
Elevating status during a technological disruption through coordination mechanisms: 

nurses exploiting telemedicine to gain occupational influence 

 

Mattia Vincenzo Olive1*, Luca Gastaldi1, Giovanni Radaelli2, Mariano Corso1 
1 Department of Management, Economics and Industrial Engineering, Politecnico di Milano, 
Milano, Italy  
2 Warwick Business School, University of Warwick, Coventry, UK 
 
*Corresponding author  
mattia.olive@polimi.it  
Department of Management Engineering, Politecnico di Milano, Milan, Italy – Via Raffaele 
Lambruschini 4, 20156, Milan (Italy) 
 

Keywords: professional boundaries, coordination, telemedicine, healthcare 

 

1. Introduction 

In healthcare organizations, the sociology of professions has traditionally emphasized how 

medical hierarchies regulate work (Abbott, 1988). However, lower-status occupations can 

leverage radical changes to technologies and operations to improve their influence on higher-

status professions, for instance, by developing unique knowledge on new technologies, or 

appropriating ‘scut work’ to build authority (DiBenigno, 2020; Kellogg, 2019). The 

introduction of new technologies triggers changes in processes and responsibilities, which 

intertwine with new coordination mechanisms (Barrett et al., 2012; Beane & Orlikowski, 2015; 

Sergeeva et al., 2020; Tyskbo & Sergeeva, 2022). Such changes result in new work 

interdependencies, which in turn elevate or depress the status of professional groups and 

eventually lead to the reconfiguration of occupational relations (e.g., Nicolini, 2006).  

While existing research highlights a macro-level link between the implementation of a new 

technology, the revision of coordination mechanisms and occupational shifts – there is less 

clarity on the dynamics through which professional groups deliberately exploit the 

opportunities of a new technology to mobilize new coordination mechanisms that would 

improve their influence in healthcare organizations (cf. Suddaby & Viale, 2011). A more 

agentic view of occupational change is highly relevant for understanding how professional 

groups do not just accept or reject a new technology to optimize patient care, but also actively 

use it to advance their organizational or political influence in an organization. Thus, we ask: 

how does a professional group exploit the introduction of a new digital technology to improve 

its occupational influence over another more established, professional group?  
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Empirically, we employ a process-based analysis (Langley, 1999) of the implementation of new 

telemedicine services in three local healthcare authorities in Italy. Allowing to conduct 

consultations and monitor patients remotely, telemedicine increases coordination difficulties as 

“knowledge work becomes distributed and mobile” (Beane & Orlikowski, 2015, p. 1553).  

 

2. Background 

 

2.1 Professional occupations and technology 

The sociology of professions describes healthcare as a system of professional and non-

professional occupations (Abbott, 1988), which organize their work through a combination of 

formal and informal hierarchies (Freidson, 1988).  

As noted by Currie and White (2012), the problem of coordinating care across disciplinary and 

professional boundaries is mainly linked to established professions “using an armory of 

techniques to defend their territory”. Through the assertion of scientific or professional 

expertise, “dominant professions can set the terms of reference of such territorial battles, so that 

challengers are immediately weakened by the need to appeal to the discursive norms of the 

dominant professions” (p. 1339).  

Overall, the literature offers clear signals that the introduction of new technologies triggers 

changes to professional work, both in terms of new processes and tasks and (more broadly) 

occupational shifts. At the same time, it does not yet provide a complete understanding of the 

process and dynamics through which lower-status professionals exploit a technological 

disruption as an opportunity with clear agency (cf. Suddaby & Viale, 2011). Studies embedded 

in the sociology of professions have elsewhere shown that lower-status professionals (or 

peripheral experts) can implement ‘subordinate activation tactics’ (Kellogg, 2019) or ‘rapid 

relationality tactics’ (DiBenigno, 2020) to become more visible and influential to others. They 

often do so by appropriating ‘scut work’ (cf. Huising, 2015) to create a small but durable form 

of interdependence and later performing ‘grand gestures’ to prove their worth. 

