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Abstract
Background The Danish Health Authority recommended the implementation of new types of emergency 
departments. Organizational changes in the hospital sector challenged the role, identity, and autonomy of medical 
specialists. They tend to identify with their specialty, which can challenge successful implementation of change. 
However, investigations on specialty identity are rare in implementation science, and how the co-existence of 
different specialty identities influences the implementation of new emergency departments needs to be explored for 
the development of tailored implementation strategies. The aim of this study was to examine how medical specialty 
identity influences collaboration between physicians when implementing a new emergency department in Denmark.

Methods Qualitative methods in the form of participants’ observations at 13 oilcloth sessions (a micro-simulation 
method) were conducted followed up by 53 individual semi-structured interviews with participants from the oilcloth 
sessions. Out of the 53 interviews, 26 were conducted with specialists. Data from their interviews are included in this 
study. Data were analysed deductively inspired by Social Identity Theory.

Results The analysis yielded three overarching themes: [1] ongoing creation and re-creation of specialty identity 
through boundary drawing; [2] social categorization and power relations; and [3] the patient as a boundary object.

Conclusions Specialty identity is an important determinant of collaboration among physicians when implementing 
a new emergency department. Specialty identity involves social categorization, which entails ongoing creation and 
re-creation of boundary drawing and exercising of power among the physicians. In some situations, the patient 
became a positive boundary object, increasing the possibility for a successful collaboration and supporting successful 
implementation, but direct expressions of boundaries and mistrust were evident. Both were manifested through a 
dominating power expressed through social categorization in the form of in- and out-groups and in an “us and them” 
discourse, which created distance and separation among physicians from different specialties. This distancing and 
separation became a barrier to the implementation of the new emergency department.
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Background
In many western countries, organizational changes in 
the hospital sector have challenged the role, identity and 
autonomy of medical professionals [1]. In 2007, policy 
reforms by the Danish Health Authority recommended 
the implementation of new types of emergency depart-
ments (EDs) with one common entrance for all acute 
patients (in Danish “Fælles Akutmodtagelser”) [2]. One of 
the most ground-breaking recommendations for the new 
EDs was the continuous presence of senior physicians at 
the frontline. Previously, nurses and trainee physicians 
conducted the triage of patients, and specialty physi-
cians were called in based on the type of injury or dis-
ease. The idea of placing senior physicians at the frontline 
was based on the assumption that collaboration between 
medical specialties would improve diagnosis and treat-
ment [3]. When the policy reform was presented, the 
emergency medicine (EM) specialty was not established; 
it was established a decade later [4]. Previously physicians 
from other medical specialties were responsible for han-
dling the admission, treatment, and discharge of acute 
care patients. The establishment and implementation of 
an EM specialty have resulted in the training of physi-
cians and nurses in emergency medicine for employment 
at the ED. The intention is to enhance the skills, coordi-
nation, and response to emergencies among healthcare 
professionals in the ED, thereby improving patient out-
comes in critical situations.

Medical specialists tend to identify with their spe-
cialty, emphasizing key features of their specialty, such 
as certain expertise, values, norms, beliefs, attitudes, and 
behaviours [5]. Medical specialties have specific profes-
sional identities and domains of knowledge that can 
strengthen the diagnosis and treatment of patients within 
the specialty. Being a member of a specialty can improve 
self-esteem and provide social organization, support and 
understanding in challenging times [6]. However, these 
characteristics can also hinder collaboration between 
specialized departments within the hospital [6]. Research 
has shown that inter-physician conflicts can have a nega-
tive impact on physicians’ well-being and professional 
performance [7–11]. According to Social Identity Theory 
(SIT) [12], people derive part of their self-concept and 
sense of self-esteem from group memberships. Their 
self-view is not determined by personality characteristics 
or by their inter-personal relationships alone. People’s 
self-view is also determined by the groups to which they 
belong, that is, their social identity [5]. However, divi-
sions in social identities can have a negative effect on 
relationships if and when specialties become siloed. A 
potential side-effect is that one specialty implicitly puts 
another specialty down [6] and they imagine the worst 
in each other, which can exacerbate inter-group conflict 
[13]. Further, research has shown that silos in medicine 

also adversely affect patients due to poor communication 
and lack of information-sharing across disciplines, which 
can lead to medical errors [6] and stifle the adoption 
and use of safer practices [8]. Therefore, the collabora-
tion of various specialty identities along patient pathways 
is of utmost importance for the well-being of both the 
patient and healthcare professionals. This social identity 
approach ensures that different medical practices are not 
viewed as isolated functions separated by time and space, 
as emphasized by Huzzard et al. [9].

In a previous study, we found that EM physicians expe-
rienced a lack of recognition, acknowledgement and 
support from other medical specialties. In some cases, 
they felt they were met with mistrust and criticism of 
their expertise, e.g. doubt that they can handle specialty 
patients when they are admitted acutely [10]. Other stud-
ies have documented similar findings, e.g. Pedersen et al. 
[11] observed how EM physicians in a Danish ED experi-
enced mistrust from various medical specialties.

Tailored implementation strategies may be required to 
establish and implement new EDs effectively and address 
the influences of different specialty identities [14]. How-
ever, specialty identity has rarely been investigated in 
implementation science [15, 16] and the development of 
tailored implementation strategies [14] needs to explore 
how the co-existence of different specialty identities 
influences the implementation of new EDs. To comple-
ment the knowledge gap in implementation science 
regarding specialty identity as a determinant (factors 
of importance for the implementation, e.g. barriers and 
facilitators) in implementation processes and support the 
implementation of new EDs, the aim of this study was to 
examine how medical specialty identity influences col-
laboration between EM physicians and physicians from 
other medical specialties when implementing a new ED 
in Denmark.

