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ABSTRACT 

Seeking flexible structures, many organizations today are abandoning the ceremonies of hierarchy. 

The idea is that removing traditional dress codes, segregated workspaces, and formality with 

superiors will de-emphasize status distinctions and encourage members of different rank to 

collaborate freely. On the other hand, researchers show that hierarchies of are often resilient 

because they are reinforced by external institutions, such as professional regulations and industry 

norms. This dissertation explores the conditions under which ceremonial change enables flexible 

use of authority in large, institutionalized organizations. I report on an inductive study of four 

Toronto hospitals in which scripted experiences of the medical hierarchy were undermined during 

efforts to contain a disruptive outbreak. I find that ceremonial changes weakened organizational 

members’ commitment to existing hierarchies, sometimes helping junior members bring their 

expertise to settings usually reserved for senior members, but at other times leading to tensions 

and difficulty coordinating expertise. Based on these findings, I propose that institutionalized 

organizations can encourage flexible use of authority in a two-step process in which ceremonies 

emphasizing status distinctions are first replaced then senior members build consensus around new 

rules, norms, and beliefs that coordinate expertise.  
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CHAPTER ONE: INTRODUCTION 

“It was interesting”, says Jennifer,1 reflecting on her days as a medical resident in Toronto, amid 

the first pandemic threat of the 21st century, “it was both horrible and professionally interesting 

at the same time.” Pacing through the corridors of Community Hospital2 to track an outbreak, 

Jennifer learns that she has exposed herself to a lethal virus. But she is working alongside Beth – 

a renowned infectious diseases expert – and receiving the training opportunity of a lifetime. 

Though Jennifer trains at the hospital where Beth is a staff member, this is the first time the two 

are interacting.  

At the beginning of the outbreak, Jennifer’s position in the medical hierarchy might not have 

encouraged one to expect that she, in a few weeks, would be performing many of the critical 

tasks in the response. Jennifer was a trainee, looking upwards from a junior position in the 

healthcare system. By a directive most trainees were restricted from seeing patients in the 

outbreak. By norms they didn’t lecture or command staff physicians. And though confident in 

her clinical skill, Jennifer was, by her own assessment, shy and deferential.  

As the days go by, Jennifer finds herself behaving more assertively and it surprises her: “I’d say 

up until that point in time I was very deferential. I was the ideal resident. Never questioned 

anybody who was my superior.” But now she is issuing demands to staff physicians, sensing that 

she has the credibility to do so as she is among the few people with hands-on experience with 

infected patients. Jennifer is caring for these patients in two hospitals, and before the outbreak 

ends, will go on to trace it in the city, lecture senior staff in an auditorium, and appear as an 

author in one of the first scientific studies of the newly identified coronavirus, SARS. 

                                                           
1 Jennifer and Beth are pseudonyms.  
2 Also a pseudonym. 
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Hierarchies pervade organizational life. From their formal position in an authority structure, 

organizational members gain rights to command in certain domains and are expected to show 

obedience in others (Rojas, 2010; Weber, 1978). Nevertheless, major accomplishments often 

require an organization’s members to overstep their position in the hierarchy: managing 

unexpected events like an outbreak, seizing time sensitive business opportunities, preventing 

accidents, or innovating. For this reason, many large, bureaucratic organizations today are 

seeking ‘flatter’ and more ‘dynamic’ structures that give their members the sort of flexibility 

illustrated in Jennifer’s story (Hamel, 2011; Leavitt, 2003). How are they attempting to achieve 

it? 

Besides cutting red tape, organizations across a variety of sectors – urged by the business press 

and consulting firms – are abandoning what might be called the ceremonies of hierarchy: 

traditional dress codes, offices that distinguish rank, and ritualistic interactions with superiors 

that emphasize formality and status in organizations. The idea is that removing these elements 

will foster egalitarian attitudes, encouraging junior members to take initiative and colleagues of 

different rank to collaborate freely (Deloitte, 2016; PricewaterhouseCoopers, 2011; Times Now, 

2015; Valve, 2012). Management research on ceremonial performances in organizations initially 

seems to validate this proposition, showing that symbols and rituals in organizations can 

reinforce hierarchical authority structures, increasing members’ discomfort with non-conformity 

(Dacin, Munir, & Tracey, 2010; Galperin, 2017; Pratt, Rockmann, & Kaufmann, 2006; Rafaeli & 

Pratt, 1993; Siebert, Wilson & Hamilton, 2017; Trice & Beyer, 1993). However, our 

understanding of what happens when these ceremonial performances are removed or replaced is 

limited, and there is evidence to suggest that discrediting hierarchies in large, bureaucratic 

organizations may lead to conflict and uncertainty instead of collaboration (Alvesson & 
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Robertson, 2006; Barley, 1986; Ibarra & Obodaru, 2016; Kellogg, 2009; Westphal & Khanna, 

2003).  

Research and discussion that focuses on organizational ceremony and symbolism often does not 

consider that most of these organizations, ranging from hospitals to major corporations to 

academic institutions, derive their authority structures from institutional templates originating 

from the external environment (DiMaggio & Powell, 1983; Meyer & Rowan, 1977). Research in 

the domain of institutional theory shows that macro-level institutions in an organization’s 

environment, such as professional regulations and industry norms, create a template for authority 

structures which both order work life in industries and impose a cost on organizations deviating 

from them (DiMaggio & Powell, 1983; Scott, 2013). This literature has examined processes that 

result from the discrediting of institutionalized authority structures, showing that both 

organizational innovation and conflict are possible (Kellogg, 2009; 2011; Meyer, Gaba, & 

Colwell, 2005; Westphal & Khanna, 2003).  

Integrating the literatures highlights to two potential risks alongside the benefits of organizations 

changing their ceremonies to reduce hierarchical status differences. First, institutions reduce 

conflict over status and authority in organizations because they create and enforce consensus 

about the social position of actors, making interaction predictable (Scott, 2013). Institutionalized 

authority structures tend to be highly stable because they are reinforced by multiple “pillars” – 

rules, norms, and cultural beliefs that legitimate one another (Scott, 2013). From this perspective, 

ceremonial changes might promote intra-organizational or inter-organizational conflict by 

destroying consensus. For example, new beliefs or norms that develop within the organization 

may conflict with formal rules or norms dictated from outside the organization, such as 

credentialing systems which prohibit uncredentialled members from engaging in professional 
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tasks beyond their authority, holding their superiors or the organization itself legally accountable 

if they do not enforce the rules (Scott, 2013).  

A second risk is that organizational members may have difficulty coordinating expertise when 

symbols or ceremonies change. Industry-wide symbols and ceremonies coordinate authority in 

fields by allowing unknown parties to signal expertise (Rivera, 2012; Turner, 1960). For 

example, junior management consultants often provide expert advice to older and more 

experienced senior managers. Because the expertise of the consultant cannot be immediately 

verified by the client, the consultant relies on a symbolic infrastructure of educational credentials 

and organizational affiliation, along with self-presentation styles acquired through training, to 

signal their expertise (Alevesson & Robertson, 2006; Ibarra & Obodaru, 2016). Thus, 

organizations which attempt to remove or change the ceremonies of hierarchy may end up 

removing the symbolic tools used to signal expertise, preventing junior and network-poor staff 

from claiming expertise and taking initiative (Ibarra, 1999; Petriglieri & Petriglieri, 2010; 

Turner, 1960).  

In sum, integrating institutional theory with the literature on organizational ceremonies 

challenges conventional assumptions about the relationship between ceremony and structure in 

organizations. While conventional thought suggests that de-emphasizing hierarchies through 

ceremonial change will lead to largely positive outcomes, I argue that it may also generate 

institutional conflict and difficulties in expertise coordination. The purpose of this dissertation is 

to investigate the processes – with the potential for both benefits and risks – that occur in 

organizations when the ceremonies of hierarchy are replaced. Formally, I ask, under what 

conditions do replacing ceremonies help organizations deviate from institutionalized hierarchies 

to alternative work patterns?  
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To pursue the research question, I conducted theory-building study that examined the 

relationship between changing ceremonies and authority structures in four Ontario hospitals and 

ancillary organizations managing an unexpected event. I used an inductive case analysis for 

deriving new constructs and relationships from process data (Eisenhardt, 1989; Langley, 1999; 

Hargrave & Van de Ven, 2016), analyzing interviews with 45 participants combined with 

extensive archival and secondary data. I examined the medical organizations’ response to the 

2002-2003 outbreak of severe acute respiratory syndrome (SARS) (Campbell, 2006). The 

research context represented an extreme case in which these hospitals did not intentionally 

change their ceremonies, but in which the ceremonies were unintentionally and dramatically 

undermined during an unexpected event. The case has two features. First, containing the 

outbreak required a set of highly institutionalized organizations to re-arrange their work. These 

hospitals began to rely on the expertise of their junior members, including medical residents, 

nurses, researchers, and infection control staff, occasionally leading to role reversals in the 

medical hierarchy in which junior members advised, instructed, or led their more senior 

colleagues. Second, the precautions hospitals took early in the outbreak to reduce disease 

transmission had the byproduct of changing uniforms, workspaces, and rituals such that they no 

longer emphasized status distinctions but eroded them.  

I found that the breakdown of ceremonial divisions between the junior and senior ranks of these 

hospitals could reduce members’ commitments to the medical hierarchy. Specifically, I identify 

homogenization of ceremonial distinctions and opportunities for unscripted interaction as two 

parts of a process loosening members’ cognitive and normative commitment to organizational 

hierarchies. While the literature on symbolism and ceremony in organizations would suggest this 

process would lead to flexible collaboration, I find that it could also lead to tensions because 
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members and external regulators no longer had consensus about institutionalized rules, norms, 

and beliefs. Successful collaboration, on the other hand, involved a second process in which 

senior organizational members built consensus around a new set of rules, norms, and scripts that 

coordinated authority in the desired work arrangements. Interestingly, some of these actions 

involved the adding new ceremony-like behaviors which made junior members’ expertise visible 

across their organizations. While these new work arrangements – making greater use of junior 

members’ expertise – played an important role in the containment of SARS, hospitals 

reestablished their conformity with institutionalized medical hierarchies after the outbreak. 

While the context for this study was an emergency, I will show how the findings provide insight 

for large, bureaucratic organizations generally attempting to increase innovation or flexibility 

through ceremonial change. The findings suggest that large, bureaucratic organizations are 

unlikely to become entirely ‘flat’, but that their authority structures can deviate successfully from 

institutional templates through a two-step process in which (1) the ceremonies of hierarchy are 

replaced and (2) senior organizational members coordinate alternative authority relationships by 

building consensus around a set of rules, norms, and beliefs. I refer to the outcome attained as a 

“micro-institutional license” because it consists of a group or organization legitimating its 

deviation from institutional templates without altering macro-level institutions in the field or 

industry. The term license is used as an analogy, deriving from the concept of a psychological 

license, situations in which people feel permitted to deviate from rules or norms without 

discrediting themselves (Miller & Effron, 2010). 

This dissertation contributes to management scholars’ understanding of ceremonial practices in 

organizations as well as the maintenance and disruption of institutional order. Traditionally, 

ceremonial practices in organizations have been associated with the creation and maintenance of 
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hierarchies (Dacin et al., 2010; Goffman, 1959; Siebert et al., 2017; Thompson, 1977). In this 

view, organizational functions such as socialization and training programs, social events, and 

management communications contain ritualistic or theatrical elements which symbolically 

impress upon members the importance of status differences (Pratt et al., 2001; Rosen, 1985; 

1988; Trice & Beyer, 1993). Existing research has proposed, implicitly or explicitly, that 

reducing these ceremonies of hierarchy should foster a sense of egalitarianism in organizations 

(Pratt & Rafaeli, 2001).  

To this view, the present dissertation presents a challenge and refinement. First, it warns against 

an overly positive view by showing how replacing the ceremonies of hierarchy can lead to 

various tensions in large, bureaucratic organizations. Specifically, I argue that ceremonial change 

can lead to a loss of consensus over appropriate behavior in an organization as well as difficulties 

in coordinating expertise. Second, this dissertation illustrates how organizational participants’ 

transition to new forms of collaboration involve both a reduction in existing ceremonies of 

hierarchy as well as the addition of new ceremony-like activities that emphasize less hierarchical 

relations. Thus, it suggests researchers examining how organizations move towards ‘flatter’ and 

‘dynamic’ structures need to distinguish between changes that reduce ceremonies of hierarchy 

(thus dis-affirming existing authority structures) and those that add ceremonies of egalitarianism 

(thus affirming new authority structures). For practice, this dissertation suggests that 

organizations seeking flat or egalitarian workplaces will need to pay as much attention to symbol 

and ceremony as traditional organizations carefully managing status distinctions in their steep 

hierarchies. 

This dissertation also contributes to management scholarship, and institutional theory in 

particular, by introducing the concept of a micro-institutional license. The concept shows how 
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organizations or groups within them can create work arrangements that deviate significantly 

from macro-institutional templates, even in settings like hospitals and large bureaucracies. A 

micro-institutional license differs from the concepts of institutional change, in that it does not 

require organizational members to alter field-level institutions (Hardy & Maguire, 2008; 

Lawrence & Suddaby, 2008), and from decoupling, in that it shows how senior managers can 

encourage agency in organizations, rather than conceal it (Meyer & Rowan, 1977).  

The concept of a micro-institutional license complements existing concepts, and the concluding 

discussion will show how it can link institutional theory to research on organizational resilience 

(Weick & Sutcliffe, 2011; Williams, Gruber, Sutcliffe, Shepherd, & Zhao, 2017) and job crafting 

(Berg, Wrzesniewski, & Dutton, 2010; Wrzesniewski & Dutton, 2001) by theorizing how senior 

managers allow subordinates to rearrange their work in institutionally constraining 

environments. Specifically, I identify how senior managers can become a part of “deviation 

amplifying loops” in organizations – showing how once junior members make small deviations 

from rules and regulations, senior colleagues may magnify their break from institutional order by 

teaching them to act legitimately, sponsoring their involvement in settings from which they are 

usually excluded, and giving them opportunities to justify their unusual activities. 

*** 

Chapter two of this dissertation provides the theoretical background on the organizational 

ceremonies and how they reinforce hierarchical structures of authority; explains why ceremonial 

change in large, bureaucratic organizations may generate tensions, according to institutional 

theory; and describes the research question. Chapter three outlines the research methods used and 

case setting. Chapter four presents the findings, including a theoretical model of how ceremonial 

change can help organizations attain micro-institutional licenses. Chapter five concludes the 



 

9 

dissertation with a discussion of research implications, recommendations for managerial practice, 

and an agenda for future research. 

CHAPTER TWO: THEORETICAL CONTEXT 

Ceremonies of Hierarchy 

About every large organization, it seems, has a hierarchical structure of authority (Leavitt, 2003; 

Magee & Galinsky, 2008). One’s professional status in these organizations grants one a certain 

amount of authority: rights and expectations to command others and to receive obedience (Rojas, 

2010; Weber, 1978; Zucker, 1977). The structure of authority usually positions members along a 

chain of superordination and subordination: superiors command subordinates who in turn 

command those subordinate to them (Weber, 1978). Many formal organizations also include 

professional staff such as physicians and lawyers who possess autonomy – the right to exercise 

discretion within a domain of expertise without interference (Dalton, 1950; Scott, 2013). In both 

cases, deference is owed to the formal position rather than the person who occupies it (Weber, 

1978).  

Formal hierarchies have numerous benefits as a form of organization, including their potential to 

improve decision-making and coordination; to provide structure, regularity, and a sense of 

identity in organizational members’ lives; and to create incentives for demonstrating competence 

or commitment to the organization’s goals (Anderson & Brown, 2010; Leavitt, 2003; Magee & 

Galinsky, 2008). Higher positions in an organization’s hierarchy also tend to increase the 

informal status and power those holding them, and positions of power psychologically encourage 

individuals to see more opportunities in their environment and to take directive action, creating 
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self-fulling expectations that the individual will deliver on the opportunities given to them 

(Magee & Galinsky, 2008). 

On the other hand, organizations at some point or another come across problems and 

opportunities for which their authority structures are poorly suited to handle. This is often the 

case in situations involving unexpected events, rapidly changing environments, or demands for 

innovation (Hannan & Freeman, 1984; Hirschman, 1970; Weick & Sutcliffe, 2011). In many 

cases, problems arise in which low ranking members learn more than their superiors, but find it 

difficult to take charge because it violates expectations for deference or obedience, especially in 

highly professionalized industries such as healthcare or aviation (Barley, 1986; Langewiesche, 

2014). Studies and investigations of numerous disasters link hierarchical structures to 

organizations’ unresponsiveness to early warnings of front line personnel who frequently come 

across valuable information but lack the ability to influence their superiors (Dunbar & Garud, 

2009; Kean & Hamilton, 2004; Weick & Sutcliffe, 2011; Weick, 1990). More broadly, change 

resistance or independent initiatives among lower- and middle-managers which provide early 

warning about declining service or product quality in large corporations often become ignored 

because they are interpreted as insubordination by top management (Courpasson, Dany, & 

Clegg, 2015; Hirschman, 1970; Magee & Galinsky, 2008).  

To address the limitations of traditional hierarchies, academics, business journalists, industry 

leaders, and consultants in the last few decades have been calling for organizations to adopt 

flatter, flexible, and more egalitarian structures (Leavitt, 2003). A 2016 Deloitte survey reported 

that “92 percent [of global executives] rate organizational design as a top priority… A new 

model is on the rise… businesses are becoming more like Hollywood movie production teams 

and less like traditional corporations” (Deloitte, 2016: 4). Others have argued that less 
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hierarchically structured work environments provide more meaningful workplaces, with a 

PricewaterhouseCoopers study in 2011 concluding that “Millennials feel constrained by what 

they see as outdated traditional working practices. 65% said they felt that rigid hierarchies and 

outdated management styles failed to get the most out of younger recruits” 

(PricewaterhouseCoopers, 2011: 20). Hamel (2011) in Harvard Business Review extolling the 

virtues of flat organizations went as far as to speculate that even large corporations may one day 

operate “without bosses, titles, or promotions” (49). In different shades, the idea promoted is that 

less hierarchical forms of organizing are advantageous, necessary, or inevitable.  

To loosen their rigid hierarchies, an approach some organizations are taking is to abandon what 

might be called the ‘ceremonies of hierarchy’: dress codes, segregated offices, and ritualistic 

interactions which emphasize status distinctions within organizations. Removing the symbols 

and ceremonies associated with hierarchy, the argument goes, fosters an egalitarian attitude, 

encouraging members of different ranks to collaborate freely and take initiative. Facebook’s 

CEO Mark Zuckerberg, like many tech sector leaders contrasted his organization’s informal 

work environment against traditional hierarchical structures in a tour of Facebook headquarters, 

pointing how features such as open concept workspaces, not giving executives “special desks” or 

“special offices”, and direct access to one’s superiors fosters an “open culture” “which 

“facilitates people sharing and communicating… in a way that enables better collaboration” 

(Times Now, 2015).  

Other organizations not only eliminate symbols and ceremonies associated with hierarchy, but 

actively communicate their egalitarian ideals. Valve Corporation, a Washington-based game 

developer exemplifies this line of thinking, claiming to be an entirely “flat” organization in 

which “nobody ‘reports to’ anybody else” (Valve, 2012: 4). Employees choose their own job 
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titles and work on each other’s projects at their own discretion. Symbolizing employees’ freedom 

to flexibly collaborate with any group or project in the organization, desks in Valve’s offices are 

equipped with wheels that allow employees to move them around. Many other organizations in 

industries with traditionally hierarchical structures are attempting to follow this path, altering 

workplaces, policies, and practices in order to improve flexibility and collaboration among their 

members (Deloitte, 2016).  

Within management scholarship, there is extensive evidence showing that ceremonial practices 

play an important role maintaining hierarchies of status and power in organizations (Dacin et al., 

2010; Pratt et al., 2006; Trice & Beyer, 1993; Thompson, 1977). This literature provides 

theoretical insight into how dress, physical workspaces, and rituals symbolically communicate 

values and relationships within organizations (Galperin, 2017; Rafaeli & Pratt, 1993; Siebert et 

al., 2017; White, 1956). After elaborating how this literature informs the discussion on 

organizational ceremony and authority, I will argue that empirical investigation is necessary if 

scholars are to account for the multiple possible outcomes resulting from large, bureaucratic 

organizations replacing their ceremonies of hierarchy. 

While some findings suggest that ceremonial change would encourage flexible coordination, 

there is some indication it may also lead to tensions (Ibarra & Obodaru, 2016; Petriglieri & 

Petriglieri, 2010; Rafaeli & Pratt, 1993). Moreover, I will argue that the literature on 

organizational ceremonies has focused on individuals’ and groups’ cognitive commitment to 

hierarchies – that is, how symbolic communication reinforces beliefs, mental models, narratives, 

or categorization schemes that legitimate hierarchies (Scott, 2013). This theoretical approach 

pays less attention to how structures of authority are also reinforced by institutionalized rules and 

norms originating from outside the organization and, as a result, how ceremonial change may 
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result in problems associated with legitimacy or expertise coordination (Kellogg, 2009; 2011; 

Scott, 2013; Westphal & Khanna, 2003). In the section afterward, I will show how combining 

the literature on organizational ceremonies with institutional theory provides an effective 

theoretical lens to explore the relationship between organizational ceremony and structure in 

institutionalized settings. 

The literature on organizational ceremonies has much of its theoretical origins in symbolic 

interactionist sociology (Goffman, 1959), the anthropology of ritual (Van Gennep, 1960; Turner, 

1969), and performance studies (Alexander, 2004; Schechner, 2004), along with observations of 

corporate life drawing from ethnographic fieldwork (Jackall, 1988; Rosen, 1985; 1988; Van 

Maanen, 1991; Whyte, 1956). One set of studies focuses on how dress, workplaces, and physical 

objects in organizations serve as symbols that communicate relationships of status and authority 

(Pratt & Rafaeli, 2001; Rafaeli & Pratt, 1993; Siebert et al., 2017). Another, somewhat 

overlapping, set of studies focuses on how organizational actors harness such symbols in 

ritualistic interactions – such during training sessions, meetings, social events, and 

announcements – to shape audiences’ impressions about their status or expertise (Dacin et al., 

2010; Galperin, 2017; Thompson, 1977; Trice & Beyer, 1984). 

In the first set, researchers note that organizations symbolically distinguish between members of 

unequal rank through dress norms, offices characteristics such as location or size, and seating 

arrangements during meetings. Symbols communicate values and identities through their 

association with people, places, ideas, or other symbols (Pratt & Rafaeli, 2001; Rafaeli & Pratt, 

1993). Symbols can also suggest similarity between entities (when symbols are distributed 

homogenously across people, places, or things) or difference (when symbols are distributed 

unevenly across people, places, or things) (Siebert et al., 2017; Van Maanen, 1991). Pratt and 
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Rafaeli (2001: 103) theorize that such “physical symbols… help communicate parameters of a 

relationship between two or more objects/ and actors…physical symbols help to establish 

relationship parameters by communicating similarities and differences among partners to the 

relationship… actors can use symbols either to reveal how the actor and his or her audience are 

different or to reveal or they are similar” (emphasis in original).  

Symbols function as a sort of language that can draw attention to the attributes, similarities, and 

differences between entities, and can be visible indicators of what the organization values. 

Symbols vary in instrumentality. Some are primarily symbolic, such as an award plaque. Others 

are instrumental objects that acquire symbolic value through social interaction, such as the 

assignment of high-end computers that signify departments’ status. Symbols also vary in 

portability, i.e., whether organizational actors can easily carry it with them, such as clothing or 

handheld technology, or not, such as an office. While symbols are often intentionally used, 

people and things in organizations can also become unintentional symbols, such as the physical 

office of a department announcing its relative importance in the organization (Pratt & Rafaeli, 

2001). Like language, symbols can also cause misunderstanding: employees and managers may 

disagree about the values conveyed by new uniforms, for instance (Pratt & Rafaeli, 1997). 

Dress and the physical workspace play a symbolic role in virtually all large organizations (Pratt 

& Rafaeli, 2001). Rafaeli and Pratt (1993) note that organizations “spend billions of dollars each 

year defining, acquiring, maintaining, and monitoring employees’ dress” (32). Organizational 

members’ dress may be formally mandated in the case of uniforms, or be enforced through social 

norms defining appropriate styles. Rafaeli and Pratt’s (1993) framework links three dress 

attributes to individual and organizational outcomes: style (specific materials that connotate 

values or identities through association); homogeneity (variance in dress among employees and 
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between organizational subgroups); and conspicuousness (extent to which members’ dress stands 

out when compared to those outside the organization). Rafaeli and Pratt (1993) find evidence 

suggesting organizations such as McDonald’s and Fed Ex seeking consistency from members 

enforce more rigid (homogenous) dress codes, while organizations seeking creativity, such as 

academic institutions or software companies, tend to allow or encourage members to 

individualize their dress. In organizations where executives are held to different social norms 

than the rank and file, executives may follow distinct dress codes that reinforce their status (a 

case of stratified heterogeneity) (Pratt & Rafaeli, 2001; Rafaeli & Pratt, 1993; Rosen, 1985). 

Alternatively, organizations may emphasize equality between ranks through uniforms or norms 

that minimize differences. For example, Smith, Plowman, and Duchon (2010) document plant 

managers consciously allowing grease to stain their work clothing to minimize hierarchical 

differences and reinforce the image that everyone ought to get their ‘hands dirty’ addressing 

organizational problems. 

Like dress, the physical workplace itself plays a role in communicating the organization’s values 

and identities, as well as the similarity versus difference between its members (Siebert et al., 

2017; Turner, 1977). First, an organization symbolically communicates information about itself 

through its facilities – using architecture or landscaping to define itself as powerful, prestigious, 

or transparent, for example (Pratt & Rafaeli, 2001; Siebert et al., 2017). Recent research details 

how physical workspaces invoking tradition can encourage organizational recruits to comply 

with strict status hierarchies by making them feel that they are participating in a unique and 

prestigious enterprise (Dacin et al., 2010; Siebert et al., 2017). Second, features of organizational 

workspaces – such as offices and seating arrangements in meetings – can make status differences 

seem more or less important in the organization (Dacin et al., 2010; Rosen, 1985; Thompson, 
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1977). When members of different rank or department work in a shared space, for example, 

homogeneity emphasizes the similarity of members; when some ranks or departments are given 

larger or better furnished offices, heterogeneity emphasizes differences between members (Ritti 

& Levy, 2009; Siebert et al., 2017).  

Because the research discussed so far emphasizes management’s use of symbols to maintain 

hierarchies, it may suggest that achieving more egalitarian structures in organizations is 

straightforward: remove those symbols that emphasize status differences (Pratt & Rafaeli, 2001). 

However, our empirical understanding of what happens is limited. Siebert et al. (2013) examine 

how the workspace facilitates the maintenance of status hierarchies in the Scottish advocates 

profession, for instance, but conclude with an open question: “what would happen if a building 

housing an institution burned down in a fire – would this institution survive in the same form in a 

different location?” (1628). Moreover, a few studies complicate the idea that ceremonial change 

in organizations will predictably flatten hierarchies. These studies find that organizational 

members may actively modify symbols to resist change. Byron and Laurence (2015) show that 

employees personalize their workplaces to communicate values and identities that may conflict 

with what their company attempts to communicate about itself. Likewise, Pratt and Rafaeli 

(1997) provide a case of nurses challenging managerial attempts to impose uniforms that 

undermined their professional identity. Given that status – like identity – can be highly important 

to people in organizations, it appears plausible that higher ranking members may resist attempts 

to symbolically equate them with lower ranking members (Magee & Galinsky, 2008).  

In sum, the first set of studies focuses on how objects like dress and workspaces in organizations 

can reinforce hierarchies by making status differences seem more important (when there is 

symbolic heterogeneity) or undermine hierarchies by making status differences seem less 
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important (when there is symbolic homogeneity). Importantly, this research shows that the 

outcomes of ceremonial change in organizations is complicated because instrumental objects can 

unintentionally acquire symbolic meaning and because members have agency to facilitate or 

resist changes in symbols. 

The second set of studies examines how symbols are used in the context of ritualistic interactions 

that form organizational ceremonies (Dacin et al., 2010; Pratt et al., 2006; Rosen, 1985; 1988; 

Thompson, 1977; Tracey, 2016; Trice & Beyer, 1984). Here, objects such as dress and offices 

serve as “props” that help organizational actors engage in scripted interactions with audiences 

that legitimate status hierarchies (Dacin et al., 2010; Goffman, 1959). The idea is that many 

things managers wish to communicate – including the organization’s values, identity, power, or 

expertise – is most effectively expressed not through explicit statements but by allowing 

audiences to witness it for themselves during interaction (Dacin et al., 2010; Jackall, 1988; 

Thompson, 1977). In this view, activities such as recruitment and selection, training programs, 

meetings, organizational announcements, and everyday routines provide managers opportunities 

to become actors who stage theatre for audiences, who may consist of subordinates, clients, 

regulators, or external stakeholders (Goffman, 1959; Meyer & Rowan, 1977; Trice & Beyer, 

1993). The literature distinguishes between management’s “frontstage” communication designed 

to protect “[t]he assumption that things are as they seem [and] that employees and managers are 

performing their roles properly” (358) and “backstage” communication used to coordinate 

impression management activities or other information incompatible with the desired image 

(Dacin et al., 2010; Goffman, 1959; Mair & Hehenberger, 2014; Meyer & Rowan, 1977).  

Much of this ceremonial communication is directed to the enhancement of an organization’s 

senior ranks, and thus at preserving hierarchies (Jackall, 1988; Rosen, 1985). To emphasize their 
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negotiating strength, managers may have subordinates, clients, and business partners wait in 

front of their offices prior to a meeting or restrict access to themselves by communicating 

through an assistant (Thompson, 1977). Award ceremonies provide opportunities for senior 

managers and star employees to be publicly praised for their work, justifying their positions in 

the hierarchy and signaling to new members the values and actions that will help them move up 

(Rosen, 1985). Jackall (1988) portrays senior management’s periodic plant visits in large 

corporations as largely ceremonial affairs: “Such ‘flying circuses,’ as they are called, are not 

intended to do serious inspections of facilities, despite ostentatious displays of white-glove 

scrutiny, but rather to give ritualistic endorsements of work performed by local management” 

(86). Galperin (2017) illustrates how non-credentialed workers in the tax preparation industry 

maintain clients’ confidence about their expert authority by presenting a professional image, 

supported by an infrastructure of symbols in their workplaces. Such activities, repeated for 

shareholders, business partners, and external regulations also uphold these audiences’ 

expectations that the organization is operating how a rational, formal organization should operate 

(Meyer & Rowan, 1977). Upholding these groups’ “confidence and good faith” in the 

organization helps management avoid scrutiny, acquire resources, mobilize support for 

organizational goals (Salancik & Meindl, 1984).  

