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Chapter four
“That’s why we deliver care between the lines”: Nursing
values, emotions and professional interests in micro-level
decoupling practices*

Abstract

4

While recent research within institutional theory has re-emphasized the importance of
studying the role of values and emotions in instutional processes, their role in processes of
decoupling remains largely unexplored. Drawing on an in-depth qualitative study of nurses in
the Dutch home-care sector, a complex institutional environment, we study the role of values,
emotions and interests in their micro-level decoupling practices. Triggered by anger, anxiety
and compassion, decoupling involves the creative-yet-rational subversion of the logic of
managed care. This allows for the continued enactment of nursing values and compassion, as
well as the preservation of the interests of nurses and their clients. Involving both institutional
subversion and preservation of the logic of managed care at the micro-level, nurses’
decoupling practices help to institutionalize – at least superficially – this logic. Due to the
continued confrontation with conflicting logics, nurses’ decoupling practices become more
intricate and emotionally distressing overt ime. We contribute, first, by developing a more
nuanced and comprehensive understanding of decoupling by delineating how normative and
emotive elements exist along professional interests in informing micro-level decoupling
practices. Second, we conceptualize decoupling as an ongoing phenomenon with emotional
consequence.

This chapter is based on: Van Wieringen, M. & Groenewegen, P. “That’s why we deliver care between the
lines”: Values, emotions and professional interests in micro-level decoupling practices. Manuscript is under
revision (1st round).
*
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4.1 Introduction
In order to explain the role of organizations and individuals in institutional processes, neoinstitutional theory has, for decades, mainly focused on rational and cognitive aspects.
However, as Creed, Hudson, Okhuysen and Smith-Crowe (2014) have argued, the cognitive
view has left “us with a flat picture of institutional inhabitants, devoid of any sense of what is
at stake for them” (p. 297). Following an emerging interest in the feelings, subjectivities and
passions of institutional inhabitants, recent research has re-emphasized the importance of
studying the role of values (Kraatz & Flores, 2015) and emotions in instutional processes (e.g.,
Friedland, 2018; Toubiana & Zietsma, 2017; Voronov, 2014; Voronov & Vince, 2012; Wright
et al., 2017; Zietsma & Toubiana, 2018). However, the role of values and emotions in
processes of decoupling, a key concept in insitutional theory, remains largely unexplored. In
this paper, we aim to increase our understanding decoupling practices and why people
engage it by attending to the normative and emotive antecedents and outcomes of
decoupling pratices.
Decoupling has been referred to as the symbolic compliance with the demands of
external constituents by ceremonially adopting a policy or program while deliberately
refraining from its implementation (Meyer & Rowan, 1977). Prior research has identifed how
decoupling at the highest organizational levels involves a strategy to maintain external
legitimacy that is oftentimes informed by interest-based considerations of organizations and
individual actors (e.g., Misangyi, 2016; Scott, 2014; Westphal & Zajac, 1998). Others have
widened the focus to include different types of decoupling, such as means-ends decoupling,
which is distinguished from policy-practice decoupling (Bromley & Powell, 2012; Wijen, 2014),
have looked into decoupling across multiple levels within organizations (e.g., Sandholtz,
2012), or have developed a political approach to decoupling (Kern, Laguecir, & Leca, 2017).
Moreover, research has firmly established decoupling as a strategic organizational- or
individual-level response to conflicting institutional logics in complex institutional
environments (Boxenbaum & Jonsson, 2017; Greenwood et al., 2011). Institutional logics are
defined as “material practices and symbolic constructions” (Friedland & Alford, 1991, p. 248)
that include the “assumptions, values, and beliefs, by which individuals and organizations
provide meaning to their daily activity” (Thornton et al., 2012, p. 2). Research has suggested
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that, for some people, the mere existence of contradictory logics – specifically the pluralism
of values and their emotional registers – may cause both an internal struggle (Kraatz & Flores,
2015) and disturbing emotions (Friedland, 2018; Toubiana & Zietsma, 2017; Voronov & Vince,
2012). This is perhaps particularly pertinent for those engaged in decoupling practices, as
people that engage in decoupling continually “have to traverse a fine balance between
conflicting institutional pressures” (Heese, Krishnan, & Moers, 2016, p. 2196). However,
research on decoupling has yet to attend to the role of values and emotions in decoupling
processses, and study the lived experiences of people engaged in decoupling practices.
Therefore we ask: What is the role of values and emotions in micro-level decoupling practices,
and how do people experience their engagement in decoupling in a complex institutional
environment?
In addition to being underexplored dimensions of decoupling, it is important to pay
due significance to the role of values and emotions in the process of decoupling because they
allow us to see things differently (Jarvis, 2017; Toubiana, Greenwood, & Zietsma, 2017).
Specifically, adding to research with a focus on cognition and interests, attending to values
and emotions naturally directs our attention to the people inhabiting institutions (Hallet &
Ventresca, 2006; Lok, Creed, DeJordy, & Voronov, 2017; Zietsma & Toubiana, 2018), and
allows us to not only understand better why they engage in decoupling to begin with, but also
renders visible the nature of their lived experiences while doing so.
In addressing our research questions, we draw upon an in-depth, qualitative study of
nurses in the Dutch home-care sector. Nursing in home-care, i.e., were care is delivered in
the client’s own home, long revolved around a nurse-client relationship in which the nurse
was autonomous in determining what their client needed. With values such as loyalty to
clients, providing the best care possible, acting on the client’s behalf and holistically
responding to clients’ needs, the nurses’ work was grounded in the dominant professional
nursing care logic (earlier referred to as a “professional care logic”; in this chapter referred to
as a “nursing logic”). These nursing values were constitutive of, and constituted by the
(emotional) expression of compassion towards the client (Rathert, Vogus, & McClelland,
2016). Since the 1990s, the logic of managed care has threatened the enactment of core
nursing values. By introducing values of transparency, accountability, efficiency, as well as
ongoing austerity measures and the standardization of caregiving (Noordegraaf, 2015; Reay
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et al., 2016; Scott et al., 2000), managed-care values have come to be associated with the
“detached involvement” of caring professions (Allen, 2014; Barsade & O’Neill, 2014).
We make two main contributions. First, we develop a more nuanced and
comprehensive understanding of decoupling by revealing how normative and emotive
elements and professional interests inform micro-level decoupling practices. We identify how
perceived threats to the enactment of nursing values as well as clients’ and nurses’ own
interests, triggered moral emotions such as anger, anxiety and an increased sense of
compassion towards clients, which informed decoupling practices. We observe how, in order
to avert the perceived threats from the logic of managed care, and to preserve the enactment
of nursing values, decoupling involved the creative-yet-rational subversion of practices of the
logic of managed care. Besides serving the interests of the nurses, normative considerations
and emotive commitments to serving the interests of dependent service recipients also
informed and legitimized decoupling practices.
Second, we conceptualize decoupling as being a continuous process with emotional
consequences. Because decoupling practices did involve the enactment, albeit creative, of
the logic of managed care, the nurses actually helped to institutionalize – at least superficially
– the very logic they inwardly opposed in their everyday micro-level practices. Although
decoupling did alleviate threats to, and allowed for, the enactment of nursing values in
situated individual client situations, the perception of threat coming from the logic of
managed care persistently re-appeared in subsequent client situations, again causing moral
emotions and decoupling to ensue. The combination of continually being confronted with
conflicting logics and ongoing austerity measures made ongoing decoupling practices not only
more intricate, but also emotionally distressing.