Methods
Analytical perspectives
The analytical point of departure of this study is based on 
empirical data and the results from two previous stud-
ies evaluating an implementation strategy called oilcloth 
sessions (a micro-simulation method) used in Denmark 
as part of the implementation of new EDs [17, 18]. As 
previously mentioned, the data revealed group conflicts 
among different medical specialties during their par-
ticipation in these oilcloth sessions. This inspired us to 
explore specialty identity deductively through an ana-
lytical lens inspired by SIT [5]. Inspired by Freidson [12], 
specialty identity refers to the unique and professional 
identity that develops within a specific field, such as med-
icine. Specialty identity is shaped by the norms, values, 
and the specific knowledge base that characterize the 
profession. According to Freidson, professionals often 
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seek to maintain a degree of autonomy and control to 
preserve their professionalism and protect their profes-
sional domain [12]. The representatives in this study were 
physicians from the EM specialty and physicians from 
other medical specialties (e.g. cardiology, gastroenterol-
ogy and gynaecology).

Social identity theory
SIT focuses on the nexus between the individual and 
the group. It explores how people see themselves and 
others in terms of social categories and how that affects 
our perceptions, attitudes, and behaviour [5]. According 
to SIT, social identity within a group can lead to group 
members dividing social groups into an in-group (us) 
and an out-group (them) and group members of an in-
group will seek to find negative aspects of an out-group, 
thus enhancing their self-image [5]. SIT highlights that 
inter-group conflicts and competition can be triggered 
solely by the awareness of different groups, and prestige 
is the result of social comparison [5]. An integral part of 
social identity is trust and distrust among members of 
the group and towards members of other groups. Power 
is immanent in all social relations, according to Foucault 
et al. [19], who state that power is manifested through 
discourses, which take the form of a specific type of 
knowledge or language. This enables certain things to be 
articulated while restricting or disallowing the expression 
of others. Applying SIT and the concept of power in our 
analysis allows us to focus on the ways different medi-
cal specialties create social categorizations and manifest 
power and explore the consequential impacts on the col-
laboration and implementation of the new ED.

An ethnographic field study was carried out to examine 
how specialty identity influenced collaborations among 
EM physicians and physicians from different medical 
specialties when implementing a new ED in Denmark. 
Ethnographic field studies are well suited to study the 
meaning that participants attribute to phenomena in 
their naturalistic settings and the social interactions 
between participants [20, 21]. The context for this exami-
nation is the observation of 13 oilcloth sessions [22, 23] 
used to support the implementation of a new ED [17].

In addition, we conducted follow-up semi-structured 
interviews with 53 participants from the oilcloth ses-
sions. Out of the 53 interviews, 26 were conducted with 
specialists. Data from the interiwievs with the specialists 
were included in this study. This enabled us to explore 
how participants experienced the oilcloth sessions and 
elaborate on the situations that we observed. Semi-struc-
tured interviews were chosen because they enabled us to 
subtly push forward the conversation, so prepared ques-
tions were covered while also allowing interesting topics 
to arise during the interviews [24].

Oilcloth sessions
Oilcloth sessions are an educational implementation 
strategy [25] with the purpose of developing new patient 
pathways amd training staff, key employees and manag-
ers in these new patient pathways and introducing a new 
physical building design. A key employee is defined as an 
employee appointed by managers to play a central role 
in the implementation of a new ED in their department 
[17]. Staff, managers and key employees work together on 
a blueprint with plastic figures representing ED staff on a 
scale of 1:50 to generate knowledge and workplace learn-
ing about the planned implementation. The sessions were 
carried out in a 30-m2 room in the hospital. All partici-
pants and the facilitator stood around a table to view the 
blueprint. Each oilcloth session lasted between 1.5 and 2 
hours. Kirk et al. [17] have described the oilcloth method 
in detail. Oilcloth sessions allow for discussions of, for 
example, new forms of organization, physical layout in 
relation to which specialties should be placed where and 
which spaces should be allocated to whom, and methods 
of communication.

Study setting
The study was carried out at a large urban university hos-
pital in Denmark with 700 beds, 5000 employees, and 
around 100,000 admissions a year within a catchment 
area of 550,000 citizens. Establishing the new ED will 
involve different types of organizational change, e.g. sev-
eral specialist departments providing bed capacity and 
physicians to the new ED on two separate floors, mov-
ing to a new building with new facilities and layout, and 
the continuous presence of medical specialists in the ED. 
Further, the number of beds in the ED bed section will 
increase from 26 to 92 beds with stays of up to 48 h, and a 
short-stay unit with stays of up to 6 h will be introduced. 
Approximately 200 employees work in the current ED, 
which is expected to increase to 275 in the new ED. The 
new ED will open in spring 2024.

Participants
On average, 15 to 20 participants participated in each 
oilcloth session. The participants consisted of the hos-
pital’s board of directors, managers and key employees 
from different professions and positions, and they repre-
sented different acute and medical specialist departments 
(Table 1). In total, 64 hospital staff participated in the oil-
cloth sessions.

Data collection
Data included field notes from the ethnographic study 
of the 13 oilcloth sessions carried out by NTS and JWK 
between May 2019 and October 2020. Observations were 
used to understand and interpret collaboration episodes 
and situations among EM physicians and physicians from 
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other medical specialties when implementing the new 
ED. At each observation, an observation matrix divided 
into three columns was used: [1] observations; [2] reflec-
tions; and [3] analytical remarks. Both oral utterances 
and body language were considered. At the end of a ses-
sion, additional notes, reflections, analytical concepts and 
remarks were added. Reflections and central points from 
the field notes were discussed continuously with the rest 
of the author group [17]. The field notes from the obser-
vations resulted in 315 single-spaced pages.