These ceremonies also contribute to what Thompson (1977) describes as “the creation of awe” in 

which successively higher levels of the hierarchy in an organization appear increasingly vague, 

mysterious, and intimidating to its junior members. Junior members are likely to be mystified 

when their interaction with organizational superiors is limited to stories, formal announcements, 

and ceremonial events carefully managed to convey the professionalism, expertise, and 

dedication of superiors (Jackall, 1988). The physical workspace plays an important role in 
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maintaining perceptions of organizational superiors. When junior members have little access to 

the workspace of their superiors, the sense of awe towards superiors can be maintained for longer 

periods of time (Goldner, Ritti, & Ference, 1977; Siebert et al., 2017). Conversely, frequent, 

familiar, and unscripted interaction lets junior members see their superiors in a less idealized 

form. Through such interaction, junior members can witness what their superiors do on a day-to-

day basis, and their limitations as well as their strengths (Ritti & Levy, 2009). Such interaction is 

purposefully encouraged in organizations grooming their junior members to get comfortable 

speaking to senior management or societal elites on an equal footing (Dacin et al., 2010; Trice & 

Beyer, 1993). 

The role of ceremony in maintaining structures of authority is especially visible in the 

socialization of recruits. Organizations need to replenish their members, but recruits often bring 

with them their own values, identities, social commitments, and expertise that challenge the 

organization’s status order (Trice & Beyer, 1993). These recruits may prefer less hierarchical 

relationships for instance, they may identify more strongly with their alumni network than the 

company they joined, or they may believe their expertise allows them to second guess their 

superiors – all of which have the potential to cause tension (Dacin et al., 2010; Pratt et al., 2006). 

Therefore, organizations ranging from academic hospitals to universities to militaries put recruits 

through humiliating experiences, including hazing rituals and scut work, to varying degrees of 

formality, before incorporating them into organizational hierarchies (Ibarra & Obodaru, 2016; 

Pratt, et al., 2006; Trice & Beyer, 1993). Trice and Beyer (1993) have compared these rituals to 

the “rites of passage” documented in the anthropological work of Van Gennep (1960), 

“ceremonies whose essential purpose is to enable the individual to pass from one defined 
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position to another which is equally well defined… birth, childhood, social puberty, betrothal, 

marriage, pregnancy, fatherhood, initiation into religious societies, and funerals” (3).  

According to this model, an individual’s transition into a new social status in communities 

follow a three-stage process entailing inner transformations within the individual’s worldviews 

as well as their public affirmation by an external audience. In the first step, a rite of separation, 

an individual is separated from their existing social status. These rites typically consist of 

physical re-location, de-individuation (removal of personal characteristics that distinguish an 

individual), and humility-inducing experiences, all of which weaken the importance and value of 

an individual’s prior status. In boot camp for instance, people of varying upbringing and 

socioeconomic status are taken away from family and friends, have identifying characteristics 

removed (with buzzcuts and uniforms), and put to exertion under the verbal abuse of drill 

instructors (Trice & Beyer, 1984). 

In the second step, rites of transition, new identities and values are presented to recruits. Recruits 

may receive instruction, mentorship, and training while also experiencing bonding, communality, 

or “communitas” with peers as they undertake arduous tasks together (Turner, 1969). In North 

American universities for instance, “frosh” or orientation week rituals put incoming students 

under the supervision of senior students, who lead them through team exercises that generate 

identification with a particular class, major, or residence (Commerce Executive on Orientation, 

2014). In a similar setting, Dacin et al. (2010) found dining rituals at Cambridge colleges, 

carefully orchestrated, invoke a sense of awe that facilitates students’ changing sense of position 

in the British class system. Tracey (2016) illustrates the use of rituals in the process of religious 

conversion, finding ceremonies that seem natural or “authentic” to potential converts to be a 

factor in successful initiation. During this period, trainees learn the appropriate behavioral scripts 
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for operating in the ranks of an organizational hierarchy. They see superiors rewarding those 

whose demeanor is assertive to subordinates and deferent to superiors, and reprimanding those 

who deviate (Ibarra, 1999; Kellogg, 2011).  

The third step, rites of re-incorporation, publicly affirms the individual’s belonging to a new 

status order. This may involve a ceremony, such as a university convocation; demonstrations of 

mastery in which new recruits prove their expertise, such as when probationary firefighters 

respond to their first fire; and presentation of membership symbols that signify the new status, 

whether tangible, like a stethoscope or hospital office for a doctor, or a name or rank (e.g., “Dr.”, 

“MBA”, or “Lieutenant”). Before being inducted and welcomed into the senior ranks in large 

organizations, junior members must typically undergo additional rites of passage to introduce 

them to the identities, norms, and behavioral scripts appropriate to these roles (Ibarra & 

Obodaru, 2016; Trice & Beyer, 1993). 

Both these socialization ceremonies and others such as award ceremonies and plant visits rely on 

the performance being successfully staged (Dacin et al., 2010; Goffman, 1959; Tracey, 2016). 

The logic is that audiences are supposed to witness the message intended. Whether in a 

corporation (during an orientation session), hospital (during daily ‘rounds’), or boot camp 

(during inspections or parades), senior members must demonstrate their superior knowledge or 

commitment, encouraging recruits to see the hierarchy is justified and that their role is to learn 

from those in the upper ranks (Pratt et al., 2006; Trice & Beyer, 1984). If senior managers 

fumble with recruits’ questions or allow themselves to be socially undermined in some way, or if 

recruits see those ignoring the hierarchy getting ahead, then the ceremony may fail to encourage 

faith or awe in the organization’s hierarchy (Dacin et al., 2010; Goffman, 1959; Lewis, 2010). In 

this vein, Jackall (1988: 86-87) describes an embarrassing incident of an industrial plant cited for 
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safety violations shortly after an inspection by senior management, undermining the ceremony’s 

purpose to show that authority was being exercised properly in the plant. When ceremonial 

performances go wrong, managers may rely on scapegoating, disciplining, or impression 

management, among other actions to conceal or repair situations in with their authority has been 

undermined (Dacin et al., 2010; Hayward & Fitza, 2017; Jackall, 1988).  

In sum, ceremonial performances allow organizations to communicate and justify their status 

hierarchies. Such ceremonies consist primarily of organizational managers or representatives 

guiding audiences through staged interactions where they witness in action the senior ranks’ 

values, identities, power, or expertise (Rosen, 1985). Ceremonies are powerful forms of 

communication because, when they are successful, they encourage organizational members to 

internalize beliefs and norms that support the status hierarchy (Dacin et al., 2010; Pratt et al., 

2006; Siebert et al., 2017; Trice & Beyer, 1993). At the same time, conducting organizational 

ceremonies entails risk because unforeseen events may undermine the ceremony, leading 

audiences to reach unintended conclusions about managements’ values or competencies 

(Goffman, 1959; Jackall, 1988; Tracey, 2016).  

Taken together, the two sets of studies on organizational ceremony – one focusing on symbols 

and the other ritualistic interactions – specify how ceremonies maintain status hierarchies in 

organizations. Status differences between ranks or departments can be emphasized through, 

firstly, heterogeneous distribution of symbols such as dress and workspace, secondly, scripted 

performances that publicly display senior members’ expertise or power. The literature also 

shows how organizational ceremonies may lead to unintended outcomes – instrumental objects 

may acquire symbolic significance (Pratt & Rafaeli, 2001), members may resist or make use of 

non-standard symbols (Byron & Laurence, 2015), and scripted performances gone wrong may 
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embarrass managers rather than glorify them (Jackall, 1988). Besides these unintended 

outcomes, relatively little is known about what happens in organizations attempting to create 

‘flat’ or ‘egalitarian’ environments by removing the ceremonies which reinforce hierarchies. In 

reviewing the scholarly literature, some questions arise about the nature of the change, expertise 

coordination, and the possibility for conflict. 

First, ceremonial change in the form of reducing the ceremonies of hierarchy needs to be 

distinguished by the addition of other ceremonies that actively promote egalitarianism. For 

instance, dress codes that emphasize status distinctions – such as those that separate the 

‘business’ from the ‘creative’ types in some companies (Rosen, 1985) – may be removed 

altogether (leading to heterogenous and individualized attire) or replaced with one dress code for 

all members (leading to homogenous attire). The literature would suggest that while both actions 

might weaken hierarchy, the former would de-emphasize the organization’s control over 

members’ behavior and encourage them to take more initiative while the latter would retain 

control and encourage solidarity (Rafaeli & Pratt, 1993).  

A second question is one of expertise coordination. How do organizational members interpret or 

convey their position in the social order once the symbolic means to do so are removed? For 

example, MBA degrees from highly-ranked business schools provide credibility for young 

management consultants during their interactions with their (usually more senior) clients 

(Alvesson & Robertson, 2006; Rivera, 2012). The ceremonial presentation of authority is 

especially important in other knowledge intensive roles such as consulting, investment banking, 

and executive leadership where clients find it otherwise difficult to evaluate the merit of the 

services offered to them (Ibarra, 1999; Galperin, 2017; Khurana, 2002).  
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Junior members often acquire the right behavioral scripts through structured career ladders in 

organizations (Ibarra & Obodaru, 2016). The ceremonies of organizational socialization – both 

during initial organizational entry as well as during induction into upper management – transition 

members through a set of well-defined roles that provide a coherent sense of identity, social 

guidance, and culturally legitimate narratives that enable them to fulfill the expectations of their 

role (Ibarra, 1999; Trice & Beyer, 1993). For instance, many junior consultants and investment 

bankers spend their early years trying out ‘provisional selves’, modelling their behavior on senior 

colleagues, before they can reliably convey an authoritative image during interaction with clients 

(Ibarra, 1999). Likewise, Dacin et al. (2010) show that formal dining rituals at Cambridge 

colleges allow students to de-mystify their perception of upper class British society, and to learn 

the appropriate manners so interactions with the elite can go smoothly once students enter the 

workforce (Dacin et al., 2010).  

Without this transition period, junior and senior colleagues may find their relations marked by 

ambiguity, neither side sure about the deference owed to or expected from them. In increasingly 

de-institutionalized contemporary careers, such has those involving gig work or temporary 

contracts, Ibarra and Obodaru (2016) note that individuals are more likely to experience 

uncertainty about their identity, job role, and position in a social order. Petriglieri and Petriglieri 

(2010) argue that with the decline or traditional corporate careers, business schools substitute as 

a rite of passage for individuals seeking to develop stable managerial identities within a 

professional community of peers. In sum, recent research suggests that removing the ceremonies 

of hierarchy may unintentionally inhibit junior organizational members from taking initiative 

because it both reduces their sense of a well-defined position in an authority structure and their 

ability to convey their position to others. 
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A third issue is the consequences for ceremonial change when structures of authority are 

reproduced by institutions outside the organization (Scott, 2013). Research in the domain of 

institutional theory shows that macro-level institutions in an organization’s environment, such as 

professional regulations and industry norms, create a template for authority structures, deviation 

from which can cause organizational practices to appear illegitimate (DiMaggio & Powell, 

1983). Authority structures are resilient because they are supported by an overlapping complex 

of rules, norms, and cultural beliefs external to the organization (Scott, 2013). Researchers in this 

area portray the discrediting of status or authority hierarchies as events which not only enable 

new forms of collaboration or innovation, but also lead to conflict (Hardy & Maguire, 2008; 

Meyer et al., 2005). From this perspective, a reduction in organizational members’ cognitive 

commitment to a hierarchy is likely to generate social tension when it creates loss of consensus 

or puts members at odds with the expectations of the institutional environment (Kellogg, 2011; 

Scott, 2013; Westphal & Khanna, 2003). A research lens that combines the literature on 

ceremonial performances with institutional theory can provide a better understanding of the 

outcomes of ceremonial change in organizations. As will be elaborated in the following section, 

institutional theorists have developed theory about how actors respond when taken for granted 

beliefs in existing authority structures become discredited. The literature highlights both how 

actors mobilize resources to defend existing structures of authority and actions that protect junior 

members from deviation (Kellogg, 2009; Lok & de Rond, 2013).  

After summarizing institutional theory’s insights on authority, the sections below argue that the 

reduction or replacement of ceremonies of hierarchy can lead to both increased flexibility in 

organizations as well as institutional conflict. Afterwards, I describe the empirical investigation 
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which explores the processes through which ceremonial change is likely to lead to organizations 

successfully move from institutionalized hierarchies to alternative authority structures. 

Authority: An Institutional Perspective 

In addition to their ubiquity, hierarchical authority structures also show remarkable consistency. 

The relationships of authority and deference between medical residents, staff physicians, and 

nurses; between students, faculty, and administrators; and between employees, chief executives, 

and board members, for example, tend to be quite similar in different hospitals, universities, and 

corporations, respectively, even across countries or decades or when the technical aspects of the 

work vary (DiMaggio & Powell, 1983; Kellogg, 2011; Khurana, 2002; Rojas, 2010; Westphal & 

Khanna, 2003). Such consistency is explained, in part, by theories predicting organizational 

behavior as a function of the enduring regulative, normative, and cultural systems in which they 

are embedded.  

Organizations do not invent their structures from nothing, according to institutional theory, but 

derive them from their institutional environment – including regulations, professional 

associations, and industry norms (Scott, 2013). By conforming to prevailing expectations in this 

environment, organizations and their members acquire legitimacy, the perception that their 

actions are appropriate (DiMaggio & Powell, 1983; Meyer & Rowan, 1977). Thus, institutional 

theory highlights that managers attempting to change ceremonies or structures in their 

organizations must contend with a set of expectations reproduced in the field or industry. 

In this literature, ceremony has most often been examined as a means by which managers deflect 

scrutiny from an organization’s day-to-day activities (Meyer & Rowan, 1977). Institutional 

theorists have shown that formal rules are often decoupled from actual practices in organizations. 
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Organizations ceremonially adopt structures or policies to conform to expectations for legitimate 

behavior while keeping actual operations unchanged. The findings suggest that decoupling is 

used mainly by managers to protect their autonomy from externally imposed constraints 

(MacLean & Behnam, 2010). For example, Westphal and Zajac (1994) find that boards of large 

U.S. corporations sometimes announce adoption of long-term incentive plans that restrict CEO 

autonomy in response to investor pressure but do not actually implement them. Kellogg (2009) 

notes the significant gap between hospitals’ symbolic and actual compliance with new 

regulations that limit staff physicians’ authority over medical residents, showing residents 

working many hours at staff discretion beyond those logged into the hospitals’ records. More 

recently, Dacin et al. (2010) and Siebert et al. (2017) have combined institutional theory with 

studies of organizational ceremony to show how ceremonies not only maintain organizational 

authority structures but support wider institutions such as professions and class systems. In either 

case, institutional theorists – like scholars of organizational ceremony – have focused on how 

ceremonies protect authority structures rather than loosen them. 

Nevertheless, institutional theory can bring valuable expectations about what might occur in an 

organization engaging in ceremonial change to flatten its hierarchies. First, the “pillars” 

framework in institutional theory shows that ceremonial change in organizations is likely to 

affect one element reproducing hierarchies – shared beliefs – which leaving rules and norms that 

reproduce them relatively intact. Institutional theory describes how this sort of partial de-

institutionalization can create conflict within and between organizations about acceptable 

behavior. Second, institutional theory identifies actions by which organizational members and 

regulators either punish or enable behavior that conflicts with institutional expectations. Thus, 

while the literature on organizational ceremonies can explain how replacing ceremonies can 
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loosen members’ beliefs reinforcing hierarchies, institutional theory describes the framework in 

which the tensions this leads to are resolved, either with institutional reproduction or new forms 

of organizational collaboration. 

Maintenance of Authority Structures 

Scott (2013) classifies three components or “pillars” of institutions, regulative, normative, and 

cultural-cognitive. In the context of authority structures in organizations, the regulative pillar 

consists of formal rules such as professional licensing systems, employment legislation, and 

union-management collective agreements that define the privileges and responsibilities of 

individuals occupying organizational positions. The normative pillar consists of widespread, 

sometimes implicit, norms and values that define appropriate, moral, and laudable behavior for 

members of an organization, profession, or industry. The cultural-cognitive pillar consists of 

taken-for-granted mental models such as beliefs, classification schemes, symbols, narratives, and 

behavioral scripts that allow individuals to develop shared interpretations of their professional 

environment, articulate their intentions, and undertake actions that appear sensible to others.  

Scott (2013) notes that the three pillars of institutions are an analytical distinction: in reality, 

most institutions appear to be supported by a combination of regulative, normative, and cultural-

cognitive components. For instance, medical residents being socialized in U.S. hospitals are not 

only educated and evaluated on the legal requirements of their professional roles (the regulative 

pillar) but the moral obligations that undergird them (e.g., ‘do no harm’) (the normative pillar) 

(Dunn & Jones, 2010). By this mutually reinforcing nature, institutionalization serves as a 

powerful stabilizing force for organizational hierarchies. The mutually reinforcing pillars 

highlight the potential pitfalls for organizations attempting to deviate from institutionalized 
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hierarchies. Organizations can generate conflict between members and invite external scrutiny 

when change efforts only partially deinstitutionalize hierarchies.  

Policies such as those which replace the ceremonies of hierarchy have the potential to decrease 

members’ cultural-cognitive commitment to institutional order while leaving regulative and 

normative pillars intact. Outside regulators, peers, and superiors tend to impose a social cost on 

those who violate institutional order. Institutional theory sometimes describes these groups as 

“custodians” – individuals or groups invested in the continuity of institutional order who “engage 

in intentional effort to maintain institutions through rule creation, socialization, monitoring, and 

enforcement of activities” (Dacin et al., 2010; Lok & de Rond, 2013: 187). From custodians, 

colleagues who overstep their place in authority structures risk not only formal sanctions in 

breaking formal rules (the regulative “pillar” of maintenance), but also social ostracization in 

ignoring social norms (normative pillar) and doubts about their competence in behaving 

incomprehensibly (cultural-cognitive pillar) (Scott, 2013). 

Studies during periods of institutional change often demonstrate that organizational members 

place themselves at risk when their initiatives are in line with new regulations but violate more 

entrenched and enduring norms. Westphal and Khanna (2003) find directors of Forbes 500 

companies isolated from corporate boards after supporting governance reforms that threaten 

managerial autonomy. They find peers excluding these directors from informal meetings and 

social events, or ignoring their comments, until those directors reaffirm support for top 

managers’ autonomy. Even in the absence of formal rules, Kellogg (2009; 2011) shows that 

people are averse to violating authority structures or seeing others do so because of the informal 

norms and beliefs parted to them during professional socialization. In the U.S. surgical training 

context, Kellogg (2009) finds regulatory changes reducing residents’ working hours to improve 



 

30 

patient safety officially adopted but in reality unimplemented in many hospitals. She finds that 

residents who insisted on following the regulations violated the informal norm of deference to 

senior physicians and punished through social isolation, exclusion from training opportunities, 

and diminished reputation. Lok and de Rond’s (2013) study of the Cambridge University Boat 

Club also describes one’s immediate peers as powerful custodians of institutionalized 

hierarchies. Lok and de Rond suggest peers who see teammates resisting the coach interpret 

them not only as disruptions to immediate tasks, but also as threats to the underlying principles 

of a 175-year-old racing tradition between Cambridge and Oxford.  

On the other hand, these same studies also suggest that organizational superiors have the power 

to protect colleagues from punishment, such as by making exceptions to policies (removing 

regulative barriers), setting local norms that relax expectations for deference (normative), or 

framing poor performance in a way that protects subordinates from blame (cultural-cognitive) 

(Kellogg, 2011; Lok & de Rond, 2013). In organizations with heterogenous environments, Van 

Dijk et al. (2011) further propose that employees can overcome perceptions of illegitimate R&D 

activities by finding niches in which their ideas find support or toleration.3 If ceremonial change 

were to encourage organizational superiors to protect rather than discipline subordinates’ 

initiatives, then ceremonial change would be a plausible way for organizations to create flatter or 

flexible forms of collaboration. Broadly then, institutional theory suggests that organizations 

attempting to discredit status hierarchies run the risk of creating an environment in which only 

some pillars are removed, leading to conflicts where members taking initiative are punished by 

custodians for violating pillars still in place. At the same time, research on institutional 

                                                           
3 Van Dijk et al. use the term “affordances” to describe environments characterized by multiple constituents and the 

co-existence of or ambiguity in interests, norms, and beliefs, allowing members to overcome constraints by seeking 

different sponsors, tolerance, or finding room to argue that their actions fit with established interests. 
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maintenance suggests one’s peers and superiors also have the power to help remove institutional 

constraints once their own commitment to the hierarchy declines. 

Empirical investigation of deinstitutionalization gives some indication of how organizational 

members respond in contexts where institutionalized rules, norms, and mental models become 

discredited, leaving a void. Research on ‘environmental jolts’ – crises or exogenous shocks to 

industry sectors that “disrupt existing practices and raise awareness of possible new ones” 

(Hardy & Maguire, 2008: 204) – show, on the level of industries, that the undermining of 

existing institutional rules, norms, and cognitive systems has potential to create both innovation 

and uncertainty (Meyer, 1982; Meyer et al., 2005; Munir, 2005). Such crises can “serve as 

catalysts for action... jolts prompt institutional actors to engage in problemistic search processes 

that can both de-legitimate existing institutional structures and uncover alternative arrangements” 

(Sine & David, 2003: 185). Meyer’s (1982) study of several hospitals during a physicians’ strike 

shows that managers can take advantage of jolts to introduce new policies that deviate from 

institutionalized hierarchies at the organizational level: “When they are labelled as crisis”, Meyer 

concludes, “jolts infuse organizations with energy, legitimize unorthodox acts, and destabilize 

power structures” (533). 

In review, the research on institutional theory informs discussions about the relationship between 

ceremonial performance and organizational structure. While ceremonial change may loosen 

organizational members’ cognitive commitment to institutionalized hierarchies, members may 

fail to reach alternative work arrangements because of conflicts arising from loss of consensus or 

ambiguity arising from a void of rules, norms, and scripts to coordinate expertise. Despite these 

risks, institutional theory does suggest ceremonial change can enable organizations to develop 

more egalitarian and flexible structures when the conditions are right, specifically when the 
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threat of a crisis or urgent problem encourages organizational superiors to protect subordinates 

from conflict and search for new work arrangements (Kellogg; 2011; Lok & de Rond, 2013; 

Meyer, 1982; Sine & David, 2003; Van Dijk et al., 2011).  

In sum, institutional theory contributes to scholars’ conceptualization of ceremony and structure 

by theorizing how organizational structures of authority originate from, and are reproduced in, 

the institutional environment. Both the literature on organizational ceremonies and institutions 

support the notion that ceremonies reinforce hierarchical structures of authority. The literature on 

ceremonies specifies that symbols reinforce hierarchies through heterogeneous distribution of 

dress, workspace, and other physical objects across ranks, and that ritualistic interactions 

conveying enhanced impressions of superiors naturalize deference to hierarchy. Institutional 

theory adds that structures of authority are reinforced by rules and norms that permeate entire 

fields or industries. This suggests that an organization attempting to foster flexible collaboration 

between members of different must navigate two problems as it attempts ceremonial change, 1) 

allowing members to coordinate expertise when the ceremonial means to do so are reduced, and 

2) managing conflicts where institutionalized beliefs, norms, and rules no longer align to provide 

consistent expectations for appropriate behavior in the field.  

Through an inductive theory-building study, I examined how ceremonial change can lead to 

flexible use of authority in organizations. I found that the breakdown of ceremonial divisions 

between the junior and senior ranks of an organization could reduce members’ cognitive 

commitment to institutionalized hierarchies, and identified the processes through which members 

manage tensions while transitioning to new work arrangements. While the findings do not 

suggest that large, bureaucratic organizations become entirely ‘flat’ or flexible through 

ceremonial change, I do find evidence that groups or departments within these organizations can 
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deviate from institutional templates to innovate or solve unexpected problems. In the findings 

and discussion, I will refer to this as a process of organizations acquiring “micro-institutional 

licenses”, as it explains how ceremonial change coupled with action addressed at managing 

institutional tensions allows organizations to deviate from institutionalized authority structures 

without suffering costs of illegitimacy. 

 

CHAPTER THREE: RESEARCH DESIGN 

Research Method 

To develop theory about the relation of ceremonies and organizations’ deviation form 

institutionalized hierarchies, I conducted an inductive case study. Inductive theory development 

is a useful strategy for deriving new constructs and relationships from data (Eisenhardt, 1989). It 

is especially appropriate for developing theory around poorly-understood phenomena (Colquitt 

& Zapata-Phelan, 2007). Process theories in particular “address questions about how and why 

things emerge, develop, grow, or terminate over time, as distinct from variance questions dealing 

with covariation among dependent and independent variables (Giesler & Thompson, 2016: 498). 

The case I examined was an extreme setting in which the ceremonies of the medical hierarchy at 

four hospitals and several ancillary organizations in Ontario’s healthcare sector were 

unintentionally but dramatically undermined during efforts to contain the outbreak of a lethal 

virus, SARS (Campbell, 2006). My case selection followed a logic of theoretical sampling in 

which cases are chosen “because they are unusually revelatory, extreme exemplars, or 

opportunities for unusual research access” (Eisenhardt & Graebner, 2007: 27). The SARS 

outbreak was unusually revelatory because of the actors involved across multiple organizations 

experienced multiple ceremonial changes, faced a shared crisis for which their traditional 
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authority structures were unsuited to handle, and deviated extensively from institutionalized 

hierarchies in the healthcare system, including junior and senior colleagues engaging in role 

reversals. The context also provided unusual access because of the extensive archival and 

secondary data available in multiple formats, in addition to the availability of participants 

involved in the outbreak. 

For data analysis, I combined inductive theorizing through coding and comparison with narrative 

analysis in order to draw on the advantages of each (Langley, 1999; Hargrave & Van de Ven, 

2016). Inductive coding allows a researcher informed by the literature to simplify extensive, 

multi-level case data into categories for the development of general themes. Categorizing the 

various experiences of individuals involved in the outbreak into “comparable incidents” 

(Langley, 1999: 700) enabled me to explore themes in the data and determine how they related to 

the literature at a theoretical level (Gioia, Corley, & Hamilton, 2013). At the same time, given 

the complexity of the SARS outbreak, I found that the “comparable incidents” took place under 

different circumstances, making it difficult to theorize their significance to larger processes 

without contextual detail. Therefore, I followed up coding and comparison with a narrative 

strategy, suited to retaining the complexity and open-endedness of organizational processes 

(Langley, 1999). Because I had already identified the major themes, it was possible to turn the 

data into narratives that both connect the themes into a process model and allow the reader to 

judge the transferability of ideas to other settings, as a thick description is available to them. 

Before elaborating on this method, I describe the case setting and my data collection. 

Case Setting 

SARS (severe acute respiratory syndrome) was the first pandemic threat of the 21st century, 

emerging in China in 2002 and spreading to five continents in 2003 where it affected over 8,000 
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people and caused some 700 to 900 deaths (Skowronski et al., 2005). Canada, the hardest hit 

country outside of Asia, saw tens of thousands quarantined and 438 cases of SARS, including 44 

deaths. Almost all of it occurred in Toronto, Ontario (Naylor, 2003). Figure 1 in Appendix 1 

presents a timeline of major events from the perspective of Toronto. 

At the beginning, the virus was unknown to the international medical community. When the first 

clusters of SARS emerged in China, they were described as “atypical pneumonia” or “influenza-

like illness”. Only by the time the illness spread to Canada did the World Health Organization 

(WHO) give it a name, issued in a global alert. It is now known that a coronavirus (SARS-CoV) 

was responsible for the outbreak (Skowronski et al., 2005).4 Prior to 2003, coronaviruses had 

been associated with mild illnesses such as the common cold, and were considered 

“uninteresting” by infectious diseases specialists, something studied by people in “small 

basement offices”, as one expert put it (McGeer, 2003).  

Shortly after its arrival with a traveler returning from Hong Kong, SARS spread through 

hospitals in Toronto infecting not only patients and visitors, but staff also through a then 

unidentified mode of transmission. The outbreak can be considered an environmental jolt in that 

it both created an urgent ‘catalyst for action’ and undermined prevailing ideas about infectious 

diseases in the Ontario (and global) healthcare community (Sine & David, 2003). 

                                                           
4 An individual infected with SARS-CoV typically enters a 2-10 day incubation period, thereafter developing 

symptoms such as high fever (>38◦C), cough or difficulty breathing, malaise, and diarrhea, and becoming contagious 

(Skowronski, 2010). Because symptoms are nonspecific, initial diagnosis relies on contract tracing and is later verified 

by chest x-rays and laboratory testing. In about a fifth of cases, symptoms become so severe that patients cannot 

breathe without mechanical assistance, about half of who begin to recover after a few weeks; the remainder die 

(McGeer, 2003). Droplet spread from coughing or sneezing appears to be the most common route of infection, which 

put a heavy toll on healthcare workers who were in close contact with patients during the outbreak. No vaccine or cure 

has been found. Treatment consists of placing patients in negative pressure rooms at hospitals to prevent further 

transmission, and where necessary, assisting their breathing. Since 2004 there have been no known cases of SARS. 
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Up until about the early 20th century, epidemics of infectious disease played a large role in 

Canadian life, the leading causes of morbidity and mortality being diseases such as influenza, 

tuberculosis, and cholera (Humphries, 2013; Pettigrew, 1983).5 This began to change over the 

course of the century. The period starting at the end of the Second World War was marked by 

optimism in the triumph of science over infectious disease (Snowden, 2008). The prevailing 

medical paradigm in the years leading to SARS was rooted in a form of epidemiologic transition 

theory (Omran, 1971). According to the theory, the history of human health is a series of 

progressively improving “ages” in which life expectancy increases as chronic and man-made 

diseases (like diabetes or cancer) gradually displace infectious diseases.  