4.2 Theoretical background
4.2.1 Values and emotions in complex institutional environments
Representing “things that are worth having, doing, and being” (Kraatz & Flores 2015, p. 356),
values can be considered “conceptions of the preferred or the desirable” (Scott, 2014, p. 64).
Besides cognitive elements, values also have emotive elements: the enactment of values is
supported by affective components and is also “employed in support of our affective
91
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reactions” (Hitlin & Piliavin, 2004, p. 380). Within institutional research, an emerging body of
literature has begun to explore the entwinement of values and emotions, and their driving
force in institutional processes (e.g., Wright et al., 2017; see also Zietsma & Toubina, 2018).
Gill & Burrow (2017) have shown how the value of high-quality cooking in haute cuisine was
constitutive of, and constituted by, the use and experience of fear. Research by Toubiana and
Zietsma (2017) has recently indicated that the expression and use of particular emotions may
be important or desirable to people. Additionally, others have argued that emotive
expressions according to institutionalized norms are key to the maintenance of institutions
(Jarvis, 2017; Lok et al., 2017). Likewise, Gill & Burrow (2017, p. 13) conclude that emotions
can be “seen as necessary to the values of the institution – to the successful performance of
the institutional endeavor.”
Amid a complex institutional environment, reflective actors may notice that the values
of the logic with which they passionately identify contradict with a co-existing institutional
logic (Friedland, 2013; Voronov, 2014). Perceived threats to a logic with which people identify
may trigger emotions as well as an internal struggle (Kraatz & Flores, 2015; Toubiana et al.,
2017; Wright et al., 2017). This signifies that institutions are lived “by persons with emotions,
social bonds and commitments, by persons to whom institutional arrangements matter” (Lok
et al., 2017, p. 592), and underscores the need to direct our attention to people inhabiting
institutions as well as to their experiences in institutional processes (Creed et al., 2014;
Zietsma & Toubiana, 2018).
Specifically, when things happen that are considered bad in relation to what is
considered desirable, moral emotions, such as anger, anxiety and compassion are triggered
(Haidt, 2003). These moral emotions may be key drivers of micro-level institutional processes,
such as acts to preserve the logic with which people identify (Friedland, 2013; Lok et al., 2017;
Toubiana & Zietsma 2017; Voronov, 2014). Importantly, moral emotions are relational in
nature, such that they are triggered in interactions with referent others. In this regard, Wright
and colleagues (2017) have identified how value conflicts among medical specialists triggered
moral emotions in hospital emergency-room specialists, which, in turn, implicated
maintenance work in order to preserve the value of acting in the best interest of their
patients. As such, the salience of what matters to people becomes particularly apparent when
it is threatened. Besides, when an institutional logic “has more clearly specified values”
(Toubiana et al., 2017, p. 8), people are more likely to identify with this logic and highly
92
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committed to its enactment. Building on this, we suggest that experiencing the perception of
threat to the enactment of values may therefore be an important trigger for people to engage
in decoupling practices, as this may allow them to ensure value enactment.
4.2.2 Decoupling in complex institutional environments
Decoupling has been identified as a strategic act through which organizations, groups of
actors or individuals symbolically conform with the demands of external constituents by
adopting a policy or program while deliberately refraining from implementing its associated
work practices (e.g., Bromley & Powell, 2012; Fiss & Zajac, 2004; Westphal & Zajac, 1998).
Often identified in complex institutional environments (Greenwood et al., 2011), decoupling
has been found to allow organizations and people to preserve an institutional logic with which
they identify while also appearing to adhere to a contradictory logic (Heese et al., 2016; Hirsch
& Bermiss, 2009). Others identified decoupling in response to perceived threats to
occupational jurisdictions and interests (Misangyi, 2016), both at the top-level (see Fiss &
Zajac, 2004; Westphal & Zajac, 1998) and lower levels of organizations (e.g., Sandholtz, 2012).
Research has provided important insights into how the phenomenon of decoupling evolves,
showing, for example, how it can be a satisfactory strategy used to serve one’s own purposes
(e.g., Heese et al., 2016), or a temporary phenomenon that may end with the actual
recoupling of organizational policy and practices, instigated by moral considerations (Haack,
Schoeneborn, & Wickert, 2012) or external rational pressures (Hallet, 2010).
Prior research on decoupling has in common that it has emphasized cognitive and
interest-based antecedents and outcomes of decoupling to the detriment of understanding
normative and emotive antecedents and outcomes. Moreover, most literature has failed to
address how people experience their engagement in decoupling – which is intruiging given
the paradoxical nature of decoupling in complex institutional environments, which involves
the continuous act of balancing co-existing incompatible logics (Heese et al., 2016). That is,
to ensure that decoupling practices remain concealed from external constituents, decoupling
does require at least some commitment to the logic with which one does not identify. It
follows, therefore, that a person engaged in decoupling is repeatedly confronted with
incompatible logics, including the tension implicit in value pluralism, which has been
suggested to may be cause internal struggle and emotional distress (Friedland, 2018; see also
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Toubiana et al., 2017). Consequently, unless we supplement the existing focus on cognition
with one on values and emotions (Voronov & Yorks, 2015), our understanding of why people
engage in decoupling practices, as well as of the lived experiences of those engaged in
decoupling within complex institutional environments, remains incomplete. By attending to
values and emotions, our aim is to develop a more comprehensive and nuanced
understanding of what motivates micro-level decoupling practices and how such practices are
experienced by the people enacting them.

