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Chapter five 

The institution reincarnated? Precariousness and 

predicament in reviving and re-habitualizing professional 

values, traits and practices*  

Abstract  

Many occupations have seen the erosion of professional values and attributes such as 

autonomy, discretion, practice domains and status. The present paper studies a unique 

process of institutional reincarnation in which members of an occupational group engage in 

efforts to revive and re-habitualize professional values, traits and practices that were 

exhibited by predecessor members of the occupational group. This process thus quite literally 

revolves around reincarnation of a subject, that is, a person representing particular norms, 

values and practices. Drawing on in-depth interviews, blogs and observational data, as well 

as archival data, I identify how the process is characterized by four different albeit entwined 

micro-processes: nostalgic projection; apprehensive questioning; disillusioned re-

assumption; imputing celebration. The first contribution of this paper is found in rendering 

visible the micro-processes that characterize the process of institutional reincarnation of a 

subject. Second, the paper exemplifies how the convergence of past, present and future are 

crucial with regard to the sentiments and experiences that actors exhibit throughout the 

process of reviving and re-habitualizing. Taken together, attending to the normative 

underpinnings, predicament and subjective experiences of occupational members and 

stakeholders, a comprehensive understanding is developed of why processes of institutional 

reincarnation may be more precarious than previous research suggests. Therewith, it signifies 

the need to take heed of the nature of what is to be revived. 
 

 

 
* An earlier version of this chapter was presented as: Van Wieringen, M., Verver, M. J., Ybema, S. B. (2017). 
“Revitalizing a professional archetype: The legacy and revival of the community health nurse”, at the 33rd EGOS 
Colloquium in “Sub-theme 43: Theorizing the Past, Present and Future in Organization Theory.” Copenhagen, 
July 6-8, 2017. 
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5.1 Introduction 

“I do not want to romanticize our history too much and say that we need the return of the 

community health nurse who rides a Solex motor and wears a leather jacket, of course 

not.16 However, what we do need to take from our predecessors are the core values, the 

importance of knowledge and its diffusion, being innovative, their independence, passion, 

cooperating with others, defending our interests, and the role of coordinator. I think that 

if we can take those core values from the past into the future, community health nurses 

are pre-eminently in a position to provide direction in facing the challenges that the health 

care sector will be facing in the 20-30 years to come” (Former community health nurse, 

observation during symposium, June 2016).  

Until the 1980s, community health nurses had a central role in the organization and provision 

of home-based care to people in need of help in the Netherlands (Van der Boom, 2008). 

Community health nurses were community-insiders that very well knew, and were known by 

local community members consisting of (prospective) clients as well as other care and welfare 

providers. I hold that, until about the 1980s, the community health nurse constituted the 

primary institution in the Dutch field of home-care, representing (ideal-typical) professional 

values, norms, practices and (informal) prescriptions about rules, roles and relationships of 

social actors in the organization of home-care. Reflecting the professional care logic that 

guided their day-to-day work, community health nurses enjoyed considerable discretion, 

status and authority, and were autonomous in the assessment and provision of care, allowing 

them to respond to individual clients’ needs. However, as of the 1980s, these institutionalized 

professional values, traits and practices were demoted with the introduction of the logic of 

managed care in the Dutch home-care sector (Oomkens et al., 2015; Van der Boom, 2008). 

Then again, after some 30 years, subsequent State Secretaries of Health called for the revival 

of “the community health nurse” as “she” existed until the 1980s.17 In 2015, the primary role 

of community health nurses in the organization, assessment, allocation, and provision of 

home-based care was officially revived as part of a major reform in the Dutch home-care 

sector (Rijksoverheid, 2014). The present paper traces the legacy of the institution of the 

                                                       
16 A Solex motorcycle is motorised bicycle, first manufactured in World War II, which was often used 
by community health nurses in the Netherlands. See Image 5.2 below.  
17 As the vast majority of community health nurses were and are women, they are referred to as “she.”  
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community health nurse and particularly explores the empirical puzzle of how the values, 

traits and practices that predecessor community health nurses exhibited can be reincarnated 

by seasoned as well as a new generation of members of this occupational group.  

In addressing this puzzle theoretically, I build on the insights that in processes of 

institutional change “new layers overlie others but do not replace them or do away with 

them” (Van de Bovenkamp et al., 2014, p. 211), and that past institutional arrangements and 

ways of organizing may endure in latent forms and have the possibility to revive (e.g., Hampel, 

Tracey, & Weber, 2017; Hatch & Schultz, 2017; Howard-Grenville, Metzger, & Meyer, 2013; 

Kroezen & Heugens, 2018; Lamertz, Foster, Coraiola, & Kroezen, 2016; Raynard et al., 2013; 

Schneiberg, 2007). That is, previous research has shown how formerly dominant institutions 

have a potential to influence and inform subsequent ways of organizing (Greve & Rao, 2014; 

Kriauciunas & Kale, 2006; Lamertz et al., 2016; Morgan & Quack, 2005) “through the material 

and symbolic legacies they leave behind” (Raynard et al., 2013, p. 244). Recent studies have 

provided initial insights on processes of regenerative changes, such as: the reemergence of 

collective and community identities from the past (Howard-Grenville et al., 2013; Lamertz et 

al., 2016), of how historical organizational artifacts are made meaningful again (Hatch & 

Schultz, 2017), technology reemergence (Raffaelli, 2018), the reincarnation of the practice of 

analogue instant photography (Hampel et al., 2017), and the reemergence of Dutch beer 

brewing. In doing so, the main focus has been on the mechanisms that characterize the 

processes of regenerative change, and less on the norms, values and practices that the 

reemerging phenomenon or institution represents or on the experiences of the actors 

involved that may be integral to such processes.  

The case of community health nurses is theoretically exciting and relevant because it 

differs from existing research. That is, it comprises a process of institutional reincarnation in 

which the institution is the community health nurse that played a key role in Dutch home-

care in the past, that represents particular norms values and practices. Therewith, the process 

quite literally revolves around the reincarnation of a subject, a person that is. As such, this 

process is expected to evolve differently from processes of revival identified in existing 

research. In conceptualizing this process, I adopt the concept of re-habitualization. 

Habitualization is vital to processes of institutional change as it refers to the repetition of 

actions in frontline micro-level practices “which [than] become cast into a pattern that 

becomes perpetuated” (Reay et al., 2013, p. 966). The concept of habitualization further 

 

“draws attention to the tight relationship between activity and meaning construction, and 

helps to conceptualize the way that meanings develop through the enactment of behaviour” 

(Reay et al., 2013, p. 967). As such, a focus on re-habitualization allows for an exploration of 

the normative underpinnings and experiences that are integral to the process of institutional 

reincarnation. I address the following research question: How does a process of reviving and 

re-habitualizing professional values, traits and practices after decades of latency evolve? 

The insights developed in this paper emerge from a longitudinal case study of 

community health nurses in the Dutch home-care sector. The data comprise in-depth 

interviews with community health nurses, weblogs of community health nurses and other 

stakeholders, observational data of symposia and conferences organized by and for the 

occupational group, as well as archival data. Drawing on these data, I reveal how the process 

of revival and re-habitualization went through four different albeit entwined micro-processes 

characterized by differing sentiments. Pre-reform, “nostalgic projection” by former and 

seasoned (community health) nurses and other stakeholders was the first micro-process and 

initial driver. Second, and somewhat paradoxically, “apprehensive questioning” characterized 

the next micro-process. Implicated by enduring ambiguity and the delayed up-skilling of 

existing community health nurses, the ability to re-habitualize the nostalgically presented 

values, traits and practices was questioned by existing community health nurses and other 

stakeholders alike. Post-reform, the third micro-process was “disillusioned re-assumption”, 

while enduring nostalgia was also identified. These sentiments resulted from occupational 

members experiencing demarcated discretionary space as well as limited acknowledgement 

by, and resonance with important referent audiences, as competing institutional demands 

continued to exist. Concurrently, a fourth micro-process of “imputing celebration” was 

engaged in by actors in refutation of the sense of disillusion with some occupational 

members, so as to incite the ongoing process of revival and re-habitualization.  

By focussing on the actual process rather than its outcome (Suddaby, Foster, & Mills, 

2014), the first contribution of this paper is found in rendering visible the micro-processes 

that characterize the process of institutional reincarnation that quite literally revolves around 

the reincarnation of a former member of the occupational group. That is, the reincarnation 

of a subject representing particular norms, values and practices, that existed in a forlorn past 

by existing members of an occupational group. Second, the paper exemplifies how the 

convergence of past, present and future are crucial with regard to the sentiments and 
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experiences that existing occupational members and stakeholders exhibit throughout the 

process of reviving and re-habitualizing. Taken together, attending to the normative 

underpinnings, predicament and subjective experiences of occupational members and 

stakeholders, a comprehensive understanding is developed of why processes of institutional 

reincarnation may be more precarious than previous research suggests. Therewith, it signifies 

the need to take heed of the nature of what is to be revived. 

 In what follows, I first elaborate on the theoretical grounding of this paper. After that, 

I describe the empirical setting of the present research, by first providing a brief discussion of 

literature on professions so as to offer a sense of the developments that led to the decline of 

professional traits and practices, and then zooming in on the case of community health 

nursing. Next, I elaborate on the methodology used. This is followed by the presentation of 

the empirical findings. Finally, I discuss how the findings speak to existing literature. 

 

5.2 Latency, legacies and the potential of revival 

Within institutional theory (e.g., Suddaby et al., 2014) and organization and management 

studies more broadly (e.g., Kipping & Üsdiken, 2014; Rowlinson, Hassard, & Decker, 2014), a 

growing number of scholars has started to take history more seriously. Research has shown 

how institutions, ways of organizing or identities may experience decline followed by a period 

of relative latency (e.g., Hatch & Schultz, 2017; Raynard et al., 2013). Yet, research has also 

indicated that formerly dominant institutions have a potential to influence and inform 

subsequent ways of organizing (Greve & Rao, 2014; Kriauciunas & Kale, 2006; Lamertz et al., 

2016; Morgan & Quack, 2005) “through the material and symbolic legacies they leave behind” 

(Raynard et al., 2013, p. 244). Institutional legacies may be defined as “the residual cultural 

and material manifestations – of previously dominant institutions” (Raynard et al., 2013, p. 

248). As such, processes of institutional or organizational change do not necessarily entail 

that a formerly dominant guiding principle, past ways of organizing, identities or practices are 

forgotten once they are marginalized or displaced (Van de Bovenkamp et al., 2014). Relatedly, 

whereas a shift in the dominance of a particular institution over another may imply a shift in 

the dominance of particular occupational groups over others, the marginalized occupational 

group has not necessarily disappeared. Instead, it may have adapted to prevailing institutional 

 

arrangements and continues to have “access” to the legacy, “biding their time until conditions 

shift” (Thelen, 1999, p. 385). Schneiberg (2007) identified how remnants of institutions, and 

ways of organizing that used to be dominant, may provide actors with “resources for 

endogenous institutional change, including the revival, reassembly, redeployment and 

subsequent elaboration of alternative” ways of organizing (p. 47). In this sense, legacies may 

become resourceful over time and turn into building blocks when circumstances turn 

favourable. When an environment emerges for them to re-employ the legacies at their 

disposal, actors may (intentionally or unintentionally) revitalize elements of the past (see 

Morgan & Quack, 2005).  

It follows that institutional change may involve a process of regenerative institutional 

change. More recent research has underscored the notion that through latency and legacies 

“history holds the potential for its own rediscovery” (Hatch & Schultz, 2017, p. 686), providing 

important insights into how the past is revived beyond latency. Studying a process of 

community identity persistence, decay, and revival, Howard-Grenville et al. (2013) show how 

identity guardians make the past powerful in a process in which they connect the past to the 

present and the future by regenerating symbols, emphasizing experiences and “evoking 

shared emotions” (p. 132). Hampel et al. (2017), in turn, have shown how the reincarnation 

of the defunct institutionalized practice of analogue photography involves purposeful rescue 

work and rejuvenation work in which focal actors bring back practices in a changed form so 

as to be relevant in a different time. The authors suggest that practices that are revived need 

to be radically changed in the sense of being “repurposed and injected with new meaning” 

(p. 30), as the original meaning and purpose may have weakened to the extent that audiences 

in the altered field “no longer want to identify or associate with” the original practice (p. 31). 

Similarly, Hatch and Schultz (2017) describe how an artifact of an organization’s history is 

made meaningful through the micro-processes of rediscovering, recontextualizing, 

reclaiming, renewing, and, finally, re-embedding. Finally, Kroezen and Heugens (2018) detail 

how the reemergence of Dutch beer brewing involves a process of institutional regeneration 

through logic reemergence.  
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It follows that institutional change may involve a process of regenerative institutional 

change. More recent research has underscored the notion that through latency and legacies 

“history holds the potential for its own rediscovery” (Hatch & Schultz, 2017, p. 686), providing 

important insights into how the past is revived beyond latency. Studying a process of 

community identity persistence, decay, and revival, Howard-Grenville et al. (2013) show how 

identity guardians make the past powerful in a process in which they connect the past to the 

present and the future by regenerating symbols, emphasizing experiences and “evoking 

shared emotions” (p. 132). Hampel et al. (2017), in turn, have shown how the reincarnation 

of the defunct institutionalized practice of analogue photography involves purposeful rescue 

work and rejuvenation work in which focal actors bring back practices in a changed form so 

as to be relevant in a different time. The authors suggest that practices that are revived need 

to be radically changed in the sense of being “repurposed and injected with new meaning” 

(p. 30), as the original meaning and purpose may have weakened to the extent that audiences 

in the altered field “no longer want to identify or associate with” the original practice (p. 31). 

Similarly, Hatch and Schultz (2017) describe how an artifact of an organization’s history is 

made meaningful through the micro-processes of rediscovering, recontextualizing, 

reclaiming, renewing, and, finally, re-embedding. Finally, Kroezen and Heugens (2018) detail 

how the reemergence of Dutch beer brewing involves a process of institutional regeneration 

through logic reemergence.  
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5.2.1 Nostalgia and institutional revival 

Nostalgic organizational actors may instigate such a process of institutional revival. Nostalgia 

refers to a desire for a forlorn past that was ostensibly better than the present (Gabriel, 1993; 

Gouldner, 1954; Strangleman, 1999). Nostalgia may be both necessary and important in 

remembering institutions and instigating their revival beyond latency (Foster, Voronov, & 

Suddaby, 2014). Importantly, nostalgic accounts generally draw upon lived experiences and 

are mostly built on idealized symbolic and material legacies. In turn, such legacies may 

simultaneously inform feelings of nostalgia (Foster et al., 2014). Commonly informed by 

dissatisfaction with the present, nostalgia is generally considered a product of the present 

and not so much of the past (Gabriel, 1993). It can be actively and strategically drawn upon 

in reconstructions of the past. Particularly in the case of restorative nostalgic accounts, by 

means of which actors seek to restore a forlorn past (McDonald et al., 2006), the imagery of 

the past presented may be adjusted such that it aligns with the tenor of present times 

(Ybema, 2004). This means that, in refutation of the present, nostalgic actors have in common 

that they tend to present romanticized pictures of the past (see Gabriel, 1993; Gouldner, 

1954; Strangleman, 1999; Ybema, 2010, 2014), keeping its legacy vivid. 

