised as the first medical journal in the country by 

many Brazilian scholars (Rezende, 2009). 

Changes in medical education triggered changes in the organisation of the medical profession. 

A group of doctors trained in the country sought to strengthen their status by protecting the 

profession in the labour market (Santos, 1995). In October 1832, a law was enacted to 

reformulate the structure of medical-surgical schools by fixing clearer boundaries for medical 

practice. The aim was to promote stricter scrutiny of those seeking to enter the profession. 

Medical practitioners (e.g., surgeons, apothecaries, and physicians) were grouped to become a 

single professional category and were granted the right to practise medicine once they had 

graduated from Brazilian schools. The law also traced the first institutional elements of 

academic hybridisation in the medical profession, for all teaching posts in medical colleges 

should be held by physicians. In addition, the act determined that: 

Art. 12. Holders of a Doctoral Degree in Medicine from Brazilian schools will be allowed to 

practise indistinctively all branches of the art of medicine across the whole Empire. 

 
12 In 1782, Portugal extinguished the positions of “chief-physician” and “chief-surgeon”, transferring medical 

licensing and surveillance to the Protomedicato Royal Board. With the arrival of the Portuguese crown in 

1808, the medical licensing system changed again. The King abolished the Protomedicato Board and re-

established the positions of “chief-physician” and “chief-surgeon” (Miranda, 2017). 
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Art. 13. Without a degree awarded or approved by such schools, nobody can treat, have a 

pharmacy, or assist in birth […]. 

The 1832 statute guaranteed free medical teaching, meaning that nationals and foreigners 

would be permitted to create education programmes in various branches of medical sciences 

and to teach medicine without any opposition from other medical scholars. 

Brazilian medicine was then configured as a liberal profession (Pereira Júnior, 2018), resting 

on traditional professional prerogatives akin to the hegemonic model that characterised 

medical practice in other countries. However, such a philanthropic-liberal model eventually 

contributed to dispersing the medical class, which needed some time to recognise the 

necessity to self-organise as a professional category to defend its interests (Rezende, 2009). 

The 1832 act turned the art of medicine into an exclusive legal prerogative ascribed to doctors 

trained in medical schools, which gradually enhanced their prominence in society by 

acknowledging their authority over health policy, legal reports, parenthood, matrimony, etc. 

As Santos (1995:102) points out, “Through a variety of mechanisms the medical profession 

transformed and consolidated its professionalisation project, thus obtaining status, autonomy, 

prestige, and a labour market”. The increasing reputation and power doctors acquired were 

crucial for the development of a national corporative project, which was boosted by state 

sanction and alignment with the interests of the ruling class. 

Concerning regulation, the figures of chief physician and chief surgeon were extinguished in 

1828, with their duties on auditing and regulation being transferred to municipal councils. 

Healthcare provided by healers and unqualified practitioners was deemed illegal, although 

remained commonplace for many years in view of deficient government control. 

In the wake of this professionalisation endeavour, the foundation of the Brazilian Imperial 

Academy of Medicine in 1829 – now referred to as the National Academy of Medicine 

(ANM) – and several societies such as the Society of Medicine of Pernambuco (SMP) in 

1841, the Society of Medicine of Bahia (SMB) in 1848, and the Society of Medicine and 

Surgery of Rio de Janeiro (SMCRJ) in 1886, represented a turning point in the 

institutionalisation of the medical profession. These highly prestigious medical associations 

played a key role in improving the scientific and ethical foundations of the occupation, and its 

strengthening under the power structure of society (Santos, 1995) by exerting great influence 

on the development of new legal frameworks to ensure licenced doctors the monopoly of 

medical work (Edler, 2010). 

Reinforcing medical training 

In 1889, the republic was proclaimed in Brazil. In the early years of the republic, the country 

founded only three colleges of medicine (Rezende, 2009). In this context, poor sanitation 

conditions and epidemic outbreaks called for public reforms in the health sector and 

decentralisation of medical education (Marinho, 2014). To address these issues, government 

interventions involved the creation of public health bodies and expansion of medical 

education across the country, leading to the foundation of private medical schools in the states 

of Rio Grande do Sul in 1898, Minas Gerais in 1911, and Paraná in 1912 (Carvalho, 2019). 

The creation of the School of Medicine and Surgery in São Paulo in 1912 particularly 

illustrates how public actions for the development of medical education were strongly 
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interlaced with the personal status and power of reputable professional and academic figures 

within the medical class. As Marinho (2014:59) states: 

Embedded in a social and political environment in which individual relationships and personal 

prestige had prominent weight on the construction of institutions and power spaces, they played 

well-demarcated roles in the power structure, enabling the establishment of the Faculty of 

Medicine. 

