
Abstract
Purpose 
Health service organisations are extremely complex 
and undergo almost continual change. However, many 
managers are restricted in their ability to undertake 
effective change by the mental models they currently 
hold. This paper considers whether using framing 
analysis and reframing techniques enables health 
managers to see organisations and problems in more 
complex and alternative ways, leading to better problem 
solving and decision-making.

Methodology/Approach
This paper is based upon participant observations 
undertaken during a study into the development of 
professional identities in doctors and nurses. The data 
led to the development of substantive level theory and 
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Introduction
Complexity, surprise and ambiguity make organisations hard 
to understand and manage. [2] This is amplified because 
most people see the world relatively narrowly – relying 
on old habits and established ways of thinking framed by 
their current mental models of the world. [3, 4] Such mental 
models lead to a reliance on one perspective of the world and 
repeatedly using one or two solutions to problems. [5, 6] This 
blocks learning and creativity and limits the real potential 

recommendations for practice based upon the work 
of Bolman and Deal. [1] The context is within one state 
jurisdiction of the Australian health system.

Findings
The majority of respondents naturally used the structural 
frame for their analysis which limited the possibility of 
creativity and innovation within the decision-making 
process.

Originality/Value
The application of reframing is posited as a way to 
improve decision-making and problem-solving.

Key words: healthcare; health systems; mental models; 
reframing; change; problem-solving.

for change (see Figure 1). In Figure 1 it can be seen that new 
ideas may be prevented from entering organisations owing 
to doubting, which occurs because of uncertainty regarding 
the source, the veracity or the cohesion of the new ideas. 

Consequently, such doubting can lead to a potential closure 
of the organisation or individuals to new ideas. The problem 
is how to maintain greater openness or even to develop 
openness once partial closure has occurred. Framing is 
posited by some as a way of enabling such openness because 
it will force an investigation of options and new ideas, even 
where habits have developed of looking at the world in one 
specific way, and have led to a prevention of alternates being 
considered. The argument is that, traditionally, managers 
look at the world in only one way or through one ‘frame’, 
where they try to solve all problems with logic, control and 
structure and seek to avoid complexity:



One of the most basic problems of modern management is 
that the mechanical way of thinking is so ingrained in our 
everyday conception of organisations that it is often difficult 
to organise in any other way. [7, p.6]

By adopting one frame, managers are effectively limiting 
their ability to diagnose the causes of problems and failing to 
consider alternate possibilities or solutions. It can be posited 
that if managers undertook the ‘reframing’ of a problem 
by using other ‘frames’ to view the situation, they would 
recognise that there is no ‘one best way’ for any problem. [1, 
7, 8, 9] This change of perspective should facilitate the use 
of a contingency approach giving more possible solutions 
and enabling greater creativity. Increased innovation and 
creativity are recognised as being vital to organisations 
as they will enable a greater range of knowledge to be 
developed and implemented, [10, 11] which is widely accept-
ed as being a major source of both competitive advantage 
[12, 13] and innovative problem-solving. [14, 15] 

There is a similarity in this with the use of metaphorical 
analysis. Metaphor is defined as the substitution of one 
idea or object by another, in order to assist expression or 
understanding. [16] Parallels are drawn between concepts in 
order to explain and clarify ideas. Consequently, metaphors 
are considered to be a cognitive lens (and, therefore, similar 
to a frame) which enables an individual to make sense of the 
situations being studied:

Within an organisation, metaphors can provide a crucial, 
dynamic contribution as a creative iterative tool that 
facilitates understanding … Metaphors build off existing 
knowledge by connecting images, and then relating these 
images to both social and organisational events and realities. 
[17, p.26] 

The use of a metaphor provides a conceptual framework 
which aids the revelation of significant events or aspects 
of organisational study and permits the creation of new 
creative possibilities, because abstract subject matter can 
be seen in a more concrete, familiar way. [18, 19, 20, 21] 