Inspired by extant scholarship, I trace the legacy of an institution that was dominant 

in the past and study how the process of reviving and re-habitualizing the latent professional 

values, traits and practices evolves. When efforts for revival are primarily informed by 

restorative nostalgia, they may well be aimed at replicating the past in unadjusted forms 

(Foster et al., 2014). In turn, existing research suggests that the re-contextualization of a 

particular phenomenon through time requires purposeful adjustments by focal actors to 

ensure significance of the reviving phenomenon in the new organizational or institutional 

setting (Hampel et al., 2017; Hatch & Schultz, 2017; Kroezen & Heugens, 2018). Yet, the 

question is whether adjustments are easily made when an institution is revived and re-

habitualized that is essentially exemplified by a person, i.e., a subject, who existed in the past, 

and subsequently quite literally involves reincarnation. Such a process of institutional 

reincarnation is likely to present challenges that are different from processes of revival 

identified in existing research, and is therefore expected to evolve unlike these processes. 

Moreover, this unique case allows for an in-depth exploration of the normative underpinnings 

 

and the subjective experiences of the actors that have to reincarnate the concerning 

institution.  

 

5.3 No revival without decline: Research setting 

Professionalized occupational groups used to enjoy considerable power and status, as well as 

discretion and autonomy, implicated by claims to extensive expert knowledge and skills 

(Anteby et al., 2016). However, both highly and less professionalized occupations have faced 

considerable threats (Evetts, 2011; Noordegraaf, 2015; Scott et al., 2000). These threats 

emanated for a large part from emerged management-like logics in various sectors, with 

values such as accountability, efficiency, transparency, and standardization. Since their 

emergence in various public sectors, management logics have contentiously co-existed with 

professional logics. While the latter continue to be important guiding principles for 

professionals, management logics have become increasingly influential. Some highly 

professionalized occupations – such as accountants (Bévort & Suddaby, 2016; Suddaby, 

Gendron, & Lam, 2009), medical professionals (Reay et al., 2016; Scott et al., 2000) and 

architects (Ahuja, Nkolova, & Clegg, 2017; Lawrence, Malhorta, & Morris, 2012) – have 

nonetheless been found to have defended jurisdictions, professional practices and positions. 

By comparison, less professionalized and lower-status occupational groups, such as nurses or 

teachers, more often saw the erosion of professional traits, such as autonomy, discretion, 

practice domains, and status, leading to de-professionalization (Anteby et al., 2016; Brock & 

Saks, 2016; see also Dacin et al., 2002). This was ostensibly the case for community health 

nurses, as shown in what follows.  

 

5.3.1 Community health nursing in the Netherlands 

Community health nursing in the Netherlands was long the primary institution in the home-

care sector. Like other professional occupations, community health nurses enjoyed status, 

discretion and well defined practice domains (Anteby et al., 2016). Nurses were empolyed by 

independent so-called “Cross Associations” – which in turn were associated with so-called 

“pillars” with different religious or ideological orientations that existed in Dutch society for 

decades (see for a further elaboration on these Cross Associations in the introductory chapter 
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refers to a desire for a forlorn past that was ostensibly better than the present (Gabriel, 1993; 

Gouldner, 1954; Strangleman, 1999). Nostalgia may be both necessary and important in 

remembering institutions and instigating their revival beyond latency (Foster, Voronov, & 

Suddaby, 2014). Importantly, nostalgic accounts generally draw upon lived experiences and 

are mostly built on idealized symbolic and material legacies. In turn, such legacies may 

simultaneously inform feelings of nostalgia (Foster et al., 2014). Commonly informed by 

dissatisfaction with the present, nostalgia is generally considered a product of the present 

and not so much of the past (Gabriel, 1993). It can be actively and strategically drawn upon 

in reconstructions of the past. Particularly in the case of restorative nostalgic accounts, by 

means of which actors seek to restore a forlorn past (McDonald et al., 2006), the imagery of 

the past presented may be adjusted such that it aligns with the tenor of present times 

(Ybema, 2004). This means that, in refutation of the present, nostalgic actors have in common 

that they tend to present romanticized pictures of the past (see Gabriel, 1993; Gouldner, 

1954; Strangleman, 1999; Ybema, 2010, 2014), keeping its legacy vivid. 

Inspired by extant scholarship, I trace the legacy of an institution that was dominant 

in the past and study how the process of reviving and re-habitualizing the latent professional 

values, traits and practices evolves. When efforts for revival are primarily informed by 

restorative nostalgia, they may well be aimed at replicating the past in unadjusted forms 

(Foster et al., 2014). In turn, existing research suggests that the re-contextualization of a 

particular phenomenon through time requires purposeful adjustments by focal actors to 

ensure significance of the reviving phenomenon in the new organizational or institutional 

setting (Hampel et al., 2017; Hatch & Schultz, 2017; Kroezen & Heugens, 2018). Yet, the 

question is whether adjustments are easily made when an institution is revived and re-

habitualized that is essentially exemplified by a person, i.e., a subject, who existed in the past, 

and subsequently quite literally involves reincarnation. Such a process of institutional 

reincarnation is likely to present challenges that are different from processes of revival 

identified in existing research, and is therefore expected to evolve unlike these processes. 

Moreover, this unique case allows for an in-depth exploration of the normative underpinnings 

 

and the subjective experiences of the actors that have to reincarnate the concerning 

institution.  

 

5.3 No revival without decline: Research setting 

Professionalized occupational groups used to enjoy considerable power and status, as well as 

discretion and autonomy, implicated by claims to extensive expert knowledge and skills 

(Anteby et al., 2016). However, both highly and less professionalized occupations have faced 

considerable threats (Evetts, 2011; Noordegraaf, 2015; Scott et al., 2000). These threats 

emanated for a large part from emerged management-like logics in various sectors, with 

values such as accountability, efficiency, transparency, and standardization. Since their 

emergence in various public sectors, management logics have contentiously co-existed with 

professional logics. While the latter continue to be important guiding principles for 

professionals, management logics have become increasingly influential. Some highly 

professionalized occupations – such as accountants (Bévort & Suddaby, 2016; Suddaby, 

Gendron, & Lam, 2009), medical professionals (Reay et al., 2016; Scott et al., 2000) and 

architects (Ahuja, Nkolova, & Clegg, 2017; Lawrence, Malhorta, & Morris, 2012) – have 

nonetheless been found to have defended jurisdictions, professional practices and positions. 

By comparison, less professionalized and lower-status occupational groups, such as nurses or 

teachers, more often saw the erosion of professional traits, such as autonomy, discretion, 

practice domains, and status, leading to de-professionalization (Anteby et al., 2016; Brock & 

Saks, 2016; see also Dacin et al., 2002). This was ostensibly the case for community health 

nurses, as shown in what follows.  

 

5.3.1 Community health nursing in the Netherlands 

Community health nursing in the Netherlands was long the primary institution in the home-

care sector. Like other professional occupations, community health nurses enjoyed status, 

discretion and well defined practice domains (Anteby et al., 2016). Nurses were empolyed by 

independent so-called “Cross Associations” – which in turn were associated with so-called 

“pillars” with different religious or ideological orientations that existed in Dutch society for 

decades (see for a further elaboration on these Cross Associations in the introductory chapter 
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of this dissertation). Guided by the value to deliver the best possible quality of care and 

ensure a care recipient’s quality of life, their focus was on providing care, help and support. 

Between the 1950s and the late 1980s, community health nursing was considered a holistic 

profession. This meant that nurses provided personal and nursing services to people in need 

in their own homes, while they also had a signalling role with regard to the potential need for 

social support for these care recipients, and, finally, performed tasks related to preventing 

diseases and informing people about hygiene. As community health nurses worked in close 

cooperation with general physicians rather than under their direct supervision, they were 

attributed a similar status and were enjoying considerable autonomy. That is, community 

health nurses carried responsibility for the care provided to clients, and rather independently 

practiced their profession. 

Yet, as off the 1950s, the state incrementally augmented its influence on the 

profession and the Cross Associations they worked for. Amongst other things, the state 

introduced quality standards, e.g., with regard to home nurses’ training, as a prerequisite for 

the organization to receive funding. Moreover, the relative independence of the Cross 

Associations was curtailed as they became increasingly dependent on state financing to cover 

for growing medical consumption, which evolved out of expanding provisions, and the new 

requirement to focus on prevention of diseases among the general public. Increasing 

surveillance by the government additionally comprised the introduction of a registration 

system, which basically surveyed what home nursing services were provided and whether it 

was done efficiently.  

As of the 1970s and 1980s, a government-led introduction of the logic of managed 

care was aimed at thwarting rising expenditure for health care. Government control was 

further enhanced as, due to a process of de-pillarization, Cross Associations dissolved. As the 

government directed mergers between organizations that continued the delivery of home-

care, community health nurses became employees of large bureaucratically organized home-

care organizations. While the function title “community health nurse” never actually ceased 

to exist, their role was disbanded and the content and nature of their work changed 

significantly. That is, caregiving was characterized by high levels of differentiation of tasks and 

standardization (Oomkens et al., 2015; Van der Boom, 2008). Besides, with the intention to 

pursue standardization, efficiency and accountability, the task of autonomously diagnosing 

care needs of clients and allocating care was taken from nurses and ascribed to independent 

 

so-called Care Assessment Centres (CACs) (Nivel, 2014). Nurses were required to assess a 

client’s needs, and submit a request for care based on standardized, pre-defined care 

packages, meticulously ascribing what types of care clients were to receive and also specifying 

the minutes that nurses could spend on giving it. Besides adding a bureaucratic layer in the 

assessment and attribution of care, transferring this “essential part of professional 

caregiving” (Van der Boom, 2008, p. 218-219) to non-practitioners was fundamental to what 

was considered the de-professionalization of community health nurses, and the nursing 

profession more broadly. 

While the number of types of care that were covered by public funds grew initially 

(see the introduction of this dissertation), government policy, over time, came to be 

characterized by austerity measures for both care in nursing homes and home-based care in 

the community (Kroneman et al., 2016). From 2005 onwards, policy was targeted at “aging in 

place”, projecting an ideal of people staying in their own homes as long as possible, and calling 

upon informal care, i.e., care and support given by family-members, friends, neighbors of the 

person in need of help, before calling upon publicly funded professional care (Da Roit, 2013). 

The latter policy was accompanied by an imagery resounding a development from 

Gesellschaft (back) to Gemeinschaft, and grounded in the normative assumption that people 

should look after one another again. Within this context, the formal announcement of the 

2015 reform of the long-term care sector explicitly stated that the community health nurse 

role would return and projected that community health nurses should regain the role of an 

autonomous community-insider (De Groot et al., 2017). That is, community health nurses 

were required to regain their signalling role in the community so as to be able to take 

preventive (care) measures and delaying actual requests for publicly funded care. Equally 

important, they were re-attributed the task and responsibility of care assessments and 

attribution. 

At present, research has mostly shown how institutionalized professional traits and 

practices of professional occupational groups were put at issue and has described their 

decline (see Dacin et al., 2002). By comparison, the recovery and re-habitualization of latent 

professional traits and practices is hardly attended to in existing research. As such, the case 

of community health nurses is unique and intriguing in light of identifying the mechanisms 

that are at play in such a unique form of institutional change. 
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of this dissertation). Guided by the value to deliver the best possible quality of care and 

ensure a care recipient’s quality of life, their focus was on providing care, help and support. 

Between the 1950s and the late 1980s, community health nursing was considered a holistic 

profession. This meant that nurses provided personal and nursing services to people in need 

in their own homes, while they also had a signalling role with regard to the potential need for 

social support for these care recipients, and, finally, performed tasks related to preventing 

diseases and informing people about hygiene. As community health nurses worked in close 

cooperation with general physicians rather than under their direct supervision, they were 

attributed a similar status and were enjoying considerable autonomy. That is, community 

health nurses carried responsibility for the care provided to clients, and rather independently 

practiced their profession. 

Yet, as off the 1950s, the state incrementally augmented its influence on the 

profession and the Cross Associations they worked for. Amongst other things, the state 

introduced quality standards, e.g., with regard to home nurses’ training, as a prerequisite for 

the organization to receive funding. Moreover, the relative independence of the Cross 

Associations was curtailed as they became increasingly dependent on state financing to cover 

for growing medical consumption, which evolved out of expanding provisions, and the new 

requirement to focus on prevention of diseases among the general public. Increasing 

surveillance by the government additionally comprised the introduction of a registration 

system, which basically surveyed what home nursing services were provided and whether it 

was done efficiently.  

As of the 1970s and 1980s, a government-led introduction of the logic of managed 

care was aimed at thwarting rising expenditure for health care. Government control was 

further enhanced as, due to a process of de-pillarization, Cross Associations dissolved. As the 

government directed mergers between organizations that continued the delivery of home-

care, community health nurses became employees of large bureaucratically organized home-

care organizations. While the function title “community health nurse” never actually ceased 

to exist, their role was disbanded and the content and nature of their work changed 

significantly. That is, caregiving was characterized by high levels of differentiation of tasks and 

standardization (Oomkens et al., 2015; Van der Boom, 2008). Besides, with the intention to 

pursue standardization, efficiency and accountability, the task of autonomously diagnosing 

care needs of clients and allocating care was taken from nurses and ascribed to independent 

 

so-called Care Assessment Centres (CACs) (Nivel, 2014). Nurses were required to assess a 

client’s needs, and submit a request for care based on standardized, pre-defined care 

packages, meticulously ascribing what types of care clients were to receive and also specifying 

the minutes that nurses could spend on giving it. Besides adding a bureaucratic layer in the 

assessment and attribution of care, transferring this “essential part of professional 

caregiving” (Van der Boom, 2008, p. 218-219) to non-practitioners was fundamental to what 

was considered the de-professionalization of community health nurses, and the nursing 

profession more broadly. 

While the number of types of care that were covered by public funds grew initially 

(see the introduction of this dissertation), government policy, over time, came to be 

characterized by austerity measures for both care in nursing homes and home-based care in 

the community (Kroneman et al., 2016). From 2005 onwards, policy was targeted at “aging in 

place”, projecting an ideal of people staying in their own homes as long as possible, and calling 

upon informal care, i.e., care and support given by family-members, friends, neighbors of the 

person in need of help, before calling upon publicly funded professional care (Da Roit, 2013). 

