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a b s t r a c t

In this study we explore organisational ideology as an important dimension of management control
systems (MCS). Through a case study of a health centre operating as an NGO we found that the ability of
‘ideological talk’ to emphasise the organisation's uniqueness and importance gave the manager a
powerful instrument of control. Ideological control was also key to explaining the limited resistance to
the implementation of financially oriented formal MCS. We contribute by detailing an important, yet still
insufficiently explored, part of this implementation process, namely that the formal MCS, through the
interplay with the predominant ideological control in place, became vested with symbolic significance.
Thus, our findings show that the production of ‘concurrent visibility’ can be sought both through the
design of formal MCS (as suggested by Chenhall, Hall, & Smith, 2013) and through the use of ideological
control (as in our case). Our results also suggest the need to distinguish between professional and
organisational identity when analysing MCS in health care organisations and NGOs.

© 2016 Elsevier Ltd. All rights reserved.
1. Introduction

In this studywe explore organisational ideology as an important,
yet still insufficiently explored, dimension of management control
systems (MCS). Organisational ideology is defined as an over-arching
idea-system that provides the fundamental justification and legiti-
mation for what it would have employees believe is an established
order (Czarniawska-Joerges, 1988; Thompson, 1980). The MCS liter-
aturehas long recognised the importanceof culture, clancontrolsand
belief systems (Ahrens & Mollona, 2007; Dent, 1991; Efferin &
Hopper, 2007; Ouchi, 1979; Simons, 1995), but has paid little atten-
tion to how managers use ideological control to indirectly govern
employee behaviour by controlling their underlying experience,
thoughts and feelings. Ideological control concernsmanagers' use of
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rituals and symbols, and their verbal communication of the organ-
isational ideology, through which they target employees' beliefs,
emotions and values (Alvesson & K€arreman, 2004; Czarniawska-
Joerges, 1988; Etzioni, 1975; Kunda, 1992).

Ideological control should be brought to the fore because it is
often found that religious organisations, hospitals and non-
governmental organisations (NGOs) have a significant proportion
of employees whose commitment is primarily moral (Etzioni,
1964). Etzioni (1961, 1964, 1975) denotes such organisations
‘normative organisations’ and argues that ideological control is
especially significant here. However, as stressed by Etzioni (1975, p.
6, 40e54), even in organisations where ideological control is pre-
dominant, certain elements of formal MCS have been established.
The overall purpose of this study is to give a grounded account of
ideological control and its interplay with formal MCS in normative
organisations. We investigate MediOrg, a small religiously affiliated
health centre operating as an NGO in rural India.

We also take up the related key issue of how a high level of
compliance to formal MCS initiatives is achieved, including
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employees accepting increased use of MCS associated with an
intrusion of economic rationality on work practices. The more mi-
cro-oriented1 accounting literature on health care organisations
and NGOs has, in the main, focused on resistance to formal MCS
(Broadbent, Jacobs, & Laughlin, 2001; Dixon, Ritchie, & Siwale,
2006; Goddard & Assad, 2006; Jones & Dewing, 1997;
Kurunm€aki, 1999), without paying much attention to compliance.
Specifically, we address how managers in normative organisations
can use ideological control to achieve a high level of compliance
among employees when implementing formal MCS. We examine
the implementation and reception of behavioural controls at
MediOrg that heralded and promoted a more financially oriented
agenda.