After the oilcloth sessions, interviews were conducted 
between October 2019 and December 2020 by JWK and 
NTS. They were held in the offices of the participants or 
meeting rooms at the hospital. On average, the interviews 
lasted 40 min (from a minimum of 26 min to a maximum 
of 53 min) and covered eight themes contained in a semi-
structured interview guide (See Stefánsdóttir et al. [10] 
for published interview guide). The interview guide was 
developed based on field notes and reflections from the 
observational study. Thus, the interviews aimed to verify 
our findings from the observational study and address 
considerations about specialty identity that emerged 
along the way. The interview guide was developed by 
NTS and JWK and was pilot-tested with a senior con-
sultant employed at the management secretariat of the 
hospital. This was conducted by JWK, and NTS wrote 
notes and asked follow-up questions. The pilot test led 
to minor revisions of the interview guide. All interviews 
were recorded and transcribed verbatim by a research 
assistant, resulting in 403 single-spaced pages.

For this study, the data consisted of semi-structured 
interviews conducted with the 26 physicians who partici-
pated in the oilcloth sessions. They were employed in 12 
different departments. The participants included 10 chief 
physicians, 13 senior physicians and three trainee physi-
cians. To ensure anonymity, participants are presented 
as physicians from or representatives of their specialty 
within four categories: emergency, medical, surgical, and 
other specialty, and not according to their position.

Data coding and analysis
The field notes from the observations were read and re-
read by MBL to get a sense of the whole. The a priori 
codes “us and them”, “knowledge elite” and “power” were 
chosen based on social identity theory to guide deductive 
coding processes. The code “us and them” reflects the 
boundaries between one’s own specialty (“us”) and other 
specialties (“them”) intended to protect the specialty’s 
knowledge and authority and to retain control and auton-
omy over the specialty’s practices. The code “knowledge 
elite” applied to situations when representatives from 
one specialty emerged as dominant by asserting them-
selves scientifically or as professional experts and thereby 
acted or functioned as a “knowledge elite” vis-à-vis other 
specialties. The code of “power” was manifested through 
discourses, which took the form of a specific type of 
knowledge or language.

An initial deductive coding of the transcribed field 
notes guided by SIT was conducted by MBL [26]. Then, 
a secondary in-depth deductive analysis of both the field 
notes and the interview data was conducted by JWK. 
Data were condensed in a coding scheme divided into 
meaning units and then abstracted on a manifest level 
meaning coding close to the text. Data condensation 
refers to the process of reducing and simplifying the col-
lected data to identify patterns and themes in the gath-
ered material [27]. Quotes were chosen to ensure a clear 
link between the data from field notes and the interviews 
to strengthen the confirmability of the findings [24]. 
JWK, OA, MBL and NTS read and discussed the coding 
scheme until agreement was reached to strengthen the 
validity of the analysis. Then, JWK abstracted the coded 
material on a latent level [28].

The main findings were discussed in meetings with the 
rest of the author group (Table 2). These meetings were 
conducted as structured sessions where JWK facilitated 
the discussion regarding the analytical results. An exam-
ple of how these meetings contributed to refinements of 
analytic outputs was the selection of a series of quotes 
that were particularly pronounced in relation to the code 
‘us and them.’ Collectively, we decided to exclude these 

Table 1 Participating departments
Specialty Department
Medical specialty Cardiology

Gastroenterology (Medical)
Infectious Diseases
Internal Medicine (including Respira-
tory Medicine and Endocrinology)

Surgical specialty Orthopaedic Surgery
Gastroenterology (Surgical)

Emergency specialty Emergency Department
Other Clinical Biochemistry

Obstetrics and Gynaecology
Paediatrics and Adolescence Medicine
Radiology

Table 2 Sub-themes and themes
Sub-themes Themes
Boundary drawing Ongoing creation 

and re-creation of 
specialty identity 
through bound-
ary drawing

In-group and out-group
Tacit knowledge
Collective re-creation of boundaries

Us and them as social categorization Social categoriza-
tion and power 
relations

Power struggles
Us and them as discourses
Change in boundaries The patient as a 

boundary object
The patient as a mediating artefact
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highly impactful statements from the manuscript for eth-
ical reasons, as we did not want to be co-agents in rein-
forcing and reproducing too extreme examples of an ‘us 
and them’ dynamic between different specialties.

Ethical considerations
The study was approved by the Danish Data Protection 
Agency (ID no. VD-2019-160). In accordance with Dan-
ish law, formal ethical approval is not mandatory for 
studies not involving biomedical issues and was there-
fore not obtained. The study adhered to the ethical prin-
ciples of the Helsinki Declaration and oral and written 
informed consent was obtained from all participants. 
With inspiration from situational ethics, our knowledge 
of the organizational context of the hospital was handled 
with responsibility, morality and intuition during the 
observations and interviews [29]. For example, we made 
the conditions of anonymity clear and underlined our 
independence from the hospital management as a part of 
the introduction to each oilcloth session and interview. 
Optimal anonymity was ascertained by assigning partici-
pants codes instead of using their names in the field notes 
and transcriptions.

Results
The analysis yielded three overarching themes: [1] ongo-
ing creation and re-creation of specialty identity through 
boundary drawing; [2] social categorization and power 
relations; and [3] the patient as a boundary object.