The latter policy was accompanied by an imagery resounding a development from 

Gesellschaft (back) to Gemeinschaft, and grounded in the normative assumption that people 

should look after one another again. Within this context, the formal announcement of the 

2015 reform of the long-term care sector explicitly stated that the community health nurse 

role would return and projected that community health nurses should regain the role of an 

autonomous community-insider (De Groot et al., 2017). That is, community health nurses 

were required to regain their signalling role in the community so as to be able to take 

preventive (care) measures and delaying actual requests for publicly funded care. Equally 

important, they were re-attributed the task and responsibility of care assessments and 

attribution. 

At present, research has mostly shown how institutionalized professional traits and 

practices of professional occupational groups were put at issue and has described their 

decline (see Dacin et al., 2002). By comparison, the recovery and re-habitualization of latent 

professional traits and practices is hardly attended to in existing research. As such, the case 

of community health nurses is unique and intriguing in light of identifying the mechanisms 

that are at play in such a unique form of institutional change. 
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5.4 Methodology 

The case of the community health nurses provides a suitable and interesting research setting 

because it involves an exemplary case for various reasons. To start with, the case is well-

documented because the return of the community health nurse role was a significant element 

in the 2015 reform of the Dutch home-care sector. Besides, calls for their return were 

widespread and made by various actors ranging from (former) nurses to politicians, and 

(former) managers. Relatedly, there were many people that had been working in home-care 

as a nurse or in another role in the distant past (until the 1990s) and/or the immediate past 

(just prior to the 2015 reform), that were available for an interview, that were speakers during 

expert meetings or symposia and conferences, or that were blog writers. As such, the 

experiences of both former and existing occupational members, as well as other stakeholders 

could be studied and presented. 

 

5.4.1 Approach and data sources 

To answer the research question, I adopted a qualitative, iterative research approach. This 

approach allowed for the contextualization of the accounts, experiences, and actions of 

nurses and other stakeholders at particular points in time, and enhanced an understanding 

of actors’ experiences without imposing a specific framework upon them. Above all, it allowed 

me to focus on on-going developments as the process unfolded. Importantly, I zoom in on the 

two years just prior to and after the reform of 2015. During this period, I kept a close watch 

on the developments unfolding in the home-care sector. I drew on data from various sources. 

Whereas in-depth interviews, blogs and field observations allowed for a detailed study of the 

actions and experiences of various stakeholders during the period around the reform, archival 

and secondary data sources were particularly drawn upon to provide important historical and 

contextual information, information on changes in the home health care sector, and to get a 

sense of experiences of different interested actors at various points in time. 

 

Interviews  

First of all, the data consisted of in-depth interviews with community health nurses. 

Community health nurses are registered nurses that have a bachelor’s degree from a 

university of applied sciences. Community health nurses work in a team consisting of 

 

registered and auxiliary nurses. At present, community health nurses are generally employed 

by private, non-profit home-care organizations. Depending on the type of organization in 

which nurses worked (see chapter 1), they are (indirectly) supervised by managers.  

I interviewed 22 community health nurses between January and November 2013, 

during which the reform of the Dutch home-care sector was announced. However, my main 

focus was on 18 (follow-up) interviews conducted between September 2016 and April 2017, 

after the reform had taken place. I conducted these interviews together with and a research 

assistant. Not all nurses were interviewed twice, because many had changed positions 

between 2013 and 2016/7. Therefore, new respondents were also approached. Interviews 

lasted between 45 and 90 minutes, were recorded and transcribed verbatim. In the first round 

of interviews in 2013, the community health nurse role was not the central focus. However, 

the number of references made to the role that community health nurses had played in the 

past was large and salient. In the second round of interviews, nurses were asked, among other 

things, to reflect on changes that had taken place in the home-care sector and how these had 

affected their day-to-day work. When interviewees had not specifically reflected on the 

supposed return of the community health nurse role, they were asked to do so. While the 

first round of interviews (in 2013) revealed the dissatisfaction with roles at the time, the blog 

data (2013-2018) and second round of interviews (2016/2017) provided important 

information about the micro-level processes of re-habitualizing the projected norms, values 

and practices. 

 

Blogs 

Second, blogs were an important source of data as they “shed light on social processes across 

space and time”, and in real-time, thereby giving “insight into everyday life” as these 

processes unfolded (Hookway, 2008, p.93). Zooming in on two years prior and two years after 

the reform, I studied a total of 175 weblogs (about 1,5 pages on average) written between 

October 2013 and April 2018 by community health nurses and other stakeholders (e.g., 

former community health nurses, educators) involved in the revival of the community health 

nurse. The blogs were publicly available and published on the website of the Dutch Nursing 

Association and on the website of “Nursing”, an important journal for nurses in the 

Netherlands. 
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The case of the community health nurses provides a suitable and interesting research setting 

because it involves an exemplary case for various reasons. To start with, the case is well-

documented because the return of the community health nurse role was a significant element 

in the 2015 reform of the Dutch home-care sector. Besides, calls for their return were 

widespread and made by various actors ranging from (former) nurses to politicians, and 

(former) managers. Relatedly, there were many people that had been working in home-care 

as a nurse or in another role in the distant past (until the 1990s) and/or the immediate past 

(just prior to the 2015 reform), that were available for an interview, that were speakers during 

expert meetings or symposia and conferences, or that were blog writers. As such, the 

experiences of both former and existing occupational members, as well as other stakeholders 

could be studied and presented. 

 

5.4.1 Approach and data sources 

To answer the research question, I adopted a qualitative, iterative research approach. This 

approach allowed for the contextualization of the accounts, experiences, and actions of 

nurses and other stakeholders at particular points in time, and enhanced an understanding 

of actors’ experiences without imposing a specific framework upon them. Above all, it allowed 

me to focus on on-going developments as the process unfolded. Importantly, I zoom in on the 

two years just prior to and after the reform of 2015. During this period, I kept a close watch 

on the developments unfolding in the home-care sector. I drew on data from various sources. 

Whereas in-depth interviews, blogs and field observations allowed for a detailed study of the 

actions and experiences of various stakeholders during the period around the reform, archival 

and secondary data sources were particularly drawn upon to provide important historical and 

contextual information, information on changes in the home health care sector, and to get a 

sense of experiences of different interested actors at various points in time. 

 

Interviews  

First of all, the data consisted of in-depth interviews with community health nurses. 

Community health nurses are registered nurses that have a bachelor’s degree from a 

university of applied sciences. Community health nurses work in a team consisting of 

 

registered and auxiliary nurses. At present, community health nurses are generally employed 

by private, non-profit home-care organizations. Depending on the type of organization in 

which nurses worked (see chapter 1), they are (indirectly) supervised by managers.  

I interviewed 22 community health nurses between January and November 2013, 

during which the reform of the Dutch home-care sector was announced. However, my main 

focus was on 18 (follow-up) interviews conducted between September 2016 and April 2017, 

after the reform had taken place. I conducted these interviews together with and a research 

assistant. Not all nurses were interviewed twice, because many had changed positions 

between 2013 and 2016/7. Therefore, new respondents were also approached. Interviews 

lasted between 45 and 90 minutes, were recorded and transcribed verbatim. In the first round 

of interviews in 2013, the community health nurse role was not the central focus. However, 

the number of references made to the role that community health nurses had played in the 

past was large and salient. In the second round of interviews, nurses were asked, among other 

things, to reflect on changes that had taken place in the home-care sector and how these had 

affected their day-to-day work. When interviewees had not specifically reflected on the 

supposed return of the community health nurse role, they were asked to do so. While the 

first round of interviews (in 2013) revealed the dissatisfaction with roles at the time, the blog 

data (2013-2018) and second round of interviews (2016/2017) provided important 

information about the micro-level processes of re-habitualizing the projected norms, values 

and practices. 

 

Blogs 

Second, blogs were an important source of data as they “shed light on social processes across 

space and time”, and in real-time, thereby giving “insight into everyday life” as these 

processes unfolded (Hookway, 2008, p.93). Zooming in on two years prior and two years after 

the reform, I studied a total of 175 weblogs (about 1,5 pages on average) written between 

October 2013 and April 2018 by community health nurses and other stakeholders (e.g., 

former community health nurses, educators) involved in the revival of the community health 

nurse. The blogs were publicly available and published on the website of the Dutch Nursing 

Association and on the website of “Nursing”, an important journal for nurses in the 

Netherlands. 
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Field observations  

Third, I built on empirical material derived from field observations – roughly 18 hours – during 

meetings and conferences. These meetings and conferences were organized for and attended 

by community health nurses and other stakeholders (e.g., former community health nurses, 

managers, educators, policy makers). Their main focus and goal generally comprised 

exchanges about the reform, the attributes and the role of community health nurses after the 

reform, and, relatedly, its implications and challenges. Observations during these meetings 

allowed me to gather data on how the role of community health nurses was framed by 

interested actors. During the meetings, I also paid particular attention to the exchanges and 

discussions about the attributes of the community health nurse role between occupational 

members and other stakeholders. I also engaged in informal conversations with other 

attendees during breaks. If possible, I would take extensive notes during the meetings and 

conversations. When I felt this was inappropriate, I made sure to write down what I had 

observed and heard as soon as possible after the meeting or conference was over. 

 

Archival and secondary data  

Finally, the data consisted of archival and secondary data sources. I gathered (mostly) publicly 

available documents, broadly including (historical) documents about the occupational group 

of community health nurses, government policy documents, practice-oriented research 

reports written to inform government policy, popular press articles (both online and offline), 

pictures, and film documentaries or news items. The documents and media accounts were 

found on webpages from the occupational group, the government, centers of expertise for 

long-term care and on a webpage on the history of Dutch nursing.  

While I gathered documents and media accounts that were generated roughly 

between 1985 and 2017, the analyses primarily focused on documents generated between 

2005 and 2017, as the latter marked the period in which calls for the return of the community 

health nurse steadily grew and, eventually, were responded to. Documents and media 

coverage from before 2005 were nonetheless helpful in drawing out the history of the 

community health nurse role, and for developing an understanding of the predecessor 

community health nurse that was called for from about 2005 onwards. Moreover, it helped 

to identify how the institutional environment in which the predecessor community health 

nurse worked differed from the one in which existing occupational members worked. 

 

Although the corpus of archival and secondary sources was by no means exhaustive, 

combined the documents provided a comprehensive picture of the types of ways in which 

developments around the community health nurse role were addressed and presented.  

 

5.4.2 Data analysis  

In analysing the data, the focus of attention was on gaining an understanding of how the 

process of reviving and re-habitualizing professional values, traits and practices of the 

predecessor community health nurse evolved as well as on the experiences of focal actors 

throughout this process. The process of data analysis was abductive in that I explored multiple 

theoretical hunches in an effort to understand the research findings. This process was also 

informed by discussions of the emergent research findings with scholars from different 

theoretical streams during conferences and individual meetings. Throughout this process, I 

thus iteratively moved back and forth between the empirical material and existing theory 

(Locke, 2011). I used MAXQDA as a tool to code the data. While the various stages of data 

analyses overlapped, for reasons of clarity, I discern three stages in what follows.  

The first stage of data analysis was exploratory. I started with closely reading the 

interview transcripts, field notes, blogs and archival material. In doing so, I was intrigued by 

the number of utterances like “return to,” “back to,” or “how it used to be.” Consequently, I 

was interested in capturing what people ostensibly wanted to go back to.  

In stage two, I consulted with the literature on the professions and nursing. This let 

me to identify that “what was to be returned to”, reflected ideal-typical professional values, 

traits and practices. I further set out to identify how this legacy of the community health nurse 

related to, and informed, real-time assessments as well as future projections for the position 

and role of community health nurses. In doing so, I identified perceptions of loss as well as 

the longing for their return at different points in time, both prior to and after the reform. 

Moreover, I set out to identify how actors were engaged in the actual process of revival. In 

doing so, I explored emergent patterns regarding the association between experiences and 

reflections showing the significance attributed to the professional, values, traits and practices 

that were to be revived, and actual actions that reflected re-habitualization.  

Stage three consisted of further teasing out the experiences, reflections and actions 

of different actors at different points in time in the process of revival. This led me to discern 
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exchanges about the reform, the attributes and the role of community health nurses after the 
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allowed me to gather data on how the role of community health nurses was framed by 
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attendees during breaks. If possible, I would take extensive notes during the meetings and 

conversations. When I felt this was inappropriate, I made sure to write down what I had 
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pictures, and film documentaries or news items. The documents and media accounts were 

found on webpages from the occupational group, the government, centers of expertise for 

long-term care and on a webpage on the history of Dutch nursing.  

While I gathered documents and media accounts that were generated roughly 

between 1985 and 2017, the analyses primarily focused on documents generated between 

2005 and 2017, as the latter marked the period in which calls for the return of the community 

health nurse steadily grew and, eventually, were responded to. Documents and media 

coverage from before 2005 were nonetheless helpful in drawing out the history of the 

community health nurse role, and for developing an understanding of the predecessor 

community health nurse that was called for from about 2005 onwards. Moreover, it helped 

to identify how the institutional environment in which the predecessor community health 

nurse worked differed from the one in which existing occupational members worked. 

 

Although the corpus of archival and secondary sources was by no means exhaustive, 

combined the documents provided a comprehensive picture of the types of ways in which 

developments around the community health nurse role were addressed and presented.  

 

5.4.2 Data analysis  

In analysing the data, the focus of attention was on gaining an understanding of how the 

process of reviving and re-habitualizing professional values, traits and practices of the 

predecessor community health nurse evolved as well as on the experiences of focal actors 

throughout this process. The process of data analysis was abductive in that I explored multiple 

theoretical hunches in an effort to understand the research findings. This process was also 

informed by discussions of the emergent research findings with scholars from different 

theoretical streams during conferences and individual meetings. Throughout this process, I 

thus iteratively moved back and forth between the empirical material and existing theory 

(Locke, 2011). I used MAXQDA as a tool to code the data. While the various stages of data 

analyses overlapped, for reasons of clarity, I discern three stages in what follows.  

The first stage of data analysis was exploratory. I started with closely reading the 

interview transcripts, field notes, blogs and archival material. In doing so, I was intrigued by 

the number of utterances like “return to,” “back to,” or “how it used to be.” Consequently, I 

was interested in capturing what people ostensibly wanted to go back to.  

In stage two, I consulted with the literature on the professions and nursing. This let 

me to identify that “what was to be returned to”, reflected ideal-typical professional values, 

traits and practices. I further set out to identify how this legacy of the community health nurse 

related to, and informed, real-time assessments as well as future projections for the position 

and role of community health nurses. In doing so, I identified perceptions of loss as well as 

the longing for their return at different points in time, both prior to and after the reform. 

Moreover, I set out to identify how actors were engaged in the actual process of revival. In 

doing so, I explored emergent patterns regarding the association between experiences and 

reflections showing the significance attributed to the professional, values, traits and practices 

that were to be revived, and actual actions that reflected re-habitualization.  