4.3 The Dutch home-care sector: a complex institutional environment
In the Dutch home-care sector prior to the 1990s, a nursing logic was dominant. Similar to
other health care professions (Brock & Saks, 2016; Scott, 2014), the nurses working in homecare have shared and clearly specified values. The core nursing value has traditionally been
to deliver the best possible care and respond to clients’ needs and wishes. Identified
prerequisites to high quality care are values of autonomy, competence, effectiveness and
care delivery that does not harm the client (see Goodrick & Reay, 2010; Rathert et al., 2016).
The socialization of nurses, occurring in both their training and in the day-to-day encounters
with colleagues and clients, informs the continued enactment of these values. In the
Netherlands, these values have been summarized in the “Oath of Registered and Auxiliary
Nurses,” a synopsis of the “Dutch Nursing Code of Conduct.” Following their final
examinations, nurses swear to provide good quality of care to clients, alleviate their suffering,
help them have the highest quality of life possible, put clients’ interests first, and consider
their ideas and values as much as possible when providing care.13 Inextricably associated with
these nursing values is the emotional expression of compassion (Barsade & O’Neill, 2014).
Denoting its salience, Rathert et al. (2016, p. 154) pose that “[t]rue caring under conditions
of patient vulnerability and suffering necessarily involves compassion.”
Since the 1990s, a logic of managed care has become increasingly influential in the
home-care sector. Largely instigated by an effort to curve mounting government expenditure,

Source (in Dutch): the Dutch Nursing Association’s website:
http://www.venvn.nl/Themas/Beroepscode/Eed-van-Verpleegkundigen-en-Verzorgenden.
Consulted: June 27, 2017.
13
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the logic of managed care brought with it values of transparency, standardization,
accountability and efficiency. These values are generally associated with the detached
involvement or “diminished compassionate displays” of nurses towards their clients (Allen,
2014; Barsade & O’Neill, 2014). In the Netherlands, the logic of managed care was reflected
in, among other things, the implementation of a care-allocation system in which predefined,
standardized “care packages” minutely detailed the types of care to be delivered and the time
allotted for each task (e.g., “30 minutes for showering”). To objectively allocate such care
packages, independent regional Care Assessment Centers (CACs) were established. Although
nurses continued to assess clients’ needs, they then also had to draw up detailed,
substantiated requests for care that the CAC had to approve in order for the nurses to
formally be allowed to provide the requested care. All the while minimally contacting the
client concerned, the CAC could request further information regarding a nurse’s care request.
Only after approval by the CAC were the home-care organizations where the nurses worked
reimbursed (Da Roit, 2013).
In 2015, as part of a larger long-term care sector reform, the role of the CAC in the
allocation of personal and nursing care in the home-care sector was disbanded. In its place,
insurance companies imposed less, but still extensive, accountability requirements. Instead
of having to submit detailed care-package requests for approval in advance, insurance
companies required nurses to complete forms throughout the care delivery process, signed
by their clients, with detailed, substantiated reports of all modifications to previously
delivered care. Simultaneously, the number of minutes allocated for care provision remained
standardized and was decreased. To further curb rising costs, stricter eligibility requirements
for publicly funded care and domestic support were introduced. As a result, nurses were
allowed less time for the delivery of personal care, which included showering, dressing and
other relatively routine care tasks such as putting on compression stockings. Similarly, less
time was given for the delivery of medical nursing tasks, consisting of more complex care,
such as giving injections or dressing wounds. At the same time, eligibility requirements for
domestic support, such as meal preparation, grocery shopping and cleaning, became stricter
and the allotted number of hours was also considerably decreased. Instead, people in need
of help were increasingly expected to initially organize their own care and support.
Government policy was increasingly predicated on the idea that the care recipient’s own
relatives, friends and/or neighbors, i.e., henceforth caregivers, were obliged to step in. Such
95

4

Chapter four

caregivers became formally regarded as substitutes for publicly funded help and morally
called upon to look after their loved ones. The support of proximate caregivers aside, nurses
saw an increase in the number of people with more complex care needs, not in the least
because eligibility requirements for entry into publicly funded nursing homes had become
simultaneously stricter, causing people to stay in their own homes for as long as possible.
Even amid these changes, nurses continued to be socialized in and guided by the nursing logic
as described above.
Research in both hospital and residential care settings has shown that the introduction
of the logic of managed care has decreased opportunities for “spontaneous acts of care,
concern and compassion” (Fineman, 2006, p. 677; see e.g., Allen, 2014, Rathert et al., 2016).
Nonetheless, we argue that characteristics germane to our specific research setting – i.e., the
provision of care in a client’s own home, were conducive to the continued compassionate
involvement of nurses with their clients (Ashforth & Tomiuk, 2007). Unlike nurses in hospital
settings, who have generally been found to behave subserviently to higher-status clinicians
(McMurray, 2011; Piliavin, Grube, & Callero, 2002), home-based care nurses work relatively
autonomously in one-on-one relationships with clients in the latter’s own home. Moreover,
home-care involves a relatively long-term relationship between nurses and clients, and
focuses largely on helping to maintain a client’s quality of life, rather than on finding a “cure.”
As such, nurses in home-based care settings provide an extreme case (Pratt, Rockmann, &
Kaufmann, 2006) from which relevant theoretical inferences can be drawn.