Our study contributes to theMCS literature in a number of ways.
First, a focus on ideological control is consistent with the emerging
accounting research on the “expressive dimensions” of organisa-
tional life (e.g., Ahrens & Mollona, 2007; Boedker & Chua, 2013;
Chenhall et al., in press). However, while this literature has ana-
lysed, for instance, the influence of subcultures on formal MCS and
how formal MCS play an active role in values expression, less in-
terest has been shown in how managers use organisational ideol-
ogy to enact a particular form of experience for their employees and
to create a highly valued sense of purpose. We found that it is
mainly through ‘ideological talk’ in face-to-face contact between
the manager and the employees that ideological control assumes
specific significance in organisations. The ability of ‘ideological talk’
to emphasise MediOrg's unique worth gave the manager a
powerful instrument of control as it created characteristics of
MediOrg that the employees perceived to be central, distinctive and
enduring. Second, the use of ideological control and its creation of a
strong and articulated organisational identity was of value to
explain the absence of any resistance to the implementation of
financially oriented formal MCS. Accounting scholarship has pro-
vided valuable knowledge of how the design characteristics and the
implementation process of formal MCS can help to explain
compliance (e.g., Ahrens & Chapman, 2004; Jordan & Messner,
2012; Wouters & Wilderom, 2008). We contribute by detailing a
novel part of this implementation process, namely that a strong
predominantly ideological control system was significant for how
employees perceived the implementation of the formal MCS.
Through the interplay with the predominant ideological control in
place, the formal MCS became vested with symbolic significance.
Third, Chenhall, Hall and Smith (2013) found that compliance
increased when formal MCS were designed to produce ‘concurrent
visibilities’ such that different evaluative principles of organisa-
tional actors were made visible. Our findings suggest that
compromise between multiple values can be sought both through
1 We acknowledge that there are studies within the domains of accounting and
health care (e.g., Llewellyn & Northcott, 2005; Preston, Chua, & Neu, 1997) and
accounting and NGOs (e.g., Neu, Everett, & Rahaman, 2009; Rahaman, Everett, &
Neu, 2007, 2010) which have demonstrated how accounting calculations and
techniques come to constitute or transform these organisations. These studies,
inspired by Miller and Rose (1990, 1993, 1994; Rose & Miller, 1992) scholarship,
mainly draw on the Foucauldian notion of governmentality and theorise accounting
as a technology of government that is linked to wider socio-political objectives (c.f.,
Preston et al., 1997). As stressed by Miller and Rose (1990), governmentality studies
have a programmatic character with an important focus of analysis being on po-
litical power, i.e., the way in which the state and other social actors, such as the
World Bank, increasingly appear to act on and intervene in the lives of organisa-
tions and individuals. In these studies, less attention was paid to detailed accounts
of the internal workings of specific health care organisations and NGOs, in partic-
ular where formal MCS initiatives from the managers were concerned, and the
eventual compliance or resistance of the employees to initiatives. This is where the
emphasis of the present study is laid, so our research adopts a more micro-oriented
approach than those of Llewellyn and Northcott (2005), Preston et al. (1997), Neu
et al. (2009), and Rahaman et al. (2007, 2010).
the design of formal MCS (as in Chenhall et al., 2013) and through
the use of ideological control, vesting the formal MCS with sym-
bolic significance (as in our case). We also conclude that too much
concurrent visibility might be problematic. In situations of
apparent resource insufficiency, a limit is introduced on what can
be accounted for by means of rational argumentation (c.f., Cho,
Laine, Roberts, & Rodrigue, 2015; Messner, 2009). Open discus-
sions may result in too much concurrent visibility, imposing an
ethical burden on employees, who need to decide on something
that they find difficult, or even impossible, to rationalise.

We also contribute to two related, yet distinct, empirical do-
mains: management control in NGOs (e.g., Chenhall, Hall, & Smith,
2010; Chenhall et al., 2013, in press; O'Dwyer and Unerman, 2008),
and management control in health care organisations (e.g.,
Kurunm€aki, 1999, 2004; Jones & Dewing, 1997). Less developed
countries such as India, where our case organisation MediOrg
operates, often have neither the economy nor the capability to
provide adequate public healthcare to their population (Banerjee,
Glennerster & Duflo, 2008). As a result, the provision of health-
care services in such countries is often taken care of by NGOs. The
existing literature has demonstrated that tensions exists in NGOs
between financial ideals, namely the pressure to balance budgets
andmeet the reporting requirements from the various funders, and
the employees' ethos to the social mission (e.g., Chenhall et al.,
2010, 2013; Dixon et al., 2006; O'Dwyer and Unerman, 2008).
However, accounting research on NGOs has mainly focused on
‘upward’ accountability to funders (Goddard & Assad, 2006;
Hopper, Tsamenyi, Uddin, & Wickramasinghe, 2009; Hopwood,
2005; Unerman & O'Dwyer, 2006), paying relatively little atten-
tion to the use of ideological control and formal MCS in these NGOs.
Our findings suggest that in spite of heavy intrusion of economic
rationality on work practices, MediOrg did not appear to have lost
its organisational identity. Thus, while recognising the role of
formal MCS to manage the tensions between financial and social
ideals in NGOs that has been documented in previous research, our
findings reveal a more complex picture involving ideological con-
trol, formal MCS, moral considerations and spiritual leadership.
These dimensions need to be taken into account when analysing
how management control can help NGOs attract funding, while
maintaining their identity.