The creation of the College of Medicine in São Paulo can be seen as a milestone in the 

development of a perspective of medical education focused on scientific research and 

laboratory practice, in contrast to medical training based on didactic methods of hands-on 

instructions and clinical practice. Furthermore, other medicine courses available for medical 

students were often organised under confused curriculums and differing objectives, entry 

requirements, and duration (Santos, 1995). So, the dissemination of an associative model 

liking medical schools and philanthropic hospitals managed by religious congregations 

(Carvalho, 2019), the recruitment of foreign clinical academic doctors, and the curricular 

balance between theory and clinical practice paved the way for Brazilian medical students to 

acquire more scientific-oriented, as opposed to merely clinical-driven, medical qualification 

(Marinho, 2014). 

It is worth noting that the faculties’ reliance on philanthropic hospitals (e.g., Santas Casas de 

Misericórdia) (Pereira Júnior, 2018) contrasted with the recommendations of Abraham 

Flexner’s seminal report on medical education in the USA and Canada. Published in 1910, the 

report provided a forward momentum in the education of doctors by establishing many 

foundational aspects of contemporary medical training worldwide. According to Flexner 

(1910), the education of medical professionals under changing conditions implied entirely 

different demands relating to professional training. In Brazil, this was reflected in increased 

claims for new medical schools operating in university surroundings to avoid issues such as 

dual hierarchies, conflicts between clinical and academic staff, and differing visions about 

investment priorities (Carvalho, 2019). Thus, universities and colleges of medicine gradually 

began to set up their own hospital facilities to “modernise” their medical education services. 

Entrenching medical professionalism amid industrial times 

The intervention of the Brazilian state in healthcare provision remained restricted to sanitation 

and hygiene policies until the 1920s. Government actions were mainly focused on basic 

sanitation and epidemiological control, primarily to meet the requirements of agricultural 

exporters (Pereira Júnior, 2018; Maciel Filho and Pierantoni, 2004). In the 1930s, however, 

Brazil experienced a wave of industrialisation and economic growth. With the process of 

industrialisation and the formation of social welfare systems, state efforts to meet demands for 

health assistance scaled up. Government measures comprised the expansion of sanitation 

campaigns, the foundation of large public hospitals to provide care and deal with infectious 

diseases that required further state control, the creation of comprehensive healthcare services 

and social welfare programs, and centralisation of the public health system, based on a greater 

federal intervention in states and municipalities (Ribeiro et al., 2010; Maciel Filho and 

Pierantoni, 2004). 

The consolidation of the professionalisation of medicine is arguably intertwined with the 

country’s industrialisation, for this process induced further diversification of the labour 

market, new forms of work organisation, and greater complexity in medical activity 
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(Guimarães and Rego, 2005). As a result, the medical profession became a relevant and 

trusted social category in Brazilian society. The creation of new schools of medicine and 

teaching hospitals increased the number of doctors. By 1950, fifteen colleges were graduating 

2,000 new medical professionals annually (Rezende, 2009). 

This period demarcated a shift towards the nationalisation of privately-owned hospitals linked 

to colleges of medicine and universities. As Carvalho (2019) notes, between 1949 and 1960 

thirteen private medical schools were transferred to the federal public administration either by 

cession or donation. This figure increased to 22 by 1980, thus accounting for 70% of all 

medical schools and their hospital facilities, which were then elevated to the status of federal 

university hospitals (HUFs). 

The progressive nationalisation of medical schools and teaching hospitals can be explained by 

three main factors: first, increasing financial difficulties faced by private institutions of higher 

education and public universities managed by local authorities; second, public claims for free 

education coming from a growing middle-class; third, clinic and academic professionals’ 

aspirations to access work benefits and privileges entitled to civil servants employed by the 

federal government. As Carvalho (2019:50) further explains: 

Federalisation, regulated by Law n. 1254 in 1950, reflected the managerial difficulties faced by 

the private sector and state governments, and the rising demand from students. The incorporation 

[of medical schools and hospitals] into universities derived from the precedence of this 

institutional model in Brazilian higher education […]. 

Aiming at enhancing the representative structure and strengthening doctors’ capacity for 

political mobilisation and influence, several medical councils, societies, and trade unions were 

founded in the first half of the 20th century. These institutions demarked the modern period of 

medical organisation and regulation in Brazil. For example, the first trade union of liberal 

medical professionals, the Brazilian Medical Union (SMB), was established in 1927 as a 

result of workers’ movements to fight for better working conditions and stronger political 

representation in the economic sector (Santos, 1995). 