While the emergence of new diseases like AIDS and resurgence of old ones like tuberculosis 

challenged the paradigm, the period of optimism had left its imprint through a divestment in 

pandemic preparedness systems worldwide (Snowden, 2008).6 The paradigm had discouraged 

hospitals from substantially preparing for a pandemic, such as planning, investing in infection 

control, training staff on use of personal protective equipment (PPE), or developing agreements 

or relationships that would help hospitals coordinate with public health (Campbell, 2006).  

                                                           
5 In the 1918 flu pandemic: “Kingston theatre owners received notice from the medical officer of health that, after 

consultation with the Kingston Medical Society and under the provisions of the Ontario Health Act, it was decided 

that the theatres must close on October 16. The president of the Canadian Theatre Managers’ Association responded 

with an impassioned plea for reconsideration…the medical officer of health remained unmoved, and ten days later 

notified poolroom proprietors that their establishments too must be closed to the public until further notice” (Pettigrew, 

1983: 54). 
6 Historian Snowden (2008:10) quotes Aiden Cockburn, a distinguished epidemiologist at Johns Hopkins and advisor 

to the WHO, as exemplifying the mood in 1962 when writing “it seems reasonable to anticipate that within some 

measurable time, such as 100 years, all the major infections of today should have disappeared, and only remaining 

should be their memories in textbooks, and some specimens in museums”. In 1969, the US Surgeon General stated 

that it was ‘time to close the book on infectious diseases’, and in 1979 his successor argued that infectious diseases 

were simply forerunners of chronic, or ‘lifestyle’ diseases (Snowden, 2008: 11). Such hopes were further fueled by 

the eradication of smallpox in 1979 and the global campaigns underway to eradicate polio and malaria. 
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Within this context, the outbreak response to SARS took on an improvised character, which one 

emergency manager described as “building the ship while it was in the middle of the water”. An 

investigation afterward likewise quipped “Starting with nothing… this jerry-built apparatus 

somehow did stop SARS.” (Campbell, 2006: 355). The responses included a small group of 

medical trainees taking the lead on an unidentified new disease, infection control specialists 

assuming managerial authority, and researchers expediting research protocols. Despite the 

emergency, those in senior positions did not automatically allow others to disregard the 

traditional medical hierarchies and regulations. Notwithstanding great demand for human 

resources, most trainees were excluded from frontline and leadership roles. Despite questions 

that needed immediate answers, medical researchers found themselves negotiating ethics review 

boards, norms about authorship, and other institutional constraints as they sought to answer, 

‘what are the signs and symptoms of SARS?’ ‘How does the virus spread?’ ‘What medications 

can treat it?’  

The outbreak compelled trainees, physicians, researchers, hospital managers, and others in the 

healthcare sector to violate medical authority structures without necessarily permitting them to 

do so. In some cases they were successful. I found incidents arising at the time which 

undermined the ceremoonial experience of the medical hierarchy in hospital life, including 

moments of communality between colleagues of different rank, as well as physical changes to 

workspaces and uniforms that reduced distinctions between trainees and staff members or 

medical and non-medical staff. To investigate the relationship between these unintentional 

ceremonial changes and the emerging work arrangements provides a unique opportunity to 

extend scholars’ understanding of ceremony and institutional order in organizations. 
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Data Collection and Analysis 

 Data collection 

Following the case study approach, I sought a combination of interview, archival, and secondary 

data on the SARS outbreak in Toronto. I identified situations in which organizational participants 

engaged in actions exceeding the usual authorities and responsibilities afforded to them in 

medical hierarchies, norms about professional autonomy, and institutional regulations in the 

healthcare sector. As process theory development involves analyzing and explaining “relations 

among events over time” (Giesler & Thompson, 2016: 499, emphasis in original), I paid special 

attention to both the changes in actors’ relations with authority structures over time as well as 

their experiences with ceremonial elements of the medical hierarchy. The data collection process 

involved preliminary data collection, theoretical sampling, and validation. Table 1 summarizes 

the total data across these three steps. 

Table 1: Summary of Case Data 

Interview Semi-structured 37 participants 
3 follow up 
11 email follow up 

Hospitals 
Medical trainees, staff physicians, nursing 
management, senior management 
Other settings 
Local Public Health, Scientific Advisory 
Committee, Community Care 
Organization, Medical Association 

  Informational 8 participants 
2 follow up 
2 email follow up 

Expert panel member, medical historian, 
infectious disease expert, medical 
resident – during SARS, staff physician – 
during SARS, hospital chief of staff – 
during SARS 

Archival and 
Secondary 

Official reports 3 (Canadian) 
2 (WHO) 

Campbell Commission, Naylor Report, 
Walker Report, WHO consensus 
document 



 

39 

  Presentations 61 public 
presentations and 
internal 
presentations 

Presentations from hospitals, professional 
associations, public health and emergency 
managers, interest groups  

  Memoirs, books, 
articles 

 - Memoirs of participants, prior studies 

  Contemporary 
communications 

 - Research, online communications (Pro-
MED), media interviews 

  Organizational 
documents 

 - Meeting minutes, organization charts, 
floorplans, annual reports, internal 
reports and presentations, emails 

  Miscellaneous - Stock news footage, documentaries 

Other Site visits - Visits to 4 Academic Hospitals; 
Community Care Organization 

  Artifacts - Personal protective equipment, SARS 
screening tool, patient transfer forms 
(blank) 

 

During preliminary data collection, I acquainted myself with the major turns and technical 

aspects of the outbreak, the institutional environment of the Ontario healthcare sector, and data 

sources for theoretical sampling. I began with the expert panel reports commissioned by the 

Canadian government and other institutions on the outbreak (Campbell, 2004; 2005; 2006; 

Naylor, 2003; Walker, 2004; World Health Organization, 2003a; 2006); publicly available 

archival data such as health alerts issued by the WHO and Ontario government in 2002-3 

(Ministry of Health and Long Term Care, 2003; World Health Organization, 2003b); published 

scholarly articles on SARS (e.g., Skowronski et al., 2005; Snowden, 2008); and secondary 

sources including presentations, books, accounts, news articles, and documentaries (e.g., 

Cheung, 2003; Duffin & Sweetman, 2006; Higgins et al., 2003; Low & McGeer, 2003; Loutfy et 

al., 2003; Tyshenko, 2010; Schabas, 2003). In addition, I sought more general information about 

the legal and cultural aspects of healthcare in Ontario by referring to medical histories, memoirs, 
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and training manuals (e.g., Duffin, 2010; Goldman, 2011; Marchildon, 2005; Physician 

Provincial Leadership Council, 2011).  

During this time, I visited the archives of the Canadian Broadcasting Centre, University of 

Toronto, and University Health Network (UHN) where I found, among other things, several 

hours of video footage shot inside Toronto hospitals and public health agencies during the 

outbreak (illustrating practices such as personal protective equipment use and SARS screening 

procedures), and meeting minutes from the UHN Broad of Trustees. I also conducted 

informational interviews with 8 experts on issues related to the outbreak, identified primarily 

through the reports and news articles in which their names had appeared. These individuals 

allowed me to verify my initial understanding of the case setting and referred me to others whose 

roles were prominent in the outbreak. These referrals were valuable as I discovered key players 

who were not visible in official reports and media coverage.  

In the next step, I conducted semi-structured interviews in 2015-16 with 37 additional 

participants involved in the outbreak and acquired artifacts and archival data from participants on 

an ad hoc basis, including internal presentations, photos, and meeting notes. I identified these 

participants through the preliminary data, through snowball sampling, and an attempt to get a 

diversity of perspectives. During this stage, I chose to concentrate interviews in four hospitals at 

the center of the outbreak in Toronto – given the pseudonyms Downtown Hospital, Academic 

Hospital, City Hospital, and Suburban Hospital – where it would be possible to get more 

intensive coverage including triangulation of interview and secondary data. These interviews 

provide coverage of junior medical ranks (trainees or residents), staff physicians, and senior 

management, as well as departments pertinent to the outbreak (e.g., emergency and infection 

control) in at least two core hospitals. I also interviewed individuals in other organizations in the 
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Ontario healthcare sector relevant to the outbreak whom the reports or prior participants 

recommended for their perspective. These interviews provide a perspective from the local public 

health agency, the scientific advisory committee directing the provincial response, the medical 

association representing physicians in Ontario, a community health organization, and a 

community hospital involved in the outbreak. Tables 2 and 3 describe how many participants in 

each department I interviewed at the four core hospitals and the ancillary organizations, 

respectively. 

Table 2: Core Hospital Interview Coverage* 

Unit 
Downtown 

Hospital 
Academic 

Hospital 
City 

Hospital 
Suburban 

Hospital 

ICU 2 - - 1 
Emergency 3 2 - - 
SARS unit - 5 - 1 
Infectious diseases 5 3 1 1 
Infection control 1 - 1 - 
SARS management 3 - 2 3 
Senior management 3 1 1 1 
Other units 1 (psychiatry) 2 (research) 1 (family) 

1 (research) 
1 (family) 

2 (surgery) 

*Participants occupying multiple positions listed more than once   

 

Table 3: Interview Coverage in Ancillary Organizations7 

Position Local Public 
Health 

Scientific 
Advisory 

Community 
Health  

Medical 
Association 

Community 
Hospital 

Sr. management 1 - 2 2 - 

Other 1 5 - - 1 

 

                                                           
7 Described in one report as a “human-cellphone conglomerate of concerned physicians, infection control 
practitioners, and administrators from across the county” (Naylor, 2003: 30), the Scientific Advisory Committee did 
not have “senior management” positions, but did have people acting as the Chair at different points in its existence.  
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The interviews ranged from about 30 minutes to 1 ½ hours, were conducted in person (usually in 

participants’ offices at the hospitals) or by telephone or Skype, and audio recorded where 

permission was granted. I asked participants to describe their work prior to the outbreak, how 

their activities and the people they interacted with changed during the outbreak, how they 

adapted to these activities, and to comment on how well the panel reports represented their 

experiences.8 Most were also shown organizational charts of their hospitals at the time of the 

outbreak; I asked them to either verify my understanding of how their own departments related 

to other departments or to fill in the gaps in my understanding.  

Across these interviews, participants identified medical hierarchies and research protocols as two 

constraints against their attempts to acquire or fulfill roles essential to the containment of the 

outbreak. Changing ceremonies and status distinctions between ranks were themes that emerged 

during the interviews. I sought subsequent participants and updated my interview questions to 

acquire more data on these topics. Retrospective interviews, not properly handled, can lead to 

invalid data (McCracken, 1988). I identified two potential validity threats, what appeared to be 

the lesser, distortion of information due to presentation bias, and the greater, the erosion of 

memories in the time which had passed. I address each in turn.  

Presentation or “self-serving” bias is a tendency for participants to present themselves in a 

favorable light, such as taking credit for successes and blaming external factors for failure 

(Campbell & Sedikides, 1999). It is a concern where participants are asked questions tied to their 

sense of self-worth. Participants may also try to protect the image of others, such as friends and 

                                                           
8 Almost all participants agreed that the reports were reliable and consistent with their experiences of the outbreak. 

The few points of disagreement consisted of the reports’ statements about whether hospitals had taken certain 

precautions quickly enough, whether the “precautionary principle” was useful, and whether the credit given for certain 

outcomes was fair. 



 

43 

colleagues (Westphal & Park, 2012). The outbreak had pushed to their limits the personal and 

professional identities of most participants. These individuals had made decisions, under 

circumstances not of their choosing, that had consequences not only for their own lives, but also 

those of colleagues, patients, and their families. For years, some had ruminated about how things 

might have come out differently, and what the events said about their competence, courage, and 

altruism.  

I found, nevertheless, little indication that presentation bias threatened the validity of the 

interview data. As a precaution, I told participants that any information they shared, in 

accordance with the study’s ethics approval, would be kept secure and that none of it which was 

personally identifiable would be published without prior approval. More importantly, I listened 

to participants relate situations that could be described as embarrassing: moments in which they 

had lost composure, made choices they no longer stood by, and struggled to be a good doctor, 

spouse, or parent. In a few cases, I entered interviews knowing in advance some of these details. 

That I found participants spontaneously relating painful or embarrassing experiences or at least 

alluding to them in most instances suggests that these individuals were willing to provide an 

account of events that, to the best of their ability, reflected their experiences. 

The other threat to validity, the distortion of memory with time, is a limitation to this study 

which I attempt to mitigate and make transparent. During the 12 to 13 years between the 

outbreak and my first contact with participants, many had preserved their memories by attending 

commemorations, meeting colleagues to discuss “living through the war”, and piecing together 

information in formal research or casual conversation. In some cases, participants had shifted 

their careers to become advocates for pandemic planning or volunteered to fight infectious 

diseases around the globe and were now recognized experts in these fields. Others had tried to 
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forget the whole thing. Some adjusted their work life to avoid being put in a similar emergency 

again, or to distance themselves from colleagues with whom relations had become irrevocably 

strained.  

To mitigate distortions of memory, I relied on several strategies suggested by Miller, Cardinal, 

and Glick (1997). First, I was frequently able to triangulate data across interviews because 

participants’ stories were interconnected. I often heard multiple descriptions of the same event, 

and put more confidence in the accuracy of memories which received verification this way. 

Second, as far as possible I triangulated data from interviews with archival and secondary data. 

Much of this information had been generated by participants themselves in memoirs and research 

articles they had published, presentations they had given, or interviews they had provided to 

media during, shortly after (days, weeks, and months) or years following the SARS outbreak. 

Public reports, journalism, court cases, emails, and other materials described above provided 

dates of specific events, information about who was present at certain meetings, and other details 

that were lost to memory. Finally, I relied on participants’ own assessments about the quality and 

comprehensiveness of their memories. Participants pointed me to people or documents which I 

used to verify facts, used such documents themselves to do so, or explained where their 

memories of specific events were likely to be reliable.9 

In the third step of data collection, in conjunction with analysis, I pursued validation. To verify 

factual details and determine whether the emerging theory was consistent with participants’ 

experience, I followed up with those who indicated a willingness to keep in touch. I presented 

                                                           
9 For instance, some participants were confident about the date of a certain meeting or phone call since it took place 

near an anniversary, birthday, or vacation. One participant had kept boxes full of original documents in their office – 

memos, email print outs, hand-written notes, and sketches of x-rays, among them – and used the collection to estimate 

which physicians were on call at the hospital on a certain fateful day.  
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these participants with a summary of the first-order categories and emerging second-order 

themes (described below), showing them how their own experiences were coded, and asked 

whether they could think of either additional examples of categories/codes or counterexamples if 

these did not fit with their experiences. For the subset of those whose experiences exemplified 

the emerging theoretical model, I also asked them to review narratives of their experiences, and 

where identities could be deduced, permission to publish the material.10  In the end, lacunae 

remain a part of each participants’ story (cf. Vaughan, 1996: 280-282). Some had only a general 

sense of an event’s timing, rather than an exact date, or were unsure whether a certain colleague 

was present in this meeting or that one. The events described in this paper attempt to minimize 

error, either by using more general descriptions in place of specific ones; or when details seemed 

critical to the events, building theory from other, better documented events. 

 Analysis 

I conducted the analysis concurrently with data collection. During the preliminary stage, I sought 

to make sense of the complicated course of the outbreak by locating events relating to the 

Greater Toronto Area into a day-by-day timeline, organized by region (global, national, 

provincial, and municipal) and organization (including each of the four core hospitals, plus major 

actors including government agencies, professional associations, and international institutions). 

In the first step of theory development, I developed first-order categories from interview 

transcripts and other material organized using the qualitative analysis software NVivo. These 

                                                           
10 Participants sometimes felt it was important to include clarifying detail, and with these added, some of the SARS 

narratives incorporate participants’ voices directly. For instance, one participant emailed me to say that there had been 

some factual errors in the draft. Moreover, there were certain passages where he felt, as he put it, “[the narrative] 

makes me sound like some sort of combination asshole and genius”, adding in brackets “which is not too far from the 

truth”. I met with him to correct the facts and to include some contextual detail. Though he said that he would have 

written those passages somewhat differently, that they were accurate and he would not ask me to change them. 
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categories were incidents broadly relating to the research topic, based on what the literatures on 

institutional theory, performance, and unexpected events would suggest, as well as participants’ 

own statements or their repeated presence across interviews. Many categories, such as “seeing a 

role reversal”, “living through the war”, and “doctors are special” are participants’ own words, 

while others consist of descriptions of incidents or topics, such as “physical co-presence”, 

“presenting to an audience”, and “professional status and autonomy”.  

In the second step, I developed second-order themes iteratively with first-order categories by 

linking them to more abstract but theoretically-relevant concepts. This process enables 

researchers to “group seemingly disparate events, activities, and choices into qualitatively 

distinct categories by comparing and contrasting various forms of event data” (Giesler & 

Thompson, 2016: 502). For example, the categories of “physical co-presence”, “living through 

the war” and “black humor” were linked together in the second-order theme “Experiences of 

Communality” since all involved decreasing formality and increasing intimacy in the interactions 

between organizational members. Likewise, participants’ experiences of “Being Put in One’s 

Place” after violating norms or describing themselves as attempting to project “Impressions of 

Control” when the hierarchy became undermined were linked together as actions constituting 

institutional custodianship. During the first two steps, I reached a maximum of 91 categories, 

before reducing them to 16 by the end.  

Table 4 in Appendix 1 presents the categories coded for each participant’s experiences, drawing 

both from interview and archival/secondary data. Across the interviews, I spoke with six 

trainees; one nurse clinician; five specialists (primarily in infection control), 12 staff physicians, 

7 department chiefs, 12 senior managers (three chiefs of staff, two VPs, two CEOs, and five 

upper managers of the ancillary organizations), and two historians. Overall, I considered trainees 
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to be in a relatively junior position in the medical hierarchy (due to their subordination to staff 

physicians). I considered specialists and staff physicians to fit in the middle ranks, their formal 

positions providing a great deal of autonomy but few subordinates (except when these people 

were instructing trainees). Department chiefs I considered to be in the middle-senior ranks, as 

they had greater involvement in management and leadership – including some influence over 

staff physicians. Those in the senior ranks had extensive managerial and leadership 

responsibilities – the Chiefs of Staff for the medical staff in the hospitals; VPs, CEOs, and those 

in similar positions for nurses and non-medical staff within their hospital, public health agency, 

community care organization, or professional association. Table 4 shows that the themes relating 

to institutional order, ceremony, and changing uses of authority appeared frequently among 

people in both junior and senior formal positions. The exception is the relative paucity of themes 

relating to affirming authority (described in the next step) among department chiefs. The typical 

participant in this group interacted with colleagues who were relatively autonomous staff 

physicians in their departments or at other hospitals (for those working via teleconference), and 

for whom it was normal to take part in management committees where formal authority 

structures had less of a role.  

In the third step, I organized second-order themes into aggregate dimensions. To do so, I looked 

for relationships between the second-order themes within the experiences of individual actors in 

the outbreak. I organized each of the participants in a table noting the themes which emerged in 

their experiences (based on both interviews and other data I had collected about them), and, with 

feedback from participants, wrote six extended narratives on those individuals who constituted 

extreme cases – because most of the themes emerged in their experience of the outbreak and did 
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so in defining ways. These narratives are interpreted in the findings section to show how the 

second-order themes connect as a coherent whole (Langley, 1999).  

It was in this step that I clustered the second-order themes into four aggregate dimensions, 

“Institutional Order”, “Separation from Existing Systems of Authority”, “Affirming New 

Authority”, and “Retaining New Authority”. These dimensions represent aspects of individuals’ 

experiences of the outbreak with similar theoretical roles. For instance, both “experiences of 

communality” and another theme, “erosion of awe”, appeared to loosen organizational members’ 

commitment to status hierarchies. Aggregate dimensions also allow researchers to theorize how 

opposing or contradictory themes can contribute to explanations of organizational phenomena 

(Gioia et al., 2013; Hargrave & Van de Ven, 2016). Hargrave and Van de Ven (2016) show how 

conflicts between organizational actors can explain various forms of unintended organizational 

change as each group’s adjustment leading to unforeseen outcomes. For instance, “Separation 

from Existing Systems of Authority” in the present study appeared to be at odds with a different 

dimension, that of “Institutional Order”, processes which reinforced organizational members’ 

commitment to status hierarchies. Exploring this relationship further, I found that a third 

dimension, “Affirming New Authority” provided insight on the outcomes of this tension, with 

the presence of “Affirming” linked to further deviance from institutionalized hierarchies and its 

absence linked to either conflict or the restoration of institutional order. Figure 2 presents the 

data structure developed in the analysis. Table 5 in Appendix 1 shows representative data of the 

first-order categories used to inform the findings chapter. 
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Figure 2: First-Order Categories, Second-Order Themes, and Aggregate Dimensions 
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CHAPTER FOUR: FINDINGS 

I report the findings in the order of the four overarching dimensions that emerged from the 

empirical analysis. “Institutional Order” provides a baseline of the medical hierarchies in 

Toronto’s hospitals. “Separation from Existing Systems of Authority” explains how ceremonial 

changes began undermining some members’ cognitive and normative commitment to these 

medical hierarchies, along with the tensions that could arise. “Affirming New Authority” covers 

senior physicians’ and administrators’ efforts to create consensus around the rules, norms, and 

beliefs that would guide alternate work arrangements. “Retaining New Authority” shows how 

some junior members of Toronto’s hospitals emerged from the outbreak with new forms of 

career capital, even with the restoration of medical hierarchies. Once these dimensions are 

reviewed, I will introduce a model of ceremonial change and micro-institutional licenses in 

organizations which explains how large, bureaucratic organizations can create work 

arrangements that deviate from institutionalized hierarchies.  

To complement this theme-based presentation of the findings, Appendix 2 presents four “SARS 

stories”. These narratives were written to theorize and illustrate how the aggregate dimensions fit 

into a larger whole explaining the relation between ceremonial change and the creation of micro-

institutional licenses. These narratives, told from the perspective of individuals working through 

the outbreak, represent extreme cases: neither did most junior physicians gain as much authority 

as those whom we will meet as Helen, Jennifer and Bernard, nor did the average senior physician 

engage in such a variety of license creation or custodianship behaviors as did David. The 

narratives describe what could happen in the outbreak, rather than what happened in most 

organizational departments. The narratives, illustrating the licensing process within one 
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institutional context, will also allow the reader to determine how well the model may generalize 

to other settings of interest (Langley, 1999).  

Institutional Order 

Institutionalized authority11 

As a baseline, I first describe the major authority structures in Toronto hospitals, examining both 

their institutional pillars and the ceremonies that maintain them. I identified “professional status 

and autonomy” and “research protocols” as two sets of field-level institutions that influenced the 

use of authority in Toronto’s hospitals. These institutions could constrain those who attempted to 

take the sort of initiatives and collaborations that contained the SARS outbreak. Using 

institutional theory as a lens, the basis for these authority structures can be associated with 

regulative, normative, and cultural-cognitive elements that span the medical field and which in 

large part originate outside the prerogative of any individual hospital or department. During the 

outbreak, working arrangements sometimes deviated from these institutionalized authority 

structures, at times leading to new work arrangements, at times leading to tensions between 

organizational members or uncertainty about how to rearrange the work. This section describes 

the constraints that were in place and the processes that reinforced them. 

The authority structures of Toronto’s major hospitals tend to resemble one another (Physician 

Provincial Leadership Council, 2011). Establishing or expanding a hospital, staffing it with 

medical and non-medical staff, and receiving funding from external sources requires its board to 

comply with a host of formal regulations, such as provincial legislation and professional 

                                                           
11 These sections describe the Ontario healthcare sector as it was leading up to the 2002-2003 outbreak, including 

organizational structures, funding models, and professional norms. All participants who were interviewed in this study 

are described according to the position they held at the time of the outbreak and given pseudonyms.  
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associations, that define and enforce the appropriate use of funds, which individuals are entitled 

to perform medical work, and the conditions under which medical or research work can proceed 

(Marchildon, 2005). Moreover, the informal status hierarchies in Toronto’s hospitals tend 

resemble one another because many members, such as nurses and physicians, acquire 

professional norms and outlooks during their professional training long before they begin 

employment. Both formal rules and these informal norms and beliefs make it impractical for a 

hospital’s board or senior management to drastically re-arrange structures of authority.  

Physicians in Toronto’s hospitals see their workplace characterized by a mix of hierarchy and 

autonomy. This is because hospitals in Ontario operate under a dual hierarchy (Physician 

Provincial Leadership Council, 2011). One of these structures is like a business in that a board of 

trustees/directors appoints a CEO, who in turn appoints other employees, who ultimately report 

to the CEO. These employees include senior management, nurses and nursing leaders, allied 

health professionals, and non-medical staff such as engineers, IT specialists, administrative 

assistants, and housekeeping staff, some of who are unionized, others who are not.  

In addition to the CEO, the board appoints a Chief of Staff or “chief physician” who reports to 

the board directly. The chief physician acts as a liaison between the CEO and the “professional 

staff”, i.e., staff physicians. The chief monitors and supervises staff through a separate hierarchy 

consisting of department chiefs or “heads”, and in larger hospitals, division chiefs. Each of these 

positions is directly appointed by the board. Unless holding an administrative position, 

physicians are not employees of the hospital in which they work, per Ontario legislation, but are 

‘independent contractors’. Physicians acquire “privileges” at a hospital to practice clinical work 

(i.e., admitting and treating patients) and bill their work to the Ontario’s health insurance plan.  

While chiefs monitor staff physicians, it is only the board which appoints and revokes staff 
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privileges. In other words, the chiefs’ ability to formally discipline or control staff is limited. 

This arrangement gives staff a great deal of autonomy compared to traditional 

employee/employer relations. 

Given the rules and norms protecting staff physicians’ autonomy, others working in the hospital, 

including specialists and consultants, who aspire to implement policies often find their authority 

lacking, especially for those in fields considered to be low status (Campbell, 2006: 837; 843-

846). Pre-SARS, infection control is one of those specialties. Bernard, infection control director 

at City Hospital put it this way: “I used to joke that infection control has about the same status as 

a shrub on the front lawn of the hospital… people just didn’t care. [The attitude was] ‘infections 

happen, what are you going to do about it? That’s why we have antibiotics’” (Bernard’s story is 

related in Appendix 2). Shared beliefs that airborne or droplet-spread pandemics were no longer 

a serious threat to Ontario’s hospitals meant that most physicians were not trained to use, or even 

identify, the N95 respirators which would become iconic of the outbreak (Campbell, 2006: 

1105). A physician at another hospital’s emergency department states that the infection 

prevention and control (IP&C) unit was seen to be a “pain in the ass”. Despite the IP&C’s 

expertise, the physicians were inclined to rely on their own judgement, often ignoring IP&C 

policies which seemed to them “minute” or “burdensome”, such as prohibitions on where they 

could drink coffee in the hospital. “I [only] knew they existed” joked one senior manager at a 

third hospital when I asked her what her involvement had been with the IP&C unit prior to 

SARS.12  

                                                           
12 That specialists in Ontario’s hospitals sometimes had a difficult time implementing desired policies is reminiscent 

with observations that in many large organizations incompatible cultures and incentives create tension between line 

managers (who have experience in and direct authority over the organization’s production and distribution process) 

and staff managers (who claim expertise to a specialist body of knowledge, but are not directly involved in production 

or service) (Dalton, 1950). 
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From the perspective of a medial trainee however, hospital life appears less like an archipelago 

of autonomous practices, and more like a strict hierarchy reinforced by the rules, norms, and 

cultural beliefs of the medical profession. In Ontario, academic hospitals are affiliated with 

universities through which they collaborate on education and research. Under these 

arrangements, staff physicians typically hold a clinical position at the hospital (with variable 

expectations for clinical practice, research, teaching, and administration), as well as a faculty 

position at the university. To become a staff physician, a student must first graduate from a 

university’s medical school, then undergo training at a hospital with a residency program (a 

“teaching hospital”). The residency program is an important rite of passage for aspiring doctors 

marked by a great deal of ritual and ceremony.  

Besides acquiring technical knowledge, residents come to understand their identities as doctors, 

professional codes of conduct, and the informal status hierarchy that operates within the medical 

field (cf. Dunn & Jones, 2010; Kellogg; 2011; Pratt et al., 2006). The residency stage usually 

lasts two to five years, depending on the medical specialty, and involves “rotations” which may 

last one to six months each through different specialties and subspecialties such as internal 

medicine, emergency medicine, and infectious diseases. Being socialized into a profession with a 

strong culture, residents don a conspicuous organizational dress that sets them apart from nurses 

and non-medical staff in the hospital. In the not dissimilar U.S. medical setting, Becker et al. 

(1961, cited in Pratt & Rafaeli, 1993: 43) described it this way: 

[Upon entering medical school, the students] put on white, the color symbolic of modern medicine. 

For the rest of their lives they will spend a good many hours among people who wear uniforms, 

more often white than not, which tell the place of each in the complicated division of work and the 

ranking system of the medical world. 
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In the beginning years of the program, a junior resident (or “intern”) typically has few 

responsibilities and reports to more senior residents on the rotation, who in turn report to a staff 

physician. Residents gain experience working with patients admitted to their unit or consulting 

with physicians at other services, and attend daily “rounds” with staff with whom they review the 

patients (“cases”) and receive advice. During daily rounds, staff physicians have opportunities to 

interrogate residents about their understanding of the case in front of their peers. These 

sometimes anxiety-provoking trials not only allow staff to develop residents’ medical skill but 

also reinforce the cultural basis for the medical hierarchy: correcting a resident assembled in 

front of his or her peers allows staff to publicly display the competencies which residents still 

lack (cf. Kellogg, 2011). Signs of medical residents’ subordinate role in the status hierarchy is 

further reinforced through “scut work” – menial or unpleasant tasks assigned to them, which 

intendedly or not tend to impose a sense of humility (cf. Pratt et al., 2006; Trice & Beyer, 1993). 

After the program, residents write examinations according to their specialty, after which the 

medical regulatory college in Ontario provides a certificate of registration permitting them to 

practice medicine independently (Resident, 2016). Thereafter, as certified doctors they can seek 

appointment (‘privileges’) at a hospital in the province.  