4.4 Methods
4.4.1 Participants and data collection
We studied auxiliary and registered nurses that were employed by private, non-profit homecare organizations in a large urban area in the Netherlands. Auxiliary and registered nurses
finish their training with the same aforementioned oath, and thus subscribe to the same
nursing values. However, their tasks and responsibilities were different. Acquired over several
years of training, the formal division of tasks between auxiliary nurses (personal care) and
registered nurses (nursing care) depended “on [their] required professional capabilities”
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(Postma et al., 2015, p. 67).14 Reflecting the terminology of the logic of managed care, hours
spent on the provision of both personal and nursing care were referred to as “productive”
(reimbursed) hours. By comparison, hours spent on other tasks essential to but beyond the
scope of productive-care delivery – tasks such as the coordination of care, (an ever-increasing
number of) administrative routines and supporting caregivers in the care process – were
called “non-productive” hours, as these were not reimbursed using public funds but had to
instead be financed by the organization itself. Auxiliary and registered nurses worked in teams
that were (indirectly) supervised by managers responsible for financially managing both the
teams and the organization.
Following other organizational and institutional research on emotions (e.g., Ashforth
& Tomiuk, 2007; Frost, Dutton, Worline, & Wilson, 2007; Gill & Burrow, 2017), we drew indepth interviews with nurses. Neither nursing values and emotions, nor decoupling were the
original focus of these interviews.15 Yet, aligned with an abductive and iterative research
approach (see Locke, 2011), the surprising salience of emotions during the interviews sparked
our interest and led us to delve deeper into this important part of our data. Because emotions
were not initially the focus of our study, we contended that considering the emotions that
were expressed and exhibited in the interviews to be “synonymous with felt emotions”
(Jarvis, 2017, p. 325) was legitimate. That is, emotions were vividly expressed across all
interviews, which led us to assert that the expressed emotions were sincere and actually felt
in the manner in which they were articulated.
Our main body of data consisted of a total of 39 interviews, conducted at two different
points in time. A first round of interviews with 28 nurses was between December 2012 and
December 2013. Interview topics included: day-to-day tasks and responsibilities, quality of
care, the role of caregivers, the process of care assessment and allocation, and reflections on
government policy. After several interviews, we discussed our preliminary hunches and these
informed subsequent interviews. In line with an iterative research approach, the first author
kept a close watch on the developments unfolding in the home-care sector over a period of
three years. The aforementioned changes in the home-care sector in 2015 informed our 11
14
Although seemingly comparable, auxiliary nurses in the Netherlands actually differ from “home help
aides” in North American long-term care settings (in Canada and the US) and “care assistants” in the
UK because they receive three years of mandatory training.
15
As articulated, nurses were initially interviewed as part of a larger research project that focused on
the cooperation between caregivers and nurses in home-based care settings.
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follow-up interviews, which were conducted either with previous respondents who had
continued their work as a nurse or, should they have changed positions, with an original
respondent’s team member. In the follow-up interviews, held between August and November
of 2016, we discussed the changes in the process of care assessment and allocation, (ability
to deliver) quality of care, the formalization of caregiver responsibilities, and recent policy
changes. Moreover, in the latter interviews, nurses were asked to reflect on how they had
experienced working in the home-care sector in the previous years, and how they perceived
the future.
Interviews lasted between 45 and 90 minutes. Prior to the interview, respondents
were informed of its confidentiality and anonymity. Interviewees were encouraged to speak
freely and elaborate on their responses by providing examples. With the interviewee’s
permission, interviews were recorded and transcribed verbatim. Interviews with managers
and analyses of organizational and governmental policy documents, provided important
background information and facilitated the interpretation of our emerging findings, but were
not included in the process of data analysis as described below.
4.4.2 Data analysis
Our abductive analysis consisted of following multiple theoretical hunches, to enhance our
understanding of emerging findings, and involved moving back and forth between the
empirical material and existing theory (Locke, 2011). During this three-stage process, we, the
authors, met regularly to discuss our emerging ideas and theoretical insights.
Stage 1.
After ensuring immersion with the data by reading the interview transcripts several times, we
became intrigued by the salience of emotions in the nurses’ accounts, which obviously had
been noted during the phase of interviewing. We were interested in exploring the role of
these emotions both in the nurses’ everyday work and in their relation to the institutional
environment. We began with exploring what the nurses regarded as important in their work
and with what elements they were struggling. As we focused on the tenor of their accounts,
we identified that the nurses’ positive statements predominantly concerned their caregiving
relations to clients, while (stronger) negative statements such as “I don’t like,” or, “It’s
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horrible,” were related to (anticipated) changes – like ongoing austerity measures – in the
home-care sector.
Stage 2.
We then proceeded by consulting literature on the profession of nursing, (moral) emotions,
institutional logics, decoupling, and emotions and institutions. We also discussed our findings
with peers, which further enhanced our reflections on and clarifications of the emerging
findings. In this stage, we identified and coded second-order explanatory categories, such as
“threats to nursing values.” We also coded moral emotional responses to these perceived
threats. Initially, we based the identification and coding of moral emotions on their explicit
expressions. For example, statements like, “It really doesn’t make sense,” or “I’m afraid it will
only get worse,” indicated anger and anxiety, respectively. Sometimes, though, emotions did
not appear verbally, but were obvious in a respondent’s intonation or demeanor; for example,
through a raised voice, cynicism or facial expressions, all of which were generally identified in
accounts concerning interactions with important referent audiences (i.e., people from the
CAC, insurance companies or clients) (see Lok et al., 2017). Compassion, for example, was
observed in combination with a sad facial expression and/or intonation and statements like,
“You can’t just leave people like that, can you?” Moreover, following Frost et al. (2007), we
identified many “acts of compassion,” for example, the preparation of a meal or drinking a
cup of tea with a lonely client. Importantly, such acts typically involved types of care that
nurses were not officially allowed to provide. Additionally, accounts of creatively requested
care packages led us to identify and code that nurses were simultaneously “undermining and
using the logic of managed care,” while also “enacting nursing values.”
Stage 3.
Continuing the abstraction of our data, we clustered the second-order categories into four
aggregate dimensions; for example, “Perceiving threats to nursing values,” and “Decoupling
to preserve nursing values and professional interests.”
In the findings section we provide both detailed descriptions of our findings and
illustrative quotes from our interviewees. Table 4.1 shows additional representative quotes.
Figure 4.1 shows our data structure.
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Table 4.1. Second level of data abstraction and representative quotes
2nd level of
abstraction
Threats to nursing
values

Representative quotes
Previously, I simply got everything I requested. [With a raised voice
expressing irritation] However, now they’re checking every request. I’m
not sure what has happened, but with every request I receive a phone
call with someone asking: “Why is it needed?”
I’m actually quite anxious, because we’re bound to rules and care packages
in such extreme ways that we can’t manoeuvre anymore.
I mean I want to help these people, but the government says I can’t; the
carer should do it. I don’t think that’s what the client wants, nor what the
carer wants.

Experience of anger,
anxiety and
compassion

I just hope that we will continue to be able to respond to their needs… I
mean the needs of people with complex care needs that for whatever
reason do not align with eligibility requirements. But I’m not so sure that
we will be.
Awful, really awful. They didn’t get domestic support any more...Terrible
indeed!
My main objection is that individual clients’ needs aren’t taken into account.
That has to change. […] Those budget cuts, it’s very complicated, there
are gaps [between clients’ needs and publicly funded care]. Clients have
been let down!
Scandalous! I truly wonder: how could they even think of that, cutting back
on domestic support?

Undermining and
using logic of
managed care

Officially, we’re not allowed to prepare breakfast. But there’s no
organization that will stop by an older adult’s house for 15 minutes to
make breakfast. That’s really horrible. So we’ll do it […]. And then we’ll
do some creative care requesting.
We do get such questions more often, I mean to prepare meals. I guess it’s
officially not our task to do it, but we’ll do it when someone asks. Same
thing with taking off compression stockings. I guess you’re just not asking
the neighbours to do that.

Enacting nursing
values

[H]aving a chat, or cup of coffee, is at least as important [as medical tasks].
When you’re having a cup of coffee, you pick up so many things, so I think
it’s important. When you just do your job and leave, first of all, I wouldn’t
like the job, and, second, the clients wouldn’t like it either.
Helping someone in the shower is not that important, it’s rather what you
see and hear while doing it. You hear things you can act upon to make
their lives more pleasurable.