In 1945, the Decree-law n. 7955/1945 introduced national and regional councils of medicine 

with powers to safeguard the principles of professional ethics in medical practice. The Federal 

Council of Medicine (CFM), in particular, became a key body in organising, regulating, and 

overseeing professional standards and medical ethics, contributing to institutional closure and 

monopoly over medical knowledge. However, the rule established some degree of state 

interference over the organisation of the medical class by determining that the Ministry of 

Labour, Industry and Trade was responsible for deciding on any cases and matters not 

covered by the norm. For some medical historians, the law introduced an alien, unqualified 

actor into the medical field to serve as a referee in professional ethics issues (Marinho, 1986; 

Santos, 1995). According to Santos (1995), such state interference was firmly rejected by 

doctors who tried to pressure the government towards further regulation changes. Doctors’ 

actions included the creation of another important professional body, the Brazilian Medical 

Association (AMB), established in 1951 as a response to the CFM. Another law organising 

the councils of medicine was approved in 1957, providing these professional organisations 

with financial and administrative autonomy. Although linked to state power, government 

interference in the CFM was diminished, while the councils succeeded in taking over 

prerogatives on licensing and surveillance. 
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The medical practice thus became oriented by a comprehensive approach in which clinic and 

moral conduct were interwoven (Luz, 1982). The relationship between doctors and patients 

was personalised and subjective, dismissing any intermediary part in the definition of time, 

modes of work, and fees-for-service. Skills and discretion were considered major traits of 

medical work (Pereira-Neto, 1995). 

The aforementioned measures, therefore, enabled the medical profession to take a superior 

position in the healthcare sector in relation to competing actors such as pharmacists, 

midwives, nurses, and dentists. Likewise, the monopoly of expertise gave the medical 

profession the conditions to legitimise its differential power in the division of labour so as to 

establish a professional hierarchy over other health providers in the expanding Brazilian 

health sector. 

Proletarianisation and deprofessionalisation trends in Brazilian 

medicine 

By the middle of the 20th century, medical work faced important changing trends in two major 

dimensions of medical professionalism: knowledge and market (Pereira-Neto, 1995; 

Donnangelo, 1975; Maciel Filho and Pierantoni, 2004). Developments in science and 

technology and the influence of scientific management advanced the processes of 

bureaucratisation and specialisation of medicine. The introduction of new technologies altered 

the cognitive basis of medical practice in a labour market increasingly oriented towards the 

further application of capital. This led to doctors’ loss of technical autonomy due to increasing 

dependence on powerful technological devices and machines for diagnosing and combating 

diseases (Pereira-Neto, 1995; Santos, 1995; Maciel Filho and Pierantoni, 2004).  

In fact, the almost sacred principle of providing healthcare collided with calls for growing 

profits and division of labour (Guimarães and Rego, 2005), leading to what is often referred to 

as “a loss of professional direction” (Santos, 1995:107). In other words, technification and 

specialisation promoted the detachment of medical work from some of its most traditional 

principles, such as autonomy and self-reliance. As Santos (1995:107) argued: 

A doctor who was able to solve problems, even in the patient’s home, is now pulled away from 

such a possibility while increasingly relying on a complex apparatus that is usually found in 

hospitals, where tests and technologies he alone cannot maintain are available. As his training is 

primarily specialised, there are not many conditions for creativity to assist in the rupture of this 

dependence. 

In this vein, the relationship between doctors and patients changed. Doctors’ professional 

identity and authority were challenged by a clientele that no longer dissociated the 

professionals from the paraphernalia they simultaneously operate and are subject to (Santos, 

1995). Moreover, subjectivity and sensibility became gradually secondary traits of the doctor-

patient relationship (Pereira-Neto, 1995). As Donnangelo (1975) points out, whereas 

technological medicine provided more accurate diagnostics the intersubjectivity that used to 

characterise the nature of the doctor-patient relationship was diminished and depersonalised. 

The expansion of industrialisation, urban concentration, and a rising working class demanded 

wider implementation of state measures to improve preventive medicine, sanitation, and 

public health service provision, leading to a considerable expansion of a network of hospitals 

linked to public universities under the social security system (Pereira Júnior, 2018). The state 
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thus became a central player in the market of healthcare delivery (Donnangelo, 1975; Santos, 

1995; Pereira-Neto, 1995; Maciel Filho and Pierantoni, 2004). The broader role of the 

Brazilian state in the organisation and management of healthcare provision enlarged the 

medical labour market in the public sector, given that the government expanded the provision 

of healthcare services to a large low-income population that was not assisted by private 

medicine. In addition, new arrangements of employment (e.g., salaried work, fixed contracts, 

tenured statutory positions) offered doctors opportunities for earning a more regular income 

working in the public service (Pereira-Neto, 1995; Santos, 1995; Maciel Filho and Pierantoni, 

2004). 

The development of strong bureaucratic structures in health organisations imposed greater 

segmentation and standardisation on medical work. Doctoring became increasingly 

subordinated to bureaucratic principles of work organisation, upon which the rationalisation 

of public administration was carried out since the bureaucratic reform of the 1930s (see 

Chapter 4). The bureaucratisation of public administration was perceived as a threat to 

professional freedom, autonomy, and self-regulatory prerogative (Pereira-Neto, 1995). 

Medical surveillance became a shared responsibility between medical councils and public 

administration authorities, which points to a greater relation of interdependence in terms of 

professional dominance (Santos, 1995). 

From the 1960s, the state action favoured and financed the development of a complex 

medical-industrial system of health provision combining public service organisations and the 

private sector, thus organising healthcare in an essentially capitalist fashion (Cordeiro, 1984). 