Over time many metaphors have been suggested and used 
to clarify thinking about organisations: garbage cans, [22] 
jazz bands, [23, 24] soap bubbles, [25] families [26] and 
human entities, [27] not to mention those suggested by 
Morgan, [7] which include psychic prisons, machines and 
brains. In all cases, the idea is that the metaphoric thinking 
leads to new understandings which, in turn, lead to creative 
action. [20] The analysis is driven, for the most part, by an 
examination of data gathered within the organisation. [28] 

Reading Morgan [7] provides indications that it would 
be useful to consider the same organisation from several 
different metaphors in order to gain multiple understand-
ings. This leads us to the notion of managed re-framing, 
which takes different metaphorical lenses and asks 
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managers to consciously consider the same phenomena 
from multiple perspectives. In this process managers 
address reasons why they prefer some ideas over others 
and, in some cases, instinctively reject some notions before 
they have actually been explored.  The more complex the 
ideas involved, the more likely it is that managers will seek to 
clarify and simplify them in ways that will make them more 
manageable. [4] This makes it likely that, the more complex 
the situation, the greater the possibility of self-reflexivity 
developing, which will in turn reduce the potential strategies 
being considered and implemented. 

In this paper we will, firstly, outline the nature of current 
health service organisations as complex environments. This 
analysis will then be used as the basis for an application 
of the Bolman and Deal frames. [1] Each frame can be 
seen to reflect certain metaphors: the symbolic frame is 
an application of metaphors such as the stage, drama and 
tribes; the structural frame looks at the organisation in terms 
of being a machine, a brain or system; the psychosocial frame 
looks at the world in terms of a collective, a community or a 
cohesive team; and the political frame uses metaphors such 
as a chess game, a battle field or survival. The differences 
which emerge from such analysis are used as evidence that 
the use of reframing can enhance the decision-making and 
problem-solving capacities of an organisation.

Health service organisations as complex 
environments 
Modern health service organisations are extremely complex 
and undergo almost continual change. [29, 30, 31, 32] 
However, it is recognised that many change initiatives 
produce little effect [33, 34, 35] and often the change 
program can make things worse by placing increasing 
pressure upon managers and employees alike. This, in turn 
leads to more changes being implemented. [34, 36, 37] 
However, the complexity of modern health organisations 
means that events are increasingly hard to predict; the 
unexpected is to be expected and often there is considerable 
ambiguity to be found within any given situation. [2]

At the macro level, several forces behind the New South 
Wales (NSW) Health reform can be identified: these include 
the changing patterns of population redistribution, 
inefficiency of a regionalised structure and public sector 
reforms. [38] There are also significant differences in the 
complexity and level of healthcare between metropolitan 
and rural areas. Historically, these imbalances forced 
changes to the regionalisation structure in 1977, with 
the addition of another tier of ‘areas’ for administration 

and planning purposes. [39] At this time, specific health 
management problems, such as the unsatisfactory health 
status of the Australian community, the fragmentation of 
services and the need for efficient utilisation of resources, 
were acknowledged. Further, Mackay [38] described 
the lack of hospital board control over an efficient use 
of hospital resources and doctor control over hospital 
expenditure as impediments to cost control. This launched 
the establishment of area boards and the development of 
an area health management model to ensure community 
participation in the management of resources, [38] changing 
the climate of the complex environment dramatically. This 
is still in operation today, albeit after several restructures. 
In addition, external environmental pressures on hospital 
managers include the constant demands for performance 
improvement, greater transparency and accountability. 
[40] Finally, as a result of public sector reforms in NSW in 
1990, senior health executives are under public scrutiny via 
performance agreements, according to strict criteria. [38] 

Under these conditions the application of a structural 
frame provides a quick and logical decision-making guide. 
However, viewing macro organisational change via the 
alternate symbolic frame and, for example, understanding 
the effects of change decisions on organisational tribes, 
decisions may then take different forms. Seeing that diverse 
organisational cultural groups (ie professional tribes) have 
developed differently, different tribes do not adjust or react 
to change in the same way. According to the symbolic 
frame, problems cannot be solved until contextual culture is 
fully understood. This means that a different approach may 
be required for each tribe. Whilst taking longer, the effect 
and outcome may be more successful, with less obstacles 
for implementation.