Theme 1: Ongoing creation and re-creation of specialty 
identity through boundary drawing
The analysis showed that specialty identity was consti-
tuted by social dynamics and alliances between physi-
cians from the same specialty, which in turn created 
boundaries against physicians from other specialties. 
Boundaries are social constructs that delineate which 
knowledge or meaning systems are deemed relevant in 
interactions [30]. These boundaries became apparent 
in prevailing narratives during the oilcloth sessions and 
interviews. The narratives from physicians from the med-
ical specialties occasionally provided evidence that they 
perceived their knowledge as superior to that of the EM 
physicians. An example of this was during a discussion 
about the investigation of patients with stomach pain:

“As specialists, we possess specialized knowledge 
to handle the patients. Specialized knowledge that 
we do not believe physicians from the emergency 
department have to the same extent.” [interviews, 
physician no. 11].

Many of the specialty boundaries were made explicit 
in episodes and discussions dealing with diagnostics, 

referral of patients to the specialist departments and han-
dling of specific patient cases in the ED. Here, specialized 
procedures performed by EM physicians were ques-
tioned by other specialist physicians. For example, an EM 
physician explained:

“Well, it wasn’t that long ago that some of our col-
leagues from a specialist department criticized our 
professional skills. They didn’t think we were skilled 
enough.” [interviews, physician no. 17].

The analysis showed that a specialty was made explicit 
through boundary drawing in terms of what was consid-
ered expertise, which thus legitimated participation in 
the specialty. Specialty boundaries were also formed by 
using internal concepts and professional abbreviations. 
A discussion between a group of surgical physicians and 
EM physicians proceeded as follows:

“Again, it is discussed, which physician should 
attend to the patient and when. A physician from 
the surgical department thinks the patient should 
be attended to and diagnosed within four hours 
and prepared for surgery. A physician from the EM 
specialty asks why this patient should not be evalu-
ated within 30 minutes by a specialist, [which] is 
the instruction by the Danish Health Authority and 
decided by the board of directors. The physicians 
from the surgical department reject this and do not 
believe it is relevant to this patient as it is ‘an obvi-
ous patient’. ” [field notes, oilcloth session no. 6].

This is one of many cases where specialist physicians 
used internal concepts and professional abbreviations. 
An “obvious patient” was understood as a patient who 
exhibits classic and thus recognizable symptoms, diag-
noses or diseases classified within the specific specialty. 
This, in turn, constituted specialty boundaries in relation 
to other specialties. Thus. a statement such as “an obvi-
ous patient” referred to a high degree of tacit knowledge 
within the surgical specialty. The use of tacit knowledge 
becomes a way of creating social categorizations in the 
specialty (the in-group) while distinguishing themself 
from the other specialties (the out-group). Drawing these 
specialty boundaries includes groups, activities and lan-
guage and a way to maintain stability in the specialty 
identity and exclude others.

Re-creation of boundaries
Boundaries were not stable but were re-created. When 
discussions focused on challenges with external partners 
outside the hospital (e.g. paramedics or general practi-
tioners), the physicians and managers, irrespective of the 
medical specialty, collectively moved closer together and 
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thereby re-created their specialty boundaries. One exam-
ple from the field notes was:

“The departmental managers do not trust the qual-
ity of pre-hospital visitation. It becomes even more 
important that we work together.” [field notes, oil-
cloth session no. 2].

Collective re-creation of boundary drawing against exter-
nal partners constituted a sense of unity among EM 
physicians and physicians from the medical specialties. 
Thereby, a new in-group was created as the physicians 
collectively discussed negative aspects of the external 
partners (an out-group). That situation is an example 
of specialty identity as an unstable formation where the 
group of physicians regardless of specialty expanded their 
group identity and boundaries were dissolved. This was 
particularly evident if both the EM physicians and phy-
sicians from the specialist departments experienced the 
benefits and prestige of this alliance. A physician from 
the medical specialty stated:

“It would be fantastic if the general practitioner 
became better at specifying the admission diagnosis. 
It would be helpful for you in the emergency depart-
ment, but also for us as medical physicians, as we 
would then have a common starting point” [field 
notes, oilcloth session no. 3].

Theme 2: Social categorization and power relations
The data revealed several examples of specialist physi-
cians expressing boundaries against EM physicians. For 
example, discussions arose about which specialty-related 
procedure or physical locations belonged to whom, 
highlighting differences among specialties emphasizing 
what is “ours” (the in-group) and demonstrating power 
towards another specialty (the out-group). In several oil-
cloth sessions, discussions arose about who could claim 
which rooms and why. A specialist physicians expressed:

“We need two rooms for preliminary examinations. 
It is a central procedure in our specialty. It is not the 
kind of procedure that characterizes the EM spe-
cialty. So, the rooms must belong to us.” [field notes, 
oilcloth session no. 3].

The analysis showed that social categorization was voiced 
when the responsibilities of the specialties were,up for 
discussion during the oilcloth sessions, e.g. when the 
representatives of the EM physicians made proposals 
for changing a clinical procedure. The physicians from 
the specialist departments either refused to accept their 
suggestion with the message “it’s our patient” or “this 

patient’s treatment is our responsibility” or at best did 
not comment on the suggestions made. Such a situation 
is described in the following extract from the field notes:

“[it is discussed] which patients should be placed 
in the surgical section of the ED, a manager from a 
surgical [specialty] considers making a ‘positive list’ 
for the flow coordinator. A member of the board of 
directors points out that the flow coordinator con-
trols the allocation of physicians to the patients. 
This statement from the board of directors’ triggers 
tumult and resistance […] and a discussion regard-
ing the flow coordinator’s option of relocating the 
medical resources [follows]. In the surgical depart-
ment, there is no consensus on whether it should 
be like this– they want to see ‘their patients’.” [field 
notes, oilcloth session no. 2].