Stage three consisted of further teasing out the experiences, reflections and actions 

of different actors at different points in time in the process of revival. This led me to discern 
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differences between the roles, reflections and experiences of different stakeholders. In doing 

so, I was moreover alerted to the predicament that community health nurses encountered in 

trying to re-habitualize the legacy that was projected upon them. This informed the 

identification of the different micro-process over time, in which the salience of particular 

sentiments differed, as did the role of different stakeholders. 

In the findings section below, quotes from the data are included to illustrate findings. 

In an effort to give the reader a sense of the tenor over time as well as how different actors 

experienced changes and acted upon these changes, I specify the type of stakeholder quoted, 

the data source or occasion as well as the month and year.  

 

5.5 Findings  

I identified how the ongoing process of institutional reincarnation, by means of re-

habitualizing professional values, traits and practices, comprised four different micro-

processes with a dominant sentiment. Pre-reform I first identified the micro-proceses of 

“nostalgic projection,” followed by “apprehensive questioning” shortly before the reform. 

Post-reform, the micro-process of “disillusioned re-assumption” co-existed with “imputing 

celebration.” As will be shown, nostalgia was found in all micro-processes. Table 5.1 and table 

5.2 show a selection of additional quotes that capture the different sentiments in the four 

micro-processes, and some of the challenges post-reform.  

 

5.5.1 Pre-reform: Nostalgic projection as initial driver of revival 

The initial driver of the process of reviving professional traits and practices of community 

health nurses was nostalgia, which became particularly prominent as off 2006. Nostalgia was 

readily apparent in reflections on how the organization of home-caregiving in the past was 

better than existing ways of organizing. In this sense, it included criticism on the lack of 

autonomy and the bounded practice domains of community health nurses. Their ostensibly 

marginalized role in the organization of the caregiving process was considered problematic, 

particularly, in relation to the quality of care that nurses delivered, as well as their visibility, 

the professional development and deteriorated self-appreciation of nurses.  

 

“The last few years, policy and management of the home-care sector, especially at the 

national level, have only focussed on quantity, production, and they purposefully did not 

chose for care in the community. Community health nurses have been given insufficient 

impulses for the development of their profession. We now face the consequences of that. 

[….] Home-care has lost its connection with the local community and is not recognized 

anymore. […] People want someone they know, from their own village or neighbourhood, 

and easy to approach.” (Former community health nurse, written account, July, 2005) 

 

“We used to have these home teams – GPs, community health nurse and social work 

together. I would like that to come back; in a modern form, that is.” (Former community 

health nurse and manager, written account, July 2005) 

 

Sharing similar critiques with regard to the organization of home-care, in 2006, a 

former community health nurse founded a new type of home-care organization in the 

Netherlands. “Buurtzorg”, as the organization was called (and which literally translates into 

“Neighbourhood care”), differed significantly from existing home-care organizations, which 

had hierarchical organizational structures, that were managed top-down and where tasks 

were highly differentiated at the lower levels of the organization.18 Its founder argued in a 

documentary: “Sometimes [nurses] have become wall-flowers because of the circumstances 

they are working in; management leads to wall-flowers.” Instead, Buurtzorg adopted a flat 

organizational structure, without allegedly redundant management layers. More importantly, 

descriptions of this new organization were rife with the legacy of the predecessor community 

health nurses, as were intended ways of working. That is, nurses formed small so-called self-

managing teams. Buurtzorg also strived to enhance and facilitate direct interactions with 

clients, re-establish short lines between community health nurses and GPs and facilitate the 

role of nurses as community insiders by housing team offices in the neighbourhoods they 

served. As such, Buurtzorg was said to deliver care in an “old-fashioned way”, in the sense 

that community health nurses ostensibly had been given back their professional autonomy, 

                                                       
18 For a general introduction to Buurtzorg, see their US [English] website: 
 http://www.buurtzorgusa.org/about-us/. 
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identification of the different micro-process over time, in which the salience of particular 
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In the findings section below, quotes from the data are included to illustrate findings. 

In an effort to give the reader a sense of the tenor over time as well as how different actors 

experienced changes and acted upon these changes, I specify the type of stakeholder quoted, 

the data source or occasion as well as the month and year.  
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The initial driver of the process of reviving professional traits and practices of community 

health nurses was nostalgia, which became particularly prominent as off 2006. Nostalgia was 

readily apparent in reflections on how the organization of home-caregiving in the past was 

better than existing ways of organizing. In this sense, it included criticism on the lack of 

autonomy and the bounded practice domains of community health nurses. Their ostensibly 

marginalized role in the organization of the caregiving process was considered problematic, 

particularly, in relation to the quality of care that nurses delivered, as well as their visibility, 

the professional development and deteriorated self-appreciation of nurses.  

 

“The last few years, policy and management of the home-care sector, especially at the 

national level, have only focussed on quantity, production, and they purposefully did not 

chose for care in the community. Community health nurses have been given insufficient 

impulses for the development of their profession. We now face the consequences of that. 

[….] Home-care has lost its connection with the local community and is not recognized 

anymore. […] People want someone they know, from their own village or neighbourhood, 

and easy to approach.” (Former community health nurse, written account, July, 2005) 

 

“We used to have these home teams – GPs, community health nurse and social work 

together. I would like that to come back; in a modern form, that is.” (Former community 

health nurse and manager, written account, July 2005) 

 

Sharing similar critiques with regard to the organization of home-care, in 2006, a 

former community health nurse founded a new type of home-care organization in the 

Netherlands. “Buurtzorg”, as the organization was called (and which literally translates into 

“Neighbourhood care”), differed significantly from existing home-care organizations, which 

had hierarchical organizational structures, that were managed top-down and where tasks 

were highly differentiated at the lower levels of the organization.18 Its founder argued in a 

documentary: “Sometimes [nurses] have become wall-flowers because of the circumstances 

they are working in; management leads to wall-flowers.” Instead, Buurtzorg adopted a flat 

organizational structure, without allegedly redundant management layers. More importantly, 

descriptions of this new organization were rife with the legacy of the predecessor community 

health nurses, as were intended ways of working. That is, nurses formed small so-called self-

managing teams. Buurtzorg also strived to enhance and facilitate direct interactions with 

clients, re-establish short lines between community health nurses and GPs and facilitate the 

role of nurses as community insiders by housing team offices in the neighbourhoods they 

served. As such, Buurtzorg was said to deliver care in an “old-fashioned way”, in the sense 
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18 For a general introduction to Buurtzorg, see their US [English] website: 
 http://www.buurtzorgusa.org/about-us/. 
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practice domains and responsibilities as much as possible. As one seasoned community health 

nurse reflected: 

“I was involved in setting up small self-managing teams who do everything themselves in 

a certain neighbourhood. These nurses listen to the client, respond to client’s needs, make 

their own schedules. The team makes sure that they know what the client wants and that 

commitments are honoured. In fact, it’s actually how we used to do it as community health 

nurses [in the 1980s].” (Community health nurse, written account, September 2013) 

With the benefit of hindsight, “the rise of Buurtzorg was important for the repositioning of 

the community health nurse years later” (Nivel, 2014). The “promising formula of Buurtzorg” 

informed early calls at the national political level for the return of the community health 

nurse. This is shown in the account of the State Secretary of Health, from 2008, saying: 

“As far as I’m concerned, the community health nurse returns, modernized, and as 

knowledgeable and devoted as before. This time, she won’t come on a Solex though; she 

will carry a personal computer.” 

In response to calls for extra budget to reposition the community health nurse, a large scale 

and long-term government-funded (research) project was initiated. Its primary purpose was 

to “put community health nurses back on the radar” through local initiatives.  

Intriguingly, the data showed that nostalgic feelings and efforts to revive the 

predecessor community health nurse were detached from lived experiences. That is, not only 

seasoned nurses who had lived experiences from working as community health nurse until 

the 1990s were carriers of the legacy and engaging in efforts to revive the community health 

nurse role. Community health nurses that were not even born when the predecessor 

community health nurse disappeared similarly showed nostalgic allusions as well as 

excitement with the prospect of “getting our profession back.” These nostalgic feelings that 

were detached from lived experience, may have been the result of nostalgic representations 

in various outlets. For example, they were present in training materials for community health 

nurses-to-be. Reflecting a rather romanticized picture of the past as well as a critical stance 

towards existing ways of organizing home-care, an institute for the preservation of the history 

of nursing created a short film for teaching purposes, in which community health nurses-to-

be learned about the past of their profession. The film features a community health nurse 

from a distant past (1950) and one representing a nurse from about 2010 who discuss their 

 

day-to-day work and realities (see Images 5.1a and 5.1b). The community health nurse from 

the 1950s is presented as more relaxed, and mentions that she has a close working 

relationship with the GP. The community health nurse from 2010, in turn, is presented as 

being in a hurry and working in a considerably more complex institutional environment. 

Likewise, the “new” occupational profile for community health nurses, introduced in 2012 

and explicating their domains of expertise and practice, draws nostalgic comparisons 

between the role practiced in the forlorn past and the “new” projected role, while criticizing 

the conditions in which existing community health nurses were working.  

 

 

Image 5.1a. and image 5.1b. Screen shot from a video for teaching purposes  
* Source: www.fni.nl, retrieved on May 12, 2017. 
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5.5.2 Pre-reform: Apprehensive questioning due to enduring ambiguity 

Over time, the conditions for and assets of reviving professional traits for community health 

nurses were further explored, recognized and emphasized. This eventually led to the 

announcement of the formal recovery of key practice domains for community health nurses 

as part of the 2015 reform. Particularly important for the role of position of community health 

nurses, was the intended reattribution of discretion in the assessment and allocation of care. 

Intriguingly, the arguments for doing so – more efficiency as well as better quality of care 

(Nivel, 2014) – echoed the arguments used some decades earlier to substantiate the 

introduction of the logic of managed care and the organization of home-care in a bureaucratic 

way, which had resulted in the marginalization of the occupational group of nurses.  

Either way, right after the announcement of the reform, the general tenor amongst 

both community health nurses and other stakeholders was one of excitement. Yet, the run 

up to the reform involved a rather unruly process. This affected the process of reviving and 

re-habitualization professional values, traits and practice domains by community health 

nurses and other stakeholders alike. In fact, the data indicate that after initial excitement 

about the projected revival of the community health nurse, the demeanour from excitement 

to apprehension and questioning. 

The first formal discussion about the reattribution of practice domains to community health 

nurses in parliament was in spring 2013. It follows that the remaining time to the reform in 

2015 was rather short. Within the two-year time-frame, developments regarding the 2015 

reform involved some policy measures being announced and then later retracted. Even as the 

fall of 2014 progressed, announcements of amendments and new laws continued. One blog 

writer stated that he could not see the wood for the trees anymore, and was longing for “a 

stop along the highway that home-care has become” for a moment of reflection and to catch 

some breath. In fact, with the reform approaching rapidly, apprehension grew and 

community health nurses, health care providers, educators, and health insurers “tried to 

postpone the introduction to January 2016, stating that the preparation time was too short” 

(Kroneman et al., 2016, p. 180). They were unsuccessful. 

Consequently, both nurses and educators experienced significant pressure as well as 

ambiguity. First, it was signalled that there probably were not enough community health 

nurses, with a bachelor’s degree that is, to begin with. In a pressurized effort to ensure that 

 

the expected increase in workload for community health nurses could be shared to remain 

bearable, calls were made to also rapidly up-skill lower-level nurses to earn a bachelor’s 

degree.  

“Besides a shortage of community health nurses, there are also concerns when it comes 

to quality. For decades, the assessment of care was not part of their professional practice. 

Efficient and effective care, aimed at supporting the self-reliance of clients, requires a new 

way of thinking and acting of everyone involved.” (Stakeholder organization, research 

report, October 2014) 

Second, as shown in the quote above, existing community health nurses also needed to be 

up-skilled so as to be able to re-habitualize their reattributed role and position. Yet, they were 

not entirely sure what this new role would comprise. A blog writer that had been rather 

excited about the reform started to express anxiety half-way through 2014, as various 

elements of the role of community health nurses remained ambiguous. The results of a 

questionnaire among community health nurses, similarly showed that members of the 

occupational group shared the sense of ambiguity of what was going to change as of 2015 

and what was expected of them. Ambiguity and the resulting difficulty of grasping what their 

profession would look like as off 2015, informed confusion and apprehension with existing 

community health nurses. This was reflected in the questions that this blog writer asked 

herself: 

“The community health nurse will actually be the community health nurse once again; free 

and independent. The remaining questions are of course, ‘how will all this be put in place, 

[…] who will have oversight, who will take care of coordination and connections, who 

ensures quality of care?’ According to the occupational profile, described by the Dutch 

Nursing Association, the community health nurse has a central role in all of this. But are 

[other] organizations already prepared for this? Are all community health nurses 

prepared? I’m not sure. For the time being, I’ll continue doing my job as a community 

health nurse and will continuously strive to deliver quality of care. The rest is for the future, 

even though this future is rather rapidly approaching.” (Community health nurse, blog, 

September 2014) 
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nurses were further explored, recognized and emphasized. This eventually led to the 

announcement of the formal recovery of key practice domains for community health nurses 

as part of the 2015 reform. Particularly important for the role of position of community health 

nurses, was the intended reattribution of discretion in the assessment and allocation of care. 

Intriguingly, the arguments for doing so – more efficiency as well as better quality of care 

(Nivel, 2014) – echoed the arguments used some decades earlier to substantiate the 

introduction of the logic of managed care and the organization of home-care in a bureaucratic 

way, which had resulted in the marginalization of the occupational group of nurses.  

Either way, right after the announcement of the reform, the general tenor amongst 

both community health nurses and other stakeholders was one of excitement. Yet, the run 

up to the reform involved a rather unruly process. This affected the process of reviving and 

re-habitualization professional values, traits and practice domains by community health 

nurses and other stakeholders alike. In fact, the data indicate that after initial excitement 

about the projected revival of the community health nurse, the demeanour from excitement 

to apprehension and questioning. 

The first formal discussion about the reattribution of practice domains to community health 

nurses in parliament was in spring 2013. It follows that the remaining time to the reform in 

2015 was rather short. Within the two-year time-frame, developments regarding the 2015 

reform involved some policy measures being announced and then later retracted. Even as the 

fall of 2014 progressed, announcements of amendments and new laws continued. One blog 

writer stated that he could not see the wood for the trees anymore, and was longing for “a 

stop along the highway that home-care has become” for a moment of reflection and to catch 

some breath. In fact, with the reform approaching rapidly, apprehension grew and 

community health nurses, health care providers, educators, and health insurers “tried to 

postpone the introduction to January 2016, stating that the preparation time was too short” 

(Kroneman et al., 2016, p. 180). They were unsuccessful. 

Consequently, both nurses and educators experienced significant pressure as well as 

ambiguity. First, it was signalled that there probably were not enough community health 

nurses, with a bachelor’s degree that is, to begin with. In a pressurized effort to ensure that 

 

the expected increase in workload for community health nurses could be shared to remain 

bearable, calls were made to also rapidly up-skill lower-level nurses to earn a bachelor’s 

degree.  