 

2.2 Coordination and technology 

Digital health technologies are expected to play a significant role in modifying work patterns 

and enabling coordination (Barrett et al., 2012; Bergey et al., 2019). Few but highly influential 

studies have begun elaborating why and how new technologies ‘make a difference’. Barley 

(1986) provides an early milestone, showing how the introduction of CT scanners was an 

‘occasion for structuring’, offering insights on how technologists – challenging radiologists’ 



control – negotiate interdependencies and gain more discretionary power. Nicolini (2006) 

pointed out how the ‘necessity of knowledgeable intermediation’ elevated the status and 

practice of nurses who worked in closer relationship with the technology, and thus grew more 

knowledgeable about its use. Beane and Orlikowski (2015) revealed instead how performing 

night rounds through robotic telepresence intensifies coordination, both positively and 

negatively, as the technological intermediation of the digital solution could provide better 

information to nurses, but also disconnect them from direct interactions with residents. Bergey 

et al. (2019) noted that these technologies posed challenges to work practices and occupational 

roles as groups negotiated through misalignments, redundancies, and task shifts, alongside the 

additional time required to work with the technology. Similarly, Tyskbo and Sergeeva (2022) 

found that new medical imaging technologies helped with reshaping the coordination of 

expertise between surgeons and radiologists. 

 

3. Research setting and methodology 

To address our research question, a multiple case study methodology was employed  

(Eisenhardt, 1989), analyzing three telemedicine services in Italy between September 2020 and 

December 2022. The three services are provided within public entities, whose names are 

fictitious in this article, to maintain discretion and reduce information bias (Eisenhardt, 1989).  

The main features of the three cases are shown in Table 1. 

 

Table 1: Main features of the three case studies 

Feature/Case NE NW  CE 
Geographic 
Area 

Northern Eastern 
Italy 

Northern Western 
Italy Central Italy 

Juridical nature 
of the 
organization 

LHA Hospital within LHA LHA 

Dimension 300 patients involved 300 patients involved 4,000 patients 
involved 

Type of patients Heart failure Diabetes 
Various (cardiology, 
endocrinology, 
psychology, etc.) 

Telemedicine 
services 

Televisit, 
telemonitoring, 
teleconsultation 

Televisit, 
telemonitoring, 
teleconsultation 

Televisit, 
telemonitoring, 
teleconsultation, tele-
expertise 

Technology 
Web-based 
dashboard, IoT 
devices 

Platform, IoT 
devices, sensors 

Web-based 
dashboard, IoT 
devices 



Functionalities 

Data gathering, 
visualization, and 
analysis visit 
scheduling, media file 
sharing 

Data gathering, 
visualization and 
analysis, prescription, 
media and document 
uploading 

Data gathering, 
visualization, and 
analysis, real-time 
reporting (e.g. ECG)  

 

3.1 Data collection 

The primary sources of data for this study consisted of direct observation for a total of 40 hours 

over 25 months. Actors involved in the observations were four physicians, three nurses and 

three managers (Project Managers and Chief Information Officers). To supplement 

observations and informal engagement, we conducted 13 formal, semi-structured interviews 

with key informants in the various cases. These interviews, which were both concurrent (8 

interviews) with events and retrospective (5 interviews), were recorded and transcribed to 

integrate our understanding of the phenomena under study. 

In addition to interviews, we collected data through three open-ended and two close-ended 

questionnaires, as well as through administrative documents. These supplementary materials 

were provided by the informants themselves or retrieved from institutional websites. Lastly, we 

systematically collected news articles by leveraging a weekly newsletter authored by one of the 

researchers of this work. These articles were filtered and stored in a dedicated database for 

analysis. 

 

3.2 Data analysis 

Data analysis was guided by Langley's (1999) approach, as the gathered evidence embodied the 

characteristics of process data. In particular, a ‘temporal bracketing’ strategy was employed for 

sensemaking.  

The three cases were analytically ‘pooled together’ to unveil general patterns across cases for 

a broader understanding of the phenomena under investigation (Yin, 2013), rather than mere 

cross-case comparison. 