At the micro level, in addition to the constant restructuring 
of Area Health Services, healthcare managers have to deal 
with decision-making in a highly changeable environment. 
For example, patient conditions are continuously changing 
and new technology and innovation is being introduced 
seemingly ad infinitum. [41] This requires health managers 
to be highly adaptable in an unpredictable and ambiguous 
climate, characterised by a strongly defined hierarchical 
division of labour, with strong power tensions between 
professions (such as between doctors and nurses) and 
occupations (between managers and clinicians). [42] To make 
sense of this situation, it is no surprise that managers have 
resorted to a mindset that is conditioned to utilise routine 
and structured decision-making, contingency planning, and 
the creation of policies and procedures. 
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However, applying the alternate psychosocial frame will 
allow the consideration of flow on effects on individuals’ 
and groups’ (working) relationships and motivations to 
aid organisational progress. The psychosocial frame allows 
problems to be solved in ways that will develop the long-
term commitment of all parties. Hence, fully understanding 
the personal sacrifices workers make to enable organisat-
ional change is important. Applying multi-framing may 
be more time consuming and complicated, but the 
investment of time is rewarding; for example, the retention 
of experienced staff and their organisational knowledge 
through an application of the psychosocial frame.

Rules, roles, goals, policies, the use of technology for control 
and dissemination of information as well as the utilisation 
of organisational structure to solve organisational problems, 
are fundamental aspects of the structural frame. [1] We 
posit that many public health managers have framed their 
decisions around such a structural lens, ignoring other 
frames that may be helpful to cope with the complexity 
faced on a daily basis. This is partly because of historical 
patterns of behaviour that are taught as a part of skills 
training; a reduction of ambiguity that is a core element of 
medicine and gets passed on to the way that decisions on 
other topics are made. Consequently, this paper considers 
whether using a framing analysis and reframing techniques 
will enable health managers to see their organisations 
and their problems in more complex and alternative ways, 
leading to better problem solving and decision-making 
outcomes. 

Methodology
This paper is based on participant observations undertaken 
during a larger study into the development of professional 
identities in doctors and nurses. Ethical approval was 
granted by the Area Health Service as well as the university. 
Observations were conducted in an open environment, 
unconcealed and discussed with interviewees, who had 
volunteered and consented to be involved via purposive 
sampling and snow ball sampling. The sample involved 
38 participants who were healthcare professionals and 
managers, with varying levels of responsibility but with 
resource allocation and strategic roles. 

The researcher was also a manager in the organisation 
under study and researcher bias was therefore an issue. 
However, the researcher herself was interviewed by a fellow 
researcher to fully identify and reflect on the research frames 
in which she conducted her research. In addition, bias was 

minimised by supervision from university members who 
had no experience in a hospital setting, nor any involvement 
with the organisation. Further, the research was presented 
at several academic fora, to seek ideas and advice that 
would assist with broadening the mindset under which the 
research was conducted. Moreover, bias was limited through 
a collaborative approach to analysis of observational data 
with the co-author of this paper.

The data led to the development of substantive level 
theory which sought to explain certain phenomena at a 
basic level which could then be tested and developed. [44]  
Observations took place within a healthcare environment 
during a 12 month period as a participant observer in a 
large metropolitan hospital in New South Wales, Australia. 
The objective of the study was to detail and understand 
the emergence of an additional professional identity for 
doctors, nurses and other healthcare workers; namely that 
of ‘manager’. It was considered to be important for the 
effective research to track management behaviours and 
to analyse them in terms of their potential effectiveness. 
The researcher carefully noted copious observations of 
managerial decision-making in notebooks and transcribed 
these into memos. The episodes included decision-making 
practices around the use of resources, including human 
resources (eg allowing an additional team to do overtime), 
as well as decision-making around the use of capacity (eg 
scheduling cases in operating theatres and assisting the 
flow of patients from the recovery room to the Intensive 
Care Unit). Researcher observations included notes about 
using organisational rules and heuristics (references to rules 
of thumb) as well as the process of saliency of different 
stakeholders when making decisions. 