(continued)
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Table 4.1. Continued
2nd level of
abstraction
Enacting nursing
values
(continued)

Representative quotes

Repeated
confrontation with
tensions between
logics

I guess it’s a beautiful ideal to pursue – the client and I deciding on what
types of care they get. However, I’m constrained by many things. I mean,
when something changes in their care need, their file has to be updated
and the client has to sign. I get sick and tired of having to bring these files
every time. I think that’s highly irritating.
If they’re cutting back on residential care, our number of clients grows.
Considering the role of caregivers, I guess that’s just an ideal. That just
doesn’t really work! And we’ll be the ones solving it.
There are people in wheelchairs with all kinds of disabilities who need a lot
of support. Some are not very sociable, and therefore have nobody to
help them, except us. That the government continues to decrease care
for these people, I can’t get my head around it!

Emotional distress
from coming across
limits of decoupling

I guess that a lot of us continue to go grocery shopping, for example, also in
our own time, because we feel sorry for the client because they’ve
nobody else to do it for them.

It’s a heavy burden. It’s not just the wound that we’re coming to dress. We
worry about the other things we have to arrange, “whom or what else
can we think of to solve the discrepancies [between care needs and care
package]?” You know, these discrepancies are increasing, causing a lot
to worry about.
I think the government is asking the impossible. There are people that need
someone to watch over them during the night, [Raised voice] but we
can’t do it anymore! [Desperate laugh] What am I to do? This is a feeling
I’m experiencing more often, like, how are we to do this? You can’t just
say to these clients, “you figure it out!” These are difficult things to deal
with.
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4.5 Findings
In this section, we first show how nurses perceive threats to the enactment of nursing values
and compassion as well as to interests of both clients and their own. Second, we detail how
the perception of threat triggered anger and anxiety, as well as sparked an increased sense
of compassion towards clients. Third, we describe how these moral emotions informed
decoupling practices, which involved the creative-yet-rational use of practices of the logic of
managed care. We also unravel how decoupling practices alleviated the threats of the logic
of managed care in situated individual client situations – allowing for the enactment of
nursing values. Finally, we show that decoupling had to continually be engaged in because
the perception of threat and moral emotions re-appeared in subsequent client situations due
to the continued confrontation with co-existing logics. Over time, continuing decoupling
practices became increasingly intricate, with amplified emotional consequence.
4.5.1 Perceiving threats to nursing values, responding emotionally
Nurses’ accounts readily showed how the logic of managed care threatened the enactment
of nursing values. As home-care had become narrowed down to standardized and timeconstrained nursing tasks, in particular the core nursing values of responding to clients’ needs
and providing the best possible care were perceived to be threatened. This triggered moral
emotions. Anger and anxiety, for example, were most readily identified when nurses detailed
about situated encounters with clients in which nurses were confronted with a need for more
or other types of care than were publicly funded and delineated in the care packages. Nurses
firmly asserted that responding to client needs beyond the types of care that were specifically
delineated in the care packages could postpone admission into a nursing home and,
eventually, save costs. Yet, they angrily pointed out the formal limitations to respond to such
needs or “questions behind the initial care need,” which were often more pressing than the
initially requested care itself. Underlining their holistic approach to caregiving, the nurses
made clear that solely providing the formally assigned, standardized nursing tasks did not, in
their opinions, constitute good quality of care.
“You have to be careful about hollowing out [professional] care – which does happen –
because it won’t work. I think that if you want to let people stay in their own homes for as
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long as possible, which I think is beautiful and important, then you must guarantee the
same quality of care. And that’s precisely what I’m worried about.” (Nurse)

Our findings clearly indicate the entwinement of values and emotions. Our findings
show that perceived threats to the enactment of nursing values by implication meant that
the expression of compassion was under threat. In extension, perceived threats to the
provision of compassionate care for client’s, intensified their sense of compassion with
clients, and, in turn, triggered anger and anxiety. Such a combination of moral emotions was
powerfully evident in the case quoted below. One nurses described how, out of compassion
for her client, she had made elaborate arrangements with various professionals and
caregivers in order to move one of her clients back into her own home after a stint in a nursing
home. Eventually, the effort proved in vain due to rules and standards to which her client did
not conform.
“Very sad, terribly sad. Because we would’ve managed perfectly, but she wasn’t “bad
enough” to be eligible for the care package. Had she really been at death’s door, then she
would’ve gotten it. Bizarre and disturbing! I mean, this woman, if she’d come home and
we’d taken care of her, she would’ve had her own music, her own space, her own stuff!
She probably wouldn’t have fully recovered, but at least she would’ve had some moments
of happiness, moments of satisfaction. You should see her now. Terrible!” (Nurse)

Nurses also conveyed anger towards efficiency, standardization and accountability
requirements for endangering other nurses values, such as autonomy and discretion.
Obviously limiting nurses’ autonomy and undermining their discretionary judgment, notable
triggers of anger included inquiries by the CAC about already specified care requests and,
later, the obligatory reporting to insurance companies. To nurses, these external constituents
– carriers of the logic of managed care – hardly took their clients’ interests into account.
Instead, they showed the detached involvement prescribed by logic of managed care. This
only fed the anger and sense of compassion with clients that nurses experienced.
“I’d requested a care package for a client with a rash on his back. His back had to be rubbed
every day for three to four weeks. Then I received a call from the CAC: “Can’t his neighbor
do it?” I thought, “Wow, that’s going too far. That man is 85. He’s not going next door in
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his underpants to let his lady neighbor rub his back!” [With an angry and raised voice] I
know budget cuts are needed, really, and that care reform is necessary, but I also think we
have to continue delivering good quality care and not just pass everything off to
caregivers.” (Nurse)

On the whole, nurses expressed anger and anxiety regarding the increasing
formalization of caregiver involvement. As the quote above demonstrates, nurses did not
regard inquiries into the availability of caregivers as being trivial. Nor did nurses consider the
simultaneous introduction of policy encouraging informal caregiving and extra austerity
measures to be a coincidence. Like the nurse quoted above, several nurses stressed that
increased informal caregiver involvement would eventually alter the quality of care for the
recipient. In fact, our data suggest that nurses scrutinized caregivers in terms of their
involvement and devotion to providing support, expecting caregivers to feel the same
compassion towards clients as they did themselves. In this regard, nurses recounted
experiences with relatives who had failed to respond to their (repeated) requests for support
with non-care related tasks such as grocery shopping. Nurses also suggested that caregivers
forced into the role of caregiver would inevitably suffer from a lack of motivation. In contrast,
however, nurses did express compassion for caregivers that provided satisfactory care or
support but were becoming overburdened. Experiences with either less devoted, or highly
devoted and overburdened caregivers, not only informed nurses’ assertions that increased
caregiver involvement could pose a threat to their clients’ wellbeings and the delivery of the
best possible care, it also intensified their sense of compassion towards clients.
“I guess, in the long run, we’ll reap the consequences of more pressure being put on
caregivers. […] And then we’ll also have to take care of the caregiver. I mean, it’s a rather
precarious balance. Instead of one patient, you’ll have two patients, so to speak. So yes,
that’s very worrying in terms of the future.” (Nurse)