“Besides a shortage of community health nurses, there are also concerns when it comes 

to quality. For decades, the assessment of care was not part of their professional practice. 

Efficient and effective care, aimed at supporting the self-reliance of clients, requires a new 

way of thinking and acting of everyone involved.” (Stakeholder organization, research 

report, October 2014) 

Second, as shown in the quote above, existing community health nurses also needed to be 

up-skilled so as to be able to re-habitualize their reattributed role and position. Yet, they were 

not entirely sure what this new role would comprise. A blog writer that had been rather 

excited about the reform started to express anxiety half-way through 2014, as various 

elements of the role of community health nurses remained ambiguous. The results of a 

questionnaire among community health nurses, similarly showed that members of the 

occupational group shared the sense of ambiguity of what was going to change as of 2015 

and what was expected of them. Ambiguity and the resulting difficulty of grasping what their 

profession would look like as off 2015, informed confusion and apprehension with existing 

community health nurses. This was reflected in the questions that this blog writer asked 

herself: 

“The community health nurse will actually be the community health nurse once again; free 

and independent. The remaining questions are of course, ‘how will all this be put in place, 

[…] who will have oversight, who will take care of coordination and connections, who 

ensures quality of care?’ According to the occupational profile, described by the Dutch 

Nursing Association, the community health nurse has a central role in all of this. But are 

[other] organizations already prepared for this? Are all community health nurses 

prepared? I’m not sure. For the time being, I’ll continue doing my job as a community 

health nurse and will continuously strive to deliver quality of care. The rest is for the future, 

even though this future is rather rapidly approaching.” (Community health nurse, blog, 

September 2014) 
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Table 5.1. Data in support of the sentiments pre-reform 

Micro-process Representative quotes 
Nostalgic 
projection as 
initial driver  
of revival 

A registered nurse should do the case assessment, like in the old days. […] Based 
on their expertise, nurses are supposed to decide on what they should be 
doing in a client’s home. Registered nurses should be using their brains and 
common sense in situated practices. […] Health care providers should not 
have the feeling they stole 10 minutes if they spent more time with a client. 
When something needs to be prioritized, it should get the attention that is 
required, and it’s up to nurses to decide on that. In the past decades we’ve 
been on a long journey from the old community health nurse, whose 
assignment it was to ensure the health of patients, to thinking in terms of 
‘care products’ with all kinds of accompanying numbers and payments. 
However, care cannot be described in terms of products. Care is not a 
product. Although it has to be paid, in essence, care has something gratuitous 
to it. Characteristic to care is its spontaneity, it isn’t asked for, but wanted 
and is needed. It may sound like patronizing, but it isn’t. (Non-nurse expert, 
written account in book, July, 2005) 

In the 1980s, the community health nurse was close to the GP, similar to the 
maternity nurse. With the three of us, we wore the crown, so to say. […] It 
was much more direct and quick than it is these days, and most of all more 
genially. […] I had stopped working in home-care for a while. In 2000, when I 
came back working in this sector, it had radically changed. We had to do time-
writing, and you had to work with care packages as well as product codes. 
We deliver care based on minutely descriptions. Contact with clients has 
decreased. We used to have half a day, or so, to spend with clients, now it’s 
only an hour here and an hour there. (Community health nurse, written 
account in research report, September 2013) 

In the past few years it has actually shocked me that the position of home-care 
organizations, that followed-up the so-called cross associations, in the health 
care sector has slowly but steadily weakened. Different from my early years, 
the broad range of services to the people is now divided over several 
organizations. One may wonder whether that’s a bad thing. Many say that it 
doesn’t really matter; may be they are right. Personally, though, I think it’s a 
shame that small scale associations with a broad range of services that were 
strongly anchored in society have been replaced by large scale and often 
bureaucratically organized organizations. Despite the fact that health care 
professionals wholeheartedly do their work, and work towards 
improvements and a broader range of services in home-care, the 
organizations in which they work are failing to take the lead in developments 
and too often end up in a follower-position. (Non-nurse expert, written 
account in book, July 2005) 

 
(continued)

 

Table 5.1. Continued 

Micro-process Representative quotes 
Nostalgic 
projection as 
initial driver of 
revival 
(continued) 

We need to help community health nurses to retrieve their holistic view as well as 
regain the realization that they’re part of a network in the community in 
which they have to search for the right paths, if needed with their client. As 
professionals, they need discretionary space to assess what a client needs 
and the freedom to act accordingly. […] They probably will need to re-acquire 
“old” skills, but will also have to acquire new knowledge and skills. Some of 
the old training – Societal Health care – may need to come back, but there 
are also new aspects to it, such as automation. And the cooperation with GP 
should be taken up again. […] In the home-care sector, protests against 
certain developments came from individuals, while the occupational group 
as a whole never stood up against what happened – for example the care 
products, the mega-mergers – and has neither come with alternatives. (Non-
nurse experts, written account, July 2009) 

 
Apprehensive 
questioning 
due to 
enduring 
ambiguity 

After the corrosion of the profession of community health nurses, it is currently 
on the rise. The community health nurse is indispensable for care delivered 
in people’s homes. Although we believe that present-day community health 
nurses will be able to live up to this new role, many of them do not yet have 
the skills, particularly when it comes to assessing care needs, allocating care 
and organizing care delivery. (Non-nurse experts, blog, September 2014) 

I know, about a month ago I wrote I didn’t really know what 2015 is going to bring 
us (or me at least). I haven’t thrown in the towel, but instead have been busy 
figuring out what we will be facing. Admittedly: a lot is not clear as yet […] 
Surely, difficult times ahead for the health care sector, for society, for the 
politicians involved. The other day, Secretary of State Van Rijn, was given a 
hefty thumb on the nose, so to speak, by a protester. If we would start 
thinking in possibilities instead of problems, we will be better equipped for 
the difficult times ahead! Right!? (Non-community health nurse, blog, 
October 2014) 

Last year in December [2014] I wrote, ‘It is going to be an exciting year’. We were 
just before the implementation of the reform of the long-term care sector. 
And, oh boy, weren’t we all, as community health nurses, a bit anxious about 
what lay ahead. […] In all honesty, I had drops of cold sweat on my forehead. 
(Community health nurse, blog, December 2015) 
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Table 5.1. Data in support of the sentiments pre-reform 

Micro-process Representative quotes 
Nostalgic 
projection as 
initial driver  
of revival 

A registered nurse should do the case assessment, like in the old days. […] Based 
on their expertise, nurses are supposed to decide on what they should be 
doing in a client’s home. Registered nurses should be using their brains and 
common sense in situated practices. […] Health care providers should not 
have the feeling they stole 10 minutes if they spent more time with a client. 
When something needs to be prioritized, it should get the attention that is 
required, and it’s up to nurses to decide on that. In the past decades we’ve 
been on a long journey from the old community health nurse, whose 
assignment it was to ensure the health of patients, to thinking in terms of 
‘care products’ with all kinds of accompanying numbers and payments. 
However, care cannot be described in terms of products. Care is not a 
product. Although it has to be paid, in essence, care has something gratuitous 
to it. Characteristic to care is its spontaneity, it isn’t asked for, but wanted 
and is needed. It may sound like patronizing, but it isn’t. (Non-nurse expert, 
written account in book, July, 2005) 

In the 1980s, the community health nurse was close to the GP, similar to the 
maternity nurse. With the three of us, we wore the crown, so to say. […] It 
was much more direct and quick than it is these days, and most of all more 
genially. […] I had stopped working in home-care for a while. In 2000, when I 
came back working in this sector, it had radically changed. We had to do time-
writing, and you had to work with care packages as well as product codes. 
We deliver care based on minutely descriptions. Contact with clients has 
decreased. We used to have half a day, or so, to spend with clients, now it’s 
only an hour here and an hour there. (Community health nurse, written 
account in research report, September 2013) 

In the past few years it has actually shocked me that the position of home-care 
organizations, that followed-up the so-called cross associations, in the health 
care sector has slowly but steadily weakened. Different from my early years, 
the broad range of services to the people is now divided over several 
organizations. One may wonder whether that’s a bad thing. Many say that it 
doesn’t really matter; may be they are right. Personally, though, I think it’s a 
shame that small scale associations with a broad range of services that were 
strongly anchored in society have been replaced by large scale and often 
bureaucratically organized organizations. Despite the fact that health care 
professionals wholeheartedly do their work, and work towards 
improvements and a broader range of services in home-care, the 
organizations in which they work are failing to take the lead in developments 
and too often end up in a follower-position. (Non-nurse expert, written 
account in book, July 2005) 

 
(continued)

 

Table 5.1. Continued 

Micro-process Representative quotes 
Nostalgic 
projection as 
initial driver of 
revival 
(continued) 

We need to help community health nurses to retrieve their holistic view as well as 
regain the realization that they’re part of a network in the community in 
which they have to search for the right paths, if needed with their client. As 
professionals, they need discretionary space to assess what a client needs 
and the freedom to act accordingly. […] They probably will need to re-acquire 
“old” skills, but will also have to acquire new knowledge and skills. Some of 
the old training – Societal Health care – may need to come back, but there 
are also new aspects to it, such as automation. And the cooperation with GP 
should be taken up again. […] In the home-care sector, protests against 
certain developments came from individuals, while the occupational group 
as a whole never stood up against what happened – for example the care 
products, the mega-mergers – and has neither come with alternatives. (Non-
nurse experts, written account, July 2009) 

 
Apprehensive 
questioning 
due to 
enduring 
ambiguity 

After the corrosion of the profession of community health nurses, it is currently 
on the rise. The community health nurse is indispensable for care delivered 
in people’s homes. Although we believe that present-day community health 
nurses will be able to live up to this new role, many of them do not yet have 
the skills, particularly when it comes to assessing care needs, allocating care 
and organizing care delivery. (Non-nurse experts, blog, September 2014) 

I know, about a month ago I wrote I didn’t really know what 2015 is going to bring 
us (or me at least). I haven’t thrown in the towel, but instead have been busy 
figuring out what we will be facing. Admittedly: a lot is not clear as yet […] 
Surely, difficult times ahead for the health care sector, for society, for the 
politicians involved. The other day, Secretary of State Van Rijn, was given a 
hefty thumb on the nose, so to speak, by a protester. If we would start 
thinking in possibilities instead of problems, we will be better equipped for 
the difficult times ahead! Right!? (Non-community health nurse, blog, 
October 2014) 

Last year in December [2014] I wrote, ‘It is going to be an exciting year’. We were 
just before the implementation of the reform of the long-term care sector. 
And, oh boy, weren’t we all, as community health nurses, a bit anxious about 
what lay ahead. […] In all honesty, I had drops of cold sweat on my forehead. 
(Community health nurse, blog, December 2015) 
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By comparison, the accounts of former nurses as well as non-nurse experts continued 

to show nostalgic references to a better forlorn past, celebrating professional traits and 

attributes of predecessors. In fact, former community health nurses celebrated the 

professional traits and character attributes they had supposedly possessed themselves and 

projected these on existing members of the occupational group. In doing so, these actors 

critically noted how existing community health nurses lacked such attributes, pointing out the 

identified demeanour with the existing occupational members.  

“After the first excitement that community health nurses can again enact their profession 

across the board, there is currently some apprehension noticeable. Some community 

health nurses seem to expect that they will run into dilemmas and are expecting problems. 

[…] The phenomenon that people are anxious for the unknown in itself is known. Often, 

people tend to back down to take steps in the unknown. But that it’s essentially community 

health nurses that are currently backing down is rather odd. One would assume it’s in their 

DNA to step into people’s homes, not knowing what they’ll find there. Yet, something is 

asked from community health nurses that they did not do for quite some time.” (Non-

nurse experts, blog, November, 2014) 

Actually, this way of projecting on existing community health nurses was found throughout 

the process of revival – while being most salient at the end of the study (see below) – and 

continuously roused the on-going process. 

 

5.5.3 Post-reform: Disillusioned re-assumption due to demarcated re-habitualization  

“Since January 2015, basically the whole health care system revolves around the 

deployment of community health nurses. Shouldn’t we have seen this coming? Of course 

we should have. If we’d known our history we could have known what community health 

nurses were doing in the 1950’s, what their norms and values were, how they assessed 

needs, and how important this was and is for the Dutch health care sector.” (Former 

community health nurse, blog, February 2015) 

After the reform, existing community health nurses turned around rather quickly with regard 

to presenting themselves as independent professionals, instead of expressing apprehension, 

and claiming recognition. Yet, although “the community health nurse was put on a pedestal” 

(Non-nurse expert, informal conversation, November 2016), it also became rapidly apparent 

 

that the actual re-habitualization professional traits and practice domains was not self-

evident as predicament was encountered. At this point, continuing nostalgic projections and 

comparisons with the legacy of the predecessor community health nurse informed disillusion 

with existing community health nurses and other stakeholders alike.  

“I remember thinking, in the run-up to the reform, ‘hooray, we are allowed something 

again, we can do what we want again!’ […] Yet, my expectations were significantly higher, 

yes absolutely. They [policy-makers] promised us the moon, so to speak. […] However, I 

still expect that something will be done with all of this. I still have faith.” (Community 

health nurse, interview, November 2016) 

 

After the reform, the aforementioned concerns about existing community health 

nurses lacking the skills to re-habitualize the projected practice domains became reality in 

many instances. During an expert meeting (April, 2016) a manager from a home-care 

organization noted that it was hardly surprising that existing community health nurses were 

struggling as they had barely been prepared for the tasks and responsibilities at hand. 

Therewith, this manager, and others with similar statements, referred to the fact that, for 

decades, community health nurses had been following managerial instructions, and had 

hardly enjoyed responsibilities or autonomy. The manager continued by saying that “these 

nurses are part of a lost generation of community health nurses that, after they finished their 

training, started working in an environment in which they were ‘switched off’.”  

Using the same metaphor, it was actually a quite common saying that “community 

health nurses have to be switched on again”. Yet, the metaphor of just “pulling a switch” 

neglects the fact that some of the projected professional attributes ostensibly were 

romanticized over time. Instead, the metaphor suggests that the professional traits and 

practice domains ascribed to the predecerror community health nurse could be easily re-

contextualized and transferred through time to be enacted in another institutional 

environment. As one nurse reflected: 

 “I think it has been romanticized on some points. I mean, I heard some colleagues 

cheering, ‘we’re going back to 20 years ago!’ But then I thought, ‘that’s not at all possible 

because our society is different, as is caregiving.’ So yes, parts of it sounded romanticized, 
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By comparison, the accounts of former nurses as well as non-nurse experts continued 

to show nostalgic references to a better forlorn past, celebrating professional traits and 

attributes of predecessors. In fact, former community health nurses celebrated the 

professional traits and character attributes they had supposedly possessed themselves and 

projected these on existing members of the occupational group. In doing so, these actors 

critically noted how existing community health nurses lacked such attributes, pointing out the 

identified demeanour with the existing occupational members.  