By the early 1980s, for instance, 51% of the health workforce was concentrated in the private 

sector, and three out of four hospital beds pertained to a large chain of privately-owned 

hospitals (Maciel Filho and Pierantoni, 2004). The expansion in private medicine also led to 

an increased rate of salaried medical employees, bringing doctors into the realm of classic 

wage work (Donnangelo, 1975; Guimarães and Rego, 2005; Maciel Filho and Pierantoni, 

2004; Meneleu Neto et al., 2006; Scheffer et al., 2020). 

As a result, doctors’ average income was reduced and having multiple jobs with increased 

working hours became a common working condition in the medical profession (Maciel Filho 

and Pierantoni, 2004; Scheffer et al., 2020). Two main institutional factors can help explain 

the loss of economic autonomy (McKinlay and Marceau, 2002) in Brazilian doctoring: the 

medical education system and the healthcare model (Maciel Filho and Pierantoni, 2004). The 

first refers to a disarticulation between medical education providers and professional bodies in 

properly organising the growth of medical schools, training, registration, and supply of new 

medical professionals in the labour market, as well as their even distribution across the 

territory. For Guimarães and Rego (2005), such a mismatch led to an overproduction of 

doctors and to enhanced inter- and intra-professional competition in urban centres, which 

contributed to a sharp decline and differentiation in pay levels. The second factor relates to 

the growth of private healthcare, with a proliferation of health insurance companies and 

cooperatives (Meneleu Neto et al., 2006). Combined with the oversupply of doctors and the 

public sector pay freeze, the expanding model of corporate medicine promoted a progressive 

proletarianisation of medical professionals in Brazil. 

With the expansion of salaried work and part-time and dual-job contracts (Scheffer et al., 

2020), the medical class became more fragmented and complex. On the one hand, there was a 

significant growth of private practices and hospitals in which doctors were employed by other 

peers, who tended to take a more managerial conduct inspired by business reasoning. On the 
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other hand, employed doctors came to recognise their professional and ethical interests as 

differing from their employers. For Santos (1995), such stratification led to conflicting 

interests within the medical workforce, with increasing elitisation of some professionals vis-à-

vis their peers. 

Furthermore, professional politics, now oriented towards greater efficacy, productivity, and 

rationalisation of medical care, drifted apart from more traditional occupational interests, 

ultimately weakening the organisation of a broader, national collective agenda, exemplified 

by political polarisation and deflation in doctors’ participation in professional entities and 

unions (Santos, 1995; Guimarães and Rego, 2005; Scheffer et al., 2020). As Santos 

(1995:110) explained: 

In effect, what has been happening is that some doctors are approaching other workers in the 

sector to participate in collective struggles and seek economic gains through more general and 

sectorial-based mobilisations. This has compromised the professional principle of self-

representation by deviating doctors from their historical corporative project. Exclusive trade 

unions have exerted less and less pressure and bargaining power over the public and private 

markets, imposing sectoral articulation as an alternative to broader representation.   

Therefore, Brazilian doctors went through substantial changes in the organisation of their 

professional work throughout the 1970s. Those who used to have a strong identification with 

their peers and more personalised relationships with patients (Santos, 1995; Pereira-Neto, 

1995) came to face a process of erosion in status, economic autonomy, and political influence. 

The fluid relationship between the Brazilian state and the medical 
profession 

From the 1980s, the redemocratisation and rise of neoliberalism triggered important 

constitutional reforms in the public sector and state deregulation of labour relations in Brazil 

(see Chapter 4). Despite stagnation in wages due to corporate restructuring of healthcare 

markets (Maciel Filho and Pierantoni, 2004), the medical profession proved itself capable of 

preserving high levels of jurisdictional autonomy concerning the regulation of the labour 

market compared to other health occupations. This is because Brazilian medicine has 

historically been able to guarantee low patterns of state intervention in medical training, 

licensing, and work organisation since the early stages of its professionalisation (Rodrigues et 

al., 2013). As Ceccim and Pinto (2007:269) note, the “country does not have a tradition of 

state regulation over professional work, education, qualification verification, or licensing of 

work practices”. Unlike other countries such as Australia, France and the UK, there is no 

public policy to regulate the education and supply of doctors in different medical specialities13 

in Brazil, thus resulting in an unbalanced ratio between general practitioners and specialist 

 

13 In Brazil, there is no requirement for doctors to do a residency programme in order to practise general 

medicine. To work as medical specialists, however, physicians must undertake a CNRM-accredited speciality 

training/residency for at least two years or get approved in speciality certificate examinations from any 

medical specialist society linked to the AMB (Scheffer et al., 2020). For Rodrigues et al. (2013), these kinds 

of self-regulation policies demonstrate the crucial role specialist societies and professional bodies play in 

medical education under state protection and sanctioning. 
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physicians and unequal geographical distribution throughout the territory14 (see evidence in 

the following sections) (Rodrigues et al., 2013; Maciel Filho and Pierantoni, 2004; Scheffer et 

al., 2020). 