Management control in health care organisations has primarily
analysed the interplay between financial pressures and profes-
sional ideals in health centres and hospitals (e.g., Kurunm€aki, 1999,
2004). Medical staff who had worked in direct contact with pa-
tients and had acquired many of the tools of management ac-
counting acknowledged that economic reasoning could influence
their decisions and the actions they took (e.g., Jacobs, 1998;
Kurunm€aki, Lapsley, & Melia, 2003; Kurunm€aki, 1999, 2004).
However, the majority of the studies highlight the importance of
professional autonomy, where decisions concerning which patients
to admit, how to examine and treat them, and how long to keep
them in hospital were taken by the front-line healthcare pro-
fessionals based on patient well-being, independent of financial
concerns (Jones & Dewing, 1997; Nyland & Pettersen, 2004). At-
tempts to limit the professional autonomy of the doctors and
nurses and increase the emphasis on economic reasoning have
encountered strong opposition (Jones & Dewing, 1997; Lapsley,
2008), but these studies are mainly based on findings from
‘Western’ hospitals and health centres. Thus, studying the opera-
tion of a health centre in rural India, one of the world's poorest
countries, therefore offers the potential for new insights into the
role of management control in health care organisations. More
specifically, our findings suggest a need to distinguish between
professional and organisational identity (see, Empson, 2004). Pre-
vious studies of health care organisations have focused on
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professional identity, which has meant that organisational identity
has tended to be treated as being subsidiary to, or conflated with,
professional identity. In contrast, our study shows that professional
and organisational identity coexist in a complex relationship.
MediOrg doctors and nurses seemed to share a basic understanding
of what it meant to be a professional, but the way in which they
translated this understanding into practice was influenced by the
organisational identity.

In the next section we discuss Etzioni's compliance theory and
related accounting research to specify analytically its implications
for the understanding of the interplay between ideological control
and formal MCS. This leads to a section on research methods.
Section four then presents the case analysis, starting with a
description of the Indian healthcare climate and the setting for the
case organisation. This is followed by an analysis of ideological
control and formal MCS in MediOrg during a period in which the
reporting requirements were tightened in connectionwith changes
in the way in which funding was obtained. Finally, the discussion
and conclusions are presented, along with some suggestions for
further research.
2. Theoretical development

2.1. Etzioni's compliance theory

Our theoretical understanding of the interplay between ideo-
logical control and formal MCS has its roots in Etzioni's compliance
theory (Etzioni, 1961,1964,1975). Etzioni classifies organisations on
the basis of the nature of their compliance. For him (Etzioni,1975, p.
xv): “Compliance is a relationship consisting of the power
employed by superiors to control subordinates and the orientation
of the subordinates to this power.” In this way, Etzioni combines a
structural and a motivational aspect of management control:
structural because he is concerned with the kinds and distribution
of control in organisations; motivational, because he is concerned
with the various commitments of employees to organisations.2

Etzioni proposes three analytical categories: The first is the type
of control used bymanagers to make employees comply. One target
of control can be behaviour (through formal MCS) or world-view
(through ideological control) (Etzioni, 1961, 1975).3 The category
formal MCS refers to attempts to directly control employee
behaviour through output control, such as key performance in-
dicators and reward systems, and behavioural control, such as rules
2 Etzioni (1964, ch. 3e5) posits his compliance theory as a way to study orga-
nisations that synthesise the formal (ideal-typical) approach of Weber and the less
formal (subjective) approach of Human Relations researchers (e.g., Elton Mayo and
Kurt Lewin). Central to Etzioni's ideas is the organisational dilemma that the
inevitable strains can be reduced, but not eliminated, between organisational and
personal needs, between discipline and autonomy, and between formal and
informal relations (see also Sciulli, 2011). Etzioni has been criticised for structural-
functionalism (e.g., Prideaux, 2005, ch. 3), but this critique refers, as noted by
Etzioni (2005) in his response, mainly to his later (more macro-theory oriented)
work on communitarian movement. Etzioni (2005) stresses that his early (more
micro-oriented) work on compliance is not at all structural-functionalistic, being
rather a middle-range theory designed to facilitate the empirical study of organi-
sations. For the purpose of this study, it is important to note that Etzioni's early
work focuses on the major bases of compliance within organisations; that is, on the
ways in which leaders establish and maintain order and the effectiveness of the
response this elicits from the employees. These are issues of relevance for analysing
management control, and as such Etzioni's compliance theory is especially apt
when analysing the interplay between ideological control and formal MCS in
normative organisations.