The positive list mentioned in the quotes above can be 
viewed as a mediating artefact to support “who owns the 
patient”, as well as to maintain a specialty’s power and 
control over management and specialty rights. Other 
examples were disagreements about setting quality objec-
tives and how to achieve them. In many examples, there 
were divergent views on the treatment and care of spe-
cialty patients. These negotiations arose as oilcloth ses-
sions became a space where different specialty identities, 
socio-cultural norms as well as assumptions that could be 
taken for granted and power relations embedded in these 
identities unfolded.

As part of the implementation of the new ED, the flow 
coordinator was to be an EM physician, who would be 
in charge of triaging patients to the right specialties and 
allocating physicians. At an oilcloth session, this was met 
with frustration among the specialty physicians. One sur-
gical specialty physician questioned whether it was even 
possible to discuss the flow coordinator function:

“Can we [even] discuss the flow coordinator func-
tion? [He answers the question himself:] No, it’s not 
like that. Okay, who made that decision? Because if 
it is a decision made by the board of directors [it is] 
fine, but… can[‘t] we ask each other if it is rational 
or what? We can easily allocate our own resources 
and maintain the overview of our patients.” [field 
notes, oilcloth session no. 3].

These types of pronounced frustrations occurred several 
times during the oilcloth sessions when the argumenta-
tion against the flow coordinator was linked together 
with ways of securing “high quality” in the patient path-
ways. This quality referred to achieving patient safety, 
securing flow and following standards. However,,in a per-
spective of SIT the frustrations could also be understood 
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as efforts to protect one’s specialty identity, demonstrat-
ing or trying to hold on to power and maintain prestige. 
The physicians doubted that the flow coordinator could 
assess whether patients should be seen by a specialist 
and maintain an overview of the new ED and the special-
ists’ whereabouts and activities. The specialist physicians 
were reluctant to hand over the management of the spe-
cialized patients and their time and priority to the flow 
coordinator. Thereby, the top-down decisions with orga-
nization of the new ED by a flow coordinator challenged 
existing workflows and autonomy for the physicians from 
the specialist departments, which became visible through 
social categorization, power demonstration and specialty 
boundaries in the form of statements as “we can”, “own 
resources” and “our patients”.

In some situations, physicians from the EM specialty 
succeeded in convincing physicians from the special-
ist departments of certain ways of handling the patient 
pathways or organizing the ED. An example was given 
by an EM physician, who reported several negotiations 
about the mandate to lead the implementation process of 
the new ED and thereby the mandate to make the final 
decisions:

“There has been a lot of resistance from several of the 
specialists regarding organizational issues. We have 
tried to seek consensus and slowly achieve consensus 
on the agreements we make. It seems like we have 
started to succeed in convincing some of the special-
ists, so they have begun to show more trust in us as 
managers and our organizational decisions, e.g. 
some of the physicians from the surgical specialty 
have begun to understand that it is not to bother 
them that they cannot undertake surgery when they 
are on duty in the ED, because their expertise is 
important for the patients who are admitted with, 
for example, abdominal pain.” [interviews, physician 
no. 17].

The example relates to discussions about organizational 
issues pertaining to the implementation of the new ED 
that were repeatedly problematized. These issues related 
to uncertainty about the distribution of the specialist 
department’s “own” procedures, medical resources, the 
allocation of “own” and “others” patients in “their” sec-
tion and freedom to plan their own tasks and procedures 
without interference from the flow coordinator, with the 
risk of diluting the power of the specialty. All situations 
where physicians and managers from different special-
ties exposed social categorization were a sign of power 
struggles and sometimes distrust between the different 
specialties. This complicated the collaboration and the 
implementation of the new ED.

The analysis revealed that power is embedded in the 
different specialties’ identities, which was expressed 
through actions where specialist physicians ensured that 
decisions were made in their interests or with a back-
ground in knowledge representing their specialty; e.g. 
explicitly (“we have been assigned the responsibility”) 
or (“we possess specialized knowledge to handle the 
patients”) or more subtly (by not commenting on sugges-
tions) or by expressing distrust in the overall objectives. 
Thus, power was not something that one specialty owned 
or had but was expressed through social relationships in 
the tension field between physicians from different spe-
cialties and their specialty identities.

Theme 3: The patient as a boundary object
Although boundary drawing and power were evident 
in the analysis, which predominantly conveyed the 
impression of stable specialty identities and networks 
of relations, “the patient” as an object (including patient 
pathways) sometimes changed these boundaries and 
formations. The patients and patient pathways were dis-
cussed in great detail by the physicians from the special-
ties and the EM physicians. They discussed who could 
and should handle treatment responsibilities for “their 
patient”. The discourses of “our or their patient” related 
to expert knowledge, which provided certain ways of act-
ing that partly only physicians within the specialty under-
stood but also encompassed a more general knowledge 
and an opportunity to strengthen an early collaboration:

“I think we all know the situations where we are 
called [to the ED] to take care of a patient admit-
ted with a heart attack [all physicians nod]. Many 
of us [specialist physicians] have experienced that it 
strengthens the patient pathways if we are specialist 
physicians from different specialties from the begin-
ning (with the possibility of quickly clarifying differ-
ential diagnoses).” [field notes, oilcloth sessions no. 
3].