 

4. Main results 

We broke down the implementation process of telemedicine through a temporal bracketing 

strategy (Langley, 1999), which allowed us to identify two periods: the ‘swim or sink’ and the 

‘designification’ phase.  

 

 

 



4.1 The ‘swim or sink’ phase: nurses appropriate ‘coordination scut work’ 

The large-scale introduction of telemedicine was perceived by professionals as a 'technological 

shock' but they overall converged on its indispensable role during the initial months of the 

Covid-19 pandemic for delivering non-urgent health services: 
"If you ask me: why did you believe in it? Probably because I realized that in a moment in which 

patients were really alone, we did improvise… but telemedicine eventually got into everyone’s 

home." - Doctor, NW 

Coordination mechanisms were historically anchored in physical proximity and visibility, 

forcing an abrupt and improvised adjustment with the transition to remote work: 
"During the major crisis of transforming the NW hospital into a center for the care of complex Covid 

patients, we had to invent a system to stay in contact with chronic patients and patients who had 

emergencies." – Doctor, NW 

In the absence of established frameworks for telemedicine, informal coordination mechanisms 

emerged, bridging the significant operational gaps that surged with telemedicine’s sudden 

implementation (‘swim or sink’): 
"Even for us healthcare professionals, it wasn't initially clear how this new approach would be 

implemented. The adaptation process involved both formal and informal mechanisms." – Nurse, NE 
The critical operational activities newly introduced by telemedicine were significantly 

undervalued, categorically perceived as 'coordination scut work' — seemingly mundane tasks 

deemed outside the traditional scope of their medical responsibilities, which very soon they 

started to delegate: 
"At the beginning, being responsible for this unit, I managed all the organizational, and technical 

aspects of it. Then I was done, nurses started to do it, to the point that they did first visits with 

patients and then let me visit only complex cases.”  – Doctor, NE 
Conversely, the nursing staff, aware of the emerging landscape, seized this transitional period 

as a strategic opportunity to expand and enhance their professional roles within the deployment 

of telemedicine services. Despite the initial ambiguity and rapid pace of telemedicine’s 

introduction, nurses proactively and assertively engaged in taking ownership for ‘coordination 

scut work’.  

The ‘swim or sink’ period, spanning from March 2020 to December 2020, ended with the 

issuance of a national policy establishing organizational guidelines for telemedicine in Italian 

healthcare organizations. This pivotal policy initiative catalyzed a strategic change within the 

three healthcare organizations. 

 

 

 



4.2 The ‘designification’ phase: nurses leverage on ‘coordination capital’ 

The issuance of a comprehensive national policy related to the design and organization of 

telemedicine services ignited a process of strategic change within the three organizations, which 

was strongly backed by the top management. During this period, a process of institutionalization 

(‘designification’) led to the establishment of coordination mechanisms for the deployment of 

telemedicine services and their integration within traditional practice. In particular, new 

procedures and integrated care pathways were designed within this phase. 

Nurses moved with purpose, ‘capitalizing’ on their experience (and expertise) on practical and 

technological tasks related to the coordination of telemedicine activities, without just passively 

accepting new structures and protocols. Instead, they actively participated in the design process, 

ensuring that their voice was heard and that their knowledge was to be considered an asset. 

Nevertheless, when it came to discussing boundaries on clinical tasks, doctors could not be 

persuaded that a share of clinical activities could be shifted to nurses, according to their 

expertise: 
"The clinical aspect is more nuanced. A nurse, especially when handling complex cases, needs 

more experience. […] If a clinical issue arises and a diagnosis is needed, the patient must be 

referred to a doctor." – Doctor, NW 

However, nurses successfully negotiated for a recognition that went beyond mere technical 

expertise, encompassing their crucial role in coordinating activities. Their ‘coordination capital’ 

made them indispensable as gatekeepers of telemedicine services, to the point of claiming 

unique expertise: 
“This [task] is not easy, as it means not only being aware of the clinical situation and the technical 

requirements, but also the social needs of the patient. And these are competencies competence that 

can only be developed with time.” – Nurse, NE 

A compelling argument for physicians that was posed by both managers and nurses, was that 

in a new model of care, integrating telemedicine, physicians should only use their knowledge 

for complex clinical cases that were “worthy of their time and expertise”, leaving the other 

activities to other properly trained professionals. Doctors were even more convinced by the 

argument that shortage of medical professionals will necessarily require a more targeted use of 

their time:  
“…and, of course, they were flattered by this discourse on the ‘rarity’ of the medical profession.” 