The relationship between residents and staff physicians are generally marked by deference, on 

the resident’s side, and paternal authority, on the staff’s. Jennifer, the resident whom we met in 

the introduction, suggested that “nothing is initiated” by a resident in the presence of staff 

(Jennifer’s story is related in Appendix 2). The “ideal resident” doesn’t second guess their 

superior but responds enthusiastically to the tasks assigned to them: “I think the culture is that 

you just don’t say no. You figure out how to do it, you do your best, and you only ask for help if 

it’s needed”. Helen, a resident at Academic Hospital describes trainees climbing a “totem pole of 
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responsibilities and prestige” as they progress through the residency, from being told “you’re no 

good” in early years, to ultimately “managing teams of trainees [then] other doctors” (Helen’s 

story is related in Appendix 2). Through this long process, residents gradually develop the 

confidence and style that allow them to deal authoritatively with patients and hospital colleagues, 

with staff members giving each resident either more direction or more structure. Staff physicians 

understand it is their job to “keep residents on a leash”, but the length of this leash varies 

depending on staff’s assessment of the resident’s progress (Goldman, 2011). Donald, a senior 

manager of a provincial medical association, emphasizes the importance of emotional stability in 

the profession. Physicians must learn to maintain a calm appearance in the presence of worried 

patients “so the patient can feel comfortable, even if the diagnosis and treatment aren’t in yet.”  

Junior physicians also accumulate more specific scripts and habits through their training that 

allow them to overcome challenges to their medical work, such as diagnosing and treating 

patients who provide false information about their medical history. Much like the senior 

managers who evaluate junior consultants’ and investment bankers’ readiness for promotion 

based on their developing executive personas (Ibarra, 1999), one emergency physician explains 

that whether residents are deemed ready for autonomy depends not only on their technical skill 

but also their professional demeanor: “I can usually size up residents within one shift or even 

half a shift… Can they speak with confidence, and do they have a good knowledge base[?]… It’s 

part of the eye contact, the body language, all of which tells me this guy knows what he’s talking 

about, or this person doesn’t know what they’re talking about, and they’re BS-ing me” 

(Goldman, 2011: 109).  

In sum, residents in the medical hierarchy have a subordinate role, constrained from doing 

medical work by formal legal rules (the prohibition against practicing independently) and from 
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engaging in assertive, initiative-taking behaviors by professional norms (expectations for 

deference to staff physicians). The residency program serves as a rite of passage, and through its 

trials, ceremonies, and mentorship opportunities, residents develop not only technical skill but 

also the norms and beliefs that allow them to present themselves professionally, follow 

professional codes of conduct, and understand status hierarchies in hospitals. It is the norm for 

staff supervisors to give residents personally known to them and who have proven themselves 

some informal autonomy, though residents’ full legal autonomy and equal status among peers in 

the medical community comes only with completion of training.  

Besides the structure of professional status and autonomy, medical research is another aspect of 

the healthcare sector in which professionals face strong extra-organizational institutional 

constraints. Among formal regulations, the privacy and safety of patients is paramount where 

clinical records are used as data and, in the case of clinical trials, medical treatments are 

administered. A clinical research project requires a researcher to have access to patients (or at 

least their records) as well as approval from the hospital’s medical advisory committee and 

affiliated research ethics board. For clinical trials, approval by the federal government is also 

necessary.  

Informally, authorship on impactful research publications provides prestige, supports expertise 

claims in the researcher’s specialty area, and helps one get promoted within research-oriented 

hospitals. Because of its value, strong norms guide authorship assignment. The first author in a 

medical article is typically the “junior” author who does most of the research, and is usually 

someone who is at an earlier stage in their career. The last or “senior” author also has 

considerable involvement, primarily as a supervisor to the project. The senior author is usually 

someone at a later career stage, having both the experience to mentor the junior author, and the 
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wherewithal to push the project through organizational and institutional barriers. Researchers 

also offer co-authorship to others for access to their clinical records. Because of this, physicians, 

departments, or hospitals who acquire medically-unique patients also acquire “data”, and can 

either publish studies or negotiate inclusion on others’ ongoing projects. 

Broadly then, macro-level institutions define many of the authority structures in Ontario’s 

hospitals, including their dual hierarchies. These authority structures are supported by regulative 

elements such as provincial legislation as well as normative and cultural elements typically 

imparted through professional socialization. The structures, outside the prerogative of any 

individual hospital, encourage autonomy for staff physicians while nurses and non-medical staff 

work within more hierarchical structures. Directors and staff specialists, like infection control 

managers, have limited formal authority over staff physicians and rely on informal modes of 

persuasion in efforts to obtain their cooperation. Residents have a distinctly more hierarchical 

experience of hospital life as the norms and beliefs imparted during medical training programs 

encourage deference to one’s senior colleagues, sometimes awe, while one gradually acquires 

knowledge and moves up the “totem pole”. Finally, both formal research ethics rules and 

informal norms about co-authorship serve to guide and constrain medical research collaboration. 

The next section illustrates the institutional processes which attempted to reproduce these 

authority structures even as hospitals began to respond to an unexpected event.  

Institutional order – Maintenance through institutional reproduction 

Crises and environmental jolts are associated with increased flexibility and disregard of 

bureaucratic rules. One might expect, therefore, that the SARS outbreak provided a general 

license for hospital physicians to ignore some of the hierarchy of the medical profession. 

Nevertheless, I found evidence that as the Ontario healthcare community began to respond to 
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SARS, distinctions of authority, autonomy, and status were often reproduced in the formal 

policies developed by government agencies, their scientific committee, and hospital 

administrators. These findings are in line with institutional theory that structures of authority will 

be highly resilient when rules, norms, and beliefs align (Scott, 2013). Moreover, even when rules 

were removed or replaced during the outbreak, the shared beliefs, categories, mental models, and 

other cultural-cognitive elements undergirding them could influence decision-makers to 

unwittingly reproduce institutional order.  

The norms and beliefs that “doctors are special”, as one participant put it, seemed to withstand 

the shock of the outbreak. Despite hospitals’ great demand for physicians on the frontlines and 

infectious diseases specialists, the great majority of medical students and residents who had not 

attained staff status were marginalized, if not excluded entirely. Students were instructed by the 

university not to turn up at the hospital. Except in a handful of cases, residents were prohibited 

from treating SARS patients or attending SARS management committees, even when they had 

frontline experience.  

At times, it appeared taken-for-granted status distinctions within the medical hierarchy 

influenced policy makers as they established new rules. Dana, a staff physician affiliated with the 

university, describes the decision to exclude medical students was “very easy” for the committee, 

“one of the few decisions [during the outbreak] that I had never questioned”. She was left 

“speechless” learning only after the outbreak how eager the students were to participate in the 

outbreak response: “[The students] yelled at me. They were really angry, because they were 

trying to be doctors and they were there to help patients and we specifically excluded them”. The 

logic had been to benefit the students, as another physician related, “we excluded students as 

they couldn’t rotate between hospitals or meet with colleagues from other hospitals due to risk of 
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transmission”, and noted in retrospect that students had wanted to help, and that finding some 

safe way to include them in patient care would have been appropriate.  

Rules reinforcing existing status distinctions in the medical hierarchy also affected nurses, allied 

health professionals, and non-medical staff. These groups seemed to be aware that two sets of 

infection control policies were being developed: one for doctors, another for everyone else. Vera, 

a senior manager at Downtown Hospital, found her operations constrained by a provincial policy 

that restricted the mobility of nurses between facilities but not doctors, suggesting that “The 

decisions made about nurses and other professions were deeply ingrained in these professional 

hierarchies in healthcare… There was no logic [behind some decisions] … except that doctors 

are special”. In turn, volunteers were asked by hospital management not to come to work, as 

were non-medical staff categorized – much to their chagrin – “non-essential”.  

In sum, the unexpected outbreak of a lethal and contagious virus in Ontario’s hospitals was an 

environmental jolt in that it created an urgent, shared problem for people across the field (Sine & 

David, 2003). As a jolt, SARS also undermined traditional beliefs that infectious diseases no 

longer posed a threat to the healthcare systems of modern, postindustrial nations. At the same 

time, SARS as a jolt did not immediately “legitimize unorthodox acts” or “destabilize power 

structures” (Meyer, 1982: 533). Provincial and hospital policies reproduced status distinctions 

between physicians, residents, nurses, and non-medical staff. These rules often excluded the 

latter groups from bringing their expertise and skills to the outbreak response, despite the urgent 

demand for human resources. Much of this appears in line with institutional theory’s insight that 

structures of authority are maintained because they are supported by multiple “pillars” – new 

rules reproduce the status distinctions of old rules because decision-makers share underlying 

categorization schemes acquired through their socialization in the field (Scott, 2013). 
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The minority of individuals and groups who deviated from these institutionalized hierarchies – 

sometimes resulting in new working arrangements, other times in conflict and ambiguity – are 

examined in the following sections. As I will illustrate, the willingness of organizational 

members to deviate from institutionalized hierarchies appeared to depend not only on an urgent 

goal, but also facilitation from (unintentional) changes in ceremonies reinforcing status 

distinctions. The section following that will then look at how organizational members, once they 

were separated from the existing medical hierarchies, attempted to create new structures of 

authority suitable for containing the outbreak. 

Separation from Existing Authority Structures 

 Erosion of awe 

As illustrated in the preceding sections, the norms and beliefs imparted during professional 

socialization discouraged junior physicians from taking their own initiatives in the presence of 

senior colleagues. Nevertheless, various incidents during the outbreak seemed to discredit beliefs 

associated with deferential behavior, thereby encouraging junior members to feel more self-

assured interacting with senior colleagues, to “step up to the plate”, and to give directions to 

others. The ‘erosion of awe’ and another theme described afterward – ‘experiences of 

communality’– were largely unintentional byproducts of Toronto hospitals responding to an 

environmental jolt. The immediate effects they had on undermining the ceremonies of the 

medical hierarchy appear however, very similar to those intentional managerial efforts taken to 

eliminate rituals, dress codes, and offices that symbolically reinforce hierarchies in workplaces 

(Times Now, 2015; Valve, 2012). Below, I first illustrate how the erosion of awe and 

experiences of communality contributed to weakening commitments to the medical hierarchy in 

Toronto’s hospitals during SARS. Afterwards in this section, I show how the eroding medical 
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hierarchy could lead to tensions between junior organizational members and institutional 

custodians attempting to maintain order. 

Erosion of awe describes incidents that discredited mental models affirming the medical 

hierarchy imparted on junior residents during their training (described in the model as a 

loosening of the cultural-cognitive pillar). Seeing a ‘role reversal’, and seeing ‘no one else to do 

it’ were two types of incidents that could erode junior physicians’ awe towards the medical 

hierarchy. As described in Chapter 2, ceremonial performances in organizations require scripted 

performances to go smoothly (Dacin et al., 2010; Tracey, 2016). Performances backfire and send 

unintended messages when unexpected events disrupt the image organizational mangers are 

trying to convey (Goffman, 1959; Jackall, 1988). In routine hospital life, daily ‘rounds’ provided 

opportunities for staff physicians to ceremonially display their stock of medical knowledge in a 

relatively controlled environment. At the beginning of the outbreak however, residents and staff 

physicians were equally unknowledgeable about the new virus. The immediate threat to one’s 

personal safety, likewise, was also something to which most senior staff physicians were 

unaccustomed. As the literature on organizational ceremonies would suggest, disruptions to 

senior physicians’ displays of expertise, control, and calmness would have the effect of reducing 

the awe residents held them in (Dacin et al., 2010; Siebert et al., 2017). 

In the most extreme cases, residents and junior physicians witnessed role reversals, situations in 

which the hierarchy seemed to “completely flip over”. For several reasons, including routines 

that put trainees in first contact with patients, chance, and a willingness to take personal risk, it 

happened that at Toronto’s hospitals, a handful of residents acquired significantly more expertise 

treating SARS patients early in the outbreak than their staff. Because of this, residents sometimes 

became more comfortable treating patients on the frontlines, and in turn, witnessed senior 
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colleagues – once found “intimidating” or held in awe – revealing themselves to be imperfect 

and “human”, showing signs of fear, or becoming dependent on junior colleagues. One resident 

described it as seeing “everybody for the first time what they were”, undermining the impression 

given to residents during daily “rounds” that staff physicians always knew better.  

For Jennifer and Alex, trainees who acquired frontline duties at Downtown Hospital before the 

restrictions on student participation were implemented, it had become routine to don personal 

protective equipment (PPE) and come into close contact with patients. Jennifer was shocked 

weeks into the outbreak when she watched Alex guiding a nervous senior physician to see a 

SARS patient for the first time: “One guy, quite a high-level guy... was asked to see a patient, 

and he was so scared going in, that Alex, as a trainee, had to help him gown up and walk him in. 

It was a complete role reversal… I had huge respect for the ladder, and everything changed after 

that.” Helen, resident at Academic, also noted her surprise at staff physicians – whom she had 

been socialized to see as the people with the answers – coming to her for instruction: “People 

were looking to me because I had now seen a few people with SARS… but it wasn’t residents or 

my peers coming to me, these were staff [physicians]… the same people who I felt were trying to 

keep me in my place”.   

Occasionally, role reversals could become targets for banter. Andrew, staff at Downtown, 

remarked that Toronto’s request for help from infectious diseases experts across the country 

flattened the informal status hierarchy in Canadian medicine, recollecting “They all kind of 

laughed at that ‘Toronto needs us. We couldn’t get a job in Toronto if we wanted to last week, 

but now they’re flying us here… every morning we sit in a room and make up rules for you 

people to work by.” 
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Besides witnessing role reversals, residents and junior physicians described feeling compelled to 

take initiative only after having discredited assumptions that some official response from higher 

levels of the hospital management was forthcoming. On the frontlines, Danielle, a resident at 

Downtown, took a passive role until witnessing colleagues’ reactions after a senior physician – 

one they had counted on as a “pillar” – fell ill. Seeing a colleague break down beside her, 

Danielle determined that, given that she had acquired at least some experience with SARS and 

PPE use, it was her job to fill in the “pillar” role. Bernard, an infection control director, was 

relatively new to his job and remembers watching the outbreak progress, vainly expecting 

someone to take charge before deciding to do so himself: 

“I started getting paged a lot… in the space of three days, I’ve gone from not hearing about [the 

outbreak] to it freaking me out. And what really struck me was, how come there’s nothing official? 

Why isn’t there a warning or a press or media release? Or something? But there was nothing! So I 

did a really crazy thing – I actually called the hospital CEO… you could imagine [that if the CEO’s 

response was] ‘look at this 30-year-old-punk who just came out of school, why am I listening to 

you?’… it could’ve gone very badly.” 

The dangers on the frontlines also revealed the personal lives and worries of senior colleagues. 

Several residents and younger staff members at City, Academic, and Downtown felt a duty to 

volunteer for the clinical care of SARS patients after learning about the senior colleagues’ 

concern for their children. Being younger, these junior members were less likely to be married 

with children. Lana, a junior physician at Academic said “At the time I was single and had no 

kids, and almost all my colleagues [in the department] had young kids at home. And they found 

it really difficult. So it made sense to me… for me the cost was a whole lot less to jump in and 

get more involved.” Eventually, Lana would not only be treating patients, but successfully 

advocated new work arrangements to increase continuity of care in Academic’s SARS unit. 

Anna, a medical trainee, volunteered to treat patients at both Academic and Suburban Hospital 

for the same reasons, and ultimately appeared on the SARS management committees of both. 
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Seen from the perspective of institutional theory, erosion of awe consisted in the discrediting of 

mental models internalized by junior organizational members. By disrupting scripted 

performances, it weakened residents’ assumptions that their more senior colleagues necessarily 

had the outbreak response under control. While eroding awe could encourage residents to take 

initiative, it did not guarantee that they would be effective or that their senior colleagues would 

accept these initiatives. As described in the cases below of “being put in one’s place”, senior 

colleagues sometimes disciplined initiative-taking residents for violating medical hierarchies. 

Related below, changing social norms within work groups also facilitated junior members’ 

deviance from existing systems of authority, occurring through experiences of communality. 

 Experiences of communality 

As hospitals and supporting organizations coped with the outbreak, changes and stresses to work 

arrangements undermined the usual symbolic and ceremonial aspects of the medical hierarchy 

that created distinctions between ranks of seniority, and between medical and non-medical staff. 

Uniforms that had once emphasized status distinctions through heterogeneous distribution now 

emphasized similarity through homogeneity (cf. Rafaeli & Pratt, 1993; Pratt & Rafaeli, 2010). 

As individuals from different departments and ranks converged into the same workspace – 

screening centers, SARS units, and “war rooms” – it made informal contact more frequent (cf. 

Siebert et al., 2017). Finally, shared trials and segregation from the “outside” world” resembled 

the processes within the rites of passage that foster shared identity (cf. Turner, 1969; Trice & 

Beyer, 1993).  

From the perspective of the organizational ceremonies literature, the shifting nature of work 

unintentionally undermined both the physical symbols and scripted interactions that once 

emphasized status distinctions. Not only were the ceremonial aspects of hierarchy reduced, but 
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uniforms in the shape of protective equipment and shared trials within a common workspace 

actively resembled the ceremonies of egalitarianism. Both junior and senior organizational 

members described new social norms marked by fewer status distinctions emerging from these 

changes. From the perspective of institutional theory, the outcome of these (unintended) 

ceremonial changes can be described as a weakening of institutional norms within parts of the 

organization (described in the model as loosening of the normative pillar). 

For most residents, staff, and managers, SARS involved long hours at work coupled with 

increasing isolation in their personal lives; swings in emotion, with periods of excitement and 

conviviality turning to fear, boredom, or distress; and changes in work arrangements that put 

people together in extended physical proximity. These factors – physical co-presence, the 

experience of “living through the war”, and black humor appeared to facilitate warmer, more 

informal relations between colleagues of differing professional status. Staff at hospitals, public 

health, the medical association, scientific advisory committee, and the local community care 

organization assembled in “war rooms” and “operations centers” for hours each day to 

coordinate, draft policy, and take conference calls, while other staff lined up to work as SARS 

assessment or screening centers at hospital entrances.  

The technical demands of the work – pooling hospital staff into shared workspaces to accomplish 

decision-making, care, and infection control tasks – allowed frequent informal contact, the sort 

described in the literature that demystifies junior members’ awe towards upper management (cf. 

Dacin et al., 2010; Ritti & Levy, 2009; Siebert et al., 2017). These shared workspaces sometimes 

put together relative strangers who began working closely together for the first time. While most 

participants were senior management, a handful of frontline physicians and even trainees were 

occasionally included. Bernard, the infection control director, ended up moving to the CEO’s 
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office and worked beside him for the remainder of the outbreak, and would go on to co-author an 

account of their experiences afterward. Other groups created their own meeting points. Pierre, 

staff physician at Downtown, set up a television in the lounge where his team would meet to 

watch the latest news on the outbreak. Within SARS units, policies encouraged fewer physicians 

to be present but for longer rotations, designed to reduce transmission, but also leading the few 

on the frontlines to spend significant time with each other. Intimacy extended to patients, with 

whom the doctors were “held captive in a place for so long” (Campbell, 2006: 307-308). 

During organizational rites of passage, new recruits experience a sense of equality and shared 

identity not only because they are in the same dress and location, but because they are put 

through shared trials (Trice & Beyer, 1984; Turner, 1969). The experience of witnessing their 

cooperation and shared fate encourages recruits to see themselves as a distinct group, 

undermining prior social divisions (Trice & Beyer, 1993; Turner, 1969; Van Gennep, 1960). 

During SARS, participants also expressed that they had felt a sense of newfound solidarity, 

pride, and comradery with colleagues as the upshot of shared suffering. From each rung in the 

hierarchy, participants described SARS as something that consumed their lives in the spring of 

2003, which demanded their presence in the hospital 16, 17, or 20 hours daily, which kept them 

from quietude even at home with the fear of carrying the virus to loved ones or the apprehensive 

gaze of neighbors, from which they emerged disoriented, having missed birthdays, weddings, 

anniversaries, reunions, funerals, and other events significant to their personal and professional 

lives.13 It was common to hear metaphors such as “living through the war” or references to the 

                                                           
13 One physician would show up early at the hospital, wait in the line to get screened, and start a 6:00am meeting. 

From 8:00am-10:00pm she would see patients, do laboratory work, advise the scientific committee, do media 

interviews, and then attend management meetings. She would get home at 11:00pm, having time to shower, eat, and 

watch CBC’s The National before going to bed to start again the next day. Vera, a senior manager at Downtown spent 

about 18 hours daily a leader in the hospital’s response, most of it from a conference room meeting representatives of 
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“battle lines” or “frontlines” of the outbreak. At the time, no one knew how the outbreak would 

unfold, leading some feeling “if we [don’t] lock this down, nobody will. If this is a pandemic, all 

of our families are going to die”. One senior manager at City reflected on his bittersweet 

experience, full of tragedy yet at the same time “the most connected [he’d] ever been with the 

frontline staff in an organization.” Infectious diseases specialists such as Marya felt excited to be 

in the ‘action’. Besides the bonding among medical staff, physicians such as Nikolai at Suburban 

described feeling respect toward employees such as housekeeping and social workers, for the 

“sheer act of showing up” to their jobs or “set[ting] and example”, as Perry, resident at 

Downtown put it, given that they had neither taken professional oaths to serve patients not would 

receive much remuneration for doing so.  

Adapting to outbreak conditions also had the byproduct of moving hospitals from workplaces 

with a heterogenous uniform distribution between physicians, nurses, and non-medical staff into 

a workplace with relatively homogenous uniforms suggesting equality (Rafaeli & Pratt, 1993). 

Tara, a nurse clinician at Downtown spoke of a sense of “lock[ing] arms and clos[ing] the gates” 

as IT and risk management specialists donned identical-looking PPE alongside medical staff to 

screen hospital entrances. The masks would leave noticeable marks on one’s face after a long 

shift: a stigmatizing mark to outsiders but also a badge of honor allowing those on the “battle 

lines” to recognize each other (Schull & Redelmeier, 2003). While organizations often impose 

conspicuous uniforms on members to foster shared identity (Rafaeli & Pratt, 1993; Trice & 

Beyer, 1993), masks and gowns during SARS appeared to have generated a similar outcome, in 

addition to their intended purpose of reducing disease transmission. 

                                                           
the departments, teleconferencing, setting hospital policy, and deploying staff to activities such as SARS screening. 

A nurse might have worked anywhere from 12-20 hours per day in the emergency department or SARS unit. 
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Encouraging solidarity may have been the isolation and stigma from the “outside world” 

experienced by healthcare workers (cf. relocation in rites of passage designed to reduce recruits’ 

contact with those outside the organization [Trice & Beyer, 1993]). To protect their families 

from the prospect of bringing the virus home, many arranged for their families to move to a hotel 

or a relative’s place. Whenever an outbreak occurred in a hospital, hundreds of staff could be put 

on “work quarantine”, prohibiting them from leaving home except to go to work. Participants 

observed that in the outside world – outside the hospitals – people seemed either oblivious or 

irrationally worried. Physicians, used to public esteem, now experienced stigma. Two 

participants contrasted how firemen in New York City became “heroes” following the September 

11 attacks; doctors in Toronto, “pariahs”. More than few related stories of dentists or hairdressers 

refusing to serve them, neighbors disinviting them from barbeques, and the like. Media stories of 

healthcare workers carrying the virus to public settings inflamed public fear.14 

Opportunities for close contact arose in other areas of the hospital as well, away from the hustle 

and drama of the emergency. Despite long shifts, residents and staff who were not part of the 

management committees experienced stretches of time in which there was little or no work to be 

done. Inpatients had been removed from the hospital, elective procedures were cancelled, and 

outpatients themselves were reluctant to visit the emergency rooms (Naylor, 2003). As staff 

walked through lobbies and corridors – normally bustling with the sound and motion of hundreds 

of patients, visitors, and volunteers – they found silence. Familiar passages felt “abandoned”, 

“otherworldly” or like a “ghost town”. Those venturing could feel as if they had been transported 

                                                           
14 Some friends and neighbors tried to help SARS workers – at a distance. One physician quarantined after an 
exposure remembers a neighbor leaving food at his front door (“He said ‘keep the plates’”) and a friend who dropped 
off the DVD of a television series (“I stayed up late watching television... I still get heart palpitations from hearing 
the opening score”). As for the experience of waiting 10 days to see whether symptoms develop, the physician 
describes it as “Waiting to die. It’s a very uncomfortable feeling.” 
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into a “sci fi film”, coming across zones blocked off with translucent sheets, unrecognizable 

figures in “space suits” moving on the other side.15 Discouraged from venturing about, staff 

found this time conducive to getting to know each other better or starting new collaborations. 

Andrew, staff at Downtown, noted that while most people seem to assume that life during SARS 

was chaotic, for many physicians “It was the most incredibly boring time because the hospital 

was dead quiet … we sat in our offices and did nothing or we didn’t come to work. So then we 

actually got into doing some research projects on SARS. Pretty much to relieve the boredom…” 

In Downtown’s emergency department physicians spent lots of time “sitting around talking to 

each other”, “killing time”, and “finding ways to entertain ourselves” – an environment which 

one emergency physician described has having a “stronger sense of camaraderie” than before or 

since. Residents described getting to know formerly aloof or intimidating staff physicians for the 

first time as, when they were not participating in clinical care or conference calls, they spent time 

talking in each other’s offices or having lunch. Jennifer and Alex, residents at Downtown found 

their cohort having a “closer relationship with [a senior staff physician] than he’s had with other 

residents because we were sitting in his office for six weeks”. Helen, another resident, noted 

how, during lunch with one staff physician where they started sharing medical opinions 

informally, she had felt for the first time he was treating her as a “peer”.  

Participants described humor as another force breaking down formality between organizational 

members, in turn sometimes eroding status distinctions. The importance of humor is not 

emphasized as a mechanism eroding status distinctions in the literature on organizational 

ceremonies. Nevertheless, the prevalence of humor should not be surprising as prior research has 

                                                           
15 “Stryker suits” or “PAPR” hoods, consisting of a helmet or hood into which a battery-powered unit supplied filtered 

air. The devices were used in conjunction with other PPE that covered staff head-to-toe making them virtually 

unrecognizable to peers – surgical caps, goggles, masks, gloves, gowns, and scrubs.  
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documented the use of black humor as a coping mechanism is stressful environments, including 

medical settings (De Rond & Lok, 2016). Researchers theorize that humor can facilitate bonding 

between organizational members in stressful situations through several mechanisms, including 

positive reinforcement (people are attracted to colleagues who elicit positive affect), perceived 

similarity (finding humor in similar things suggests colleagues think alike), and self-disclosure 

(humor involves opening one’s self up to others) (Cooper & Sosik, 2012).  

During stretches where hospital workers had little to do, were exhausted, or awaited bad news, 

they tried to find humor or circulate inside jokes from the repertoire they had built during the 

outbreak, and were aided by the “surreal” and “bizarre” circumstances. Emma, staff at Suburban, 

remarked that her colleagues would repeat the same jokes over and over: “we tried to think of 

humorous things to talk about and make fun of and that kept things going…you’d think [an 

inside joke] is a joke once or twice, but we used to talk about it almost every day”. 

Humor often focused on the body. Trainees and staff joked about the ungainly sight of normally 

imposing senior managers buried under masks and gowns, frightened orderlies asked to transport 

patients, or the fluctuation of physicians’ weight under a regimen of long hours and little food at 

the hospital. The dangerous absurdities of infection control policy, as some saw it, were also 

targets for ridicule. Staff joked about the screening lineups at entrances that violated basic 

principles of avoiding congregation in an outbreak or instructions that they should always wear 

respirators, except when the infection control director allowed it when told that coffee had been 

brought to a meeting. There were other forms of dark comedy which, as one physician stated, his 

colleagues would share in the hallways but never put in their emails because “who knows what 

might happen if they ended up on the news”, suggesting its role in marking a boundary between 

those fighting SARS and those on the “outside”. Yet, humor was a precarious element –  some 
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found it difficult to joke because masks stifled their speech and expression, or found the jovial 

mood turning “poignant” as news arrived of a colleague fallen ill, or some other catastrophe.  

Taken together, experiences of communality, emerging unintentionally during the SARS 

outbreak, resembled aspects of the rites of passage in organizational socialization. Like them, 

experiences of communality separated organizational members from their positions in the 

existing social order – the medical hierarchy – through a combination of homogenous uniforms, 

physical segregation from the outside world, frequent opportunities for informal interaction 

within, and trials fostering group identity. These experiences appear to have undermined some of 

the status distinctions between members of different rank, as well as those between medical and 

non-medical staff.  

The ‘erosion of awe’ and ‘experiences of communality’ appeared to loosen organizational 

members’ cultural-cognitive and normative commitment to institutionalized hierarchies, 

respectively, during the outbreak. The ‘erosion of awe’ involved disruptions to scripted 

interactions that normally demonstrated senior colleagues’ unquestioned control and expertise. 

‘Experiences of communality’ involved both symbolic changes that de-emphasized status 

distinctions as well as shared trials that actively encouraged hospital staff to see themselves as a 

united group. These findings accord with the literature on organizational ceremonies in that 

reduction of ceremonial elements emphasizing difference and the introduction of those of 

emphasizing similarity will weaken status distinctions. In contrast to the largely positive 

expectations about increased collaboration however (Pratt & Raefaeli, 2001), I found such 

changes could lead to tensions. The following section illustrates how loss of consensus over 

rules, norms, and beliefs can lead to conflicts within the organization about appropriate behavior. 
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Particularly, it identifies the custodial actions senior organizational members and external 

audiences could take to defend beliefs and norms associated with the medical hierarchy. 

Institutional order – Maintenance through institutional custodianship 

In Chapter 2, I identified two possible unintended consequences in organizations undergoing 

ceremonial changes that de-emphasized the importance of status hierarchies. One of these was 

that changing ceremonies could harm institutional consensus within an organization or field, 

leading to conflicts about appropriate forms of behavior. The other consequence was that 

changing ceremonies could lead to problems in expertise coordination (Galperin, 2017; Ibarra & 

Obodaru, 2016). I found changing ceremonies in Toronto’s hospitals could lead to either of these 

unintended consequences. This section focuses on the loss of consensus, while the section on 

“Affirming New Authority” will examine expertise coordination. 