As a part of this study, the instinctive first reaction that 
the participants took towards problem-solving and 
making decisions was also recorded. All interview data 
and observational notes were entered into a qualitative 
analysis software application (QSR NUDIST®) for coding and 
cross-coding. The findings were then analysed against the 
theoretical framework of Bolman and Deal (see Table 1). The 
Bolman and Deal framework was chosen for three reasons: 

•	 it is widely used as a management text and could be 	
	 clearly explained (see below); 

•	 the range of frames enables clear comparisons and 		
	 differences to be identified; and 

•	 it is possible to identify specific behaviours and patterns 	
	 which indicate the use of one or more frames.
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Frame 	Descr iption

Symbolic 	 Focuses on values, attitudes and beliefs; it recognises the influence of national/social as well as corporate 		
	 culture and sub-cultures on our thinking. 

	 According to the symbolic frame, problems cannot be solved until their cultural context is understood, 
	 as otherwise a proposed solution may merely be a surface solution or could even aggravate the situation.

Structural 	 Emphasises rationality and advocates designing an organisation to fit with its environment, technology and 		
	 strategy. Every organisation has a structure with its own organisational goals, divisions of work and coordination 		
	 mechanisms which will influence leadership styles, communication and employee behaviour. 

	 The argument is that every problem can be solved by better processes, rules, systems and procedures.

Psychosocial 	 The focus is on the different needs that people bring to their workplace; it looks at ways to obtain the best ‘fit’ 
	 between the needs of employees and the requirements of management and considers issues like job satisfaction,
 	 motivation and group dynamics. 

	 An assumption is made that if there is a mutuality of goals supporting the needs of all parties there will be greater 	
	 motivation and, therefore, greater organisational productivity and success. Consequently, by understanding 		
	 everyone’s perspectives, problems can be solved in ways that will develop the long-term commitment 
	 of all parties.

Political 	 Focuses upon the different interest groups that form within organisations and considers the different sources 		
	 and uses of power. Political behaviour is considered to be the norm in organisations. 

	 It is recognised that conflict is a normal part of life in organisations, so that those using the frame must consider 	
	 the implications this will have upon the reasons for problems and the potential solutions being proposed. 		
	 Moreover, the notion that conflict is beneficial for developing creativity and that power is not always negative 
	 are a part of the political analysis. 

Source: Bolman L, Deal T. Reframing organizations. 3rd ed. San Francisco: Josey-Bass; 2003.

Table 1: Description of Bolman and Deal’s frames

It was assumed as a part of the research that the most likely 
frame used by managers would be the structural frame 
which might potentially limit their ability to consider new 
and creative ideas. Decision-making or problem-solving 

incidents observed were analysed against the framework 
looking for evidence of the frames, using indicators 
described in Table 2 to identify the preferred frames of the 
healthcare managers. 

Frame

Symbolic

Structural

Psychosocial

Political

Central Concepts Discussed

Culture, meaning, metaphor, ritual, 
ceremony, stories, heroes

Rules, roles, goals, policies, 
technology, environment

Employee reactions, how to 
motivate, what will people like

Power, conflict, competition, 
organisational politics

Types of Solution Preferred

Looks for the long-term ideas 
of how to change values and/or 
stories; looks to change individual 
behaviors through values and ideas

Process change, restructure, review 
rules, new rules and /or procedures

Motivation for staff-development, 
rewards focused, outcomes oriented

Changing balance of power, 
managing conflict, altering the 
status quo

Form of Conversation

Why have people done this? 
What is the meaning of this? 
How is the history relevant? 
What do people value or believe?

Around processes, looks for the root 
of the problem, ascribes faults

How do people feel? 
What are the behaviours required 
or being rewarded?

If somebody wins, who is losing? 
What are the battle tactics?