Another example was when the physicians discussed the 
best and most relevant treatment for the patient. An EM 
physician argued:

“We all want to treat the patient with […] high 
quality, that is the case. We sometimes have differ-
ent perspectives about what is the right treatment. 
It depends on the specialty. But in these oilcloth ses-
sions, we try to negotiate and learn from each other 
even if we have to cross clinical boundaries.” [inter-
views, physician no. 22].

In these examples, the patient served as a collaborative 
bridge connecting various specialties, knowledge and 
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their respective identities. In this manner, the patient was 
transformed into a boundary object [30], which could 
be comprehended by physicians from multiple special-
ties, an object that was flexible enough to accommodate 
the unique identities and local requirements of each 
specialty, while also being resilient enough to uphold 
a shared identity across all specialty identities. This 
became evident in the many discussions between physi-
cians from the medical specialties and the EM physicians 
about whether the EM physicians should handle treat-
ment responsibilities for “their patient”. In these discus-
sions, the patient becomes an effective boundary object 
establishing a common language and knowledge for 
physicians with different specialty identity backgrounds 
[30]. Even though the analysis shows reasonably stable 
social categorizations between specialties, the patient as 
a boundary object opens another possibility for a “soft-
ening” of these stable social categorizations. This was 
shown as a means to communicate concerns or questions 
about patient treatments or pathways across boundaries. 
Through this, the participants were empowered to trans-
form their own knowledge in the light of the adoption of 
the new ED, which supported the implementation of the 
new ED.

In other situations, “the patients” acted as an ineffective 
boundary object, which was expressed through criticism 
and distrust in other physicians’ knowledge and compe-
tencies. An EM physician explained:

“They [the specialists] think they are experts in 
everything, while our knowledge as EM physicians is 
doubted. But what do they know about patients with 
co-morbidities, for example?” [interviews, physician 
no. 9].

In the patient cases discussed during the oilcloth ses-
sions, physicians from specialist departments were con-
cerned about who was the right and first physician to 
review the patients. One discussion was about a clini-
cal case of a young woman with stomach pain. It was 
discussed which specialty she was to be referred to. A 
physician from one of the specialties expressed that the 
patient had to be referred directly to her department and 
explained:

“If it turns out that it is not something [relevant to 
our specialty], we will send the patient back to the 
ED and then the [other specialty] can take over.”

An EM physician responded:

No, that will not work. We cannot have the patients 
drifting between different departments. You need to 
arrange joint conferences with the [other specialist] 

physicians, and you will be the one to seek out the 
patient.

The physician then replied:

“If we assume that the physician from the surgi-
cal department is the first physician to review the 
patient, it will increase the quality rather than if it 
is an EM physician and thereby also the ‘hit rate’ of 
whether it is a patient who needs to be referred to 
our department.” [field note, oilcloth session no. 7].

Other situations concerned the vision for the new ED 
and dealt specifically with the articulation of the special-
ist departments’ ability and willingness to innovate and 
change attitudes. An EM physician expressed:

“Right now, some of the physicians from the special-
ist departments have a strong resistance against the 
overall objectives of the new ED. I feel like they only 
want to maintain their current ways of working and 
are not open to seeing opportunities to make our 
patient pathways even better.” [interviews, physician 
no. 9].

The resistance from the other specialties is interpreted by 
the EM physician as a way of trying to change or adapt 
the overall objectives of the new ED to benefit their 
socio-cultural practices and specialty identity. Being criti-
cal was a way of boundary drawing and dividing specialty 
physicians and EM physicians into “in- and out-groups” 
and thereby exercising power. Thereby, specialty identi-
ties, negatively impacted on the collaboration between 
different physicians with different specialty identities, 
which complicated the implementation of the new ED.

The analysis showed that specialty identity has an 
important influence on collaboration between physi-
cians. This is evident in the explicit delineation of bound-
aries and implications of social categorization that entails 
ongoing creation and re-creation of boundary drawing 
and exercising power between the EM physicians and 
the other specialty physicians. In some situations, “the 
patient” as a positive boundary object affected the collab-
oration in a positive direction, but direct expressions of 
boundaries and mistrust were evident. Both were mani-
fested in a dominating power expressed through a dis-
course of an “us and them,” which created distance and 
separation between specialties.

Discussion
Using the implementation strategy oilcloth session, we 
examined the influence of specialty identity on collabo-
ration and implications for the implementation of a new 
ED. Our main findings showed that specialty identity 
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became an important collective determinant in relation 
to the implementation of the new ED.

First, specialty identity was established as both implicit 
and explicit boundary drawing, revealing itself as social 
categorization expressed through different specialist 
knowledge, jurisdictions and distrust. A study by Abbott 
and Meerabeau [31] showed that professions tend to 
defend their jurisdictions fiercely when experiencing 
incursions. The same processes unfolded in our study 
between the physicians from different specialties in the 
oilcloth sessions. The need to collaborate in new ways 
and roles triggered reactions where the boundaries of 
expertise were sharply defined, for example, through the 
clarification of specific professional knowledge. Bound-
aries are becoming more explicit because of increasing 
specialization but being a member of a specialty is not 
necessarily negative but can improve social organization 
and self-esteem and provide support in challenging times 
[6]. The main problem with strong specialty identities is 
when such divisions become siloed. This happens when 
networks of relationships constituting a specialty and 
the knowledge embedded within this close in on them-
selves. Møllekær et al. [32] showed that specialties close 
in on themselves to protect their position of power and 
preserve their self-esteem. This can be problematic for 
collaboration and members of siloed specialty identities 
can imagine the worst in members from other specialties, 
which can lead to inter-group conflicts [13].