“After the first excitement that community health nurses can again enact their profession 

across the board, there is currently some apprehension noticeable. Some community 

health nurses seem to expect that they will run into dilemmas and are expecting problems. 

[…] The phenomenon that people are anxious for the unknown in itself is known. Often, 

people tend to back down to take steps in the unknown. But that it’s essentially community 

health nurses that are currently backing down is rather odd. One would assume it’s in their 

DNA to step into people’s homes, not knowing what they’ll find there. Yet, something is 

asked from community health nurses that they did not do for quite some time.” (Non-

nurse experts, blog, November, 2014) 

Actually, this way of projecting on existing community health nurses was found throughout 

the process of revival – while being most salient at the end of the study (see below) – and 

continuously roused the on-going process. 

 

5.5.3 Post-reform: Disillusioned re-assumption due to demarcated re-habitualization  

“Since January 2015, basically the whole health care system revolves around the 

deployment of community health nurses. Shouldn’t we have seen this coming? Of course 

we should have. If we’d known our history we could have known what community health 

nurses were doing in the 1950’s, what their norms and values were, how they assessed 

needs, and how important this was and is for the Dutch health care sector.” (Former 

community health nurse, blog, February 2015) 

After the reform, existing community health nurses turned around rather quickly with regard 

to presenting themselves as independent professionals, instead of expressing apprehension, 

and claiming recognition. Yet, although “the community health nurse was put on a pedestal” 

(Non-nurse expert, informal conversation, November 2016), it also became rapidly apparent 

 

that the actual re-habitualization professional traits and practice domains was not self-

evident as predicament was encountered. At this point, continuing nostalgic projections and 

comparisons with the legacy of the predecessor community health nurse informed disillusion 

with existing community health nurses and other stakeholders alike.  

“I remember thinking, in the run-up to the reform, ‘hooray, we are allowed something 

again, we can do what we want again!’ […] Yet, my expectations were significantly higher, 

yes absolutely. They [policy-makers] promised us the moon, so to speak. […] However, I 

still expect that something will be done with all of this. I still have faith.” (Community 

health nurse, interview, November 2016) 

 

After the reform, the aforementioned concerns about existing community health 

nurses lacking the skills to re-habitualize the projected practice domains became reality in 

many instances. During an expert meeting (April, 2016) a manager from a home-care 

organization noted that it was hardly surprising that existing community health nurses were 

struggling as they had barely been prepared for the tasks and responsibilities at hand. 

Therewith, this manager, and others with similar statements, referred to the fact that, for 

decades, community health nurses had been following managerial instructions, and had 

hardly enjoyed responsibilities or autonomy. The manager continued by saying that “these 

nurses are part of a lost generation of community health nurses that, after they finished their 

training, started working in an environment in which they were ‘switched off’.”  

Using the same metaphor, it was actually a quite common saying that “community 

health nurses have to be switched on again”. Yet, the metaphor of just “pulling a switch” 

neglects the fact that some of the projected professional attributes ostensibly were 

romanticized over time. Instead, the metaphor suggests that the professional traits and 

practice domains ascribed to the predecerror community health nurse could be easily re-

contextualized and transferred through time to be enacted in another institutional 

environment. As one nurse reflected: 

 “I think it has been romanticized on some points. I mean, I heard some colleagues 

cheering, ‘we’re going back to 20 years ago!’ But then I thought, ‘that’s not at all possible 

because our society is different, as is caregiving.’ So yes, parts of it sounded romanticized, 
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making me think, ‘what is it that we’re trying to do here?’” (Community health nurse, 

interview, November 2016) 

 

Apart from existing community health nurses still being in the process of acquiring the 

skills to re-habitualize the attributed role and practice domains, re-habitualization was further 

hindered due to predicament encountered in the existing institutional environment. In this 

regard, a lack of resources to perform additional tasks was mentioned regularly. As one 

manager stated during an expert meeting (in April 2016): “Yes, the government gives the 

community health nurse a larger role, but there’s no extra money available for home-care to 

actually cover the associated costs.” Despite conveying that the plethora of new tasks and 

responsibilities were justly “what community health nurses ought to be doing,” nurses 

simultaneously experienced and expressed that it was quite a lot to take on. Describing the 

internal discussion that one nurse regularly experienced:  

“I work full-time and still do not have enough time to perform all tasks that belong to a 

community health nurse. ‘Are you unable to prioritize?’, you could ask me. I think I actually 

am able to. ‘Are you not able to oversee it all?’ No, I am not, because I only have two arms 

and two legs (and one head). Does this make me a bad community health nurse?” 

(Community health nurse, blog, February 2016) 

Others noted that re-habitualization was demarcated by a lack of clarity with regard to the 

reforms of the financial structure.  

“On paper, preparations for the reform were adequate. The Dutch Nursing Association 

developed a guideline with norms, and, by the end of 2015, most community health nurses 

were trained properly. However, reality has been refractory. As it turned out, it wasn’t 

always clear what care was reimbursed by which law. As a result, the community health 

nurse got too much on her plate, and insurance companies got the bill.” (Community 

health nurse, blog, May 2017) 

This lack of resources and clarity resulted from the aforementioned haste with which the 

reform had been introduced, and the compresenhiveness of the changes it had entailed in 

practice.  

 

Besides, the actual reincarnation was affected by the enduring existence and influence 

of the logic of managed care. This was reflected in control mechanisms and accountability 

requirements from health insurance agencies, the (local) government, and the home-care 

organizations in which nurses worked. In this regard, it needs mention that community health 

nurses were surely not the only ones experiencing ambiguity. Important referent audiences, 

such as general phycisians as well as employees from insurance companies or municipalities, 

also did. In essence, community health nurses experienced less autonomy than expected. In 

essence, nurses’ accounts indicated that they had seemingly expected that the formal revival 

of the community health nurse would by implication comprise the recognition of their role 

and position by these referent audiences. Similarly, the data indicate that nurses expected 

that trust and status, that precursor nurses had enjoyed would, come naturally and directly.  

“Previously, the community health nurse was as important as the notary or the priest, 

seriously, also equal to the GP. You know, they really were ‘a somebody’ in the community. 

I guess it should have been something similar right now. […] However, we don’t really have 

that kind of status.” (Community health nurse, interview, December 2016)  

Yet, instead of finding traction and recognition, community health nurses felt they 

continuously had to prove themselves as their judgments were questioned or misunderstood.  

“I guess they wanted to return some autonomy to community health nurses. On the one 

hand, this seems to have worked out to some extent. On the other hand, though, there 

are still all these demands about how we should go about, and insurance companies 

continue to enact influence, saying, ‘we want this, and we want to see this and that.’” 

(Community health nurse, interview, April 2017)  

 

“The community health nurse is a certified professional who coordinates care in the 

community, in theory that is. In practice, we are treated as a nobody. We are no equal 

partners when it comes to cooperation. No, our work has to be checked three times before 

something gets to be done. I guess I’m speaking on behalf of many others when I say: we’re 

fed up with it. […] When will community health nurses be trusted? When a GP diagnoses 

pneumonia and prescribes antibiotics, its done. When a community health nurse has 

diagnosed a client’s care needs, this is followed by a time-consuming load of paper work 

to check on us. […] The current health care system does not show any trust in community 
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making me think, ‘what is it that we’re trying to do here?’” (Community health nurse, 

interview, November 2016) 

 

Apart from existing community health nurses still being in the process of acquiring the 

skills to re-habitualize the attributed role and practice domains, re-habitualization was further 

hindered due to predicament encountered in the existing institutional environment. In this 

regard, a lack of resources to perform additional tasks was mentioned regularly. As one 

manager stated during an expert meeting (in April 2016): “Yes, the government gives the 

community health nurse a larger role, but there’s no extra money available for home-care to 

actually cover the associated costs.” Despite conveying that the plethora of new tasks and 
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(Community health nurse, blog, February 2016) 
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“On paper, preparations for the reform were adequate. The Dutch Nursing Association 

developed a guideline with norms, and, by the end of 2015, most community health nurses 

were trained properly. However, reality has been refractory. As it turned out, it wasn’t 

always clear what care was reimbursed by which law. As a result, the community health 

nurse got too much on her plate, and insurance companies got the bill.” (Community 

health nurse, blog, May 2017) 

This lack of resources and clarity resulted from the aforementioned haste with which the 

reform had been introduced, and the compresenhiveness of the changes it had entailed in 

practice.  

 

Besides, the actual reincarnation was affected by the enduring existence and influence 

of the logic of managed care. This was reflected in control mechanisms and accountability 

requirements from health insurance agencies, the (local) government, and the home-care 

organizations in which nurses worked. In this regard, it needs mention that community health 

nurses were surely not the only ones experiencing ambiguity. Important referent audiences, 

such as general phycisians as well as employees from insurance companies or municipalities, 

also did. In essence, community health nurses experienced less autonomy than expected. In 

essence, nurses’ accounts indicated that they had seemingly expected that the formal revival 

of the community health nurse would by implication comprise the recognition of their role 

and position by these referent audiences. Similarly, the data indicate that nurses expected 

that trust and status, that precursor nurses had enjoyed would, come naturally and directly.  

“Previously, the community health nurse was as important as the notary or the priest, 

seriously, also equal to the GP. You know, they really were ‘a somebody’ in the community. 

I guess it should have been something similar right now. […] However, we don’t really have 

that kind of status.” (Community health nurse, interview, December 2016)  

Yet, instead of finding traction and recognition, community health nurses felt they 

continuously had to prove themselves as their judgments were questioned or misunderstood.  

“I guess they wanted to return some autonomy to community health nurses. On the one 

hand, this seems to have worked out to some extent. On the other hand, though, there 

are still all these demands about how we should go about, and insurance companies 

continue to enact influence, saying, ‘we want this, and we want to see this and that.’” 

(Community health nurse, interview, April 2017)  

 

“The community health nurse is a certified professional who coordinates care in the 

community, in theory that is. In practice, we are treated as a nobody. We are no equal 

partners when it comes to cooperation. No, our work has to be checked three times before 

something gets to be done. I guess I’m speaking on behalf of many others when I say: we’re 

fed up with it. […] When will community health nurses be trusted? When a GP diagnoses 

pneumonia and prescribes antibiotics, its done. When a community health nurse has 

diagnosed a client’s care needs, this is followed by a time-consuming load of paper work 

to check on us. […] The current health care system does not show any trust in community 
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health nurses. Instead it’s based on distrust and surveillance. Let us do the job we’ve been 

trained for – I bet we’ll be able to deliver cheaper and more efficient care.” (Community 

health nurse, blog, June 2015) 

In expressing their disillusion, community health nurses’ accounts reflected the 

imagery of the traits and attributes of predecessor community health nurses, and regularly 

drew on drawing symbolic legacies. One of these symbolic legacies was the image of nurses 

riding a Solex motor and what it represented (see Image 5.2). As one nurse stated:  

“To me, that picture of the community health nurse on the Solex motor represents 

freedom. It represents nurses that had opportunities and options to let people stay at 

home as long as possible. That would be the image that I get from thinking of the Solex 

motor.”  

Interviewer: Do you consider yourself to be free in this regard? 

“No, I don’t, because there are limits to what the government will allow to do in practice.” 

(Community health nurse, interview, November 2016) 

Other stakeholders would similarly draw on the symbolic legacy of the nurse on the Solex 

motor. For example, image 5.2, is a picture from ca. 1960 from a nurses on a Solex motor, 

accompanied a written account (November 2017) about how present-day nurses and policy 

makers should learn from the past in facing the future of home-based care.  

Aligned with accounts from before the reform, some former community nurses 

implicitly expressed a moral judgement or disappointment about professional traits that had 

been lost altogether and that re-habitualizing them was not self-evident.  

“In particular, the ‘new’ tasks of the community health nurse are important. […] How many 

hours of care someone receives, what kind of care, how to organize this, and who has to 

provide it, all this is once more decided upon by community health nurses. However, 

existing community health nurses didn’t have the expertise for this anymore; they 

gradually lost this art in the last 20 years. So now in-service courses on how to assess care 

are mushrooming. Current community health nurses actually need to be trained en masse 

on a domain that, from 1895 till the beginning of the 1990s, they knew better than anyone 

else.” (Former community health nurse, blog, March 2015) 

 

 

Image 5.2. Nurse with Solex motorcycle 
Source: www.fni.nl, retrieved one December 12, 2017. 
 

 

In this section, I have shown that the re-habitualization of the practices of the forlorn 

community health nurse, and the recognition thereof by referent audiences, were to be 

accomplished within an institutional environment a logic of managed care continued to exist. 

I moreover show that the sentiment of disillusion and the perception of demarcated re-

habitualization are mainly informed by references to the legacy of, and comparisons with, the 

predecessor community health nurse. In the next section, I show that others simultaneously 

actively celebrated and engaged in the ongoing re-habilization process.  
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Table 5.2. Data in support of the sentiments and challenges post-reform 

Micro-process Representative quotes 
Disillusioned 
re-assumption 
due to demar-
cated re-habi-
tualization 

If you look at the core – the core being that community health nurses have a 
signalling role, and are closer to the GP instead of being just their servant, and 
seeing more people in the community, including [potential] clients that may 
be invisible – all that, I think, could be very positive things to pursue. However, 
we are now about 1,5 years after the reform, and I do not think we are at the 
point we had predicted that we would be 1,5 years ago; no not at the point 
that we had hoped and had expected to be. No, so far I don’t think that this 
has gotten off the ground. As I see it, we are not there yet. (Community health 
nurse, interview, November 2016)  

Community health nurses are being better equipped to work towards 
strengthening clients’ self-reliance, also in more complex situations. The 
training curricula for registered nurses are rapidly adjusted in this regard. 
However, while the same is expected from other team members – going along 
in new developments, characterized by a more facilitating role (to make sure 
that…) rather than doing everything for a client – they are not adjusting or 
taught in a different way. This may cause friction in teams, lack of clarity and 
therewith a decreased quality of care. […] Community health nurses need to 
take along team members. However, this is a long-term trajectory, in which 
community health nurses also need to be supported by their employer. If we 
want to continue delivering good quality of care, everyone else who is involved 
in care delivery also needs to be taken along. As was evident with the 
community health nurses, a change like that does not happen overnight. 
Continuous training on the job, and clear agreements about everyone’s 
developmental trajectory are required. (Non-nurse experts, blog, April 2017) 

Yes, I guess I’m nonetheless frustrated, because we thought we’d be autonomous 
again, right? Like independent professionals… But we’re still tied up to the 
organization. (Community health nurse, interview, April 2017)  

Previous community health nurses had a clear picture of what was going on in the 
village or the neighbourhood they served. That’s basically what we would 
want. (Community health nurse, interview, May 2017) 

An important reason is that in many organizations community health nurses are 
hardly given the chance to appropriately take up their new tasks, because their 
employer still focuses on production instead of on what the client needs. (Non-
nurse experts, blog, May 2017) 