Table 2: How to identify preferred frames

Adapted from: Bolman L, Deal T. Reframing organizations. 3rd ed. San Francisco: Josey-Bass; 2003.
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Findings
The primary finding was that healthcare managers, 
regardless of their background, be it nursing, medical or 
other, displayed a distinct way in which they analysed 
situations and made decisions. In most cases their analysis 
was predominantly from a structural frame, although other 
frames were used when the structural frame was challenged. 
For example, although policies and procedures were firmly in 
place, displayed and adhered to in this particular case study, 
in practice, clinical treatment is provided at the authority 
and sovereignty of individual medical clinicians. 

Standardisation of practice may be a desired managerial 
goal (to allow for clarity, prediction of costs and safety), 
but the strongly anchored, bound and politically, largely 
unchallenged, medical professional identity prevents 
managers, including medical managers, prescribing how to 
undertake, and review, medical treatment and outcomes. 
However, whilst (medical) clinical matters appear to be out 
of reach of hospital managers, control over organisational 
decision-making is strongly reinforced by a structural frame. 
Nevertheless, it was also evident that aspects of all four 
frames could be found to matter for different decisions, 
although often they only emerged if the first solution was 
not accepted. 

Structural frame
In the researched organisation, the research participants 
commonly used a structural frame to seek solutions to 
problems. When the system failed to deliver the expected 
goals (patient treatment figures for example), or where 
there were problems and uncertainty, the solution included 
a restructuring of the nature of the organisation and the 
jobs within it, as well as reforms in policy and procedures. 
When the system apparently fails, participants indicated that 
solutions are sought in areas of clinical governance, quality 
management and business process engineering. 

Symbolic frame
When a symbolic frame was used, there was considerable 
focus upon the historical perspective and the way that 
things used to be done. In any discussion on how things are 
done now, there was also discussion about the past. Thus, 
the culture is bound by the history of the hospital, the way 
the doctors and nurses are trained, as well as the way that 
healthcare professionals are perceived by those using the 
service. Listening to comments and responses from doctors, 
it was clear that they liked to hang on to an apparently ideal 
world, which belonged to yesterday. There was often talk 
about a long affiliation with the hospital and the changes 

that they had seen,  which were couched in negative terms. 
Any decision to be made triggered a history of why this 
needed to occur and why either it would not have been 
done in the past, or it would have been better in the past 
in some way. This is one example of the impact of history. 
Other professional groups responded in different ways. Such 
responses may result in barriers to progress and lead to the 
formulation of rules which are likely to be trying to re-instate 
a previously sought after organisational state.

Further, observations indicated a wide range of symbols 
that can be seen within hospitals: corporate uniforms to 
clarify who does what; the status symbol of the stethoscope 
(historically only doctors carried them, now many other 
health professionals do), which may be seen as a symbol 
of expertise; the white coat of doctors to ensure everyone 
knows who they are and respects them accordingly. What 
also became apparent was that the different groups within 
the hospitals have different symbols and beliefs and, unless 
these were recognised, managing each group would be 
problematic. An earlier study into the construction of 
professional cultures of managers and clinicians in this same 
hospital revealed many differences between them. [43] 
These are summarised in  Table 3 and suggest a changed 
approach is needed for the different professional identities.

Table 3: Difference between managers and clinicians

•	 Low sense of choice and
 	 high sense of necessity, 	
	 working at the hospital

•	 Believe resource allocation 	
	 should not be based on 	
	 individual as determined 
	 by clinicians

•	 Believe resource allocation 	
	 issues have a place in clinical 	
	 decision-making

•	 Attach little value to their 	
	 job security

•	 Attach little value to working 	
	 with friendly co-workers

•	 High sense of choice and low 	
	 sense of necessity, working 		
	 at the hospital

•	 Believe resource allocation 	 	
	 should be based on individual
 	 as determined by clinicians

•	 Believe resource allocation 	 	
	 issues have no place in
 	 clinical decision-making	

•	 Attach much value to their 	 	
	 job security

•	 Attach much value to working
 	 with friendly co-workers

Managers (medical 
managers, nurse managers 
and other managers)

Clinicians (doctors, nurses 
and others who are not 
managers)

Source: Fitzgerald JA. [43] 
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Generally, it is assumed that there is an overarching value 
which is that both managers and clinicians care for the 
patient. This may well be so, but what is seen as a benefit 
may vary widely depending upon the cultural perspective 
being taken by those analysing the case. Those who consider 
this frame will be more realistic about how the culture will 
support or prevent the implementation of new ideas within 
the health service.