In sum, we identified that positive and negative moral emotions were triggered when
nurses were confronted with threats – which emerged from the contradictory values resulting
from the logic of managed care – to the enactment of nursing values. Next, we elaborate on
the decoupling practices adopted to alleviate such threats.
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4.5.2 Preserving nursing values, emotions and interests through decoupling
Our data show that nurses engaged in decoupling to ensure the continued enactment of
nursing values, while simultaneously guarding their own and clients’ interests. One disclosed
decoupling strategy was to reduce time spent on care provisions that were formally allotted
and publicly funded in order to save some time to provide provisions that were not publicly
funded, like preparing a meal. Undermining the logic of managed care by providing additional
tasks within unspent time was common across all respondents.
“I absolutely can’t always deliver what a client needs; officially that is. So when there’s
room to maneuver in the care package, we’ll definitely use it. When sandwiches need to
be made, it’s quite common here in our team that we’ll try to do it.” (Nurse)
Another more clandestine form of decoupling involved the creative-yet-rational
subversion of the system for requesting care when the CAC existed and later reporting about
care delivery to insurance companies. In order to acquire extra time to provide types of care
or support that the client did need but were not publicly funded, nurses would request and
report types of care that the client did not actually need. They used this time to provide
services that they were formally not allowed to provide (anymore). As such, we found that
nurses used both their position at the intersection of the coexisting logic practices and their
knowledge of the care-allocation system, mainly to respond to unmet client’s needs. As one
nurse put it:
“Officially, you’re not allowed to deliver care that’s not publicly funded. We solve this by
bending the rules. So instead of ‘guiding someone to the toilet’ or ‘handing out medicine,’
which can be part of a care package, we use the time to make sandwiches. […] Otherwise
you have to say, ‘We’re not preparing your meal, find yourself a caregiver,’ which isn’t
always possible, and they are left without a meal. That’s why we deliver care between the
lines.” (Nurse)
Further elaborating on why nurses delivered “care between the lines,” our data
indicate that decoupling practices were informed by feelings of compassion with clients.
These feelings stemmed from the fear for, thought of, or actually seeing clients at risk of
having their (basic) needs unmet, like clients not having a meal prepared. Similarly, nurses
accounts showed noticeable resentment when speaking of encounters with lonely clients
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who looked forward to their nurse’s daily visit only to be rushed into their compression
stockings within 10 minutes, after which they would be left alone again. One nurse concluded,
“It’s really harrowing what you encounter now and then.” Decoupling by creatively requesting
care or reporting about care allowed nurses to stay longer and drink a cup of tea. In other
words, nurses’ compassion for clients combined with their heartfelt anger and anxiety
towards the logic of managed care and its consequences for individual clients, prompted
nurses to respond to a considerably wider range of care needs from their clients than those
specified in formal care packages. By doing so, nurses’ alleviated the tensions between coexisting logics in individual client situations. In comparison, as described by the nurse below,
compliance with the values and practices of the logic of managed care would necessitate
relatively short client-nurse interaction, thereby naturally implicating the logic’s prescribed
appropriate emotional expression of detached involvement. This, however, was not what
nurses wanted.
“[You] rush in, do what you have to do, and rush out again. That’s what it comes down to,
but just having a chat is so important. I think this kind of stuff is going to get even worse,
absolutely. You know, the thing is, you start working in caregiving because you want to
provide care. Now you see your ability to do so being pinched away all around you.”
(Nurse)
As such, the latter quote signifies that being unable to attend to all the needs of clients,
affected their sense of professional fulfillment. Decoupling, in contrast, ostensibly allowed for
the fulfillment of their professional commitments and interests.
By rationally manipulating the practices from the logic of managed care, nurses could
satisfy their inherent endeavor to provide compassionate care by going the extra mile to make
sure their clients’ lives were as pleasurable as possible. Nurses stressed that small gestures
could mean a great deal to clients and that these were easily achieved by recognizing clients
as individuals or emphatically stepping into their shoes:
“When I’m with a client I always ask, ‘What would you do if you were still able to do it
yourself?’ Some people used to put on moisturizer or perfume or earrings and other
jewelry. If I were the client, I would really want people to think about those things instead
of it just being a quick shower, get dressed and off you go again.” (Nurse)
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Occasionally, the type help provided in clandestinely acquired (extra) time was surprisingly
different from the formally allocated types of care, as shown in the quote below.
“So it’s illegal, but I did help her. I said, ‘You know what? I’ll do it bit by bit. Two times a
week, I’ll come for an extra 30 or 45 minutes and we’ll do those cabinets.’ She can’t do it
herself, so I helped her out. For people that don’t have someone to help them, things like
this will be a problem in the future.”
Interviewer: Do you mean you’re doing things like that in your own time?
“Nope, I’m doing it as part of the care package, although I don’t think the public funds
we’re receiving should be used for that. Then again, society isn’t doing much either, which
is why I’m doing it this way.” (Nurse)
Demonstrating an important finding across our data, this quote indicates that feelings
of compassion and anger essentially overruled the rational recognition that certain practices
were against the rules. Likewise, although many nurses rationally acknowledged the need for
budget cuts in the long-term care sector at large, when projecting and actually witnessing the
consequences of budget cuts for individual clients in situated encounters, nurses were unable
to morally accept the on-going cutbacks.
Importantly, decoupling not only ensured the continued enactment of nursing values
as well as the preservation of nurses’ interests, it also helped nurses protect their positions,
at least to some extent, in relation to caregivers. As articulated, in the extra time saved or
clandestinely acquired, nurses performed tasks that were officially not theirs to perform, but
that were actually formally ascribed to caregivers. Yet, as was the case in the “cabinets”
example above, nurses stressed that caregivers were not always willing or able to provide
such support.
“[Caregivers] often seem to think, ‘Here you go, here are my parents – and now it’s up to
you to solve everything because we’ve been in over our heads.’ These kids don’t know how
or can’t do it anymore.” (Nurse)
In effect, nurses emphasized that it should be their responsibility to decide which tasks
caregivers and they themselves could take on.
“Some informal caregivers, women in particular, give and give. We also provide support to
informal caregivers should they become overburdened. […] Sometimes we need to
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intervene or take certain tasks over, saying, ‘You’re not going to do that, we’ll do it.’”
(Nurse)
Essentially, decoupling allowed nurses to make this decision and to take over tasks from
(overburdened) caregivers in order to both exemplify the worth of their profession and
preserve the interests of their profession. Below, we describe the consequences of such acts.
4.5.3 Emotional consequences of continually engaging in decoupling
Our data show that nurses’ decoupling practices alleviated the tensions that existed between
the co-existing logics in situated individual client encounters. Consequently, in order to
mitigate the (perceived) detrimental consequences of the logic of managed care, nurses’
decoupling practices had to be repeated in subsequent client situations. In fact, by enacting
the practices of the logic of managed care, nurses actually helped to institutionalize – at least
superficially – in their day-to-day practices the practices of the logic they inwardly opposed.
By preserving its practices, nurses simultaneously preserved the threats posed by the logic of
managed care logic. As a result, moral emotions of anger, anxiety, and compassion were
continually triggered, which repeatedly informed the use of decoupling practices to ensure
the enactment of nursing values in subsequent client situations. As such, nurses essentially
repeatedly engaged in decoupling practices, with normative and emotive elements being
both antecedents and the desired outcome.
Particularly during follow-up interviews, we found that nurses talked fairly openly
about their decoupling practices. It was seen as the only way to provide “humane care” to
individual clients in times of standardization and maximum efficiency. Nonetheless,
decoupling also burdened the nurses emotionally. Due to developments such as continual
budget cuts, the closure of residential care homes and a growing number of clients, nurses
were increasingly confronted with situations in which they were unable to meet their clients’
needs. As eligibility requirements became stricter, it also became more difficult to devise
creative-yet-reasonable argumentation for particular types of care. Anxiety was triggered by
the prospect of continually and increasingly having to “provide care between the lines” by
means of decoupling:
“It’s not always easy. When people really need more help, it suddenly becomes more
complicated. We can only deliver home-care for a certain numbers of hours because we
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run into trouble rather quickly with the care packages. We all tend to become somewhat
anxious when the care package needs to be expanded, because, ‘How, how are we
supposed to do that?’ Then we sometimes get anxious like, ‘How am I going to solve and
substantiate this one?’” (Nurse)
“What will those arrangements look like? How’s that going to result in a workable
situation where we can provide humane care and take other needs into account?” (Nurse)