Because the “erosion of awe” and “experiences of communality” occurred mostly within small 

groups, the de-emphasis on status distinctions did not spread evenly throughout hospitals and the 

healthcare field. Lack of consensus put individuals who believed or acted as if medical 

hierarchies were no longer a priority during the outbreak with those who still did. I found this 

lack of consensus could trigger two forms of institutional custodianship which individuals used 

to defend existing the medical hierarchies.  

I categorized as custodians individuals who saw it their official or unofficial duty to ensure 

others’ compliance with the hierarchies of the medical profession (that trainees, nurses, and non-

medical staff should be subordinate to staff physicians) and medical research protocols (that 

researchers must defer to hospital boards for approval). Custodians who saw others violating 

institutional rules and norms could, depending on the circumstances, deny, penalize, or admonish 
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them – something one individual on the receiving end described as being ‘put in one’s place’. 

These actions seemed to be a counterforce to junior members’ willingness to take new initiatives 

that violated medical hierarchies, driven on by eroding awe and the informal relations some 

residents were beginning to develop with their immediate supervisors. Theoretically, custodial 

action that ‘puts people in their place’ might be classified as enforcement of rules and norms (the 

regulative and normative pillars of the medical hierarchy).  

The other form of custodial action, which I categorized as ‘impressions of control’, describes 

attempts by organizational superiors to maintain the frontstage appearance that problems were 

being addressed in the organizational hierarchy, thereby discouraging subordinates from taking 

initiatives. By contrast, these actions seemed to maintain the medical hierarchy by defending 

beliefs that those in senior positions, with their greater expertise, were managing the situation 

adequately (the cultural-cognitive pillar of the medical hierarchy). Impressions of control, by 

discouraging initiative-taking, appeared to serve as a counterforce to the ‘erosion of awe’. 

Impressions of control often consisted of senior managers engaging in ceremonial behavior that 

re-emphasized that the situation was under control and that the outbreak was not as disruptive as 

it seemed.  

Without the prior acceptance of increased authority by staff, junior members who took initiatives 

during SARS could face sanctions or be ‘put in one’s place’ by institutional custodians. In some 

cases, staff empowered their residents with greater than usual responsibilities but did not inform 

others in the organization about these licenses. Thus, these empowered residents attempting to 

participate in the SARS response could violate the expectations of institutional custodians, 

leading to conflicts about the residents exceeding their authority. In one case, a trainee at a 

Toronto-area hospital, encouraged by staff physicians, coordinated with local public health to 
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track an outbreak without thinking to inform the hospital’s infection control director and was 

publicly chastised. The trainee describes the scenario: 

“We were in a room, and I was rounding with [a senior staff physician] on all the patients we’d seen 

that day… and the [infection control director] just burst into the room and started yelling at me and 

said ‘How dare you call public health with this! You’ve no business telling them this kind of 

information.’ [The director] was screaming at me that I shouldn’t have done that. I sat there 

completely conflicted, and felt this small again. Having somebody yell at you like you’re a child… 

In my heart I knew that it was the right thing to do, but it just seemed really counterproductive and 

didn’t make me feel very good about myself.” 

Even when residents and junior staff were granted additional authority in one setting, this 

authority did not easily transfer to other settings where, not personally known to staff, they 

would be seen as just another subordinate. One resident acquired a great deal of responsibility 

during the first wave of the outbreak, but later moved to another hospital to continue their 

rotations. When the second wave arrived, the resident resumed acting assertively. Instead of 

being recognized as an expert and a peer to staff physicians, the resident was denied and 

admonished: “My staff [physician] looked at me and said 'No no no, you’re supposed to call 

me…[instead of making decisions about patients]. You are actually not going to see this patient 

with SARS'”. These incidents illustrate the problems that arise with the partial de-

institutionalization of hierarchies. Though staff physicians could relax norms for residents’ 

deferential behavior, residents attempting to take initiatives were constrained by a complex of 

institutionalized rules, norms, and beliefs upholding the medical hierarchy within and outside 

their hospital.  

The category ‘impressions of control’ describes another process defending institutionalized 

authority structures during SARS. As noted in Chapter 2, senior managers’ displays of expertise 

are risky because disruptive incidents may undermine them the eyes of audiences (Goffman, 

1959; Hayward & Fitza, 2017; Jackall, 1988). Such disruptive incidents occurred frequently 
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during SARS, leading to ‘erosion of awe’. Relatively senior actors, such as staff physicians, 

administrators, and public health managers seemed aware that incidents in which they lost 

professional composure or showed a lack of “unity” undermined the hierarchy as a whole. To 

mitigate these breakdowns, senior staff sometimes felt that their duties included ceremonial 

activities conveying that the situation was still under control, using words such as “projecting a 

sense of confidence and calm” (Natalia) or “calm and control” (Emma). During long, stressful 

hours in medical wards some physicians began “stepping out”, “deteriorating”, or having an 

“outburst”, incidents which other physicians felt they had to contain “fairly quickly” lest the 

nurses and others in the ward think “we’re all in a lot bigger trouble than [we] realize”.  

Besides stress-related break downs, continually changing directives from provincial infectious 

diseases specialists threatened the hierarchy within hospitals. Hospital managers and staff 

physicians relied on provincial experts to develop hospital policy about the personal precautions 

necessary to protect employees or diagnose patients. Given the novelty of the virus, provincial 

directives changed daily, giving the impression to some hospital employees that their superiors 

were in over their heads. In response, staff and managers felt that the best way they could protect 

their own credibility was to protect the image of authorities upon whom they relied, to toe “the 

party line” of senior managers, public health, or the scientific advisory committee. A physician at 

one hospital explained that sharing one’s doubts about decisions already made hurt both the 

system and one’s own authority: “You have to kind of keep a front…If you start saying I think 

this, [but] they [Public Health] don’t think so, but they have the final say… your own credibility 

gets undermined…Nobody’s going to believe you about anything after that…” (Campbell, 2006: 

552-553).  
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At times, it appeared organizational dress became a battleground between subordinates 

concerned the outbreak was out of control and managers attempting to reassure them it was not. 

When Community Hospital’s administrators declared their confidence that SARS was no longer 

a threat to staff, nurses in one of the departments disagreed. After numerous informal attempts to 

convince one another, the two parties held a formal meeting. At the meeting, the administrators 

arrived and, according to one nurse, ostentatiously removed their protective masks before 

requesting the nurses to do the same. Some of the nurses perceived this to be an attempt to 

undermine their position and resisted by wearing the mask. As one explained: “I remember the 

meeting in the boardroom. They said everything was okay. It was an almost ceremonial taking 

off of the masks. I didn’t, a number of people didn’t. We felt that it was too soon. We went back 

to our unit and I told staff that if they wanted to wear the mask to feel free.” (Campbell, 2006: 

534). A side effect is that such props could make organizational conflicts visible to outsiders. In 

public and in front of news cameras, nurses’ decision to wear N-95 masks seemed to undermine 

managers’ statements that SARS was on the wane. 

In sum, the crisis and changing ceremonies did not evenly discredit beliefs and norms supporting 

the medical hierarchy in Toronto’s hospitals. In the face of disruptions and junior members 

taking initiative, a number of hospital administrators attempted to defend the institutional order. 

They could apply social sanctions (‘being put in one’s place’) on medical residents and 

researchers who took greater initiative than their status and research protocols, respectively, 

would accord. Likewise, some physicians and administrators engaged in ceremony-like behavior 

(‘impressions of control’) to limit subordinates’ experiencing the jolt as something that 

“disrupt[ed] existing practices and raise[d] awareness of possible new ones” (Hardy & Maguire, 

2008: 204). Doing so, impressions of control justified the ability of existing hierarchies in 
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Toronto’s hospitals to handle the SARS outbreak. Thus, my findings suggest that ceremonial 

changes de-emphasizing hierarchies are do not necessarily lead to positive outcomes, as an 

optimistic reading of the literature might suggest (Pratt & Rafaeli, 2001), but can destroy 

consensus about appropriate behavior in institutionalized settings. 

In review, Toronto hospitals’ initial responses to the SARS outbreak appears to have undermined 

some of the usual ceremonies of the medical hierarchy. First, while residents and junior 

physicians were accustomed to seeing senior colleagues calm and in control, role reversals and 

‘seeing no one do it’ eroded these groups’ cultural assumptions that senior colleagues necessarily 

understood the outbreak better or would be the ones taking initiative. The erosion of awe 

appeared to occur as junior colleagues went form witnessing senior colleagues and 

administrators in a relatively controlled setting, where ceremonial performances reinforced status 

distinctions, to a relatively uncontrolled setting, where those in the upper ranks could not reliably 

demonstrate their expertise or control (Goffman, 1959; Hayward & Fitza, 2017; Jackall, 1988). 

Second, several organizational adaptations designed to contain the outbreak appear to have 

unintentionally contributed to changing social norms. While routine hospital life had physically 

segregated members of different rank and department, now staff spent long hours working 

intensely with colleagues from different ranks and departments, allowing them to build informal 

relations. The drivers of change included the donning of homogenous organizational dress 

(gowns and masks) (cf. Rafaeli & Pratt, 1993), physical congregation in workspaces that eroded 

status distinctions by permitting informal contact and humor (cf. Cooper & Sosik, 2012; Dacin et 

al., 2010; Siebert et al., 2017), and shared trials, acting like a rite of passage, fostering common 

identity (cf. Trice & Beyer, 1993).  
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While these incidents may have done something to reduce expectations of deference in 

relationships, they did not necessarily lead to more flexible or egalitarian work arrangements in 

the hospitals. As the theme institutional custodianship showed, conflict emerged from 

organizational members’ loss of consensus. These situations appeared far from ideal since the 

institutionalized hierarchy had been discredited to some degree but an alternative was lacking. 

Feeling more assertive because of their changing attitudes to hierarchy, along with the 

encouragement of their immediate staff supervisors, some residents took initiatives that 

ultimately led institutional custodians to punish them. Much to their disappointment, other 

residents were prevented from taking initiatives in the first place because policy makers within 

hospitals’ top management, provincial committees, and the universities had responded to the 

outbreak with new rules that mimicked the status distinctions of the medical hierarchy, such as 

prohibiting residents from participating or nurses from working in multiple hospitals. In the next 

section, I suggest that successful transition to new working arrangements required participants to 

develop rules, norms, and mental models to replace those previously provided by the institutional 

environment. 

Affirming New Authority 

Modelling new relations 

Successful transition to alternative work arrangements required organizational participants to 

coordinate using a new set of rules, norms, and mental models appropriate to their task. Both 

ceremonial performance and institutional theorists have detailed the actions through which senior 

organizational members enforce institutional order (Dacin et al., 2010; Kellogg, 2011; Lawrence 

& Suddaby, 2008; Lok & de Rond, 2013; Rosen, 1985). In contrast, I find senior members 

played an important role enabling junior members to deviate from institutional order during the 
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outbreak. Such senior members usually had close contact with the junior members they 

supported, and had gone through experiences of communality together. As such, partnerships 

sometimes occurred during the outbreak which a senior and junior colleague worked together: 

the junior partner brought their skill or expertise to more authoritative roles while the senior 

partner helped him or her navigate institutional constraints. My findings suggest that these 

junior-senior partnerships allow organizations to avoid the problems of expertise coordination 

and institutional conflict, and to successfully transition from institutionalized hierarchies towards 

flexible arrangements. 

Reviewing the literature on organizational ceremonies in Chapter 2, I noted that if junior 

members were to carry out authoritative roles, they would need to successfully portray a 

professional demeanor expected from individuals in such roles (Galperin, 2017; Ibarra, 1999). 

As described above, this is something medical residents normally acquired over several years 

during their training (Goldman, 2011). The theme ‘modelling new relations’ below describes 

how residents acquired this ability in a much shorter time on an ad hoc basis. In the midst of an 

emergency, supportive senior colleagues provided the cognitive scripts, frames of reference, and 

models of behavior that junior members needed to successfully perform above their position in 

the formal hierarchy. The themes described afterward, ‘sponsored involvement’ and 

‘demonstrations of competence’ describe how senior colleagues put in place new rules and 

norms, respectively, so that others would acquiesce to junior colleagues’ greater claims of 

authority. 

Fulfilling the greater responsibilities some individuals had acquired during the outbreak required 

them to have more time, more resources, and more cooperation from other parties. Most senior 

physicians and administrators were not reluctant to advocate for themselves in such situations. 
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Many junior physicians on the other hand, had to overcome the discomfort holding them back 

and develop new ways of interacting with colleagues (described in the model as new cultural-

cognitive elements replacing those previously supplied by the institutional environment) (Scott, 

2013). Both junior and senior members described incidents where a senior sponsor, observing 

the junior’s overly deferential attitude in a new role, provided them to new scripts appropriate to 

their position of greater authority. The assertive behaviors demonstrated by staff physicians and 

senior managers included contacting fellow physicians at their hospital or other hospitals, 

hospital administrators, purchasing departments, and other departments, asking or demanding 

that exceptions be made to rules for their team (see ‘sponsored involvement’), access to 

equipment or increased budgets, information, and participation in meetings or committees.  

Getting things done could require individuals creating conflict with others and not taking “‘no’ 

for an answer”. Frustrated by a lack of access to outbreak information while working with SARS 

patients, Marya, staff at Academic, approached the management committee until they included 

her. On the frontlines, James, staff at Academic, accepted the transfer of a SARS patient from 

another hospital but learned that his hospital’s isolation unit wasn’t functioning. He called the 

engineers at 11:00pm to get it fixed, convincing them to work through the night so the patient 

could be admitted. Conducting research requiring data from several hospitals, David, a senior 

physician at Downtown Hospital, and his team met resistance from Community Hospital, whose 

administrators declined to share their clinical records (David’s story is related in Appendix 2). 

David called a senior administrator at that hospital to learn why, and was told that Community’s 

legal advisor allegedly had said sharing the data could put Community Hospital at risk of a 

lawsuit. David’s response was that every other hospital in the Toronto-area was participating, 
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and the paper would make it clear that only Community Hospital was not. Armed with this 

information, the administrator re-consulted the legal counsel who then agreed to participation. 

Given years of professional socialization which discouraged junior members from second 

guessing their superiors, they, on the other hand, seemed less sure how to advocate for the 

resources or cooperation they needed for their new roles, and especially to use forceful tactics. 

While the erosion of awe had discredited deference to the hierarchy among some junior 

individuals, it did not provide them the scripts to take on new roles. Seeing this, it appeared that 

some senior staff at hospitals and public health tried to demonstrate to junior colleagues how 

they ought to carry themselves. Helen, resident at Academic, recounted listening in on a 

conversation in which her mentor seemed to be modelling appropriate behavior: 

“At the beginning of the outbreak I didn’t realize that it was important for us to be acknowledged… 

[but I learned from] the example of Lisa. I was in the room when Lisa was raising her voice to the 

[physicians from another hospital]… I think she was making a point of having that conversation 

where I could hear that this is what you should be doing. This is what needs to happen, this is the 

right thing to happen. That gave me the confidence to be able to do it for myself in another 

environment, under different conditions. It made me feel like what I’m doing is actually important… 

that I shouldn’t allow people to say that I’m just a [resident].”  

Senior managers needing junior colleagues in assertive roles talked about framing new 

responsibilities as extensions of old ones, monitoring junior colleagues’ adaptation, and either 

allowing them to continue or relieving them of the role based on their success. Vera, senior 

manager at Downtown, assigned staff new roles for the outbreak response, rotating them in and 

out of positions, noting “The most obvious thing that people weren’t coping in a leadership role 

was that they couldn’t make decisions. Or they couldn’t direct… they’re not managing at that 

level [and] managing conflicts…it keeps getting delegated up.” Outside the hospitals, Olivia, a 

public health manager, redeployed nurses working on sexually-transmitted illnesses to monitor 

and follow up with people who had been exposed to SARS. When nurses expressed concern that 
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it was out of their skillset, Olivia convinced them that they were capable by arguing that the job 

was similar to their experience in that both consisted of communicating sensitive information to 

people, and assured them that however little they knew about SARS, the people they would be 

interacting with knew even less, and provided them a script to use for their interactions. 

Whereas the theme described as ‘erosion of awe’ described junior organizational members’ loss 

of cognitive commitment to the existing medical hierarchy, it was through senior colleagues 

modelling new relations which taught junior member how to carry themselves in roles requiring 

greater authority. Both these themes describe a change in residents’ internal world. For them to 

successfully carry out their new role, senior colleagues would sometimes need to put in place 

new rules and social norms that enabled them to acquire positions of authority without conflict or 

ambiguity. 

 Sponsored involvement 

Trainees or staff physicians who sought greater involvement and authority in the outbreak 

sometimes required third parties to intervene on their behalf in arenas that were inaccessible to 

them by formal or informal rules. ‘Sponsored involvement’ describes senior colleagues getting 

exceptions to the rules for junior partners so that they could participate in positions of greater 

responsibility (described in the model as a removing or replacing of the regulative pillar of the 

medical hierarchy) (Scott, 2013). As noted above, such exceptions were necessary because the 

changing ceremonies in Toronto’s hospitals did not evenly create a disregard for the existing 

hierarchy. 

Superiors could use their own formal authority to make exceptions to the rules, or deploy their 

social networks, resources, and reputation to negotiate concessions from others who made the 



 

84 

rules. On the frontlines, medical trainees were excluded from participation in certain activities 

deemed above their level. In such situations, a staff sponsor personally known to them could 

obtain exceptions. While the most residents were barred from treating SARS patients, a few were 

permitted to continue working by staff physicians in their departments at Downtown and 

Academic, under the logic that these residents both had vital expertise and had “already been 

exposed” to the virus. But just as quickly, these exemptions could be revoked. Perry, a resident, 

was one of the first people at Downtown to see a SARS patient and was permitted to continue 

working, learning only halfway into the outbreak that other residents had been prohibited. 

Further into the outbreak, when the hospital organized a SARS unit with staff physicians, Perry 

too was cut off from patients. On the other hand, staff who had made inroads into management 

could bring junior colleagues along. Marya, a physician at Academic, secured a place for herself 

on the hospital’s SARS management committee, then invited a junior colleague to attend. 

Besides enabling junior colleagues to participate above their level, sponsors could also advocate 

on their behalf to attain the resources the latter required for their increasing responsibilities, such 

as offices and physical equipment (e.g., computers) which were not ordinarily allocated to them. 

Research was another domain in which sponsors were vital for medical trainee’s involvement. 

David, a senior physician and administrator at Downtown Hospital, invited his student and 

resident Luke to collaborate on what would become a pioneering study on SARS. When Luke 

was restrained by the obligations of a clinical rotation, David called the chair of the department – 

personally known to him – and asked the chair to release Luke from those clinical obligations. 

When the chair questioned David, wondering why he chose the most junior person on the list of 

potential co-researchers, David responded by stating his confidence, noting simply that he knew 

Luke could “put the puck in the net”. The chair freed Luke from clinical obligations. Sofia, a 
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research scientist at Academic Hospital, had been advocating for trials of a potential treatment 

weeks into the outbreak. She found herself rebuffed by every physician until a mutual contact put 

her in touch with Anna, a physician treating SARS patients at another hospital. Anna, who had 

been watching her patients deteriorate, agreed to sponsor Sofia’s research, providing both a ward 

of patients and increasing the credibility of the project with an MD degree. 

In sum, the theme of ‘sponsored involvement’ highlights how organizational superiors use their 

formal authority, as well as resources such as their social networks, to remove or replace 

regulative barriers for junior colleagues. In addition to ‘modelling new relations’ and ‘sponsored 

involvement’, I identified a third action that organizational superiors used to support the new 

structures of authority that were developing in Toronto’s hospitals. These were demonstrations 

of competence.  

 Demonstrations of competence 

Rites of passage in organizational socialization frequently conclude with “demonstrations of 

mastery” in which initiates are required to demonstrate their skill to an audience before being 

accepted as full members (Trice & Beyer, 1993). The purpose of such public display is to create 

an open consensus within the community about the initiate’s new social position (Van Gennep, 

1960). I found similar ceremony-like arising Toronto’s hospitals during the outbreak. Early on, 

the experiences of communality relaxed norms within small groups about junior members’ place 

in the hierarchy. As noted, this could lead to conflicts because there was no consensus across the 

hospital about where these junior members now stood. ‘Demonstrations of competence’ describe 

ceremony-like opportunities encouraging wider consensus within the organization that a junior 

member could now be treated as an expert or authority (described in the model as new normative 

elements replacing those previously supplied by the institutional environment).  
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Demonstrations of competence were important because even when junior members had amassed 

critical expertise or had impressed one or more sponsors, public recognition of their authority 

came only with opportunities to present their expertise in more public venues. Given the flux and 

uncertainty of the outbreak environment, I describe these incidents as demonstrations of 

competence, rather than of mastery. Importantly, this concept highlights that, in the transition to 

‘flatter’ structures, organizations may need to accompany the reduction of the ceremonies of 

hierarchy with the addition of ceremonies of egalitarianism. 

Having frontline experience with SARS patients, Helen, Jennifer, and other trainees were asked 

by their sponsors at times during the outbreak to share their knowledge with staff and 

administrators. With hundreds of administrators, physicians, and nurses assembled in hospital 

auditoriums, these residents were introduced and began a lecture on how to diagnose SARS 

(signs and symptoms, lab results to monitor, its appearance in chest x-rays) and took questions 

from staff physicians who weeks earlier may have been ‘putting them in their place’ during daily 

rounds. The experience could be jarring, as Helen explained: “I put together a slide deck to 

teach, in this huge auditorium, all this staff, which again was this whole hierarchy thing being 

flipped on its head, where they turned to me and said ‘You’re the expert, you tell us what we 

need to do’. And I just remember looking into the audience and thinking ‘but you guys are still 

teaching me, and you’ve made that very clear. You guys teach me, I don’t teach you. That’s been 

the message all along. All of a sudden now I’m the expert?” In the days following the lecture, 

Helen described being overwhelmed by staff physicians across the hospital seeking her advice 

not only on diagnosis, but related aspects of SARS care such as how one should use PPE.  

At City, Bernard, the new and relatively unknown infection control director, phoned the CEO to 

express his concerns about the outbreak and found himself invited to a meeting with top 
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management: “[The CEO] had every medical lead in the entire hospital [assembled]. I walk into 

this meeting and I’m like ‘holy crap’, like everybody is there…the CEO just says ‘Okay Bernard, 

tell everybody what’s going on… what do you want us to do?’. At one hospital, physicians under 

stress were reluctant to seek advice from the psychiatry department until a respected senior 

administrator began doing so and openly talked about its benefits.  

In the domain of research, Sofia, the research scientist at Academic Hospital who partnered with 

Anna, received expedited ethics approval to test a new treatment for SARS. The initial test 

involved a small number of patients but its continuation became doubtful when local physicians 

pressured Sofia to end it, claiming the approval was illegitimate. One patient receiving the 

treatment then suddenly recovered. This patient turned out to be a respected administrator at the 

hospital who, by vouching for the process, ended the pressure and allowed Sofia to proceed with 

the trials. 

In sum, the replacement of formal rules and the creation of new scripts and norms helped junior 

organizational members to affirm their position in a redefined structure of authority. These 

elements helped coordinate work relations – limiting the potential for conflict and ambiguity – in 

place of the traditional medical hierarchy. Instead of acting as custodians, some senior sponsors 

deployed their experience, resources, and networks to help subordinates continue deviating from 

institutional order. Senior organizational members taught junior colleagues how to portray 

themselves in a sufficiently authoritative manner (modelling new relations), used their power to 

overcome rules preventing junior members’ participation in roles usually reserved for more 

senior individuals (sponsored involvement), and organized opportunities to create public 

consensus that made it appropriate for others to defer to their expertise (demonstrations of 

competence). These findings suggest that organizational superiors have a key role not just in 
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defending institutional order, but also use their power to help junior colleagues overcome it. 

Moreover, it suggests that both a reduction of ceremonies of hierarchy and the addition of 

ceremonies of egalitarianism help organizations transition to new structures of authority. 

Institutional order – Maintenance through institutional reproduction 

Despite the new forms of collaboration that emerged during the outbreak, I found evidence 

neither that Toronto’s hospitals became entirely ‘flat’, nor that long-term institutional changes to 

the medical hierarchy followed. Instead, it appeared that once the shared goal motivating hospital 

staff to re-arrange authority structures was accomplished, senior staff and administrators restored 

institutional order. At least in the context of medical hierarchies, the SARS appeared to be a 

transient jolt (Meyer et al., 2005). With the outbreak being contained, disruptive incidents no 

longer discredited medical hierarchies, nor did hospitals need to rely so much on the expertise of 

junior members. 

Hospitals in Toronto, working with provincial and local experts, public health units, and other 

organizations largely contained the first wave of the SARS outbreak in May. Yet, by the end of 

that month, a second wave of SARS spread through Toronto’s hospitals, attributed to a lapse of 

infection control precautions as the Ontario healthcare sector focused on resuming their normal 

functions. With the reimplementation of strict infection control policies, Toronto’s hospitals had 

the second outbreak under control in June (Campbell, 2006). 

From the standpoint of institutionalized authority structures, the end of each outbreak had the 

effect of removing the environmental jolt – the shared, urgent problem – and encouraging 

organizational members to return to a “new normal” (Beck & Plowman, 2014). While the SARS 

outbreak led to increased rigor in hospitals’ infection control policies, and the creation of new 
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government entities designed to coordinate outbreak response (Campbell, 2006; Naylor, 2003; 

Walker, 2004), its long-term effects on the medical hierarchy in Ontario appear limited. Even 

before the outbreak had ended, I found evidence of organizational superiors attempting to restore 

the rules, norms, and beliefs associated with the medical hierarchy.  

The restoration of institutional order was already visible when the outbreak’s second wave had 

hit in late May. By then, expertise in SARS was more common among staff, so administrators 

removed from the frontlines residents who had previously been allowed to treat SARS patients. 

Residents who had acquired responsibilities above their formal position did not resist. One 

resident whose new supervisor removed the authority she had gained during the outbreak said 

she wasn’t entirely displeased: “[Despite being discouraged to take initiative] in some ways I felt 

relieved that I didn't have to carry the responsibility any more... that I was put back into that 

hierarchy of 'you are just [a resident] and you can function [just] as [a resident]’”. Few residents 

seemed to expect special privileges during the remainder of their professional training for having 

fought through SARS. During an interview with a participant who had been a resident during the 

outbreak, I remarked that a provincial investigation seemed to mention little about the 

experiences of residents, despite their important presence on the front lines. The resident 

remarked that they were unconcerned because credit was not expected from someone in their 

place in the medical structure: “I didn’t need credit… At that stage in our careers, of course we 

would be invisible – we were residents.”  

Residents’ and junior physicians’ experience with SARS can be seen as a source of interpersonal 

power during the outbreak because it was a scarce resource that helped organizations manage 

uncertainty (Pfeffer & Salancik, 1978). As the outbreak waned and more senior physicians 

learned how to treat and control the virus, SARS expertise was less scarce and less urgent to 
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hospitals’ core concerns (Beck & Plowman, 2014). This meant that senior organizational 

members were no longer so dependent on their junior colleagues’ expertise and, from an 

institutional perspective, that the distribution of expertise in the Ontario healthcare system was 

no longer at odds with the social norms and beliefs of the medical hierarchy. Unlike some 

institutional jolts which permanently discredit institutionalized practices or beliefs within a field 

(Sine & David, 2003), SARS’ effect on medical hierarchies – though not infection control 

policies – appears to have been only a temporary destabilization (Meyer et al., 2005). 

Nevertheless, I describe in the next section how some junior organizational members were able 

to retain some of their previous authority. 

Retaining New Authority 

 Getting credit 

In the eyes of many staff physicians, hospital administrators, and other healthcare managers, the 

shared goal of containing the outbreak outweighed the need to maintain elements of hierarchy 

and protocol. Once the outbreak ended, to what degree did individuals keep the authority they 

had temporarily acquired during the outbreak? As suggested by the code of ‘institutional 

reproduction’, in the context of SARS, licenses expired quickly unless converted into some form 

of credit compatible with the restored medical hierarchy. I found two forms of credit – getting 

included on research and new relationships with superiors – which participants mentioned often 

as lasting, positive outcomes of their actions during the outbreak, besides the personal growth 

which they had experienced. In general, instances of ‘getting credit’ seemed to rely on 

converting one’s temporarily enhanced authority into resources compatible with the restored 

institutional order. 
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For the few responders who held senior leadership positions at hospitals, public health agencies, 

and government agencies, credit for their actions seemed all but guaranteed, given the spotlight 

on them during media interviews and press conferences. For medical trainees, staff physicians, 

and nurses on the frontline, credit for the expertise they had developed often remained known to 

their immediate peers and invisible to public record or the wider medical community. Residents 

had low expectations for receiving credit, and even staff physicians commented about colleagues 

whose contribution and expertise they felt had been overlooked relative to others who sought 

public recognition. For nurses, who as a group had the most contact with SARS patients, I found 

that in the 2,122 pages of the final report of the Campbell Commission, the most extensive public 

record of SARS in Canada, only about three were mentioned by name. 

Given the novelty of SARS, authorship on studies documenting diagnostic signs and symptoms, 

modes of transmission, courses of treatment, and other aspects of the virus could provide 

significant prestige and attention. “SARS was good for the CV” said Andrew, a staff physician at 

Downtown Hospital who was invited to give presentations or consult at numerous hospitals, 

universities, and conferences internationally after the outbreak. Other physicians and trainees 

included on early research projects not only received esteem within their field, but also wider 

credit from journalists from outlets like Time and the Globe and Mail.  

Contact with SARS patients provided residents a resource and potential leverage for inclusion on 

research projects: clinical data. Yet with relatively low status in the hierarchy and reluctance to 

self-advocate, several residents described sharing their data with more senior researchers only to 

learn that they had not been included as an author. In one case, a resident upon whom a research 

team had some dependence used it as leverage to get credit:  
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“[They needed some data] so I provided details about it… I’m not sure if it’s the same in all the 

disciplines, but there’s this jockeying for who gets what position in the authorship and everybody’s 

vying for being as close to the front of that list of 20,000 names or whatever… they didn’t want to 

include me as an author. I said to them ‘you can’t do that to me, I’m not going to sit here and give 

you all my time, give you all my expertise to have you not include me in your paper’. [The researcher] 

happened to be a senior resident, and said ‘well I have to talk to my staff about it’… [eventually] they 

came back and said ‘Okay, fine’.” 