The current state of affairs is that we have rapidly dismantled residential care 
homes [intramural care], but that the investments that were concurrently 
required in home care are lacking completely. In other words, we have seen 
hefty budget cuts on residential care, but the resources that have come 
available were not re-allocated to home-care. […] If we want to allow for 
people to stay in their own homes, we can’t but make available extra 
resources. (Non-nurse experts, blog, August 2017) 

(continued)  

 

Table 5.2. Continued 

Micro-process Representative quotes 
Imputing 
celebration of 
re-habitualiza-
tion 

Now, a year later, I can say with my hand on my heart that the reform of the long-
term care sector has been a good thing. Community health nurses have 
professionalized enormously. (Community health nurse, blog, December 2015) 

So, hooray for the new way of assessing care, which allows us to diagnose care 
again. We are back to thinking about the problem [of the client] and the 
connecting factors. The latter are actually the points of action on which we 
focus our interventions. As a result, we can act purposefully in terms of care 
delivery and prevention. Our message is: nurses and students in the 
community, wake up. Diagnosing care is the core of our occupation. Stop the 
old-fashioned way of thinking, because this new way of thinking is so much 
fun. (Community health nurse, blog, April 2016) 

When the occupational group of community health nurses starts to speak up, for 
itself that is, we become ever more visible. Only then, every (future) student, 
government official, insurance company, and politician will see that society 
cannot do without community health nurses! No nurses, no future. 
(Community health nurse, blog, May 2017) 

I understand that politicians can only spend money only one time. However, how 
can the proposed budget cuts be reconciled with the shorter periods of 
hospitalization, or with the patients that come from a specialized nursing 
department in the hospital and now receive care in their own homes by a team 
of holistic nurses. This requires a greater capacity of nurses in the community. 
[…] Are we too modest by only bringing up for discussion the bottlenecks and 
possible solutions, and being happy with small things? Are we capable of 
making a strong case for home-care, like Hugo Borst did for care in nursing 
homes? Does home-care also need a ‘Hugo Borst’?19 I think we can be our own 
“Hugo Borst”. (Community health nurse, blog, November 2017) 

 

                                                       
19 Hugo Borst is a famous writer, columnist, editor, and soccer analyst in the Netherlands. He wrote a 
manifest in which he urged the government to invest more money for care in nursing homes. The 
manifest received a lot of (media) attention and enjoyed wide support, from both citizens and 
politicians. Eventually, an considerably increased budget was allocated to nursing homes. 
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5.5.4 Post-reform: Imputing celebration of re-habitualization  

The data indicate that not all community health nurses and other stakeholder were 

disillusioned with the process of re-habitualization. Instead, some were imputing the 

celebration of the potential of re-habitualizing forlorn professional values, traits and practices 

domains. These actors recognized the need for further strides and purposeful strives in the 

process, and wanted to motivate (other) members of the occupational group. Rather than 

considering the aforementioned institutional environment and some of its actors as 

hindering, these actors purposefully addressed the occupational group to take responsibility. 

This was oftentimes done by offering (other) community health nurses a mirror and pointing 

out their own essential part in the process of re-habitualizating the new role and position, as 

well as the recognition thereof by others.  

For example, in an effort to support community health nurses in the process of 

change, the Dutch Nursing Association organized so-called “ambassador trajectories” as of 

May 2013. In these trajectories community health nurses were taught communicative skills, 

amongst other things, to express voice, to represent their occupational group in various 

consultative bodies and increase the recognition and visibility of their occupation. Amongst 

them were some relatively young community health nurses who started to actively encourage 

fellow community health nurses to take part in the occupational change process.  

Conferences organized by and for occupational members further provided important 

settings in which existing community health nurses were imputed celebration. The titles and 

announcements of meetings and conferences on the subject of community health nursing 

often deployed moral and symbolic legacies that were directly associated with the ideal-type 

community health nurse, being both nostalgic and projective at the same time. For example, 

a symposium was titled, “Is the community health nurse back?”, and had a flyer with an image 

of a self-confident and proud-looking community health nurse from the past (see Image 5.3). 

In a similar vein, a conference for community health nurses organized by the Dutch Nursing 

Association was called “Back to the future, yes we can,” with a sub-title saying, “Start working 

towards the future of community health nursing, while glancing at the past.” As such, the past 

was invoked regularly and intimately entwined with projections of, and reflections on the 

further re-habitualization of the ascribed professional traits and practices (in the future).  

 

 

 

Image 5.3. Flyer for a symposium, held in June 2016, titled “Is the community health nurse 
back?”  
* Source: www.fni.nl, retrieved on June 1, 2016. 

 

More importantly, during these conferences, speakers projected on attending 

community health nurses that they had been expectant to break free from their marginalized 

position and (re)professionalize. Moreover, speakers imputed characteristics such as being 

tough, creative, and innovative, independent nurses – “like your predecessors” – on 

attendees. Moreover, such projections were particularly found in the manner in which 

questions or remarks from attendees were responded to. For example, questions or remarks 

from hesitant community health nurses about difficulties encountered in their day-to-day 

work were steadily addressed with a return question in the sphere of: “What have you done, 

or who have you talked to, to solve this issue?” In a similar vein, a remark from an attending 

community health nurses about referent audiences that did not acknowledge their new role 

and position was responded to by saying: 
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“They might not because we have not made enough strides in showing our professions’ 

worth. If we are not convinced by it ourselves, why would they be?” (Community health 

nurse, observation during conference, May 2017) 

As such, occupational members were stimulated to reflect on their own role and attitude with 

regard to re-habitualizing the projected values traits and practices. Similarly, community 

health nurses were called upon to open “the black box of their day-to-day work” and show 

their professions’ worth, as this would enhance the recognition by referent others.  

Likewise, blog writers in particular engaged in efforts to challenge and encourage fellow 

community health nurses to stand up for the profession and express and show their 

profession’s worth.  

“The qualification [to assess care] is back with the professional, with the accompanying 

autonomy and responsibility. But as Spiderman was once said, ‘With great power comes 

great responsibility [original in English].’ How do we go about this as community health 

nurses?” (Community health nurse, blog, May 2017) 

 

“If we, as community health nurses, want to be an autonomous player in the field of home-

care, then we need to break free from this strait-jacket. We all have to shout that more 

has to happen. As independent central figures in home-care, we need to take our role, so 

as to deliver even better care in the community. This requires trust from the health 

insurance companies in our occupational group. However, we need to show what we are 

capable of; we need to claim their trust. It’s time.” (Community health nurse, blog, 

December 2015) 

Another nurse exclaimed (in writing): “This is who we are, this is what our profession is all 

about. […] Albeit through trial and error, take on that role!” After describing various cases to 

testify for the salience and importance of community health nurses, this nurse continued her 

blog with saying: 

“And I could and should give many more similar examples, because when community 

health nurses share their experiences and results, their added value becomes clear. We 

should convey to everyone what we do for and with our clients, until its clear for [the 

people we collaborate with]. As an occupational group we should invest in that!” 

(Community health nurse, blog, May 2017)  

 

To reiterate, whereas the data indicate the salience of nostalgic allusions throughout 

the ongoing process studied, in more recent accounts such allusions inform projections for 

the future. As was also powerfully shown in the quote at the beginning of this paper, while 

keeping with the legacy, nurses’ accounts and calls were inherently prospective in the sense 

that they repeatedly reflected promotive and normative projections for the ongoing process 

of re-habitualization.  

 

5.6 Discussion  

In this chapter, the aim was to understand how the process of institutional reincarnation 

through the revival and re-habitualization of professional values, traits and practices after 

decades of latency evolved. I reveal how this process went through four different though 

entwined micro-processes characterized by contrasting sentiments, with nostalgia being 

identified in each micro-process. Pre-reform, I found how the moral and symbolic legacies of 

the community health nurse particularly endured through “nostalgic projection.” 

Subsequently, “apprehensive questioning” showed when real-time nurses were struggling to 

re-habitualize the core professional values, traits and practices. In turn, post-reform, 

“disillusioned re-assumption” was encountered when existing community health nurses 

experienced predicament in the institutional environment that was detrimental to the 

process of re-habitualization and reincarnation. Then again, “imputing celebration” was 

engaged in to rouse the ongoing process.  

While some of the characteristics of the process of institutional reincarnation 

described in this paper parallel with findings in previous research on regenerative institutional 

change (e.g., Hampel et al., 2017; Kroezen & Heugens, 2018), there is one main difference. 

This relates to “what” is being reincarnated. While others studied the reincarnation of 

practices or an object, I studied the reincarnation of the values, traits and practices that were 

embodied by a subject, that is, a person. As such, the first contribution of this paper lies in 

exemplifying the micro-processes that characterize a process that actually quite literally 

involves efforts for the reincarnation of a subject – the community health nurse that existed 

in the past – representing particular norms, values and practices, by existing members of the 

occupational group. Second, the paper exemplifies how the convergence of past, present and 
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“They might not because we have not made enough strides in showing our professions’ 

worth. If we are not convinced by it ourselves, why would they be?” (Community health 

nurse, observation during conference, May 2017) 

As such, occupational members were stimulated to reflect on their own role and attitude with 

regard to re-habitualizing the projected values traits and practices. Similarly, community 

health nurses were called upon to open “the black box of their day-to-day work” and show 

their professions’ worth, as this would enhance the recognition by referent others.  

Likewise, blog writers in particular engaged in efforts to challenge and encourage fellow 

community health nurses to stand up for the profession and express and show their 

profession’s worth.  

“The qualification [to assess care] is back with the professional, with the accompanying 

autonomy and responsibility. But as Spiderman was once said, ‘With great power comes 

great responsibility [original in English].’ How do we go about this as community health 

nurses?” (Community health nurse, blog, May 2017) 

 

“If we, as community health nurses, want to be an autonomous player in the field of home-

care, then we need to break free from this strait-jacket. We all have to shout that more 

has to happen. As independent central figures in home-care, we need to take our role, so 

as to deliver even better care in the community. This requires trust from the health 

insurance companies in our occupational group. However, we need to show what we are 

capable of; we need to claim their trust. It’s time.” (Community health nurse, blog, 

December 2015) 

Another nurse exclaimed (in writing): “This is who we are, this is what our profession is all 

about. […] Albeit through trial and error, take on that role!” After describing various cases to 

testify for the salience and importance of community health nurses, this nurse continued her 

blog with saying: 

“And I could and should give many more similar examples, because when community 

health nurses share their experiences and results, their added value becomes clear. We 

should convey to everyone what we do for and with our clients, until its clear for [the 

people we collaborate with]. As an occupational group we should invest in that!” 

(Community health nurse, blog, May 2017)  

 

To reiterate, whereas the data indicate the salience of nostalgic allusions throughout 

the ongoing process studied, in more recent accounts such allusions inform projections for 

the future. As was also powerfully shown in the quote at the beginning of this paper, while 

keeping with the legacy, nurses’ accounts and calls were inherently prospective in the sense 

that they repeatedly reflected promotive and normative projections for the ongoing process 

of re-habitualization.  

 

5.6 Discussion  

In this chapter, the aim was to understand how the process of institutional reincarnation 

through the revival and re-habitualization of professional values, traits and practices after 

decades of latency evolved. I reveal how this process went through four different though 

entwined micro-processes characterized by contrasting sentiments, with nostalgia being 

identified in each micro-process. Pre-reform, I found how the moral and symbolic legacies of 

the community health nurse particularly endured through “nostalgic projection.” 

Subsequently, “apprehensive questioning” showed when real-time nurses were struggling to 

re-habitualize the core professional values, traits and practices. In turn, post-reform, 

“disillusioned re-assumption” was encountered when existing community health nurses 

experienced predicament in the institutional environment that was detrimental to the 

process of re-habitualization and reincarnation. Then again, “imputing celebration” was 

engaged in to rouse the ongoing process.  

While some of the characteristics of the process of institutional reincarnation 

described in this paper parallel with findings in previous research on regenerative institutional 

change (e.g., Hampel et al., 2017; Kroezen & Heugens, 2018), there is one main difference. 

This relates to “what” is being reincarnated. While others studied the reincarnation of 

practices or an object, I studied the reincarnation of the values, traits and practices that were 

embodied by a subject, that is, a person. As such, the first contribution of this paper lies in 

exemplifying the micro-processes that characterize a process that actually quite literally 

involves efforts for the reincarnation of a subject – the community health nurse that existed 

in the past – representing particular norms, values and practices, by existing members of the 

occupational group. Second, the paper exemplifies how the convergence of past, present and 
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future are integral to the sentiments and experiences that existing occupational members 

and stakeholders exhibit throughout the process of reviving and re-habitualizing. Taken 

together, attending to the normative underpinnings, predicament and subjective experiences 

of occupational members and stakeholders, I contribute to an understanding why processes 

of regenerative institutional change may be more precarious than previous research suggests 

when they revolve around the reincarnation of a subject. In doing, I direct our attention to 

the relevance of attending to the nature of what is to be revived if we are to fully understand 

the dynamics of proceses of regenerative institutional change. 

 

5.6.1 Precariousness and predicament in the process of institutional reincarnation 

Previous research has explicated well the mechanisms and types of work that go into the 

process of the re-emergence or regeneration of ways organizing, technologies, organizational 

artefacts, identities or practices after periods of latency, marginalization or a defunct state 

(e.g., Hampel et al., 2017; Hatch & Schultz, 2017; Howard-Grenville et al., 2013; Kroezen & 

Heugens, 2018). In doing so, previous research has certainly attended, though sometimes 

passingly, to the norms and values associated with a particular practice, identity or artifact. 

Yet, the phenomena under revival studied were mainly objects and practices. As such, they 

were mostly objective in the sense that their meaning and normative characteristics were 

given to it by others, thereby undergoing the process of revival without “talking back.” 

Different from existing research, the institution that was to be revived in the present case was 

a subject, in the sense that it involved a person that existed in the past and that represented 

particular norms, values and practices. It followed that the process of revival essentially 

involved that occupational members were in a process of reincarnating the institution by re-

habitualizing the core norms, values and practices of a predecessor occupational member, 

who was actually “talking back.” As such, I rendered visible not only the lived experiences of 

existing occupational members that were in the ongoing process of institutional 

reincarnation, but also showed how the lived experiences and moral dispositions of those 

that had incarnated the institution featured prominently in the process. I disclosed how the 

process was spurred by the engagement of former occupational members, that had worked 

as the community health nurse – the institution – and as such had actually incarnated the 

institution before its demise, whose legacy was nostalgically projected. These former and 

 

seasoned occupational members imperatively conveyed their lived experiences, and acted as 

prominent carriers of what basically was their own moral and symbolic legacy, encouraging 

younger occupational members to re-habitualize this legacy.  

The findings indicate that former and seasoned occupational members were not 

simply “disturbed melancholics” (McDonald et al., 2006, p. 1098; see also Suddaby et al., 

2017). Rather than merely looking backwards, their restorative nostalgic reflections were 

progressive in the sense that they informed projections for the future of the occupational 

group of community health nurses. I empirically illustrate the suggestion by Foster et al. 