Psychosocial frame
There are many elements of the decision-making process 
that reflect the psychosocial frame, such as pay awards, 
personnel rights, worker compensation issues and 
unionisation. However, analysis of the frame might show 
the reason why the psychosocial elements have developed 
the way they have. For example, the high emphasis upon 
structured unionisation is because the healthcare sector 
is trying to find motivational tools which can be applied 
as a set of rules for everybody. It is our proposal that an 
analysis within a psychosocial framework would show that, 
to be successful, a more chaotic and less prescriptive set 
of motivation and development tools would need to be 
adopted. 

Political frame
There has been a history of strongly defined professional 
boundaries, which have led to political tension between 
doctors and nurses as well as those groups defined as  
clinicians and managers. Conflict is viewed as inevitable 
within the political frame. Interestingly, in recent years 
there have been changes in professional identity which are 
affecting the occupational boundaries and the division of 
labour. Examples of these are nurse triage systems and the 
introduction of hybrid managers, who have a dual role as 
both a manager and a clinician. In these cases, the decisions 
are made by doctors and nurses in very different roles with 
alternate goals, power bases and resources from those 
they previously experienced. These changes are leading 
to different forms of conflict, not necessarily less and, 
consequently, doctor and nurse managers need to be able 
to negotiate different solutions. Although on the surface the 
structural focus on rules provides some safety for profess-
ionals in new and alternate roles, changes in professional 
identity may enhance political role conflict, not reduce it. 
Managerial decision-making and clinical decision-making 
are two very different roles. Where nurses were historically 
subordinate to medical staff, managerially they are better 
educated and, supposedly, better equipped to make 
decisions. [41] Doctors are not necessarily seen as ‘most 

knowledgeable’ on managerial matters. Further, medical 
clinicians, who are also appointed to an organisational 
managerial role, are influencing the dynamics of the 
managerial decision.  

What can be seen here is that important elements of all 
four frames are present in any decision to be taken within a 
healthcare context. By trying to solve all problems within a 
structural frame, it is likely that the actual complexity of the 
situation will not be recognised and the solution is unlikely 
to address the real problems present at the time. In order 
to increase the effectiveness of the long-term decision-
making, all four frames may need to be considered in terms 
of both the problems being identified and the solutions 
being proffered. The next stage for the research will be 
to formulate a management development technique to 
support reframing.

Conclusion
We have demonstrated that it is possible for managers to 
become too set in their worldview and therefore unable 
to develop a creative and innovative range of solutions to 
organisational problems. We have established that there is a 
theoretical argument that the use of different frames, when 
undertaking decision-making and problem-solving, can 
initiate discussion about different and additional solutions 
than originally thought of.

We have used Bolman and Deal’s framework [1] and 
established that the majority of healthcare managers 
instinctively use the structural frame when making decisions 
and developing strategies within a healthcare context. 
Other or additional frames are only discussed if there is 
some form of challenge to the original decision. We propose 
that it would be beneficial for healthcare professionals to 
adopt the use of alternate frames as a way of developing 
a managed discussion of their problems and challenges, in 
order to develop a greater understanding of increasingly 
chaotic and ambiguous situations. We conclude by arguing 
that it will be advantageous to offer a set of decision-making 
tools, in the form of a toolkit, that enables healthcare 
managers to consider how they approach problem-solving 
and, potentially, expand the possible ideas considered. This 
toolkit is the focus of a subsequent paper.
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