Furthermore, in a scenario of government incentives for greater involvement of the private 

sector in higher education and consequent explosion in the accreditation of new medical 

schools in private higher education institutions (Scheffer et al., 2020), the regulation of 

medical education remained under the strong influence of medical associations and health 

corporations (Maciel Filho and Pierantoni, 2004). Residency programmes, for instance, were 

established by decree in 1977, and the National Committee on Medical Residency (CNRM)15 

was set up as a collegiate, advisory, and deliberative body under the MEC to regulate, 

oversee, and assess educational institutions and residency programmes (Decree n. 

80281/1977; Decree n. 7562/2011). Most of the committee members appointed by the MEC 

should be representatives of important professional medical entities (e.g., CFM, AMB). As 

this suggests, the fluid relationship between the state and the medical profession appears as a 

key aspect of medical regulation and education in Brazil and can be understood as involving a 

tacit alignment between the state apparatus (e.g., MEC, MH, CNRM) and professional bodies 

(Rodrigues et al., 2013). As Feuerwerker (1998:62) pointed out: 

Medical Residency in Brazil, therefore, although institutionalised and potentially over the control 

of the Ministries of Education and Health, as well as of other authorities in these areas, has had 

its direction defined by institutions that maintain programmes under a relationship that is 

mediated by the interests of medical corporations in the labour market: residents, speciality 

societies and other entities. 

Nevertheless, the creation of SUS in 1988, underpinned by the principles of budgetary and 

political decentralisation, universal care, and community participation, led the Brazilian 

government to foment a nationwide shift from tertiary/hospital-centred healthcare to 

comprehensive primary healthcare (Harris and Haines, 2010). This, in turn, involved the 

rearrangement of health professional education and supply according to the core principles of 

the new public health system (Rodrigues et al., 2013; Meneleu Neto et al., 2006). The 

implementation of SUS implied greater state control over the supply of healthcare workers 

and a proper articulation between medical schools and the general educational system to 

foster professional qualification in compliance with ever-expanding demands for public health 

services, especially primary healthcare (Rodrigues et al., 2013; Maciel Filho and Pierantoni, 

2004). In this vein, programmes implemented by SUS, such as the PSF and PMM, not only 

represented a growth in public employment for doctors but also became advanced policy 

instruments that inserted doctoring and other health professionals into a new structure of 

healthcare management (Meneleu Neto et al., 2006). It is important to note, however, that 

these interventions have been strongly criticised by some professional entities for implying a 

greater level of state regulation over the medical profession, given that the government 

 

14 The poor distribution of doctoring across the country is strongly associated with the market focus on 

specialised private medicine at the expense of general practice engaged in primary care, which is mostly 

provided by SUS in rural and remote areas. In 2020, 61.3% of Brazilian doctors had some clinical speciality 

training while 38.7% were general practitioners/family doctors with no specialist degree (Scheffer et al., 

2020). Most specialist physicians remain in great urban centres to seek job opportunities in private practices 

and non-state clinics and hospitals. 

15 Linked to the MEC, the National Committee on Medical Residency (CNRM) is in charge of regulating and 

accrediting residency programmes in conjunction with the Federal Council of Medicine (CFM) and the 

Brazilian Medical Association (AMB). 
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strengthened its influence on matters such as remuneration, geographical allocation, training, 

and licensing (Rodrigues et al., 2013). 

New struggles over professional regulation 

Recent debates on self-regulation in the Brazilian medical profession depict reinvigorated 

struggles for professional identity formation and reaffirmation of occupational principles of 

organising medical work in relation to other health occupations. As Guimarães and Rego 

(2005) note, the power of self-regulation is one of the greatest ambitions of the medical 

category, which, nonetheless, depends on the ways the state mediates intense division of 

labour in healthcare so as to protect not only medical professionalism but also other 

professions in the field. 

More recently, the proletarianisation of medicine has been tightened by the growth of 

managerialism, new forms of work control, and corporatisation, thus implying weakened 

economic, political, and clinical autonomies. In the public sector, the relationships between 

medical professionals and public administrations have deteriorated partially due to an 

oversupply of doctors and new employment arrangements. In supplementary private 

medicine, the liberal practice has been overwhelmed by wage labour in health corporations 

and insurance companies (Maciel Filho and Pierantoni, 2004; Meneleu Neto et al., 2006; 

Scheffer et al., 2020), and increasingly depersonalised through a proliferation of doctors 

working as juridical persons (Guimarães and Rego, 2005), a process of social positioning in 

which medical professionals are positioned under law as if they were corporations. 