Besides getting included on research, individuals who gained positions of authority could receive 

credit and lasting influence if their roles were highly visible in their organization or medical 

field. Individuals who volunteered to treat SARS patients on the frontlines, despite taking on 

significant personal risk, were in organizationally thankless roles. Describing themselves as 

“grunts” or “worker bees” with few victories to report, with little contact with media or upper 

management, they became “unsung heroes”, as one physician put it (Cheung, 2003).  

On the other hand, positions that gave individuals exposure to senior management or involved an 

element of public communication – such as inclusion on press statements or media interviews – 

could boost the careers of trainees and staff physicians alike. Bernard, the infection control 

director at City Hospital, went from someone who was relatively unknown to senior management 

to a well-recognized figure in his organization after working with the CEO to set the hospital’s 

infection control policy, and later appearing in media to provide updates on the outbreak. He 

reflected the outbreak “introduced me to every senior leader in the hospital, and to this day my 

role in the hospital is so much more prominent than it should be because of SARS... [like many] 

who went through [the outbreak] early on in their career, I got an enormous amount of street cred 

for doing that, and it launched my whole career.” A member of the psychiatry unit at one 

hospital noted his unit’s credibility and status within the hospital “multiplied” after the outbreak 

since many administrators and doctors in other units had experienced their work first-hand for 

the first time. Stanley, a senior manager whose efforts to contain the outbreak became widely 

recognized, quipped “it almost didn’t matter if I did anything [else] at City Hospital”.  



 

93 

The forms of retained authority – publication authorship and personal relationships – do not rely 

on the urgency of a shared crisis for their value, but appear to be more general forms of career 

capital valued in the Ontario healthcare sector before and after the outbreak. I did not find 

‘getting credit’ to be associated with long-term institutional change. However, as will be 

discussed later, this finding may be valuable in non-emergency settings where individuals 

working for ‘flat’ organizations without the benefit of job titles attempt to acquire senior 

positions in more traditional organizations (Hamel, 2011; Valve, 2012). 

Ceremonial Change and Micro-Institutional Licenses 

In an analysis of the SARS outbreak in Toronto’s hospitals, I found that an urgent goal coupled 

with ceremonial change could lead even highly institutionalized organizations to become 

flexible, allowing members of different rank to collaborate in new ways. I did not find any of 

these organizations becoming entirely flat, egalitarian, or free of institutional constraint. Based 

on these findings, I propose that ceremonial changes can help large, bureaucratic organizations 

attain what might be described as micro-institutional licenses. In psychology, the concept of a 

psychological license describes a situation in which a person feels permitted to deviate from 

rules or norms without discrediting themselves (Miller & Effron, 2010). A micro-institutional 

license then, might describe the work arrangements in Toronto’s hospitals that legitimately 

deviated from institutional order by locally replacing rules, norms, and shared mental models.  

The empirical case studied involved unintentional ceremonial change leading to micro-

institutional licenses during an emergency. In the discussion section, I will describe how this 

model generalizes to organizations seeking innovation or flexibility through intentional 

ceremonial change. Figure 3 provides a theoretical model describing how ceremonial change in 

organizations can create micro-institutional licenses. Overall, I propose micro-institutional 
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licenses are created in a two-step process in which (1) the ceremonies of hierarchy are removed 

and (2) senior organizational members create consensus around a set of rules, norms, and beliefs 

that legitimate an alternative work arrangement.



 

95 

Figure 3: Ceremonial Change and Micro-Institutional Licenses  
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Step one is a process through which an urgent goal coupled with ceremonial change reduces 

cultural-cognitive and normative commitment to institutionalized hierarchies. Consistent with the 

literature, I found that an environmental jolt – in this case the outbreak of an unexpected, 

unknown, and lethal virus – generated an urgent, shared goal for members of all ranks at multiple 

hospitals and agencies (Beck & Plowman, 2014; Meyer, 1982).  

Ceremonial change in step one can consist of either reduction of the ceremonies of hierarchy or 

addition of ceremonies of egalitarianism. The ceremonies of hierarchy are reduced when 

organizational dress and workspace no longer emphasize status differences (stratified 

heterogeneity), or when scripted performances creating awe towards superiors are undermined 

(Goffman, 1959; Pratt & Rafaeli, 2001). The ceremonies of egalitarianism are added when 

organizational dress and workspace emphasize similarity (homogeneity), or when opportunities 

are provided for unscripted interaction or shared trials involving members of different status. 

Such interactions demystify organizational superiors, fostered shared identity, and let humor 

function as a bonding mechanism. In the case of SARS, changes in symbols were unintentional 

but could send a powerful signal of similarity. It did not matter if one was a doctor, nurse, or IT 

manager, all could end up donning the same mask and gown to protect themselves from the 

lethal virus. Performances likewise changed unintentionally. First, SARS unexpectedly 

undermined some senior physicians’ and administrators’ ceremonial displays of expertise (an 

elimination of the ceremonies of hierarchy). Second, members of different rank and department 

congregated into enclosed spaces in hospitals where they had intimate interaction – segregated 

from the “outside” world – and faced shared trials in a literal life or death situation, emphasizing 

their shared identity (akin to ceremonies of egalitarianism) (Trice & Beyer, 1993). In terms of 
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institutional theory, I propose the effect of these ceremonial changes should be seen as the 

weakening of cultural-cognitive and normative pillars of an institutionalized hierarchy.  

Conventional thought in scholarship and in the business press often portrays this loosening of 

hierarchy as a positive outcome for organizations, leading to increased collaboration or initiative-

taking (Hamel, 2011; Pratt & Rafaeli, 2001). However, I found it was also fraught with tensions 

because there was no longer consensus within and outside the organization about appropriate 

behavior, and because coordinating expertise became difficult. As institutional theory argues, 

loss of consensus can put organizational members and custodians at odds with each other 

(Kellogg, 2011; Lok & de Rond, 2013; Westphal & Khanna, 2003). In the case of SARS, 

residents and researches could be punished or excluded by senior administrators in the hospital, 

as well as by external regulators and policy makers who still enforced compliance to medical 

hierarchies. Step one leads to a precarious state of organizational affairs, then, in which 

consensus about the old authority structure is partially discredited, but no consensus about a new 

structure yet exists. 

Step two is the process through which senior organizational members create consensus around a 

new set of rules, norms, and mental models which enable work arrangements that deviate from 

institutional order. First, senior colleagues use their formal authority or bargaining power to 

sponsor junior colleagues’ involvement in tasks and committees from which they would 

normally be excluded (a removal or replacement of the regulative pillar). Second, senior 

colleagues teach junior colleagues the scripts to appropriately convey their position of increased 

authority and responsibility (a replacement of the cultural-cognitive pillar). This enables junior 

members to put on convincing performances of expertise despite lacking formal credentials or 

training. Third, senior colleagues provide opportunities for colleagues to ceremonially 
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demonstrate competence in front of assembled audiences. This creates new norms making it 

appropriate for others to defer to the junior members’ expertise (a replacement of the normative 

pillar). This last step most resembles a ceremony normally appearing at the end of rites of 

passage (Trice & Beyer, 1993). Contrary to existing theory however, I found evidence that these 

ceremonial displays of competence were used to legitimate deviations from institutional order, 

rather than to maintain them (Jackall, 1988; Pratt et al., 2006; Trice & Beyer, 1993). 

The end of this two-step process results in a micro-institutional license: organizational members 

engage without repercussion in a work arrangement that deviates from the institutional template. 

In the case of SARS, I found residents instructing and advising staff physicians, infection control 

specialists giving hospital-wide orders to senior administrators and normally autonomous 

physicians, and researchers circumventing institutional review boards. Micro-institutional 

licenses appear to depend on an ongoing motive to keep them around, and at least in the context 

studied, do not create long-term institutional change. Once the urgent goal disappears, 

institutional pressures push organizational members to return the prior structure of authority. 

During this step, the SARS case suggests it is possible for junior organizational members to 

retain at least some of their temporarily boosted authority if they can convert it into forms of 

career capital that are rewarded by the traditional hierarchy.  

CHAPTER FIVE: DISCUSSION AND CONCLUSION 

Discussion on Generalizability and Contributions to Theory 

This study was motivated by the question, under what conditions do replacing ceremonies help 

organizations deviate from institutionalized hierarchies to alternative work patterns? Seeking to 

move away from traditional hierarchical structures, many organizations today are abandoning the 
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ceremonies of hierarchy – formal dress codes, workspaces segregated by rank, and scripted 

interactions with superiors – and hoping to foster free collaboration and initiative-taking among 

their members (Deloitte, 2016; PricewaterhouseCoopers, 2011; Times Now, 2015; Valve, 2012). 

While performance theories suggest replacing ceremonial activities may loosen members’ 

commitment to hierarchies (Dacin et al., 2010; Pratt & Rafaeli, 2001; Trice & Beyer, 1993), I 

argued that institutional theory provides evidence that removing ceremonies may also lead to 

conflict and ambiguity. Institutional theory suggests that most large organizations do not develop 

their authority structures from the ground up, but inherent them from their institutional 

environment (DiMaggio & Powell, 1983; Meyer & Rowan, 1977; Scott, 2013). After members 

of an organization lose commitment to structures of authority then, their attempts to create new 

structures may be unsuccessful because the loss of consensus creates institutional conflict or 

because there are too few rules, norms, and shared beliefs to coordinate expertise.  

The empirical study of a group of hospitals and ancillary organizations in the Ontario healthcare 

sector suggested that organizations or subunits are more likely to succeed with a new authority 

structure following a two-step process. In the first step, ceremonial changes help organizational 

members “separate” from existing structures of authority; in the second step, organizational 

members “affirm” a new structure when influential senior members replace the rules, norms, and 

mental models to coordinate new work arrangements. The following section will consider the 

generalizability of findings to settings beyond the context studied in this dissertation. It will also 

provide practical recommendations for organizations attempting to use ceremonial change in 

efforts make their structures flatter or more flexible. The sections afterward will discuss the 

dissertation’s contributions to scholarly understanding of organizational ceremonies and 
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institutional maintenance in organizations, concluding with an agenda for future research on 

ceremony and structure in organizations. 

 Generalizability 

To what extent might a theory developed using the Toronto SARS outbreak generalize to non-

crisis settings? To organizations outside the healthcare sector? Despite the extreme conditions of 

the outbreak, I propose that, at the level of second-order themes and above, the model can 

provide insight for large organizations intentionally changing their ceremonies as part of efforts 

to encourage structural flexibility and in turn, innovation, egalitarian workplaces, and accident 

prevention. Departments within Toronto’s hospitals acquired micro-institutional licenses through 

a combination of ceremonial change, the presence of an urgent goal that compelled members of 

different rank into action, and senior managers introducing new rules, norms, and beliefs. This 

section considers how these processes may occur in organizations intentionally using ceremonial 

change to deviate from institutionalized hierarchies.  

Though not all organizations face lethal threats, many face crises of some sort – loss of market 

share, entry of new competitors, and lagging innovation, among others – which may provide the 

urgent goal to engage in organizational change. Research on environmental jolts suggests that 

managers have some leeway in labelling environmental jolts as crises in order to “infuse 

organizations with energy, legitimize unorthodox acts, and destabilize power structures” (Meyer, 

1982: 533). Alternatively, the sense of an urgent goal will be inhibited when managers downplay 

the importance of the jolt (Munir, 2005). The SARS context highlighted both actions. Some 

senior managers, like the CEO of Academic Hospital, emphasized the importance of the 

outbreak by assembling an emergency meeting involving the infection control director and 

department chiefs. In other places, administrators like those in Community Hospital put on 
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“impressions of control” by removing their masks as an effort to restore institutional order. In the 

absence of such a crisis, managers intending to create organizational change frequently invent a 

reason for drastic action. Many, if not most, prescriptive models of organizational change argue 

that managers must create a crisis to motivate change initiatives (Van de Ven & Sun, 2011).  

Besides the presence of an environmental jolt, the context studied was unique because the 

ceremonial changes were largely unintentional. For technical reasons, hospitals adopted work 

practices that undermined the tradition ceremonies of the medical hierarchy: physicians, nurses, 

and non-medical staff previously distinguished by dress now wore a homogenous but 

conspicuous uniform consisting of masks and gowns (cf. Rafaeli & Pratt, 1993); staff working in 

segregated or isolated workspaces now spent great amounts of time shoulder-to-shoulder “living 

through the war” (cf. Thompson, 1977; Whyte, 1956); and opportunities for senior members to 

demonstrate their mastery through ritualistic daily “rounds” were now replaced by junior 

members seeing their superiors acting “human” for the first time, stressed, or joking around (cf. 

Ibarra, 1999; Pratt et al., 2006; Trice & Beyer, 1993).  

Organizations attempting intentional ceremonial change can derive insights from these 

experiences. Though the specifics of each situations will differ, the insight provided by the 

SARS outbreak are that change should make use of both reducing the ceremonies of hierarchy 

and adding the ceremonies of egalitarianism. Only doing the first may weaken status differences 

but fail to create a basis for new forms of collaboration. Only doing the second may create 

conflict because some members are still committed to existing status differences. 

Organizational dress, workspace, and scripted interaction were three important ceremonial 

elements in Toronto’s hospitals, as they appear to be in most large organizations (Jackall, 1988; 

Whyte, 1956; Trice & Beyer, 1993). Reducing the ceremonies of hierarchy involves changing 
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these elements so that they no longer emphasize status distinctions. For symbols, this consists of 

removing dress codes or workspaces that mark those of higher or different status from other 

organizational members (Pratt & Rafaeli, 2001). For scripted interactions, this consists of 

removing ritualized occasions like daily “rounds” where upper ranking members ceremonially 

display their relative power, prestige, or expertise in a way that humbles subordinates (Kellogg, 

2011; Siebert al., 2017). In contrast, adding the ceremonies of egalitarianism consists of 

homogenous and conspicuous assignment of dress and workspaces that emphasize similarity, and 

ceremonial occasions like shared trails that foster a sense of common identity (Trice & Beyer, 

1984). While it is less conceivable that managers leading organizational change will want to 

erode overly deferential norms by having junior members witness incompetence or inaction 

among senior management, many organizations do organize offsite retreats, team-building 

exercises in remote locations, and ‘skunkworks’ projects where they hope greater intimacy and 

freedom from institutional constraints will encourage innovative behavior (Feynman, 2010; 

Howard-Grenville, Golden-Biddle, Irwin, & Mao, 2011).  

The present study also suggests that “affirmation” is just as important for organizations 

attempting to create new relations between members as “separation” from institutional order. 

These actions involved senior colleagues obtaining rule exemptions for their junior partners, 

teaching them the appropriate styles to convey authority, sometimes by simply reframing the 

situation, and getting public recognition for the junior members’ expertise. Interestingly, some of 

the actions that led to affirmation of junior members’ authority had a staged, ceremony-like 

character. Much like the ‘demonstrations of mastery’ that occur at the end of formal socialization 

programs (cf. Trice & Beyer, 1993), junior physicians like Helen, Jennifer, and Bernard attained 

recognition for their expertise through formal opportunities to present in front of an assembled 
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audience. While most physicians downplayed their contact with the psychiatry department, one 

respected senior administrator’s decision to speak publicly set new norms that reduced the 

stigma of seeking help from psychiatry. Likewise, the researchers treating patients with an 

experimental drug faced resistance about their expedited research ethics protocol until another 

senior administrator vouched for them.  

These events suggest that, consistent with theories about the rites of passage (Van Gennep, 

1960), public demonstrations of mastery are essential to changing individuals’ positions in a 

status system because audiences must mutually acknowledge the new social order, not just be 

privately convinced about the merits of the individual (Trice & Beyer, 1993). Therefore, 

managers introducing more flexible authority structures into their organizations may benefit 

from establishing more or less formal opportunities for junior members to publicly demonstrate 

their competence. Some technology firms and academic institutions for example, establish events 

or conferences where members are expected to give short presentations of their projects to senior 

members outside their department (Carroll, 2016). Organizations with well-established 

socialization rituals may give less weight to rites that emphasize the subordinate status of new 

recruits – the use of “scut work” for instance – and instead provide more opportunities for them 

to demonstrate the unique skills they bring to the organization.  

In any case, this dissertation suggests organizations seeking to create informal, flexible work 

environments may have to attend to symbol and ceremony just as carefully as traditional 

bureaucracies maintaining rigid hierarchies. Companies like Valve and Facebook could be seen 

not merely as abandoning the ceremonies of hierarchy to reduce status distinctions in their 

workplaces, but as actively managing a new set of symbols and ceremonies as they create 
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offices, training manuals, socialization programs, and make public claims about their culture 

(Times Now, 2015; Valve, 2012). 

Finally, this dissertation noted that while there was little lasting change to institutionalized 

hierarchies in the medical sector, some junior physicians could acquire resources that benefitted 

their careers in the long-run. Their experiences may provide useful career advice to early career 

individuals in both crisis and non-crisis settings. First, in organizations confronting a pressing, 

shared problem, junior members seeking higher-level participation might consider placing 

themselves where one is likely to find experiences of communality and potential sponsors. 

Experiences of communality may be found where a task provides opportunities for physical co-

presence and shared trials with senior colleagues. Next, in seeking potential sponsors, junior 

members should consider to what sorts of arenas the sponsor can provide access – exclusive 

settings like decision-making committees, public settings like lectures where competence can be 

demonstrated, or both?  

While this study did not find long-term changes to institutionalized hierarchies, it did find some 

junior members emerging from the SARS outbreak with a great deal of career capital, such as 

publications, reputation, and personal connections to high-level individuals in their 

organizations. For those early in their careers, the key to retaining long-term career benefits 

seems to be converting one’s temporarily unique expertise or access to senior colleagues into 

forms of career capital valued by the organization or field as a whole. This may be important for 

people working at ‘flat’ organizations which do not use formal job titles, like Valve Corporation, 

because it is difficult for them to signal their expertise and seniority to outsiders like recruiters, 

head hunters, and even friends (Valve, 2012). Indeed, some organizations such as IBM had 

purposely introduced managerial titles for non-managerial employees so that engineers could 
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demonstrate their job success to colleagues and those outside the organization (Ritti & Levy, 

2009). In industries where ‘flatness’ is becoming more popular, it may therefore be an important 

skill for employees to get credit for their involvement in high-level tasks and convert it into more 

lasting forms of capital.  

Given that this study took an inductive theory-development approach, additional research is 

required to refine and verify the model proposed. Some of the advantages of this study are is 

sampling from a breadth of organizations and combination of multiple data sources. On the other 

hand, this study used a non-random approach to sampling and retrospective accounts of members 

describing their thoughts and actions. Future research using real-time data collection, as in 

ethnography, or deductive hypothesis testing would verify the relationships between the elements 

of the theory proposed here. Moreover, additional research could provide insight on how the 

second-order themes manifest themselves in (first-order) concrete experiences in other settings 

where licensing can be expected. For instance, while masks and gowns are not common in 

organizational settings, soiled uniforms in an industrial plant or battlefield may likewise become 

markers of a common identity (Smith et al., 2010). Likewise, while the technologists in Barley’s 

(1986) study of technological change did not experience a senior administrator shaking in front 

of a SARS patient’s room, they did witness staff physicians fumbling with the scanners. And 

while there was no outbreak, the physicians did try to maintain impressions of control, aided by 

the acquiescence of some technologists, to maintain face in the presence of the imposing 

technology. Such industry-specific findings could be useful for practical applications of the 

theory proposed during organizational change efforts. 

 New perspectives on ceremonial performance and institutional maintenance 
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The study conducted in this dissertation contributes to scholars’ understanding of ceremonial 

performances in organizations as well as theory about the maintenance of institutional order in 

organizations. Existing studies across a variety of contexts find evidence that ceremonial 

performances across organizations, including those that take place in socialization and ongoing 

work life, serve to build and maintain hierarchical structures of status and authority (Dacin et al., 

2010; Jackall, 1988; Pratt et al., 2006; Pratt & Rafaeli, 2001; Rosen, 1985; 1988; Trice & Beyer, 

1993; Thompson, 1977). Through an inductive study of an outbreak in the Ontario healthcare 

sector, this study supports the view that changes to ceremony can indeed facilitate more 

egalitarian and flexible forms of organizing, as researchers have explicitly or implicitly 

suggested (Dacin et al., 2010; Pratt & Rafaeli, 2001; Rafaeli & Pratt, 1993; Trice & Beyer, 

1993). However, this study offers two novel contributions to the ceremonies literature. First, it 

examines the risks such change can bring about in highly institutionalized organizations. Second, 

it distinguishes ceremonial changes that reduce the importance of status distinctions from those 

that actively promote shared identity.  

Regarding the risks, I argued that changing ceremonies may lead to a situation of partial 

deinstitutionalization where organizational members’ loss of cognitive or normative commitment 

to a hierarchy puts them in conflict with custodians inside or outside their organization who are 

still committed to maintaining institutional order. I also argued that loss of ceremony may 

encourage junior members to take positions of greater responsibility which they are unable to 

fulfill because members fail to recognize each other’s expertise. Therefore, I proposed successful 

transition to new authority structures involves not only reducing the ceremonies of hierarchy also 

creating new rules, norms, and scripts to replace those previously supplied by the institutional 

environment. These findings qualify some of the optimism in both the academic and popular 
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press about the positive outcomes of destabilizing organizational hierarchies (Deloitte, 2016; 

Hamel, 2011; PricewaterhouseCoopers, 2011). The findings do not suggest organizations should 

avoid changing their ceremonies, but that the transition needs to be a carefully managed process 

that avoids loss of consensus or unreplaced rules, norms, and beliefs. Before managers initiate 

ceremonial change then, this dissertation suggests the sources of institutional conflict and 

expertise coordination be identified and that players in the organization with the resources to 

facilitate transition be brought on board. 

Regarding distinctions of ceremonial change, I found organizations’ successful transition to new 

work arrangements actively made use of impromptu ceremony-like activities. Interestingly, some 

of the interventions senior managers used to circumvent institutional constraints – such as 

providing junior colleagues formal opportunities to demonstrate competence – involved the 

staged performances by junior members in front of assembled audiences. Thus, while it is well-

documented in research that ceremonies uphold organizational structures, this study shows how 

they also play a role in loosening or changing such structures. Management scholars may provide 

greater insight into organizational hierarchy and change by distinguishing the reduction of 

ceremonies of hierarchy from the addition of ceremonies of egalitarianism.  

Given the increasing popularity of egalitarian workplaces and the unpopularity of formal dress 

codes in Western business culture, it is conceivable that informality may soon become a rational 

myth (Leavitt, 2003; Meyer & Rowan, 1977). Large, established organizations may feel great 

pressure adopt the outward appearance of a software development startup in an effort to look 

modern and dynamic to investors and potential recruits, even if their structures are relatively 

hierarchical. One line of study might examine the extent to which organizations ceremonially 
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adopt the ceremonies of egalitarianism in an effort to conform to institutionalized expectations 

(cf. Westphal & Zajac, 1994).  

Future research might also look at the extent to which senior managers of large organizations 

attempt to conceal versus exhibit their power. Traditionally, management theorists have focused 

on senior managers’ use of ceremony and impression management to increase attributions of 

control. Salancik and Meindl (1984) for instance, find evidence that CEOs of organizations 

operating in unstable environments are more likely to claim responsibility for both positive and 

negative outcomes than CEOs operating in stable environments. As Salanick and Meindl (1984) 

and others (Jackall, 1988; Khurana, 2002) have argued, the motivation for these claims is to 

fulfill expectations that organizational leaders are hired and remunerated on the logic that they 

can control outcomes of importance to the organization. If organizations of the future are instead 

expected to be free of “rigid hierarchies” and free of “bosses, titles, or promotions”, research 

might examine whether senior managers become more likely to attribute decisions or outcomes 

to subordinates in the organization (Hamel, 2011: 49; PricewaterhouseCoopers, 2011: 20).  

Given that hierarchies fulfill human desires for status and order (Leavitt, 2003; Magee & 

Galinsky, 2008), another valuable line of research could look at situations when organizational 

members’ cooperation with the abandonment of ceremonies of hierarchy (Smith et al., 2010). 

While there is some research showing organizational members resisting the imposition of stricter 

dress codes, few scholars have studied members who might resist increasing informality in the 

workplace (Pratt & Rafaeli, 1997). For example, flattening hierarchies are likely to pose a threat 

to the status of high-ranking individuals in organizations. Under these circumstances, to what 

extent do organizational members create their own, informal markers of status differences in the 

absence of formal ones?  
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This dissertation also contributes to institutional theory by introducing the concept of micro-

institutional licenses. Micro-institutional licenses describe work arrangements in organizations 

that deviate from institutional templates by a local replacement of rules, norms, and cognitive 

elements. How to reconcile assertions that organizational behavior is constrained by institutions 

with observations that people in organizations often deviate from or change those institutions is a 

central problem for institutional theory (Scott, 2013). To be sure, researchers have identified 

various ways in which organizations respond to pressure, including decoupling, defying, and 

attempting to change institutions (Meyer & Rowan, 1977; Oliver, 1991; Scott, 2013). However, 

the assumption behind most of these forms of nonconformity is that senior managers attempt to 

retain control rather than empower others (Kellogg, 2011; Rojas, 2010; Westphal & Khanna, 

2003). Decoupling, for instance, relies on managers engaging in outward displays of conformity 

to external audiences to put off scrutiny into the day-to-day activities of the organization (Meyer 

& Rowan, 1977). The notion of micro-institutional licenses complements existing concepts in the 

literature by explaining how managers of large, bureaucratic organizations also increase the 

agency of (lower ranking) members.  

Unlike decoupling which relies on obfuscation of work arrangements, creating micro-

institutional licenses involved on senior organizational members providing the resources for new 

work arrangements. In the SARS outbreak, physicians and administrators not only shielded their 

junior colleagues from institutional pressures, but also provided the behavioral scripts, frames, 

and opportunities to demonstrate competence necessary for them to exercise greater authority. In 

the focus of existing theory, organizational superiors’ role might be seen as part of a “deviation 

counteracting” loop (Weick, 1979). Senior colleagues’ custodial work emergences in response 

to, and suppresses, deviations from institutional order. Instead, after scripted elements of the 
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medical hierarchy broke down, I found evidence of senior colleagues increasingly becoming part 

of a “deviation amplifying” loop: once junior members made some small deviation from 

institutional order, senior colleagues magnified their break by teaching them to act like legitimate 

authorities, sponsoring their involvement in higher roles, giving them opportunities to 

demonstrate competence, and allowing them to get credit, positioning them to attain yet higher 

responsibilities during and after the outbreak. Beyond novelty, concept of micro-institutional 

licenses is useful because it can help institutional theorists bring insights to other areas of 

organizational theory. Here I provide two examples of such applications: organizational 

resilience (Weick & Sutcliffe, 2011; Williams et al., 2017) and job crafting (Wrzesniewski & 

Dutton, 2011). 

In the last two decades, management researchers and practitioners have become increasingly 

interested in the idea of resilience: that some organizations flourish in environments where 

economic constraint, natural and man-made disasters, and rapid change are pervasive (Vogus & 

Sutcliffe, 2007). Researchers describe resilience as the process of an organization managing 

unexpected and adverse events through acquiring, stocking, recombing, and redeploying its 

resources (Vogus & Sutcliffe, 2007; Weick & Sutcliffe, 2011). In this view, organizations adapt 

to events such as environmental jolts by using their financial relational, cognitive, and other 

assets in improvised ways to address emerging threats and constraints. Resilience refers to 

generalized ability, distinguishing it from specific precautions organizations take against threats 

identified in advance, as in crisis management or contingency plans (Wildavsky, 1988).  

So far, the literatures on organizational resilience and institutional theory have had little 

dialogue, but researchers are now suggesting such links can be fruitful (Williams et al., 2017). 

The concept of micro-institutional licenses can contribute to such links because it describes how 
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even highly institutionalized organizations such as hospitals can rearrange their work to handle 

emerging threats such as outbreaks and other unexpected events. Existing research in 

institutional theory prioritizes middle and senior managers role as custodians of institutional 

order (Lok & de Rond, 2013), although some studies emphasize their ability to facilitate 

institutional change as well (Kellogg, 2009). The case of SARS illustrated managers’ role in both 

maintaining order and – what was more novel – facilitating subordinates’ deviations from 

institutional order. Both these actions seem consequential. First, organizations that respond 

resiliently to emerging threats are those that are quick to notice unexpected events and update 

their interpretations of the situation (Weick & Sutcliffe, 2011). Managers during SARS could 

motivate or discourage subordinates from noticing problems through ceremonial behavior. By 

putting on “impressions of control”, such as ceremonially removing their masks and hiding their 

concerns, managers could signal that hospital life was “normal”. In contrast, managers could 

underscore the danger and uncertainty of the situation by calling assemblies in organizations, as 

did the senior colleagues of Helen and Bernard.  

Moreover, many of the activities that helped Toronto’s respond resilience to the outbreak 

required their members to engage the institutional environment. Not only did the hospitals 

themselves lack pandemic preparation prior to the outbreak, but so did the healthcare field as a 

whole. Adapting to SARS often required hospital staff to violate the expectations of the 

institutional environment, such as circumventing research review boards, giving infection control 

specialists managerial authority, and encouraging residents to advise staff physicians. These 

adaptations could require senior colleagues to pull strings to exempt their junior colleagues from 

external rules, as David did for Luke, and as Jennifer and Alex’s supervisors did for them. In 

other words, licenses appeared to play an important role in allowing hospitals to rearrange their 
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work despite an institutional environment that discouraged deviation from medical hierarchies. 

Future researchers could explore in more detail how micro-institutional licenses can help 

organizations respond to unexpected events when institutional environments constrain 

redeployment of resources, either by rules and norms that prohibit deviation, or with systems that 

deprive junior members of the cultural-cognitive resources to engage in new lines of action. 

A second area for future research is the intersection of institutional theory and job crafting. Job 

crafting refers to “a creative and improvised process that captures how individuals locally adapt 

their jobs in ways that create and sustain a viable definition of the work they do and who they are 

at work” (Wrzesniewski & Dutton, 2001). In this view, a job entails a “set of task elements 

grouped together under one job title and designed to be performed by a single individual” (Ilgen 

& Hollenbeck, cited in Wrzesniewski & Dutton, 2001: 179). Even in constrained settings, the 

literature suggests that employees alter their experience at work by focusing on some tasks 

within their job and giving less attention to others, by seeking or trying to avoid interaction with 

various colleagues, and by cognitively reframing how they think about work and what it means. 