When nurses reflected on (looming) budget cuts, their accounts not only showed
anxiety with regard to the precarious situations that threatened for many of their clients.
Their accounts also revealed the hazardous situation nurses were ostensibly manoeuvring
into themselves. That is, our data indicate that, due to stricter eligibility requirements, nurses
took on an increasing number of tasks beyond those publicly funded. As a result, decoupling
became more and more convoluted. In other words, in addition to the limits encountered to
creatively circumvent the system, nurses also started to reach a limit regarding the number
of additional tasks they could practically take on without becoming overburdened
themselves. Nonetheless, nurses seemed unwilling to relinquish the enactment of nursing
values. Yet, as described in the quote below, their persistence in decoupling triggered
fundamental worries and anxiety among the nurses:
“[Cynically] Nowadays, all we do is make breakfast. [Very serious] We’re doing more and
more: laundry, we even go grocery shopping sometimes. You do tend to cross more and
more boundaries, and you have to because who else is going to help? […] I guess I’m
worried – not every day, but often. Yes, I think, ‘Oh gosh, I just hope we’re able to keep
doing this, that we can cope.’ Because I mean, we’re always getting something else and
more thrown on our plates. […] Personally, it really hurts when I have to reject someone’s
request for help.” (Nurse)
Although nurses used decoupling practices to protect the enactment of nursing values, they
also experienced emotional consequences, particularly anxiety and distress, as a result of the
particular decoupling practices in which they engaged.
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4.6 Discussion
In this paper, we contribute by addressing two limitations in the current decoupling literature:
the relatively underexplored role of values and emotions in micro-level processes of
decoupling and the relative lack of attention to the lived experiences of people engaging in
micro-level decoupling practices. First, by exemplifying how normative and emotive elements
are both antecedents and sought for outcomes of micro-level decoupling practices, we have
developed a more comprehensive and nuanced understanding of decoupling. Second, we
conceptualize decoupling – which involved institutional subversion and preservation – as an
ongoing process with emotional consequence. We elaborate on both of these contributions
below.
4.6.1 Normative and emotive antedecents and outcomes of decoupling
As a strategic act in a complex institutional environment, decoupling can have different
antecedents, intentions and outcomes. Involving the creative-yet-rational subversion of the
logic of managed care, we found that decoupling was primarily used to ensure the continued
enactment of nursing values, while also serving to protect the interests of both nurses and
their clients. Decoupling was informed by anger, anxiety and increased compassion due to
perceived threats. Yet, normative and emotive considerations simultaneously informed the
moral legitimacy of decoupling practices (Patriotta, Gond, & Schultz, 2011). This indicates, we
argue, that in addition to rational considerations, what people encounter, experience and feel
in their everyday work (cf., Fineman, 2006; Piderit, 2000) may pertain to decoupling acts in
important ways. Having identified rational, normative and emotional antecedents and
outcomes of micro-level decoupling practices, we emphasize the relevance of widening the
scope of decoupling research beyond cognitive and interest-based explanations.
In light of previous research that has established the relevance of anger and other
negative (moral) emotions as informing institutional processes (Creed et al., 2014; Toubiana
& Zietsma, 2017), we were intrigued by the salient role of the positive moral emotion of
compassion. We believe that our research provides an initial response to the question posed
by Lok et al. (2017) as to which situations and reasons trigger people to help maintain the
status quo despite feeling resistance and negative (moral) emotions towards existing
institutional arrangements. Although nurses clearly showed anger and anxiety towards the
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logic of managed care, they were rarely disheartened to the extent that they lost their sense
of compassion towards clients. In other words, amidst the accounts of discontent, nurses still
maintained a caring demeanor. Others have found that, in settings where the logic of
managed care was dominant, nurses’ expressions of compassion were a result of emotional
labor (Hayward & Tuckey, 2011), indicating that this emotion was not sincerely felt
(Hochschild, 1983). While these studies may be correct in identifying the emotional labor of
care professionals, we found that nursing values continued to guide nurses in the home-care
sector. Differing significantly from care delivered in a nursing home or hospital setting (cf.,
Allen, 2014; McMurray, 2011), we believe that the context of care provision in the private
setting of a client’s own home was complicit in evoking compassion. Our study renders visible
that the expression of compassion mattered to nurses. That is, it was constitutive to the
enactment of core nursing values and the realization of professional interests and sense of
fulfillment (Gill & Burrow, 2017; Lok et al., 2017; Zietsma & Toubiana, 2018). By comparison,
had nurses expressed detached involvement – the emotional expression typically associated
with the logic of managed care – then they would have been undermining both their
commitment to caring and their personal aspirations as a home-care nurse (Anteby, Chan, &
DiBenigno, 2016; Lok et al., 2017; Piliavin et al., 2002; Voronov & Vince, 2012). While nurses
symbolically complied with the logic of managed care – in which they had an observable
limited level of emotional investment (Voronov & Vince, 2012) – they “walked the talk” of the
nursing logic in which they were emotionally invested. This investment in the nursing logic,
formed the gist of their decoupling practices, and differentiated them from external
constituents who took a more detached stance.
4.6.2 Decoupling as a ongoing practice with emotional consequences
We have shown that the nurses’ particular decoupling practices exhibited a paradoxical
element: it involved the subversion of the logic of managed care while simultaneously helping
to preserve and, at least superficially, institutionalize this very logic. Due to the enduring coexistence of the nursing logic and the logic of managed care, both logics remained part and
parcel of nurses’ daily work. Our focus on the lived experiences of people that continuously
engaged in decoupling practices led us to empirically identify the internal struggle and
emotional distress that others had predicted in such a context (Friedland, 2018; Kraatz &
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Flores, 2015). Moreover, we identified that positive and negative moral emotions amplified
as decoupling became more intricate over time.