Moreover, increasing recourse to the justice system to sort out contentions between 

professionals, employers, and clients has led to a decline in the capacity of professional self-

organisation and action on specific occupational issues. While in the past self-regulation and 

the monopoly of knowledge were sufficient to resolve disputes involving medical practice, 

today’s professionals have to resort to the courts, which often results in the enactment of new 

legal frameworks impacting the occupation (Guimarães and Rego, 2005). In this context, the 

Brazilian medical profession has been going through a process of “legal renegotiation” in 

response to changes in the principles of work organisation and pressures from other health 

occupations. Supported by dentists, medical professionals argued that medicine has been 

trespassed by other occupational workers such as nutritionists and dietitians, physiotherapists, 

physical education professionals, psychotherapists, and speech therapists. These pressures 

have led the medical class to seek further state regulation of medical activity so as to get its 

prerogatives and privileges preserved by the law, which sounds quite paradoxical. 

In 2001, for example, the CFM approved the Resolution n. 1627/2001, which defined 

professional medical activity as being all technical-professional procedures undertaken by 

legally authorised physicians in primary, secondary, and tertiary healthcare. According to this 

norm, other healthcare professionals are subordinated to doctors, the latter being the only 

professionals who are allowed to perform health diagnosis and treatment. As Guimarães and 

Rego (2005:12) note, 

It seems clear that the model deduced from that regulatory proposal is one that considers other 

health professions as paramedic activities in a pre-professional stage, that is, supportive to or in 

assistance of medicine. 
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To protect its professional jurisdiction and extend the scope of medical roles in healthcare, the 

medical class proposed widening the concept of medical activity and turning it into a law to 

be applied to all professional occupations in healthcare. The proposal was vehemently 

rejected by other health professional groups arguing that centralising health diagnosis and 

treatment in doctors’ hands would represent a setback in the evolutionary process of 

multidisciplinary healthcare provision while overriding collective and joint action aimed at 

disease prevention, health promotion, and treatment. Besides, opposing professional 

movements argued that other health professions have built and strengthened their practical 

and theoretical competencies, which cannot be subjected to doctoring (Guimarães and Rego, 

2005). So, after twelve years under debate in the Parliament, Law n. 12842/2013 was enacted 

to establish a new legal framework to regulate medical activity. According to this act: 

Art. 2. Sole paragraph. Physicians will perform their professional activities in healthcare aiming 

to: 

I – health promotion, prevention, and recovery; 

II – disease prevention, diagnosis, and treatment; 

III – rehabilitation of sick and disabled people. 

Art. 3. Physicians included in the health team assisting patients or the collectivity will work in 

mutual collaboration with other health professionals. 

As seen, the law does not impose exclusive ownership of doctoring over health diagnosis and 

treatment, as claimed by professional medical associations. Moreover, the act endorses 

cooperative work between doctors and other health workers. Even so, the rule was conceived 

as a victory for the medical profession by reaffirming doctors’ central role in disease 

prevention, diagnosis, and treatment, whereas other health occupations still lack a statutory 

basis for performing such functions more autonomously. Therefore, in light of external 

pressures on medicine’s capacity for self-regulating medical activity, the law can be seen as a 

strategy of professional closure deployed by doctors to preserve the role, status, and prestige 

of their work. The state, precisely the judicial power, appears as an intermediary agent in 

demarcating who, how, and under what conditions medical practice can be performed 

(Guimarães and Rego, 2005). 

The growth in private medical education 

As argued before, there has been a significant degree of disarrangement between the 

educational system and professional bodies in regulating the growth of medical schools over 

recent decades. In addition, neoliberal policies to intensify the private provision of public 

services have led medical education to become predominantly business-oriented in Brazil. 

Today, proprietary medical schools concentrate most of the medical students in the country. 

The privatisation of medical education is inscribed in a neoliberal context of increased 

participation of the private sector in the provision of higher education, fostered by 

government incentives, foreign capital investments, and the rise of large education 

conglomerates. Between 1987 and 2007, 65 out of 93 new accredited courses of medicine 

pertained to for-profit institutions of higher education. Throughout this period, the boom of 
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private medical schools was promoted by constitutional reforms and policies implemented by 

the MEC to enlarge private higher education. More recently, the launching of the PMM to 

expand medical training in underserved areas of the country has led to the establishment of 

numerous private medical schools supported by government incentives (Scheffer et al., 2020). 

It is worth mentioning that the growth of private medical education has been noticed in other 

low and middle-income countries as well. In Asia, for example, for-profit education 

institutions have been proliferating in countries such as India, Bangladesh, Nepal, Pakistan, 

and Taiwan, where most medical schools are non-public (Scheffer et al., 2020). 

The demographic profile of doctoring in Brazil 

In this final section, I focus on the demographic characteristics of doctoring in Brazil. I offer 

an overview of the main features describing how medical work is organised in the country. 

The description of the medical profession draws on an important report published by Scheffer 

et al. (2020), the Medical Demography in Brazil 2020, conducted by the University of São 

Paulo and the CFM. The report provides a comprehensive, detailed, and updated database on 

the profile of doctoring, which helps clarify the current configuration of this occupation in 

Brazil. 