(2014) that restorative nostalgia is rampant “in contexts where a group of people has directly 

experienced the loss of the directly experienced past” (p. 20), showing how history was kept 

alive and transported from the distant past to the present and the future (Hatch & Schultz, 

2017) by former and seasoned occupational members. As such, the findings indicate that 

history was quite literally acting upon existing community health nurses before they were 

claiming it themselves (cf., Hatch & Schultz, 2017). In fact, this seems to be done quite 

fruitfully as nostalgia was also found in accounts of (younger) community health nurses that 

were only born after the predecessor community health nurse had disappeared, and as such 

were “detached from direct lived experience” (Strangleman, 1999, p. 742). Together with 

former occupational members, some younger nurses projected that both the profession and 

society were better served when the “values that were once experienced by the entire group” 

(Foster et al., 2014, p. 20) were reincarnated by existing occupational members. Thus, while 

having different pasts in terms of lived (working life) experiences, various actors drew on the 

same legacy in their shared projections for the future of the occupation. 

Regardless of whether the identified nostalgic accounts reflect historical reality 

(Ybema, 2004), the present study shows that they are important and “hold serious 

consequences in the present” (Suddaby et al., 2009, p. 426) and future. I render visible how 

the convergence of reflections on the past, present, and future are integral to the process of 

institutional reincarnation, and particularly the experiences and sentiments that 

characterized its micro-processes. That is, former and seasoned community health nurses 

conveyed criticism, and sometimes disappointment, with regard to the efforts and ability of 

younger nurses to revive and re-habitualize the institution. Yet, in doing so, they seemingly 

overlooked how the existing institutional environment presented challenges and 

predicament to re-habitualization. That is, challenges particularly evolved from the 
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future are integral to the sentiments and experiences that existing occupational members 

and stakeholders exhibit throughout the process of reviving and re-habitualizing. Taken 

together, attending to the normative underpinnings, predicament and subjective experiences 

of occupational members and stakeholders, I contribute to an understanding why processes 

of regenerative institutional change may be more precarious than previous research suggests 

when they revolve around the reincarnation of a subject. In doing, I direct our attention to 

the relevance of attending to the nature of what is to be revived if we are to fully understand 

the dynamics of proceses of regenerative institutional change. 

 

5.6.1 Precariousness and predicament in the process of institutional reincarnation 

Previous research has explicated well the mechanisms and types of work that go into the 

process of the re-emergence or regeneration of ways organizing, technologies, organizational 

artefacts, identities or practices after periods of latency, marginalization or a defunct state 

(e.g., Hampel et al., 2017; Hatch & Schultz, 2017; Howard-Grenville et al., 2013; Kroezen & 

Heugens, 2018). In doing so, previous research has certainly attended, though sometimes 

passingly, to the norms and values associated with a particular practice, identity or artifact. 

Yet, the phenomena under revival studied were mainly objects and practices. As such, they 

were mostly objective in the sense that their meaning and normative characteristics were 

given to it by others, thereby undergoing the process of revival without “talking back.” 

Different from existing research, the institution that was to be revived in the present case was 

a subject, in the sense that it involved a person that existed in the past and that represented 

particular norms, values and practices. It followed that the process of revival essentially 

involved that occupational members were in a process of reincarnating the institution by re-

habitualizing the core norms, values and practices of a predecessor occupational member, 

who was actually “talking back.” As such, I rendered visible not only the lived experiences of 

existing occupational members that were in the ongoing process of institutional 

reincarnation, but also showed how the lived experiences and moral dispositions of those 

that had incarnated the institution featured prominently in the process. I disclosed how the 

process was spurred by the engagement of former occupational members, that had worked 

as the community health nurse – the institution – and as such had actually incarnated the 

institution before its demise, whose legacy was nostalgically projected. These former and 

 

seasoned occupational members imperatively conveyed their lived experiences, and acted as 

prominent carriers of what basically was their own moral and symbolic legacy, encouraging 

younger occupational members to re-habitualize this legacy.  

The findings indicate that former and seasoned occupational members were not 

simply “disturbed melancholics” (McDonald et al., 2006, p. 1098; see also Suddaby et al., 

2017). Rather than merely looking backwards, their restorative nostalgic reflections were 

progressive in the sense that they informed projections for the future of the occupational 

group of community health nurses. I empirically illustrate the suggestion by Foster et al. 

(2014) that restorative nostalgia is rampant “in contexts where a group of people has directly 

experienced the loss of the directly experienced past” (p. 20), showing how history was kept 

alive and transported from the distant past to the present and the future (Hatch & Schultz, 

2017) by former and seasoned occupational members. As such, the findings indicate that 

history was quite literally acting upon existing community health nurses before they were 

claiming it themselves (cf., Hatch & Schultz, 2017). In fact, this seems to be done quite 

fruitfully as nostalgia was also found in accounts of (younger) community health nurses that 

were only born after the predecessor community health nurse had disappeared, and as such 

were “detached from direct lived experience” (Strangleman, 1999, p. 742). Together with 

former occupational members, some younger nurses projected that both the profession and 

society were better served when the “values that were once experienced by the entire group” 

(Foster et al., 2014, p. 20) were reincarnated by existing occupational members. Thus, while 

having different pasts in terms of lived (working life) experiences, various actors drew on the 

same legacy in their shared projections for the future of the occupation. 

Regardless of whether the identified nostalgic accounts reflect historical reality 

(Ybema, 2004), the present study shows that they are important and “hold serious 

consequences in the present” (Suddaby et al., 2009, p. 426) and future. I render visible how 

the convergence of reflections on the past, present, and future are integral to the process of 

institutional reincarnation, and particularly the experiences and sentiments that 

characterized its micro-processes. That is, former and seasoned community health nurses 

conveyed criticism, and sometimes disappointment, with regard to the efforts and ability of 

younger nurses to revive and re-habitualize the institution. Yet, in doing so, they seemingly 

overlooked how the existing institutional environment presented challenges and 

predicament to re-habitualization. That is, challenges particularly evolved from the 
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endurance of the incongruent logic of managed care and its carriers, which had actually 

caused the demise of the institution of the community health nurse in the first place. Former 

occupational members mainly emphasized how this had impacted, and continued to impact, 

on the identity and agency of existing occupational members. While “defining a new ethos 

and enact it through material practices was imperative for” the construction of an 

occupational mandate as well as the differentiation from referent others (Fayard, Stigliani, & 

Bechky, 2017, p. 294), as is re-habitualization (Reay et al., 2013), the present case shows that 

not all occupational members necessarily inherently possessed the externally ascribed (cf., 

McCann et al., 2014) skills and character attributes to do so. It followed that nostalgic (former) 

occupational members continued to disregard the bleak objectivity and impersonal 

rationalization and bureaucratization (Suddaby et al., 2017, see also Foster et al., 2017; 

McDonald et al., 2006; Ybema, 2004) that had displaced the sense of community, indulgence, 

and commitment that existed previously, and that continued to inhibit their revival. 

While previous research has suggested that re-habitualization is preceded by the de-

habitualization of “old” habits (Reay et al., 2013), these processes seemed to co-occur in the 

case of community health nurses, as well as for important referent audiences. That is, many 

community health nurses were (still) in the process of re-habitualizing the projected 

professional values, traits and practices, expanding their skills accordingly, at the time that 

their institutional context already compelled them to enact these traits. Doing so was meant 

to involve the exposure of the importance and value of their revival to important referent 

audiences, and relate to them in new ways. Not instantly doing so provided grounds for 

referent audiences, like carriers of the logic of managed care, to continue dominating 

community health nurses. In this sense, although the findings indeed underscore that through 

latency and legacies “history holds the potential for its own rediscovery” (Hatch & Schultz, 

2017, p. 686), they also indicate that what is to be revived is neither easily re-contextualized 

and re-habitualized by either the occupational group, nor automatically acknowledged by 

referent audiences that may be carriers of an incongruous institutional logic.  

Whereas previous research has shown that efforts aimed at the revival of a particular 

phenomenon involve making it relevant for a different time (e.g., Hatch & Schultz, 2017; 

Raffaelli, 2018), the present findings indicate that, after decades of latency and relative 

marginalization, the imperative projections of the moral and symbolic legacy of the forgone 

institution point to a primary effort to revive and re-habitualize professional values, traits and 

 

practices as much as possible in their original form. Yet, the difficulty to do so informed 

apprehension and disillusion as well as enduring nostalgia. As such, I suggest that the nostalgic 

framing, while informing and rousing the reincarnation process, was simultaneously a recipe 

for the identified apprehension and particularly disillusion, thereby making these three 

sentiments mutually reinforcing. While one might expect that restorative nostalgia would 

evolve into reflective nostalgia (Foster et al., 2014) once actors experienced that the nostalgic 

reconstructions of the past were difficult to recover and re-contextualize in an unadjusted 

form through time (Hatch & Schultz, 2017) and in a rather different institutional environment, 

restorative nostalgic expressions remained prominent. 

An important limitation of the present research is that the role of employing 

organizations was only passingly addressed. Yet, they may be an important actor in processes 

of re-habitualizing professional values, traits and practices (Abbott, 1988), and processes of 

institutional revival more broadly. I encourage others to explore the role of organizations in 

such processes. Specifically, it might be interesting to study how the “same” organizations 

can be involved in both institutional demise and institutional revival, and why. In a similar 

way, the role of other referent audiences, e.g., general physicians and related occupational 

groups, in the process of institutional reincarnation was only addressed in passing. Yet, in a 

changing institutional environment, other occupational groups are presumably also in a 

process of repositioning themselves, and, like community health nurses, may be required to 

de-habitualize old practices and habitualize new ones (Reay et al., 2013). Therefore, it is 

relevant to explore in-depth how processes of de-habitualization and re-habitualization of 

different occupational groups concurrently evolve. Doing so leads to an understanding of how 

the relative positioning and relationships between actors are subject to change as the process 

of institutional reincarnation evolves. 

Finally, nurses carpingly suggested that the process of institutional reincarnation 

could just as well be followed shortly by the an increased dominance of the logic of managed 

care and a bureaucratic way of organizing home care; which would ostensibly imply the re-

demise of the institution of “the community health nurse.” As the former (initial) demise of 

this institution had similar normative underpinnings as its recent revival, the present research 

highlights the relevance of future research that considers the mechanisms and normative 

underpinnings of institutional dynamics, particularly institutional demise and revival, in 

various pasts. 
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endurance of the incongruent logic of managed care and its carriers, which had actually 

caused the demise of the institution of the community health nurse in the first place. Former 

occupational members mainly emphasized how this had impacted, and continued to impact, 

on the identity and agency of existing occupational members. While “defining a new ethos 

and enact it through material practices was imperative for” the construction of an 

occupational mandate as well as the differentiation from referent others (Fayard, Stigliani, & 

Bechky, 2017, p. 294), as is re-habitualization (Reay et al., 2013), the present case shows that 

not all occupational members necessarily inherently possessed the externally ascribed (cf., 

McCann et al., 2014) skills and character attributes to do so. It followed that nostalgic (former) 

occupational members continued to disregard the bleak objectivity and impersonal 

rationalization and bureaucratization (Suddaby et al., 2017, see also Foster et al., 2017; 

McDonald et al., 2006; Ybema, 2004) that had displaced the sense of community, indulgence, 

and commitment that existed previously, and that continued to inhibit their revival. 

While previous research has suggested that re-habitualization is preceded by the de-

habitualization of “old” habits (Reay et al., 2013), these processes seemed to co-occur in the 

case of community health nurses, as well as for important referent audiences. That is, many 

community health nurses were (still) in the process of re-habitualizing the projected 

professional values, traits and practices, expanding their skills accordingly, at the time that 

their institutional context already compelled them to enact these traits. Doing so was meant 

to involve the exposure of the importance and value of their revival to important referent 

audiences, and relate to them in new ways. Not instantly doing so provided grounds for 

referent audiences, like carriers of the logic of managed care, to continue dominating 

community health nurses. In this sense, although the findings indeed underscore that through 

latency and legacies “history holds the potential for its own rediscovery” (Hatch & Schultz, 

2017, p. 686), they also indicate that what is to be revived is neither easily re-contextualized 

and re-habitualized by either the occupational group, nor automatically acknowledged by 

referent audiences that may be carriers of an incongruous institutional logic.  

Whereas previous research has shown that efforts aimed at the revival of a particular 

phenomenon involve making it relevant for a different time (e.g., Hatch & Schultz, 2017; 

Raffaelli, 2018), the present findings indicate that, after decades of latency and relative 

marginalization, the imperative projections of the moral and symbolic legacy of the forgone 

institution point to a primary effort to revive and re-habitualize professional values, traits and 

 

practices as much as possible in their original form. Yet, the difficulty to do so informed 

apprehension and disillusion as well as enduring nostalgia. As such, I suggest that the nostalgic 

framing, while informing and rousing the reincarnation process, was simultaneously a recipe 

for the identified apprehension and particularly disillusion, thereby making these three 

sentiments mutually reinforcing. While one might expect that restorative nostalgia would 

evolve into reflective nostalgia (Foster et al., 2014) once actors experienced that the nostalgic 

reconstructions of the past were difficult to recover and re-contextualize in an unadjusted 

form through time (Hatch & Schultz, 2017) and in a rather different institutional environment, 

restorative nostalgic expressions remained prominent. 

An important limitation of the present research is that the role of employing 

organizations was only passingly addressed. Yet, they may be an important actor in processes 

of re-habitualizing professional values, traits and practices (Abbott, 1988), and processes of 

institutional revival more broadly. I encourage others to explore the role of organizations in 

such processes. Specifically, it might be interesting to study how the “same” organizations 

can be involved in both institutional demise and institutional revival, and why. In a similar 

way, the role of other referent audiences, e.g., general physicians and related occupational 

groups, in the process of institutional reincarnation was only addressed in passing. Yet, in a 

changing institutional environment, other occupational groups are presumably also in a 

process of repositioning themselves, and, like community health nurses, may be required to 

de-habitualize old practices and habitualize new ones (Reay et al., 2013). Therefore, it is 

relevant to explore in-depth how processes of de-habitualization and re-habitualization of 

different occupational groups concurrently evolve. Doing so leads to an understanding of how 

the relative positioning and relationships between actors are subject to change as the process 

of institutional reincarnation evolves. 

Finally, nurses carpingly suggested that the process of institutional reincarnation 

could just as well be followed shortly by the an increased dominance of the logic of managed 

care and a bureaucratic way of organizing home care; which would ostensibly imply the re-

demise of the institution of “the community health nurse.” As the former (initial) demise of 

this institution had similar normative underpinnings as its recent revival, the present research 

highlights the relevance of future research that considers the mechanisms and normative 

underpinnings of institutional dynamics, particularly institutional demise and revival, in 

various pasts. 