Job crafting has consequences for both individuals and organizations. For individuals, job 

crafting can be a means to find positive meaning in work and build personal relationships with 

others; for organizations, job crafting may result in positive or negative outcomes, including 

increased productivity, innovation, the formation or social networks, and deviations from 

standard work (Wrzesniewski & Dutton, 2001). 

Job crafting can be difficult in large, bureaucratic organizations because employees have to 

contend with formalized job expectations, limited resources, and their own beliefs about the 

rigidity of workplace rules (Berg et al., 2010). The concept of micro-institutional licensing may 

provide both theoretical and practical insight into how job crafting opportunities emerge in 
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organizations. During the SARS outbreak for instance, the senior administrator David was able 

to free medical resident Luke from the obligations of his rotation in order to engage in more 

interesting and consequential research work. Luke would have been hard pressed to do this on 

his own since he neither had a way of changing the rules of his medical education nor had built 

up the credibility to ask an extension from his supervisor. In one phone call, David was able to 

use his reputation to vouch for Luke. Job crafting research also shows that individuals’ 

perceptions of their autonomy and power are also important – relatively junior employees are 

more likely to try job crafting when they perceive their work environment will be receptive to it 

(Berg et al., 2010). The SARS case also illustrates numerous instances of senior colleagues 

reframing situations in ways that encouraged residents, nurses, and infection control specialists 

to act more assertively, in turn helping them acquire resources and accomplish the new tasks. 

Future research might investigate the link between institutional licenses and job crafting to bring 

further insight on how opportunities for job crafting develop, and particularly the enabling role 

of junior-senior colleague partnerships. 
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APPENDIX 1: ADDITIONAL TABLES AND FIGURES 

Figure 1: Timeline of the SARS Outbreak, Toronto Perspective 

Date   Event 

‘02 November Initial reports of an atypical pneumonia in Guangdong Province, China 

  …   

‘03 January Atypical pneumonia spreads through Guangdong, healthcare workers and 
citizens fall ill 

  February Toronto resident "Mrs. K" visits Hong Kong, having been offered a voucher for 
five free nights at the Metropole Hotel 

    WHO issues alert over mysterious pneumonia in China 

    Toronto Public Health receives WHO alert, but unable to contact front line 
physicians in Toronto hospitals 

    "Mrs. K" uses the same elevator at the Metropole as a physician travelling from 
Guangdong 

    "Mrs. K" returns to her Toronto home, feeling grateful that the voucher made 
her vacation "hardly cost a penny" 

    "Mrs. K" dies in her home; death ruled as heart attack 

    "Mr. T", "Mrs. K"'s adult son, falls ill; taken to Scarborough Grace Hospital  

  March Family members of "Mr. T" also ill; hospital physician alerts Public Health of 
possible tuberculosis cluster 

    Toronto Public Health staff work with Toronto-area hospitals to find isolation 
rooms for Mr. T's family 

    Joint press conference by Public Health, Ontario Ministry of Health, and Mount 
Sinai Hospital: Toronto cases appear linked to atypical pneumonia in Asia 

    WHO issues global alert of "Severe Acute Respiratory Syndrome"; 11 cases and 2 
deaths reported in Canada 

    Public Health identifies 500 possible people exposed to SARS, including staff, 
patients, and visitors at Scarborough Grace 

    Scarborough Grace Hospital unable to contain outbreak; shuts down 

    About 5,000 people possibly exposed to SARS across Toronto hospitals 

    Provincial emergency declared; expert-led "scientific advisory committee" issues 
containment policies for hospitals in Ontario 

  April U.S. Centers for Disease Control and Prevention announce SARS thought to be 
caused by a coronavirus 

    About 200 SARS cases and 10 deaths estimated in Canada 

    Outbreak on the wane; Toronto hospitals prepare to resume normal functions 

    WHO issues travel advisory against Toronto, withdrawn after assurance Toronto 
is safe by Canadian health authorities 

  May Federal department Health Canada announces "Canada has Turned the Corner 
on SARS" 

    "New Normal": provincial emergency ended and directives reduce infection 
control precautions for Ontario hospitals 

    Ministry of Health announces SARS contained at press conference; reports arrive 
during the conference of a new outbreak, dozens thought to be infected 
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    North York General Hospital shuts down as SARS spreads through facility; 500 
possible contacts discovered 

    Provincial "SARS Alliance" plan organizes isolation of SARS patients in four 
dedicated Toronto-area hospitals 

    Over 2,000 quarantined in Toronto; WHO issues second advisory against Toronto 

  June Restored infection control measures in Toronto hospitals limit further 
transmission of SARS 

    Ontario government commissions report on SARS led by Justice Archie Campbell 

  July WHO removes travel advisory against Toronto as no new cases have been 
reported in past weeks 

    WHO declares global outbreak of SARS to be over, "the whole world can breathe 
an initial sigh of relief" 

    "SARSStock" benefit concert held in Toronto to revive economy and tourism 

  August Toronto physician being treated at Sunnybrook Hospital becomes 44th and last 
person in Canada to die of SARS 

  …   

‘04 April Last known transmission of SARS is reported in China 
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Table 4: Presence of Second-Order Concepts by Participant 

Name Position Erode 
awe 

Experience 
communality 

Model 
new 
relation 

Sponsor 
involve 

Demonstrate 
competence 

Get 
credit 

Authority Reproduce Custodial Supporting 
documents 

Anna Trainee Yes Yes - Yes Yes Yes Yes Yes Yes Media 
reporting; 
memoirs 

Danielle Trainee  Yes Yes - Yes - Yes Yes - - Memoirs 
Helen Trainee  Yes Yes Yes Yes Yes Yes Yes Yes Yes - 
Jennifer Trainee  Yes Yes - Yes Yes Yes Yes Yes Yes Meeting 

minutes; 
internal 
documents 

Justin Trainee - Yes - Yes Yes Yes - - - - 
Perry Trainee - Yes - Yes - - - Yes - - 
Tara Nurse 

Clinician  
Yes Yes - - - - Yes - - Memoirs 

            
Bernard Specialist 

(Infection 
Control) 

Yes Yes Yes Yes Yes Yes Yes - - Memoirs; 
Presentation 

Dana Specialist 
(Infection 
Control) 

- - - Yes - - Yes Yes Yes Memoirs; 
Presentation 

Jane Specialist 
(Infection 
Control) 

- - - - - - - Yes Yes - 

Ruth Specialist 
(Public 
Health) 

- - - - - - Yes - - - 

Sofia Specialist 
(Research 
Scientist)  

- - - Yes Yes - Yes - Yes Media 
reporting 

Adrian Staff Phys. - Yes - - - Yes - - - - 
Andrew Staff Phys. Yes Yes - - - Yes Yes - - - 
Edward Staff Phys. - Yes - - - - - - - - 
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Frank Staff Phys. - - - - - - - - - - 
James Staff Phys. - Yes - - - - - - Yes - 
Karl Staff Phys. - Yes Yes - Yes Yes Yes - - Memoirs 
Lana Staff Phys. Yes - - - - - - - - Memoirs 
Ludwig Staff Phys. Yes - - - - - - - - Memoirs 
Marya Staff Phys. Yes Yes Yes - Yes Yes Yes - - - 
            
            
Pierre Staff Phys. - Yes - - - - - - - - 
Stephan Staff Phys. - Yes - - - - Yes - Yes Memoirs 
Adam Chief - Yes - - - - Yes - Yes Memoirs 
Berg Chief - - - - - - - - Yes Presentation; 

Memoirs; 
Presentations 

Castorp Chief - Yes - - - - Yes Yes Yes Internal 
documents; 
Presentation 

Emma Chief - Yes - Yes - - Yes - Yes Memoirs 
Larry Chief. Yes Yes - - - - Yes - Yes Memoirs 
Marcus Chief - - - - - - - - - - 
Nikolai Chief - Yes - - - - - - Yes Emails 
            
Albert Sr. Mgmt  - - - - - - - - Yes Presentation 
Chloe Sr. Mgmt - Yes - - - - - - - - 
Donald Sr. Mgmt  - - - - - - - - Yes Presentation 
Janet Sr. Mgmt - - - - - - - Yes Yes Internal 

presentations 
Marshall Sr. Mgmt - Yes - - - - Yes - Yes - 
Michelle Sr. Mgmt  - Yes - - - - Yes - - - 
Natalia Sr. Mgmt Yes Yes - Yes - - Yes - Yes Memoirs 
Olivia Sr. Mgmt  - Yes Yes Yes - - - - - Memoirs; 

Media 
Stanley Sr. Mgmt - Yes Yes Yes Yes Yes - - - Memoirs; 

Presentation 
Vera Sr. Mgmt - - Yes Yes - - Yes Yes Yes Memoirs 
David Sr. Mgmt 

& Staff 
Phys. 

- - - Yes - Yes Yes - Yes Memoirs; 
Media 
reporting 
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Paul Sr. Mgmt 
& Staff 
Phys. 

- - - - - - Yes Yes - Memoirs 

Cliff Historian - - - - - - - - - - 
Mary Historian - - - - - - - - - - 

 

Table 5: Categories, Themes, and Representative Examples 

Second Order 
Theme 

First Order 
Category 

Representative Examples 

Erosion of Awe Seeing a Role 
Reversal 

"One guy, quite a high-level guy, was asked to see a patient, and he was so scared going in, that Alex, as a 
trainee, had to help him gown up and walk him in. It was a complete role reversal. For me, it was the most 
eye-opening experience. I’d say up until that point in time I was very deferential… I had a huge respect for 
the ladder, and everything changed after that.” (Interview with Jennifer, resident at Downtown) 
 
As a [new medical resident], you don’t really have a lot of responsibility, and now all of a sudden I was 
given a whole lot of responsibility, and people were looking to me because I had now seen a few people 
with SARS and had made a diagnosis of SARS. They would come to me – but it wasn’t residents or my peers 
coming to me, these were staff [physicians]. So this whole hierarchy that was ingrained in us… it completely 
flipped over… the same people who I felt were trying to keep me in my place [as a resident] –  now they 
were asking me for my opinion and how things should be done. Because now I was the expert.” (Interview 
with Helen, resident at Academic) 
 
"The rules were set by some government group, mainly infectious disease doctors. One of them I know, 
who’s from [another city] said it was quite strange. They advertised that they needed people. They all kind 
of laughed that “Toronto needs us. We couldn’t get a job in Toronto if we wanted to last week, but now 
they’re flying us here. She said ‘They put us in a hotel and every morning we sit in a room and make up 
rules for you people to work by.’” (Interview with Andrew, staff at Downtown) 
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Seeing No 
One Else to 
Do It 

"At the time I was single and had no kids, and almost all my colleagues in [the department] had young kids 
at home. And they found that really difficult. They said ‘I’m willing to put my life at risk, but the thought of 
bringing something home [a virus] that ‘might kill one of my children’ that was really unthinkable for them. 
So it made sense for me [to take charge of treating SARS patients]. For me the cost was a whole lot less to 
jump in and get more involved." (Interview with Lana, staff at Academic) 
 
“I started getting paged a lot... in the space of three days, I’ve gone from not hearing about [the outbreak] 
to it freaking me out. And what really struck me was, how come there’s nothing official? Why isn’t there a 
warning or a press or media release? Or something? But there was nothing! So I did a really crazy thing – I 
actually called the hospital CEO. Which, I’m new at my job. I’ve never even the guy. He was relatively new... 
I called him and I said ‘You know Dwayne, I honestly don’t know what’s going on. But it’s freaking me out. 
It’s worrying me. I’m getting a bad feeling like there’s something going on, but I don’t have evidence of that 
yet. It’s just worrying me.” (Interview with Bernard, staff at Academic) 
 
Helping a senior staff colleague – and renown infectious diseases expert – respond to the outbreak is 
initially exciting for Danielle, a resident at Downtown Hospital. Then it all “hits the fan” when the senior 
colleague is hospitalized with SARS. Seeing her colleagues, formerly relying on the expert to be their 
“pillar”, in a demoralized state, Danielle determines that it’s her job to be the “pillar” given that she has at 
least some experience with SARS patients and PPE use. (Interview with Danielle, resident at Downtown) 
 
“Very many times I had this moment where I’m thinking ‘I’m here. I’m exposing myself [to SARS]. All you 
guys care about is not exposing yourselves, whereas people are sick and I need to take care of them…’ in 
hindsight it was understandable that people wanted to protect themselves and maybe they were right. But 
when you’re in it, you feel like you’re the one who’s working 24/7 and taking on the risk. They’re not 
getting exposed, and they’re being a blockage to you trying to find care for people… Part of the reason why 
I felt comfortable was that in the end, the people who had actual, clinical, hands-on experience with SARS 
was a handful of people. So I could push as much as I could, and sometimes it would work, sometimes it 
wouldn’t.” (Interview with Jennifer, resident at Downtown) 
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Experiences of 
Communality 

Physical Co-
Presence 

"The other person we bonded with a lot was [a senior staff physician]. He wasn’t involved in the SARS care 
but we were basically on service with him for six weeks, because we couldn’t move from Downtown 
Hospital. So I do think it did build more collegial relationships. [The physician] is kind of the grandfather of 
infectious diseases in Toronto. And I think we’ve had a closer relationship than he’s had with other 
residents because we were sitting in his office for six weeks, right? And when you go through that 
experience, you definitely do bond with people you work with the closest. But it’s interesting. I also 
remember the people who gave us a hard time on things, with whom I have very collegial relationships 
now." (Interview with Jennifer, resident at Downtown). 
 
“[A staff physician] was asking for my opinion. At one point I was having lunch with him in the midst of all 
of this [the outbreak]… and he was one of those people who liked to put me in my place when I was a 
medical student… But now in this situation all of a sudden I was his peer. I didn’t know what went on in his 
head, what made him switch. Or even if he was aware that he was treating me differently… I’m not sure he 
knew how much it affected me.” (Interview with Helen, resident at City) 
 
A physician describes life in one hospital emergency department during the outbreak: staff spend long 
hours together waiting for the arrival of SARS patients, which are accompanied by fear and excitement. 
Because the flow of regular patients almost entirely stops, staff spend lots of time “sitting around talking to 
each other" and "killing time", and “finding ways to entertain ourselves”. The physician reflects that the 
department during that time "had a stronger sense of camaraderie" given their "shared experience." 
(Interview with Arthur, staff at Downtown) 
 
“You asked what’s one thing people seem to misunderstand [about life during SARS]. I think there was an 

assumption that things were chaotic, that everyone was working like mad. It was the most incredibly boring 

time because the hospital was dead quiet. Everything was closed. There were no elective surgeries, 

everything was turned off. Clinics were closed, our ICU wasn’t admitting new patients other than SARS. 

That meant we really didn’t get much coming in. And when we had our residents back we had one doctor 

running the [ICU] with the residents. There were three or four others of us, that would normally be doing 

the teaching and research and clinics – and we sat in our offices and did nothing or we didn’t come to work. 

So then we actually got into doing some research projects on SARS. Pretty much to relieve the boredom… 

there were 20 surgeons just walking around the hospital with nothing to do. There were 40 anesthetics 

with nothing to do.” (Interview with Andrew, staff at Downtown) 
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Olivia, spending long hours in a confined office at the public health agency, remarked how she and her 
colleagues became highly attuned to each other’s moods by attending to each other’s “grumpy” or “giddy” 
comments and asking them to take a break before their stress became worse. (Interview with Olivia, senior 
manager at local public health) 
 
“[The patients] were there, they bonded with us, they were extremely close with us, you know it’s the kind 
of a mentality that is extremely well known in doctor-patient relationships, but this had an extra added 
feature... you’re held captive in a place for so long, and even though it retrospect it was only three weeks, 
or four weeks or whatever it was, but it was long enough that the people bond together. And we couldn’t 
not work on a floor because we committed ourselves, we couldn’t work anywhere else, and they couldn’t 
leave, so we were there every day. And every day, twice a day, we would make complete rounds, and we 
would go and see everybody, so we got to know them intimately, and they got to know us, my personality 
and the personality of everybody else, and you bond together.” (Staff physician at West Park, quoted from 
the Campbell Commission) 
  

Living 
Through the 
War 

"There was a sense of solidarity, and I’d say isolation: and the sense of isolation grew as the sense of 
solidarity diminished a little bit over time. There was a sense of solidarity among the people who were 
engaged in the care of patients and research... a relatively focused group of people who were operationally 
active at the hospital, at the university, and clinically. There were daily teleconferences of various groups to 
try to keep people together and try to control the spread and try to discover the best ways to treat people. 
There was definitely growing solidarity among that group. But across many hospitals, as hospitals took 
themselves offline because of internal transmission, and then the need to quarantine the hospital – so no 
longer being able to admit patients – and the shrinking number of hospitals there was a bit of loss of 
solidarity there." (Interview with James, staff at Academic) 
 
Physicians and public health staff use the metaphor of being on the “battle lines” or “living through the 
war” to describe bonding with their immediate colleagues during the SARS; several describe dinners or 
other social events organized after the outbreak so that physicians who spoke daily with each other on 
teleconferences could finally see each other in person for the first time (Interviews with Larry, staff at 
Downtown; Stephan, staff at Academic; Olivia, senior management at local public health) 
 
“[There was a sense that] ‘If we [don’t] lock this down, nobody will. If this is a pandemic, all of our families 
are going to die….  We were the few’. Things were happening [at our hospital] that the rest of the province 
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wasn’t hearing about. That we weren’t able to take back to our families. When you have a profession 
where there’s a lot of confidentiality and you can’t just go home and talk about patients that you saw, or 
the colleague that has SARS, you really had to hunker down with your colleagues because that’s all you had 
to share the experience with. A lot of people bonded in some unusual ways, because people who normally 
did risk management or who normally managed the IT infrastructure had all been pulled from their posts to 
screen staff and patients at the front doors. So everyone was reassigned roles in the hospital… it was kind 
of a ‘lock arms and close the gates’ mentality (Interview with Tara, nurse clinician at Downtown). 
 
Resident and staff physicians describe newfound respect for non-medical hospital employees such as 
housekeeping and social workers for their “sheer act of showing up” and setting a good example, and 
forgetting about “pay differences” despite the personal risk to them during the outbreak.  (Interviews with 
Perry, resident at Downtown; Frank, staff at Suburban; Emma, staff at Suburban; Marshall, senior 
management at Academic) 
 
By the end, some staff had bonded closely with peers at other hospitals yet had only known them through 
their voices from the teleconferences. At dinners organized post-SARS such individuals sought to “connect 
voices to faces”. A trainee at Suburban, felt she had built such a close bond with another physician in her 
hospital – yet neither knew what the other looked like because their faces had been obscured by masks. 
They, likewise, arranged to meet. (Interviews with Larry, staff at Downtown; Anna, trainee at Suburban) 
  

Black Humor “We all seemed to laugh – like in the late afternoon when things would really start to drag on... We used to 
joke that we’re all going a little crazy because we thought that the carbon dioxide in our masks was building 
up so it was getting to our brains. I don’t think that was true but was used to joke about that. Then we used 
to joke about the wine trolley. The wine trolley that would be coming soon; some travelling bar that would 
come by in the late afternoon to serve us all these lovely cocktails. So we tried to think of humorous things 
to talk about and make fun of and that kept things going… the wine trolley joke, you’d think it’s a joke once 
or twice, but we used to talk about it almost every day. Every day we used to laugh about it, how absurd it 
was to pretend we were going to have a cocktail trolley…”  (Interview with Emma, staff at Suburban) 
 
An intensivist described how she bonded with a colleague in her department after an adventure in which 
the pair were tasked with purchasing equipment for an improvised isolation unit being built at Suburban 
Hospital: “One of the things was that we didn’t have any equipment for our beds. At the front of the bed 
you need IV poles, and you need monitors, and other equipment, and we had none of that. So we called up 
the VP of the equipment company, who was on a beach in South Carolina, and told him ‘look, we have to 
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get this up and running. We need all this equipment, can you help us?’ He said ‘sure I’ll send my guy over 
and you just tell us what you need and we’ll have it delivered for the weekend.’ We met the salesman in 
the parking lot of the hospital, because he could not come into the hospital. It was like a clandestine drug 
deal. He pulled up his car and opened the trunk. And we came of the building with our masks and gowns 
and everything. And he just stood away and said ‘Ladies, pick what you want’…  We told him [what we 
wanted] and spent almost a million dollars on that one day because we needed to get it running. That was 
a source of humor between the two of us – myself and [my colleague]. We said ‘that was the best time we 
ever had!’ Going out and looking at equipment in the trunk of a car and spending a million dollars – boom 
boom boom, there you go. We laughed about stuff like that – we all seemed to laugh… we tried to think of 
humorous things to talk about and make fun of and that kept things going.” (Interview with Emma, staff at 
Suburban) 
 
Physicians and nurses circulate inside jokes to relieve the tensions of working long hours in confined 
hospital units. Their social lives outside the hospital are put on hold by a combination of quarantine orders 
and the stigma attached to hospital workers in Toronto. Humor often focuses on the body – the awkward 
appearance of a respected senior physician in cumbersome protective gear, the worried look of orderlies 
asked to transport SARS patients, the fluctuation of physicians’ weight (the “SARSdale diet”), the dangerous 
absurdities in infection control policies, and various forms of black humor participants suggest might be 
perceived as insensitive and inappropriate by the broader population. (Interviews Stephan, staff at 
Academic; Danielle, resident at Downtown; Emma, staff at Suburban; Stanley, senior management at City). 
 
“For a lot of us, black humor and sarcasm goes a long way. It was there [in emergency departments], but it 
got a lot worse – we got uglier with our humor. I remember one day one of the nurses showed up, she’d 
taped flowers to her N95. It just made us all laugh and forget about ourselves for a bit.” (Interview with 
Tara, nurse clinician at Downtown). 
 

Modelling New 
Relations 

Learning to 
Advocate for 
One's Self 

“At the beginning of the outbreak I didn’t realize that it was important for us to be acknowledged… [but I 
learned from] the example of Lisa. I was in the room when Lisa was raising her voice to the [physicians from 
another hospital]… I think she was making a point of having that conversation where I could hear that this 
is what you should be doing. This is what needs to happen, this is the right thing to happen. That gave me 
the confidence to be able to do it for myself in another environment, under different conditions. It made 
me feel like what I’m doing is actually important… that I shouldn’t allow people to say that I’m just a 
[resident].”  (Interview with Helen, resident at Academic) 
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“[Moving into a new role] went really well from my perspective. A lot of it had to do with the remarkable 
CEO. It’s hard to describe how much Dwayne saved City Hospital from all of this [the outbreak]. He just had 
the right leadership style… [when it came to a decision] he was like “well, what do you think? You’re the 
guy, what do you think we should do?” He made me feel very comfortable making those decisions and also 
made me feel comfortable that if I got it wrong, he had my back. There was a lot of trust there that he 
[would] lead me through it… I don’t really know why he trusted me. He never really met me. And then he 
didn’t really know who I was. But it was almost like his default was to trust me until I proved him wrong. 
When someone puts their faith in you… it just kind of takes the shackles off. It allows you to be much more 
creative and more confident than if someone says “you’ve got to make a decision now and if you screw up, 
it’s going to be a disaster.” (Interview with Bernard, staff at City) 
 
“If [your subordinates] weren’t enabled, [the response] wasn’t going to function… [But] some people didn’t 
function terribly well, so you had to find the right fit for them. The most obvious thing was that people 
weren’t coping in a leadership role was that they couldn’t make decisions. Or they couldn’t direct. You can 
see that they’re floundering, because either the stress of it or their anxiety, whatever it is for them, they’re 
not functioning at that level [and] managing conflicts and doing it in a diplomatic way… They keep coming 
back to somebody. It keeps getting delegated up… [A successful adaptation is when] They might come back 
to you, they might tell you how things are going today, what they did. They might check in with you, but 
they feel like they have the autonomy to act and you trust them, and by checking in you get a sense that 
they’re managing okay.” (Interview with Vera, senior management at Downtown) 
 

Sponsored 
Involvement 

Negotiating 
an Exception 

David, a senior physician and administrator at Downtown Hospital, invited his student and resident Luke to 
collaborate on what would become a pioneering study on SARS. When Luke was restrained by the 
obligations of a clinical rotation, David called the chair of the department – personally known to him – and 
asked the chair to release Luke from those clinical obligations. When the chair questioned David, 
wondering why he chose the most junior person on the list of potential co-researchers, David responded by 
stating his confidence, noting simply that he knew Luke could “put the puck in the net”. (Interview with 
David, staff at Downtown) 
 
An infectious diseases specialist treating SARS patients at Academic Hospital becomes frustrated that her 
Hospital’s SARS management committee has neither shared key outbreak information with her nor 
included her in the decision-making. She makes a “fuss” until they include her in the meetings, and begins 
bringing along a medical student who would otherwise not be permitted to attend. (Interview with Marya, 
staff at Academic) 
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Demonstrations 
of Competence 

Presenting to 
an Audience 

“[The CEO] had every medical lead in the entire hospital [assembled]. I walk into this meeting and I’m like 
‘holy crap’, like everybody is there and I don’t even know what’s going on. And the CEO just says ‘Okay 
Bernard, tell everybody what’s going on… what do you want us to do?’. (Interview with Bernard, staff at 
City) 
 
“They turned to me, to give a lecture on how to manage patients with SARS. So the chief medical resident 
at Academic Hospital and I put together a slide deck to teach, in this huge auditorium, all this staff, which 
again was this whole hierarchy thing being flipped on its head, where they turned to me and said ‘You’re 
the expert, you tell us what we need to do’. And I just remember looking into the audience and thinking 
‘but you guys are still teaching me, and you’ve made that very clear. You guys teach me, I don’t teach you. 
That’s been the message all along. All of a sudden now I’m the expert?’ So I was in this room and gave this 
lecture on what to look for for SARS, what are the clinical signs and symptoms, what the lab results you 
should be monitoring, what does the chest x-ray look like, and trying to provide them with a nuance on 
how to make this diagnosis. So everybody was sort of trained.” (Interview with Helen, resident at City) 
 
A research scientist begins administering an experimental treatment for SARS but faces criticism from 
physicians claiming the expedited ethics approval given to her is illegitimate. When a respected 
administrator at the hospital recovers quickly following the treatment, the administrator champions the 
treatment and vouches for the process. (Interview with Sofia, research scientist at Academic Hospital) 
 

Getting Credit Getting 
Included on 
Research 

“[They needed some data] so I provided details about it… I’m not sure if it’s the same in all the disciplines, 
but there’s this jockeying for who gets what position in the authorship and everybody’s vying for being as 
close to the front of that list of 20,000 names or whatever… they didn’t want to include me as an author. I 
said to them ‘you can’t do that to me, I’m not going to sit here and give you all my time, give you all my 
expertise to have you not include me in your paper’. [The researcher] happened to be a senior resident, 
and said ‘well I have to talk to my staff about it’… [eventually] they came back and said ‘Okay, fine’.” 
(Interview with a medical resident) 
  

New 
Relationships 
with 
Superiors 

“It’s really remarkable, because in terms of my career I was just starting out. It introduced me to doing 
media interviews. It introduced me to every senior leader in the hospital, and to this day my role in the 
hospital is so much more prominent than it should be because of SARS. Everybody knew me… [like many] 
who went through [the outbreak] early on in their career, I got an enormous amount of street cred for 
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doing that, and it launched my whole career. Just being in the right place at the right time… [being] the new 
infection control guy in [one of Canada’s biggest hospitals] and SARS happens on your first year and a half 
on the job… In my patient safety work… I’m not like some consultant from Deloitte… I have the street cred 
to be able to come in through the door…. whether or not [my clients] believe what I’m saying, they know at 
least I’ve dealt with SARS and I’ve done so much media in addition to the traditional academic jobs.” 
(Interview with Bernard, staff at City) 
 
Danielle describes her work during SARS as setting the “foundation” for much of her career since. She says 
that her work with Downtown Hospital’s CEO and VPs gave her a level of credibility and visibility across the 
organization that continued long after the outbreak (Interview with Danielle, resident at Downtown) 
 

Institutionalized 
Authority 

Professional 
Status and 
Autonomy 

Concerning the status of residents and staff 
“The whole healthcare system, particularly in the training of physicians is very hierarchical. And people 
adhere to that very closely… there really is this totem pole of responsibilities and prestige that comes with 
each level and each year of training. And you progress from one year to the next, and you gain greater 
insights, you gain more knowledge, but you also in some ways get more respect from the people who are 
higher [in the system] than you… you [begin] managing teams of trainees [then] other doctors. All those 
stories that you read or see on TV – some of them are actually quite true, the stereotypes of ‘you’re no 
good’, ‘you can’t do anything, but we’re going to teach you and you’ll be better at the end of the day’.” 
(Interview with Helen, resident at Academic) 
 
Concerning professional autonomy 
“So as emergency physicians, most of us are not employees of the hospital, though I am as [an 
administrator]. But for most of us, our entire working lives are spent here; it’s our professional home, we 
feel an integral part of the institution. Most of us see ourselves as part of this hospital. Ideally when the 
system is working well, physicians look to their chief as a colleague who also protects their interests, 
because we practice beside them…Besides moral suasion and the authority that comes with having respect 
and demonstrated expertise, we do have some levers as chief [physicians]… but it’s not governed [like] a 
manager/employee relationship… Eventually if [someone’s] behaviors is egregious enough you can act to 
take away privileges. That’s difficult. It’s a very legal process.”  (Interview with Adam, staff at Downtown) 
 
“Physicians are a funny bunch, right? We’re not hospital employees. We work at the hospital, not for the 
hospital. I actually work for the hospital because I’m salaried as an infection control physician. But most 
doctors aren’t like that. You don’t have a lot of tools at your disposal to corral doctors and to get them to 
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behave a certain way. The only real threat you have is to take away their hospital privileges. And good luck 
with that. That’s a big freaking deal. The second you threaten a doctor with that, they’re calling the CMPA 
[a legal defense association for physicians] so fast they’ve got a lawyer sitting beside them, and they’re 
going to sue you. And they’ll probably win. The reason they’ll win is because, unlike for most employees… 
the whole paper trail that you create in order to make the case that someone needs to be fired – none of 
that exists for doctors (Interview with Bernard, staff at City). 
 