▪ According to Scheffer et al. (2020), as of November 2020, approximately 478,000 

doctors were professionally active in Brazil (see Figure J.1). This is the highest 

number of doctors ever recorded in the country. With 2.38 doctors per 1,000 

people, the doctor-population ratio in Brazil is similar to that of South Korea, 

Mexico, Poland, and Japan but shorter compared with an average of 3.5 

physicians across the OECD. From 1970 to 2020, the number of doctors in Brazil 

grew by over 1,170% while the population rose by 222.3%. It is estimated that 

31,849 new doctors will be trained by 2024. This growth in the medical workforce 

is strongly associated with government incentives to expand the number of 

medical schools in the past decade. 

Figure J.1: Number of doctors and population growth from 1920 to 2020 in Brazil 

 

Source: Adapted from Scheffer et al. (2020) 
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▪ An unequal geographical distribution of doctors across the territory (see Figure 

J.2) impairs the quality and coverage of healthcare in less developed regions. In 

2020 the most economically wealthy region of the Southeast reported 3.15 doctors 

per 1,000 inhabitants, representing a concentration of 53.2% of the total medical 

workforce, while the North and the Northeast (the poorest regions) reported 1.30 

and 1.69 doctors per 1,000 people respectively. Likewise, there is a huge 

inequality in the distribution of physicians between capitals and inland cities 

(Scheffer et al., 2020). 

Figure J.2: Distribution of doctors according to states and density per 1,000 inhabitants 

 

Source: Adapted from Scheffer et al. (2020) 

▪ The demographic study showed that 61.3% of Brazilian doctors hold at least one 

speciality degree whereas 38.7% are general practitioners/family doctors with no 

specialist or postgraduate training. 71.9% of physicians aged 30-60 are speciality 

registrars while most general practitioners are aged 29 or under, considering that 

many are still undertaking medical residency. Four medical specialities 

concentrate 38% of total specialist doctors: medical clinics (11.3%), paediatrics 

(10.1%), surgery (8.9%), and obstetrics and gynaecology (7.7%). The number of 

specialist physicians has increased over the last years, although the unequal 

distribution between specialists and general practitioners remains throughout 

different regions. In the South region, for example, there are 2.07 specialist 

physicians for every general practitioner, whereas this ratio is 1.25 in the 

Northeast (Scheffer et al., 2020). 

▪ As of October 2020, 357 medical schools offered 37,823 undergraduate places for 

medical students. From 2010 to 2020, there was an increase of 124.7% in the 

number of medicine undergraduate courses (see Figure J.3). This growth was 

fostered by government policies towards the creation of medical schools in inland 

cities and a greater participation of the private education sector. From 2011 to 

2020, 84% (17,854) of new undergraduate places in medicine were offered by 
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privately-owned medical colleges mostly located in inland cities, whereas 16% 

(3,278) of new places were offered by public universities (Scheffer et al., 2020). 

Figure J.3: Evolution in the number of new places in medicine courses from 2001 to 2020 

 

Source: Adapted from Scheffer et al. (2020) 

▪ Brazil has also increased the capacity of specialised medical training over the last 

few years. In 2019, 53,776 doctors undertook medical residency in 4,862 

residency programmes offered by 809 accredited health and education institutions. 

There are 55 medical specialities officially recognised by the MEC through the 

CNRM. Funding for medical residency is mostly public. Residents receive a 

monthly stipend (equivalent to GBP 421.54 gross in 2020) to work 60 hours per 

week as speciality trainees. The MH is the main granter of stipends for medical 

residents while state health departments are their second main funding source. 

Other local health authorities, philanthropic institutions, and privately-owned 

hospitals can finance residents’ remuneration (Scheffer et al., 2020). 

▪ Men are still the major force within the medical community, but gender 

differences have been declining. In 2020, 53.4% of registered doctors were men 

and 46.6% women. Thirty years ago, only 30.8% of physicians were female. 

Figures show a trend towards the feminisation of medicine in Brazil as women 

have already become dominant among the youngest doctors. 58.5% of physicians 

under the age of 29 are female; in the age bracket of 30 to 34 years of age, women 

are the dominant gender as well (55.3%). As the age brackets get older, the 

percentage of female physicians drops, with 59.8% of physicians aged 60-64 and 

67.7% of those aged 65-69 being male (Scheffer et al., 2020). 

▪ The average age of professionally active doctors in Brazil is 45 years old. This 

figure has been going down more recently, indicating the medical workforce is 

becoming younger. This process is associated with the growth in new medical 

schools and places in medicine undergraduate courses, which leads to the 

introduction of a large number of junior doctors in the labour market (Scheffer et 

al., 2020). 
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▪ In terms of race and ethnic background, 67.1% of medical students self-declared 

as white people in 2019, with 24.3% of students self-declaring as mixed-race, 

and 3.4% as black. The percentages of black, mixed-race, and low-income 

medical students grew recently. The rise was more significant in public medical 

schools due to affirmative actions (e.g., admission quotas) implemented by 

federal universities. Despite advances in social inclusion, medical education is 

still dominated by white people from higher-income families (Scheffer et al., 

2020). 