In contrast to Kanjee and Bilello [6], our results showed 
that specialty identity was not only siloed but was also 
not a stable formation. Specialty identity was an unstable 
formation depending on the context and developed in an 
ongoing creation and re-creation process through social 
categorization of “us and them” (in- and out-groups) 
depending on whether the physicians experienced an 
enhanced self-image and prestige of this alliance. Levine 
and Reicher [33] demonstrated that this fluidity in social 
identity can provide hope for changing the collective 
behaviour and avoiding intractable identity conflicts 
[13] between physicians from the EM specialty and from 
other specialties.

Intractable identity conflicts are defined as intense, 
deadlocked, and resistant to resolution. They have two 
characteristics. First, they have a win-lose element [13]. 
This element was evident in the oilcloth sessions during 
discussions about physical locations. Further, it seemed 
that the EM physicians struggled for a position in the 
medical specialty hierarchy. This was visible in strong 
boundary drawing by physicians from other specialties 
demonstrated by statements that distrusted the EM phy-
sicians’ competencies and organizational powers, e.g. the 
flow coordinator function. A process described by Mol-
leman and Rink [34] focuses on how members of new 
specialties feel pressure to legitimize their own unique 

expertise to members of other specialties and especially 
members of specialties with a strong social identity [35]. 
They often experience identity threat when confronted 
with members of new specialties because they may have 
to reposition their own domain because of this develop-
ment. The second characteristic is the high stakes. Par-
ticipants are likely to settle if the stakes are low [36]. Our 
results showed that the stakes were perceived high by 
all specialties, which became visible through the power 
struggles that unfolded during the oilcloth sessions. This 
is a characteristic of intractable identity conflict where 
participants use the powers available to them to prevail 
and maintain specialty prestige.

Second, power played an important role in collabo-
ration among physicians and in maintaining specialty 
identity, and it was not something that physicians from 
one specialty “owned” or had. Rather it was expressed 
through the discourses of “us and them” and in social 
relations displaying distrust, particularly towards exter-
nal collaborators and towards the knowledge and com-
petencies of EM physicians. As mentioned by Foucault 
et al. [19], power is immanent in all social relations and 
is expressed through discourses in the form of a par-
ticular kind of knowledge or language that allows some 
things to be said and disallows others. This type of power 
manifestation (e.g. using professional abbreviations) was 
prominent at the oilcloth sessions and further triggered 
the possibility for intractable identity conflicts among 
different physicians from different specialties. The lit-
erature suggests that training focused on inter-personal 
skills, such as giving and receiving feedback, can increase 
collaboration among professions with strong specialty 
identities [34]. This type of intervention could be rele-
vant when applying oilcloth sessions as an implementa-
tion strategy, because developing new patient pathways 
implies different specialist physicians receiving feedback 
from colleagues from other specialties. This resulted 
in several of the physicians experiencing identity threat 
when others asked them to justify their actions.

Tackling collaboration problems requires a clear and 
assertive manager, who can set demands, express expec-
tations and delineate what is acceptable and unaccept-
able. Mayer et al. [37] highlight the management’s role 
in shaping the values and norms among employees, 
and managers should be able to influence relationships 
between physicians who struggle with different specialty 
identities. It would require managers who are skilled in 
group dynamics and conflict management [35]. Our 
results showed strong resistance from physicians from 
other specialties against the overall objectives of the new 
ED, demanding assertive management, built on positive 
psychology [38]. According to Barlebo Rasmussen [39], 
the challenge is that many managers of professional orga-
nizations, including the healthcare sector, struggle with 
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a laissez-faire leadership style, which results in unclear 
communication about expectations to the employ-
ees. This can lead to collaboration problems between 
engaged experts with strong specialty identities turning 
into conflicts. In our study, this also led to obstacles to 
the successful implementation of the new ED. One tool 
for handling sharp boundary drawing and conflicts in the 
collaboration among physicians from different specialties 
is constructive confrontation, which focuses on moving 
away from the unrealistic goal of resolution and instead 
focuses on how these conflicts can be conducted more 
constructively [36]. Constructive confrontation refers to 
a communication strategy in which individuals address 
conflicts, disagreements, or challenging situations in a 
positive and solution-oriented manner.

Third, we found that even though boundary drawing, 
power struggles and mistrust were visible in the oilcloth 
sessions among the participants, the patient became a 
boundary object [30] by bridging collaborations among 
the physicians regardless of specialty and thereby 
changed the boundaries and power formations. The 
patient as a boundary object has been described before 
in the literature. For example, Keshet et al. [40] described 
how the symptoms of the patients became boundary 
objects between staff from complementary medicine and 
surgery. Some symptoms were present pre-operatively, 
whereas others occurred post-operatively. Therefore, the 
knowledge and competencies of both specialties were 
necessary to ensure the quality of the patients’ pathways 
and treatment. The same patterns were visible in the 
oilcloth sessions, where the opportunity for physicians 
from different specialties to contribute their professional 
knowledge to the patient’s treatment was sometimes 
well received among all the participants. This collabora-
tion took new patient pathways in a positive direction, by 
developing new patient pathways which was one of the 
goals of the sessions.

The results of the study appear to be transferable to 
other contexts and professions beyond the healthcare 
sector. Within educational research, Edwards [41] has 
focused on the importance of building common knowl-
edge at the boundaries between practices among pro-
fessions, such as psychologists and social workers, if the 
quality of child/youth interventions is to be ensured. Our 
results could contribute to in-depth knowledge of how 
specialty identity among different professionals enhances 
or complicates such collaborations.