Concerning the status of specialties 
“I used to joke that infection control has about the same status as a shrub on the front lawn of the hospital. 
At the time when I went into this field people just didn’t care. [The attitude was] ‘infections happen, what 
are you going to do about it? That’s why we have antibiotics’.” (Interview with Bernard, staff at City) 
 
A physician at one hospital’s emergency department states that IP&C was perceived to be a “pain in the 
ass”. Despite IP&C’s expertise, emergency physicians generally relied on their own judgement in matters of 
infection prevention, and tended to ignore rules imposed by their infection control director which seemed 
“minute” or “burdensome” – such as rules about where they were allowed to drink coffee or bring food in 
the hospital. (Interview with Stephan, staff at Academic Hospital) 
 
When asked of her perception of the infection control department prior to the outbreak, a senior manager 
who became a leader in Downtown Hospital's response to SARS quipped that "I [only] knew they [IP&C] 
existed." (Interview with a senior manager at Downtown) 
  

Research 
Protocols 

Formally, medical research involving clinical data requires approval from a hospital’s medical advisory 
committee and affiliated research ethics board before it can be conducted. Research involving clinical trials 
also requires pre-approval from the federal government. Informally, assignment of authorship status 
guided by norms of fairness, including research contributions, professional status, and ownership of clinical 
records. (Interviews with David, staff at Downtown Hospital; and Sofia, staff at City Hospital) 
 

Institutional 
Reproduction 

Not 
Expecting to 
Receive 
Credit 

“I didn’t need credit, and I’m totally okay with whatever credit I got. They included me on a paper, which 

they did not need to. I would’ve been happy if they hadn’t, and I’m happy that they did – it was not 

expected... [In response to a comment about residents having little representation in a provincial 

investigation:] I think the people that were here [on the frontlines] know that [I had a role].... At that stage 

in our careers, of course we would be invisible – we were residents." (Interview with a resident) 
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Moving on to complete a new rotation after the outbreak under a new staff supervisor, one resident who 

had acquired significant authority during the outbreak remarked “[Despite being discouraged to take less 

initiative] in some ways I felt relieved that I didn't have to carry the responsibility any more... that I was put 

back into that hierarchy of 'you are just [a resident] and you can function [just] as [a resident]’” (interview 

with a resident) 
 

Doctors are 
Special 

"The decisions made about nurses and other professionals were deeply ingrained in these professional 
hierarchies in healthcare. 'You know we're going to restrict all movement of nurses and other professions 
between hospitals. But not the doctors'. What is the logic of that exactly? There was no logic behind it... 
except that doctors are special. 'We need them to be able to move around.' But why exactly? To me that 
was just the same old professional hierarchy." (Interview with Vera, senior management at Downtown) 
 
“I was seen as a student [at City Hospital], because I was a postdoc. While at [Suburban], I was seen as 
someone with expertise and treated [as such]… we [the SARS management team] would meet in the war 
room and communicate. [When I needed something to do the job] they would go, ‘whatever you want’. My 
order sheets would have to get approved by the [Medical Affairs Committee] and they it would get done in 
a day. So things worked really well.” (Interview with Anna, volunteer physician) 
 
Besides a handful of exceptions, medical residents are prohibited from working with SARS patients at 
Toronto teaching hospitals. Medical students affiliated with the University of Toronto are instructed to stay 
away from hospitals altogether. “We certainly excluded [medical] students. Which led to a really 
interesting experience, because it was a very easy decision for everybody. But you want to know 
something? In the summer afterwards I went to teach senior medical students at the University of Toronto. 
They yelled at me. They were really angry, because they were trying to be doctors and they were there to 
help patients and we specifically excluded them. I was speechless! It was one of the few decisions [during 
the outbreak] that I had never questioned.”   (Interview with Dana, staff at Downtown)   
  
Even among staff physicians, inclusion in higher-level committees during the outbreak was more frequently 
granted to senior members. One physician suggested value in including frontline staff onto the SARS 
management team: those doing the clinical work would bring a perspective otherwise difficult to 
appreciate in a team removed from care issues. Moreover, inclusion would keep those on the frontlines 
informed and involved in decisions at the hospital-level. (Interview with a staff physician) 
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Institutional 
Custodianship 

Being Put in 
One's Place 

A resident who acquires a great deal of responsibility and treats SARS patients continues their residency at 
another hospital where attempts to take initiative are stifled. "My staff [physician] looked at me and said 
'No no no, you’re supposed to call me…[instead of making decisions about patients]. You are actually not 
going to see this patient with SARS'... (Interview with a medical resident) 
 
A medical trainee at one hospital begins coordinating with the public health agency to track a possible 
outbreak without thinking to inform the hospital’s infection control director and is chastised in front of 
their peers: “We were in a room, and I was rounding with [a senior staff physician] on all the patients we’d 
seen that day… and the [infection control director] just burst into the room and started yelling at me and 
said ‘How dare you call public health with this! You’ve no business telling them this kind of information.’ 
She was screaming at me that I shouldn’t have done that. I sat there completely conflicted, and felt this 
small again. Having somebody yell at you like you’re a child… In my heart I knew that it was the right thing 
to do, but it just seemed really counterproductive and didn’t make me feel very good about myself” 
(Interview with a medical trainee).  
 
Early in the outbreak, a medical researcher at Downtown Hospital publishes a study using clinical records of 
SARS patients, believing its value from a public health perspective. Accomplishing this requires the 
researcher to deviate from protocols that protect patient confidentially. Upon learning of the researcher’s 
actions, Downtown Hospital’s ethics board and other staff physicians chastise the researcher. (Interview 
with a medical researcher, Downtown) 
 
A PhD scientist associated with Academic receives expedited ethics approval to test a new treatment for 
SARS. The initial test involves a small number of patients but its continuation becomes doubtful when local 
physicians pressure her to end it, claiming the approval was illegitimate and discrediting her actions as 
Sofia lacks an MD credential (Interview with Sofia, scientist at Academic) 
 

 Impressions 
of Control 

“I thought it was important to be calm and in control. There were a couple of people that really lost it. And 
that was a negative thing. [A physician] in our unit had a pretty big impact on several of the nurses and 
other people in the unit that saw her deteriorate and thought ‘My god’… it shocked them and made them 
think ‘If she’s thinking that, maybe she knows something and we’re all in a lot bigger trouble than [we] 
realize’. Obviously it wasn’t their fault, they were stressed and had a lot going on too, and couldn’t cope. 
But it was a negative thing and we had to deal with that fairly quickly. (Interview with a staff physician) 
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“You have to kind of keep a front. You can’t look like you’re totally out to lunch, otherwise your own 
credibility gets undermined. If you start saying, I think this, [but] they [Public Health] don’t think so, but 
they have the final say, your own credibility really looks pretty bad at that point. Nobody’s going to believe 
you about anything after that... [In the meetings I would] actually, almost take [Public Health]’s side 
because I’m representing now more Public Health in some ways and the infectious disease specialists 
behind them who are making these decisions than I am myself. I’m now trying to be in allegiance with 
them.” (staff at Suburban Hospital, from Campbell, 2006: 552-553) 
 
“The thing that people found most distressing about managing the outbreak at the hospital was that the 
government guidance kept changing... the problem with outbreaks of emerging infectious diseases is that 
guidance should change because you’re learning things every day...I think a lot of the response from the 
provincial level was ‘we need get people definitive answers and we need not to change them.’ And that I 
think means two things: either you don’t get guidance out, which is not a good thing in the first place, or 
you don’t change it when you need to change it because you feel like you can’t change things too often.” 
(Interview with Dana, staff at Downtown Hospital) 
 
“I remember the meeting in the boardroom. They said everything was okay. To take off our masks. It was 
an almost ceremonial taking off of the masks. I didn’t, a number of people didn’t. We felt that it was too 
soon. We went back to our unit and I told staff that if they wanted to wear the mask to feel free. A number 
took them off and a number kept them on." (nurse at Community Hospital, from Campbell, 2006: 534). 
 
David, a senior physician at Downtown Hospital, arranges the public health agency to inform him of the 
latest outbreaks prior to his teleconference meetings to prevent him from being caught ‘off guard’ by other 
participants looking for his leadership. (Interview with David, staff at Downtown) 
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APPENDIX 2: SARS STORIES 

A resident works through an inverted hierarchy – Helen’s story16 

Helen is a medical resident at Academic Hospital, a teaching hospital in Toronto. Being in a relatively 
junior position, residents are generally expected to show deference to and learn from the more 
experienced staff physicians at the hospital. Helen describes her position in these words. 

Academic Hospital becomes one of the first hospitals to receive patients from the initial outbreak of SARS 
in Toronto, accepting them to its vacant isolation units. What seems to be a contained incident soon 
becomes alarming to hospital managers as the number of cases is rapidly increases throughout the city. 
Hospitals across Toronto start running out of beds and no one is yet able to identify how this new illness 
spreads. 

Currently on an infectious diseases rotation, Helen is tasked by a staff physician to check up on every 
patient at Academic Hospital with a fever and a plausible connection to SARS to determine whether they 
may have the disease. The task is immense – Helen tries to keep up with visiting dozens of patients each 
day to review their files and to compare them to the emerging scientific literature on SARS. 

As the outbreak spreads, the university affiliated with Academic Hospital decides to prohibit medical 
residents from coming into contact with patients. Given that Helen is occupying a key role in identifying 
patients, and only a handful of physicians are available to see the SARS patients, Academic Hospital makes 
an exception allowing Helen to continue working. 

Because of her close contact diagnosing cases, Helen begins to accumulate more expertise on SARS than 
many of the staff physicians at Academic Hospital. While she had experienced other residents requesting 
advice in the past, now it was staff physicians – the same people who Helen felt had been keeping her in 
her ‘place’ – asking her what should be done and deferring to her as an expert. 

Though initially finding her elevated status disorienting, Helen sees that it fits with her preference to work 
in a more egalitarian environment. As Helen’s expertise grows, so do her responsibilities. Soon, Academic 
Hospital’s management mobilizes a group of staff physicians to help treat the growing number of SARS 
patients. In order to train these physicians for the task, they turn to Helen to train them. Helen and a 
fellow medical resident work together to prepare a slide deck and, in a huge auditorium at the hospital 
filled with staff, provide a lecture on the diagnosis and management of SARS patients. 

Helen’s expertise by now is more visible and staff physicians at Academic Hospital reach out to her for 
instruction; she finds herself having taken on a new role as a teacher. As the demands on her increase, 
Helen has a difficult time managing both patients and providing instruction. Moreover, being a resident, 
she lacks resources such as subordinates, office space, or even a personal computer at Academic Hospital 
to keep track of her records and makes do with writing up her notes on medical wards. 

When it appears Toronto is turning the corner on the outbreak, Academic Hospital receives a request 
from another hospital concerning a medical study of SARS patients. Academic Hospital, and Helen, having 
managed so many SARS patients have in the process created a valuable clinical record – which the 
researchers seek as data for their study. When Lisa, an Academic staff physician who had trained Helen, 
learns of this, she intervenes to help Helen.  

                                                           
16 This narrative is derived primarily from data from two interviews with one participant, as well as supporting data 

from interviews with two other participants conducted in 2015-16. The final narrative was verified by a participant 

with close knowledge of the events. 
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Lisa tells the researchers that, despite being a relatively unknown resident, Helen has managed the 
majority of cases at Academic, she has become a local expert on SARS, and therefore deserves to be 
included on the study – and must be before Academic Hospital shares its data. Lisa tells Helen that 
inclusion as an author is an appropriate recognition for her work with the outbreak, and is a form of 
recognition that will be important for her medical career. Moreover, when Lisa is advocating on behalf of 
Helen, it is within earshot of Helen. Helen supposes that Lisa is making point – that she needs to advocate 
for herself.  

With the belief that one needs to be an advocate, Helen starts independently contacting staff at 
Academic Hospital and its affiliated university for the resources she needs as she juggles her growing list 
of roles – clinician, teacher, and researcher. Having no dedicated space to do her work, Helen ‘floats’ in 
the hospital, using a communal computer at one time, taking notes standing in a ward at another. She 
needs desk space, a computer, and other people to help her. 

Eventually, Helen secures the resources she needs at Academic Hospital – facilitated by her belief that 
she needs to advocate for herself, rather than defer or wait for resources passively, and a recognition 
among administrators that Helen has become an expert. 

Reflecting on the outbreak, Helen feels herself fortunate that – unlike most medical students at the time 
– she was able to participate in the SARS response, for she has learned how to recognize the resources 
she needs for her work, and how to advocate for herself and for her patients; more formally, her 
expertise was acknowledged on some of the pioneering research on SARS. 

Performing above one’s level – Jennifer’s story17 

Jennifer is a medical trainee at Downtown Hospital, an academic teaching hospital in Toronto. She is 
doing a rotation in infectious diseases, but unsure where her passion lies. Jennifer is, by her own 
assessment, “a typical, slightly intimidated resident” – confident and experienced in clinical work, but 
deferential in the limited interactions she has with hospital management and senior colleagues. 

Working one day, Jennifer gets an unusual request from the staff physicians clinically supervising her. 
Jennifer and Alex, a fellow medical trainee, are asked to attend a meeting with the infection control 
director, Beth, before the arrival of a patient. This patient is arriving from Community Hospital, another 
hospital in Toronto. Patient transfers between hospitals in Toronto are routine, but this is the first time 
Jennifer has been asked to see infection control about one. This is also the first time Jennifer and Beth will 
be interacting. 

In Beth’s office, Jennifer learns that she and Alex are part of conference call including staff from both 
Downtown and Community hospitals. Several hospitals in Toronto are taking in patients from a cluster 
that appears connected to an unusual illness spreading in Hong Kong. The directors are at a loss as to 
what this illness is and what can be done to treat it. For now, they decide to take some precautions, 
agreeing to “treat it like the flu” – that is, capable of airborne transmission – until more is known. Jennifer 
then waits for the patient with Alex, feeling that something “serious” is going on. In a few hours, the 
patient is brought through the emergency room.  Jennifer and Alex prepare by putting airborne and 
droplet precautions before assessing the patient. 

                                                           
17 This narrative is derived primarily from data with one interview and a follow up email exchange conducted with 

one participant, whose account is consistent with those of another participant, as well as primarily documents 

(including meeting minutes and notes) which the participant used to verify facts such as the presence of various parties 

in the meetings. 
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Staff at Community Hospital begin falling ill in the next days. It is apparent there is a large-scale outbreak 
occurring in their facilities. Community Hospital administrators request Beth, who has a consulting 
relationship with them, visit the site to track the spread of the infection and help them contain the 
disease now called SARS. The infection control team and staff physicians at Downtown Hospital agree to 
send Jennifer along to support Beth. “I imagine their logic was that I’d already been exposed, so what’s 
the point of putting somebody else at risk?” she explains, adding “And I probably seemed reasonably 
helpful”. 

Jennifer and Beth spend the next several days at Community Hospital treating and tracking down the 
growing list of SARS patients in collaboration with public health officers, who are also on the scene. 
Jennifer tries to pick up work wherever she sees a staffing shortage, and makes visit to the homes of 
Community Hospital’s staff to determine whether they may have been exposed to the outbreak. Noticing 
that few others want to put themselves in contact with these individuals Jennifer feels there is no option 
but to “step up to the plate”. It’s an experience she finds “both horrible and professionally very 
interesting at the same time”. On one hand, she learns that the outbreak had spread into areas of the 
hospital thought to be secure, which means that she has possibly been exposed to a lethal virus. On the 
other, she is in the midst of an outbreak management operation, working alongside Beth – a renowned 
infectious diseases specialist. It’s a training opportunity unheard of for someone in Jennifer’s position. 
Indeed, by this point Jennifer has learned that most medical trainees in Toronto’s teaching hospitals are 
restricted from working with SARS patients. 

Meanwhile, SARS continues to spread across the city and administrators at Downtown Hospital decide to 
establish dedicated wards to admit patients. Using again the logic that Jennifer had already been 
exposed, Downtown Hospital recalls her to work alongside Alex and another staff physician in the SARS 
unit. Here too, due to the shortage of staff, Jennifer finds herself taking on new tasks. At Beth’s request, 
she fields calls from concerned Torontonians, trying to reassure kindergarten teachers and picnickers 
concerned about SARS, among others. When Downtown Hospital’s top management team assembles 
staff in the auditorium, they call Jennifer to discuss the outbreak, provide advice, and reassure others – 
many of who, sitting in the auditorium, are senior physicians.  

Coping with the weight of new responsibilities is challenging for Jennifer. At the same time, and contrary 
to her past deferential behavior, she finds herself behaving more assertively towards other physicians and 
administrators in order to get their cooperation and accomplish her tasks. Occasionally, Jennifer gets 
“blocked” from requests such as transferring patients, but now, having placed herself at personal risk, 
having assumed responsibility for sick patients, and being one of the few people in the hospital with 
“hands-on experience with SARS”, Jennifer feels that she has the credibility to “push as much as [she] 
could”. In fact, as Jennifer’s responsibilities and contacts with SARS patients grow, she seems to be less 
afraid of the disease than some senior staff physicians at the hospital. Jennifer finds her outlook changed 
after witnessing a “role reversal” in which a fellow medical trainee guided a nervous senior physician to a 
SARS patient’s room for the first time. Feeling less “intimidated” in her new responsibilities, Jennifer 
continues the tasks assigned to her by Beth and other staff physicians who need her until the outbreak is 
finally contained.  

Since the outbreak, Jennifer has become an established staff physician and has students of her own. 
Reflecting on the escalation of responsibilities in which she was involved during the outbreak, and 
noticing that her trainee colleagues had been in a similar situation at other hospitals, Jennifer observes 
that junior organizational members are often placed in roles far above their usual status: 

“It was interesting, the delegation of tasks [during SARS] happened because you got raised 
above your level as you developed competencies. So during these unusual situations, the 
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development of new competencies happens really rapidly. People get given more 
responsibility. You see this with Ebola too. So people with no clinical experience with 
Ebola, as they got clinical experience were then moved up into higher level roles really 
quickly because of the need… there’s definitely similarities, where if you’re involved in 
something that’s emerging, you grow in the competency of a leadership role a lot faster, 
and you’re also often put in [a position] above where you’d [normally] be.” 

 

New guy in the CEO’s office – Bernard’s story18 

Bernard is head of infection control at City Hospital, a position he has held for about 18 months. Coming 
into the position from academia, Bernard feels that he is still adjusting to the job. He has not yet 
established a network of colleagues in the hospital. Part of the difficulty is that infection prevention and 
control (IP&C) is a low visibility position. While the IP&C’s job is to monitor, prevent, and control the 
spread of infectious diseases within the hospital – a position that potentially puts him in contact with a 
variety of other departments – Bernard explains that staff in those departments give little attention since 
their attitude was that the spread of disease was an inevitable and unimportant aspect of hospital life. 

Bernard’s involvement with the SARS outbreak begins when he receives a phone call while on holidays. 
The infectious diseases physician calling asks him what City Hospital’s response to a new cluster of 
pneumonia spotted at Community Hospital should be. Hearing about the cluster for the first time, 
Bernard inquires about it to a colleague at another hospital, but is told the outbreak is thought to be 
contained and of little concern. The day Bernard returns to work the issue of the cluster seems to have 
faded. The next day, Bernard’s pager rings almost continuously and it alarms him. Yet, there is no public 
statement from his hospital or any of the public health agencies. Bernard describes his course of action as 
one that is both unusual and one that would greatly shift his responsibilities. Despite the threat of being 
seen as a “30-year-old punk had just come out of school”, Bernard calls the CEO of his hospital to express 
concern. Bernard cannot say for certain what is happening, only that he has a gut feeling it’s unusual and 
bad. 

Based on Bernard’s expression of concern, the CEO decides to hold a meeting that afternoon at the 
hospital so that Bernard can provide more information on the situation. When Bernard enters the 
boardroom he is astonished by the seniority of the audience present – every medical lead in the hospital 
is there. The CEO however, begins the meeting by conspicuously giving Bernard the initiative, telling 
those gathered to listen to Bernard explain the situation as he sees it. 

When Bernard describes the cluster and its possible link to an outbreak in China and Hong Kong. The CEO 
then asks Bernard what he would like to do, to which – based on this hunch – Bernard recommends 
putting the hospital in emergency mode. Based on his recommendations, within 72 hours staff at City 
Hospital convert two medical units into negative pressure rooms which allow hospital to admit and 
securely isolate the patients with the mysterious illness. This response puts City Hospital ahead of the 
official provincial response requiring hospitals to activate their emergency “Code Orange” procedures. 
Recognized for having made the early call, Dwayne then invites Bernard to co-direct the hospital’s 
outbreak response from the CEO’s office. At an adjacent conference room, they set up an emergency 
operations center. Dwayne and Bernard practically “live” there for the next few weeks, creating hospital 
policy and communications to employees. 

                                                           
18 This narrative is derived from data from two semi-structured interviews conducted in 2016, a follow up discussion, 
a presentation to the Campbell Commission in 2003, and a memoir published shortly after the incidents described. 
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Though Bernard is initially reluctant to make major policy decisions that affect thousands of staff, 
patients, and visitors at the hospital, he states that he becomes comfortable issuing them after being 
assured the CEO “had his back” even if Bernard “got it wrong”. With the “shackles off”, Bernard works 
closely with the CEO setting City Hospital’s policy, and eventually becomes a key media contact both for 
his hospital and for journalists seeking news about the outbreak in Canada. 

While Bernard’s relationship with the CEO and top management at City Hospital gets closer, he notices 
that his relationship with his immediate subordinates in the IP&C unit growing more distant. 

“It was really weird. At the time our infection control team was very small. And one of the rules 
[during SARS] was that you weren’t allowed to congregate with each other. This kind of stopped 
meetings, it stopped face-to-face interaction. And I became to overwhelmed with the big picture 
stuff at the hospital that I didn’t even see my team for months. They were out there, but they 
were hearing what my decisions through regular hospital communications… In retrospect, I think 
‘wow, that was crazy’. But it was a sense of you got into this aggressive containment mode and 
had to made the call. And so I did. And [my staff] found it frustrating because they thought ‘were 
on the ground. We would’ve liked to have known what you were going to say before you said it to 
everybody else’ because [for them] there were credibility issues when they said ‘I don’t know 
what’s going on, you’ll have to wait for Bernard to tell you’. That’s not the way I normally 
operate. In my work nowadays, I would never do that… it’s not my style at all.” 

Bernard states that, as a result of SARS, the perceived importance of IP&C in the healthcare sector has 
grown considerably: “[Infection control] was kind of ignored prior to SARS. It was just kind out of the 
radar, and [the outbreak] put a huge spotlight on it. I still sort of see it to this day when I travel. The level 
of infection control awareness in Ontario, especially in Toronto, is orders of magnitude high than it is in 
other parts of the country.” Moreover, Bernard states that the role he adopted during the outbreak had a 
lasting impact on this own career both within his hospital and his work as a patient safety consultant at 
other hospitals. 

“It’s really remarkable, because in terms of my career I was just starting out. It introduced me to 
doing media interviews. It introduced me to every senior leader in the hospital, and to this day my 
role in the hospital is so much more prominent than it should be because of SARS. Everybody knew 
me… [like many] who went through [the outbreak] early on in their career, I got an enormous 
amount of street cred for doing that, and it launched my whole career. Just being in the right place 
at the right time… [being] the new infection control guy in [one of Canada’s biggest hospitals] and 
SARS happens on your first year and a half on the job… In my patient safety work… I’m not like 
some consultant from Deloitte… I have the street cred to be able to come in through the door…. 
whether or not [my clients] believe what I’m saying, they know at least I’ve dealt with SARS and I’ve 
done so much media in addition to the traditional academic jobs.” 

 

Keeping calm and creating a record for the future – David’s story19 

David is a senior physician scientist and administrator at Downtown Hospital, a teaching hospital in 
Toronto. Over the course of his career, David has been a teacher and mentor to thousands of students – 

                                                           
19 This narrative is derived primarily from data from two interviews conducted with one participant, whose account is 

supported by accounts of the events from five other participants. These interviews took place in 2015-16. I also cross-

referenced the narrative with an interview given by one of the participants to a magazine in 2007 as well as the research 

paper produced in this study. The final narrative was verified by a participant with close knowledge of the events. 
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many who now occupy key research, education, administration and patient care positions at hospitals 
and health agencies in the region.  

Having read Malcolm Gladwell, David sees himself as a “connector”. In the course of his day-to-day work, 
David makes a point to interact personally with all sorts of people, including physicians, nurses, clerical 
staff, administrators, and janitors whenever possible. Instead of relying on formal meetings and other 
traditional processes, he uses this method to “do business”. Through this habit, David builds and 
maintains personal connections with other physicians in the region over time. 

Soon after the SARS outbreak begins in Toronto, several patients are transferred from Community 
Hospital where the outbreak began to David’s hospital. Some of these patients are transferred without 
the knowledge that they were suffering from SARS, and are therefore not treated with precautions that 
would prevent transmission. As a result, 100s of staff at David’s hospital are exposed and put into 
quarantine. In addition, one member of the provincial committee managing the outbreaks SARS (from 
exposure to a SARS patient in Community Hospital) falls ill shortly after a face-to-face meeting with the 
other members of the committee, forcing them to be quarantined also. As a result, provincial emergency 
directives come into effect which prohibit upper-level hospital administrators from face-to-face meetings 
to prevent outbreaks that could leave hospitals without leadership.  

So that hospitals can exchange information about SARS, provincial emergency managers help them set up 
a daily teleconference. Around 300 hospitals are involved in the teleconference, each sending at least one 
physician. Many of the physicians participating are in fact David’s former students. Noticing David’s role 
as a mentor and conversational personality, the provincial managers request David assume a leadership 
role in the conferences which they themselves had set up. 

The local public health department is also aware of these teleconferences, and sees them as a channel 
through which they can alert hospitals of the latest outbreak data. The situation is still volatile and word 
of further outbreaks is not only demoralizing, but when announced real time over the teleconference, is 
also disruptive to David’s ability to provide support and direction to other hospitals. Therefore, David 
requests from the public health department that he be given the information 10 minutes in advance of 
the meetings, so that he prepare himself psychologically for the results and prepare his response. This 
allows David to help maintain a sense of order and confidence among the hospitals, even as the situation 
evolves. 

At this time David is presented with an unexpected opportunity. Don Low, a microbiologist who has come 
to assume key position in the response to the SARS outbreak, proposes that David conduct a study of the 
clinical features of all the SARS patients in the Greater Toronto Area. Don Low feels it is important that 
somebody perform this study in order to document the clinical features of the disease in the event of 
future outbreaks. Because of the size of the outbreak in Toronto, one of the largest in the world, this 
represents a unique research opportunity – a positive outcome – of the outbreak.  

David accepts the goal – but there are challenges. First, he must put together a team of researchers who 
can collect and analyze the data in the midst of crisis. Given the deluge of work involved in stopping the 
outbreak, scarcity of resources, and restrictions placed on most healthcare workers, it is not easy to find 
competent people with spare time: 

“Life during SARS was bizarre, scary, and so much work. If the normal workload of a doctor 
or medical administrator in a hospital involves doing about 100 tasks per day – some 
expected and other unexpected – and during SARS it was more like 800 tasks, and more 
of the unexpected variety”. 
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David’s response is to find a junior author to lead data collection and analysis. He reaches out to one of 
his current students, Luke, whom he trusts to accomplish the work. David offers Luke a leading position 
on a paper planned to be published based on the research. Because so little is known about SARS, such a 
publication is both exciting and a potential career asset for the student. Luke agrees to work with David. 
Because Luke is a second-year medical resident at the time, he is still bound by the obligations of a clinical 
rotation.  David makes a case to the chair of the department to release Luke from those clinical 
obligations. The chair questions David, wondering why he has chosen the most junior person on his list of 
potential co-researchers. David responds by stating his confidence that Luke could “put the puck in the 
net”. The chair agrees.  

The second challenge is he needs data from all Toronto-area hospitals with SARS patients, which turns out 
to be 10. Clinical data is not just information that is used to treat patients – to hospital administrators is it 
also a potential basis for a lawsuit; to other physicians, it is also a valuable resource which they can use to 
pursue their own scholarly publications.  

David’s team runs into the first resistance at Community Hospital. The administrators at Community 
Hospital decline to share their clinical records. David calls a senior administrator at that hospital to learn 
why, who tells David that Community’s legal counsel advised against it. Because the SARS outbreak began 
at this hospital, the legal advisor allegedly had said sharing the data could put Community Hospital at risk 
of a lawsuit.  

David’s response was that every other hospital in the Toronto-area was participating, and the paper 
would make it clear that only Community Hospital was not. Armed with this information, the 
administrator re-consults the legal counsel who then agrees to participation.  

At Academic Hospital, David also meets resistance, this time from one of the physicians. An Academic 
Hospital physician tells David that Downtown Hospital researchers have failed to give them appropriate 
research credit in the past. In exchange for their data, Academic’s physician wants one of their trainees to 
be the first author of the paper. David informs the physician that Luke is to be the first author, and her 
physician can be the second author. She agrees to participate. 

The next hurdle is getting approval from the institutional review boards of all ten hospitals to perform the 
study. Normally this can take six weeks to six months. Describing the urgency of the situation, David 
convinces all boards to give approval in two days.  

Another logistical hurdle is getting the clerical staff in the medical records departments to make 
photocopies of the charts of all potential subjects. Though the administrators, physicians, and review 
boards have approved this study, successful completion still requires an enormous amount of work on 
the part of the clerical staff. They too respond quickly convinced of the urgency of the situation.  

Finally, David negotiates a rapid review with a leading international medical journal. Normally it can take 
three months for the journal to perform peer-review and make a decision about publication. Because by 
coincidence this journal had just developed a rapid review process, they had been looking for a first 
manuscript to test the process – something David learns afterward. The manuscript is submitted 23 days 
after Don Low first suggested that David organize the project and published electronically several days 
later. Normally, the entire process takes one or two years. 
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APPENDIX 3: RESEARCH ETHICS BOARD APPROVAL 

 

Figure 4: Research Ethics Board Approval 