▪ Concerning professional practice, 93% of doctors reported working exclusively 

with medicine. This percentage includes hybrid roles related to management, 

teaching, and research. 7% of medical professionals had partial or no dedication 

to medicine, working instead as businessmen, lawyers, or politicians (Scheffer et 

al., 2020). 

▪ According to Scheffer et al. (2020), 90.9% of physicians worked directly in 

patient care and/or had clinical responsibilities, performing tasks such as direct 

patient care, screening tests, diagnostic investigations, surgeries, and other clinical 

procedures (see Table J.4). Within this sample, 35.8% of doctors were hybrid 

professionals who performed some type of non-clinical work. The main hybrid 

activities performed by doctors comprised administrative and management work 

(20.9%), teaching (17.1%), and research (14.7%). These numbers suggest a low 

degree of managerial hybridisation and academic hybridisation in the Brazilian 

medical profession. It is worth mentioning that the previous version of the 

Medical Demography study, conducted in 2018, showed that less than 3% of 

doctors described teaching, research, and management as their preferred areas of 

work (Scheffer et al., 2018). 

Table J.4: Distribution of doctors according to areas of work 

 

Source: Adapted from Scheffer et al. (2020) 
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▪ According to the Medical Demography 2020 research (Scheffer et al., 2020), 

21.5% of doctors worked exclusively in the public sector, while 25.3% worked 

exclusively in the private sector. Most interviewees worked in both sectors 

(50.2%), which suggests having dual-job contracts is a common work 

arrangement in the Brazilian medical labour market. Having more than one job 

was more frequent among doctors who performed hospital surgery (51.4%) and 

consultations (43.3%). The main activities performed by doctors who worked 

exclusively in the public sector were teaching (49.9%) and research (59.1%), 

which means most doctors in public service are academic hybrids working in 

public universities and teaching hospitals. Conversely, only 16.5% of doctor-

professors worked in the private sector (see Figure J.5), even though medical 

education is predominantly private. On the one hand, these figures suggest a 

shortage of academic hybrids of exclusive dedication in for-profit medical 

schools. On the other hand, the importance of public universities in promoting 

academic hybridisation within the medical profession is clear. As for management 

roles, 49.6% of managerial hybrids were in the private sector, while 32.9% of 

these posts were in public health organisations. 

Figure J.5: Distribution of doctors according to area of work in the public and private sector. 

 

Source: Adapted from Scheffer et al. (2020). 

▪ As previously noted, the medical career in Brazil is characterised by multiple 

jobs and different types of work arrangements. Most physicians worked for 

more than one employer or had jobs in more than one site or workplace. As of 

2019, 44% of doctors reported having four or more job contracts. Only 20% of 

physicians worked in a single place. Those who had two or three employments 

accounted for 36.1%. There has been an increase in the ratio of employment by 

doctor over the last years, resulting in an average of 3.61 jobs per physician 

(Scheffer et al., 2020). 

▪ Weekly working hours are also increasing in the medical profession. In 2019, 

45.9% of physicians reported working more than 60 hours per week; in 2014, 

this percentage was 32.4%. The increase in working hours was higher among 

doctors who reported working more than 80 hours per week. In 2014, this group 

comprised 16.9% of medical professionals, reaching 28.9% in 2019 (Scheffer et 

al., 2020). 

▪ Concerning workplaces in the public sector, 35.1% of Brazilian physicians 

interviewed in the demographic study reported work in public hospitals 

(including regular and university hospitals). 20.4% of them worked in primary 

care or family medicine units (similar to GPs). Only 7.7% of doctors were 

academic hybrids who worked in universities and research institutions, while 
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5.9% performed management roles such as public policymaking, leadership, 

auditing, and surveillance (Scheffer et al., 2020). 

▪ In terms of monthly remuneration, 45.9% of doctors earned more than GBP 

2,000/month. Those who worked exclusively in the public sector usually earned 

less. 42.2% of doctors who worked only in SUS received a salary of about GBP 

1,390/month. Doctors working in the private sector or who hold jobs in both the 

private and public sectors usually earn higher salaries (Scheffer et al., 2020). 

▪ Over the course of their professional career, 30.3% of doctors who worked 

exclusively in the public subsector of SUS have later migrated to private 

medicine. Within this group, 54% of medical professionals decided to stay 

exclusively in the private sector, while 46% maintained dual-job contracts in 

both the private and public sectors (Scheffer et al., 2020). 

▪ Doctors who took part in the Medical Demography 2020 study (Scheffer et al., 

2020) indicated a good level of satisfaction with medical work. However, the 

report identified doctors’ complaints about issues such as a decline in pay, poor 

working conditions, and increased workload. For those medical professionals 

working in the public sector, healthcare services have been deteriorating over the 

years. 
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