We note that the nurses’ focus on individual clients’ needs, as well as on preserving
their own sense of professional fulfillment through decoupling, was not neccesarily in service
of broader societal needs. Building on Piliavin et al. (2002), we argue that decoupling
distracted from addressing the underlying problem: that people who require help might not
be receiving the care they need due to continual budget cuts. In fact, through decoupling in
micro-level practices, the tension between institutional logics was preserved. In contrast with
previous research that has depicted decoupling as being a satisfactory strategy for achieving
one’s own goals (e.g., Heese et al., 2016), or as a temporary strategy that ends when moral
or rational considerations instigate the (re)coupling of organizational practices with policy
(Haack et al., 2012; Hallet, 2010), we found that nurses’ particular decoupling practices in fact
heralded more decoupling practices. This ostensibly caused nurses to dig “deeper to find a
way out” (Singh & Jayanti, 2013, p. 924). We extend the existing literature by rendering visible
not only that decoupling entailed an ongoing practice involving both institutional subversion
and preservation, but also that it had mixed emotional outcomes: the continued situated
expression of compassion as well as emotional distress (cf., Lok et al., 2017).
Combined, these considerations raise the question of when a state of emotional
amplification caused by untenable institutional contradiction (Hallet, 2003), may eventually
trigger more “open” practices of logic subversion that, moreover, do not involve the logic’s
simultaneous preservation by lower-level professionals. Like other lower-level professions in
precarious positions, nurses have a strong, internalized commitment to their work and to
serving others (Piliavin et al., 2002). Their (emotional) commitment makes them susceptible
to great efforts being extracted “from them in exchange for little material rewards”
(Bunderson & Thomson, 2009). As a result, the odds of such professionals going on strike
seem small. Although some informants hinted at dropping their work “for a day or two,” our
findings indicated that the thought of their clients not receiving care, or a meal for that
matter, triggered their sense of compassion and as such prevented the nurses from actually
doing so. Building on the insight that “subordination instils in individuals insecurity and
(unconscious) anxiety about being punished for transgressions” (Voronov & Vince 2012, p.
70, see also Gill & Burrow, 2017), we expect that lower-level professionals such as the nurses
in our study may feel apprehensive about speaking up, as it would ostensibly entail disclosure
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of their decoupling practices. Although undermining the logic of managed care through
decoupling seemed to be an institutionalized practice among nurses, the consequences of
disclosing this practice for their profession and professional interests were difficult to foresee
(Patriotta et al., 2011). This was presumably complicit in their apprehension of disclosure. A
fruitful direction for future research could be to explore the notion of decoupling as being an
ongoing practice and its consequences in terms of emotional amplification and emotional
distress. Doing so would contribute to the debate on whether or not decoupling is indeed a
satisfactory strategy (Heese et al., 2016). Moreover, it would provide new insights into the
endurance of decoupling practices by actors who engage with logics with which they do not
identify.
By making inferences regarding normative and emotive antecedents and outcomes of
decoupling practices, this paper has responded to calls to study the connections between
values, emotions, actors’ embeddedness, and their entwinement in micro-level institutional
processes in a complex and dynamic institutional environment (Currie & Spyridonidis, 2016;
Lok et al., 2017; Reay et al., 2016). Whereas Hirsch and Bermiss (2009) described decoupling
as a form of maintenance work, our findings indicated that decoupling involved both
institutional preservation and subversion. Like other forms of institutional work, the nurses’
decoupling practices involved the agentic, skillful and creative use of institutional
incompatibilities (Hargrave & Van de Ven 2009; Hirsch & Bermiss, 2009). We argue that,
implied by their position at the very intersection of the practical enactment of contradictory
logics in the environment in which they were embedded (Hirsch & Bermiss, 2009; cf., Reay,
Golden-Biddle, & Germann, 2006), nurses were able to reflect and act upon the contradictory
logics and, specifically, could manipulate the micro-level enactment of the logic of managed
care in a way that was not readily detectable to external constituents. This served their
specific purpose of maintaining their interests as well as professional values (cf., Wright et al.,
2017) within the context of situated client encounters.
We would expect that other lower-level professionals with limited influence at the
field level may similarly rely on decoupling practices as a strategy to uphold normative and
emotive commitments, particularly if they rely on enacted values and emotional expressions
for their sense of legitimacy and self-worth. A fruitful direction for future research could be
to study other lower-level professionals in settings with similar institutional and situational
conditions, for example in education or welfare sectors. Like in healthcare, these sectors also
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face government-mandated financial constraints, requirements for greater accountability
and standardization (cf., Hallet, 2010); and, like nurses, professionals in these sectors are
highly committed to working with the people they are entrusted with, and to responding to
their needs. Particularly in light of evermore rationalization projects (Lok et al., 2017), an
understanding of how such professional values are protected is important.
An important limitation of our study was that we only included the perspective of
nurses, while not including viewpoints from referent audiences such as clients, caregivers,
managers or members of regulatory bodies. By focusing on nurses’ interests, values and
emotions, this study discusses decoupling from a nurses’ perspective only. We suggest that
future research explores and includes the normative and emotive elements and outcomes of
other stakeholders.
In closing, in this paper we have explored the roles and relatedness of normative and
emotive elements in decoupling practices. Based on our empirical findings, our paper has
provided an initial understanding of how values, emotions, and professional interests were
inextricably informing nurses’ everyday decoupling acts. At the same time, we have shown
that decoupling had emotional consequences. We advocate that attending to the normative
and emotive antecedents and outcomes of decoupling contributes to a more nuanced
understanding of this phenomenon.
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