At times, specialty identity complicates the collabora-
tion among physicians in our study, especially when the 
discourse is marked by criticism of and distrust in oth-
ers’ knowledge and competencies. Thereby, “the patient” 
became a non-effective boundary object. These situations 
were related to the discourses on claiming ownership 
over the patients by talking about “our patients”. The idea 

of some specialties “owning” special conditions or dis-
eases and patients becoming an artefact symbolized part 
of their specialty identity.

The essential significance of the concept of “ownership”, 
also defined as “responsibility-based medicine” [42], is 
evident in medical education; the progressive develop-
ment of a sense of ownership over patients under the 
physician’s care has always been a crucial measure in 
evaluating trainees’ readiness for eventual independent 
practice [43]. At its essence, patient “ownership” entails 
a physician’s dedication to approaching each patient 
with a profound sense of personal responsibility, ensur-
ing that the patient’s healthcare outcomes are optimized 
according to their specific circumstances. This commit-
ment involves fully accepting and embracing their role 
in providing care for the patient [11]. Thus, ownership 
as part of specialty identity can be desirable to ensure 
high-quality patient care, especially when talking about 
patients with a single disease or injury. The challenge is 
that globally, there has been an increase in patients who 
have more than one diseases [43] and the prevalence of 
multimorbidity is increasing [44]. Thus, the boundaries 
between the medical specialties become more and more 
permeable and collaboration becomes more necessary.

Permeable specialties imply that it rarely makes sense 
to talk about a single “owner” but multiple “owners” to 
ensure high quality throughout the patient’s pathway 
and treatment both in the new ED and in the healthcare 
system in general. It requires physicians from differ-
ent specialties to collaborate, including EM physicians 
and physicians from other specialties, to avoid potential 
negative outcomes for the patients in the form of unclear 
coordination or discussions on the goals of treatment, the 
patient’s desires and wishes and potential benefits and 
harms.

Contribution to implementation science
Our results show that specialty identity has an important 
collective influence on collaboration among physicians 
when implementing a new ED. Thus, medical specialty 
can be seen as an implementation determinant, defined 
as barriers and facilitators that can hinder or enhance 
implementation [45]. Implementation science often has 
a strong focus on individual determinants [45–47] and 
tends to give less attention to more collective determi-
nants, often referred to as contextual determinants (e.g. 
organizational culture and climate) [48]. The difference 
between specialty identity and culture is that specialty 
identity is constructed externally through membership, 
whereas culture is based on socially constructed catego-
ries that teach us ways of being and includes expecta-
tions for social behaviour or ways of acting [49]. Thus, 
culture becomes internally constructed and much more 
ingrained and fundamental.
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In implementation research, there is an emerging focus 
on the importance of installing and utilizing trust among 
stakeholders when implementing organizational changes 
[50, 51]. This was also an issue in this study where trust 
and distrust were an integrated part of specialty iden-
tity and establishing trust among physicians cultivated a 
more positive attitude supporting the implementation of 
a new ED.

The intention with implementation science is identify 
and develop strategies to address the determinants of 
implementation [22, 25]. Our results also contribute with 
the strategy of constructive confrontation [36] as a strat-
egy for handling boundary drawing and conflicts among 
members with different specialty identities. As part of 
Powell et al.’s [22, 23, 52] compilation of discrete imple-
mentation strategies, constructive confrontations fit in as 
part of the planning strategies that emphasize the impor-
tance of recruiting or securing certain types of managers 
for change effort, especially because change efforts often 
elicit resistance.

Limitations and trustworthiness of the findings
One limitation of the study was our sole focus on the 
physicians as representatives for the specialty. A focus 
solely on the physicians emerged from our several years 
of experience following the implementation of the new 
ED, where structures for physicians’ work (specialists at 
the forefront) have generated the most resistance over 
time [10, 17, 18]. Consequently, physicians were rep-
resented most prominently in the oilcloth sessions. By 
incorporating the perspective of nurses on specialty iden-
tity, we might have gained additional insights into the sig-
nificance of specialty identity for the implementation of a 
new ED.

A strength of the study was the use of two qualitative 
methods to collect data: ethnographic fieldwork and 
semi-structured interviews. This allowed us to compare 
interview data with data from the field study conducted 
as part of the oilcloth sessions. This enhances valid-
ity because some informants may respond with answers 
that they believe the researchers want to hear rather 
than expressing their honest opinions. The comparison 
enabled us to treat the data as a whole rather than frag-
mented. NTS and JWK are both experienced qualitative 
researchers with extensive backgrounds in conducting 
ethnographic field studies and interviews, which was 
a strength of the study and helped to reduce bias. The 
results from our ethnographic fieldwork contributed with 
knowledge about complex adaptive systems in the form 
of specialty identity, which is a requirement in implemen-
tation science [53].

Conclusion
The study showed that specialty identity is an important 
determinant of collaboration among physicians when 
implementing a new ED. Specialty identity involves 
social categorization and entails ongoing creation and 
re-creation of boundary drawing and exercising of power 
between the EM physicians and the other specialty physi-
cians. In some situations, the patient became a positive 
boundary object increasing the possibility for a successful 
collaboration, which supports a successful implementa-
tion, but direct expressions of boundaries and mistrust 
were evident. Both were manifested through a dominat-
ing power expressed through a social categorization in 
the form of in- and out-groups but also sometimes in a 
discourse of an “us and them”, which created distance 
and separation between physicians from different spe-
cialties. This distancing and separation became a barrier 
to the implementation of the new ED, because collabo-
ration, willingness to take risks and working towards a 
common future in collaboration between specialties were 
limited. This threatened the overall political objective of 
the implementation of new EDs with improved visitation, 
diagnostics, treatment and collaboration.
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