– Manager, CE 

Nurses managed to formalize their new status to the point of being recognized as ‘coordinating 

actors’ in care processes, therefore acting as a lynchpin among the several professionals that 

have some kind of responsibility for patients’ health, programming activities, designing 

personalized pathways, etc.  



5. Discussion 

Our findings allowed us to identify two distinct phases of action, in which nurses enacted two 

distinct tactics (Figure 1) 

 

 

Figure 1: A Model of Nurses' Status Elevation Following Telemedicine Introduction 

 

In the first phase (defined as ‘swim or sink’), the nurses understood the introduction of 

telemedicine as an 'exogenous shock’ which created an opportunity for informal coordination 

mechanisms to compensate for the loss of physical proximity and visibility (Okhuysen & 

Bechky, 2009). This meant that the traditional control enacted by doctors was weakened, and 

allowed nurses not only to test new responsibilities, but also to fulfill risky tasks that others 

were not willing to undertake (Nicolini, 2007). While previous research suggests the 

opportunity for peripheral experts or lower-status professionals to make ‘grand gestures’ to 

become visible to their superordinates (DiBenigno, 2020; Kellogg, 2019, 2022), our findings 

show nurses’ willingness to release doctors from risks, which could undermine their 

professional focus on patient care as well as their prestige. Nurses perceived this ‘coordination 

scut work’ instead as prestigious because it would: (i) emphasize their role in the patient care 

process (coherently with the findings of Sergeeva et al. (2020)); (ii) be an opportunity for 

proximity to the technology and, thus, develop mastery of technical, organizational, and 

relational aspects associated to its deployment.  

Differently from this, however, we discovered that (i) doctors did not immediately delegate 

such risky work, but rather nurses proactively understood they had an opportunity to appropriate 

work that doctors would not immediately antagonize or protect; and (ii) such work was not 

‘scut work’ or morally questionable, but rather relied on technological and operational 

knowledge.  

The second phase, prompted by the strategic management and defined as ‘designification’, was 

essential to institutionalize coordination mechanisms beyond the ‘sink and swim’ phase. This 

period was ignited by a strategic change (Barley, 1986), whereas managers adopted policy 

guidelines at national levels and pushed the organizations towards standardization of 



telemedicine practices. In this stage, nurses were able to negotiate their new role from a position 

of greater authority, leveraging on their ‘coordination capital’ (cf. Bourdieu, 1986; Suddaby & 

Viale, 2011). In order words, nurses had already become central actors in the workflow (Allen, 

1997), masters of unique competencies (Barley & Beckhy, 1994; Hughes, 1988), and critical 

controllers of the technologies necessary for implementing clinical processes in telemedicine 

(Bechky, 2003). They now could work to protect and maintain their occupational power over 

time, consolidating their status as ‘coordinating actors’.  

 

6. Implications and Conclusions 

Our primary theoretical contribution lies in explaining how lower-status professionals (nurses) 

tactically exploited the opportunities from the introduction of a radically new technology to 

appropriate a central coordination role, through the appropriation of ‘coordination scut work’, 

and the leverage on ‘coordination capital’. 

Our findings also hold significant implications for professional work in telemedicine services. 

Firstly, the emergence of nurses as 'care coordinators' signals a shift in care models, presenting 

an opportunity for healthcare organizations to recognize and invest in these transformative roles 

and to think of the design of nursing work in accordance with their professional capital. 

Secondly, our research suggests that lower-status professionals playing a crucial role in 

technological adaptation facilitate smoother transitions in technological deployments, allowing 

for a faster manifestation of their benefits.  
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