3 Etzioni uses the terms ‘utilitarian control’ and ‘normative control’ instead of
formal MCS and ideological control. However, since formal MCS and ideological
control are terms commonly referred to in the accounting literature, we use the
latter throughout the paper.
and written guidelines (Etzioni, 1975). Ideological control, in
contrast, refers to attempts to govern employee behaviour indi-
rectly by controlling the underlying experience, thoughts and
feelings guiding employees' behaviour (Etzioni, 1964, 1975). Ideo-
logical control rests on the encouragement of esteem, verbal
communication of the organisational ideology, and the use of cer-
emonies and ritualistic symbols (Alvesson & K€arreman, 2004;
Etzioni, 1975). Etzioni (1975, pp. 40e54) argues that most organi-
sations use both ideological control and formal MCS, but the degree
to which they rely on each differs from organisation to
organisation.

The second analytical category relates to the place and role of
leadership in organisations. The power to control other members of
an organisation is associated with specific positions (top manager)
and personality (being persuasive). Actors whose power is derived
mainly from their position in the organisation are called officers
(Etzioni, 1964). Actors who have personal, but not official, power
over subordinates are referred to as informal leaders. Actors with
formal and personal power over their subordinates are called
formal leaders (Etzioni, 1964).

The third analytical category concerns involvement, i.e. the
attitude of the employees towards the organisation. The intensity of
involvement ranges from high to low and can be either positive or
negative. Etzioni (1975) refers to positive involvement as commit-
ment and negative involvement as alienation. Accordingly, em-
ployees can be placed on an involvement continuum that ranges
from a highly intense negative zone through mild negative and
mild positive ones to a highly positive zone.

Applying these three analytical categories, Etzioni labels orga-
nisations such as MediOrg, i.e., a religiously affiliated NGO,
normative organisations.4 Normative organisations are those in
which ideological control is the major source of influence over the
employees. The employees exhibit moral commitment and there
tend to be few officials or informal leaders (Etzioni, 1961). Formal
leaders effectively control the employees. Table 1 summarises the
main characteristics of normative organisations.

In the following, we provide a theoretical discussion of ideo-
logical control and its interplay with formal MCS in normative or-
ganisations based on Etzioni's three analytical categories and
related accounting research. We also discuss how ideological con-
trol can create compliance when implementing formal MCS.
2.2. Compliance theory and its implications for studying the
interplay between ideological control and formal MCS in normative
organisations

A focus on ideological control is consistent with emerging ac-
counting research on the “expressive dimensions” of organisational
life (e.g., Ahrens & Mollona, 2007; Boedker & Chua, 2013; Chenhall
et al., in press; Efferin & Hopper, 2007; Ezzamel, 2009; Jacobs &
Walker, 2004; Quattrone, 2004). This literature has focused on
the influence of subcultures on formal MCS (e.g., Ahrens&Mollona,
2007), on how formal MCS is a means through which employees'
levels of engagement and emotions can be moulded and managed
(e.g., Boedker& Chua, 2013), and on how formal MCS can be used to
express the values and beliefs of organisational members (Chenhall
et al., in press). However less interest has been shown in how
managers use ideological control to enact a particular form of
organisational experience for their employees and to create a
4 Etzioni also discusses two other types of organisations: utilitarian and coercive.
Utilitarian organisations are ones in which formal MCS are dominant. In coercive
organisations, such as a prison or a custodian mental hospital, control is applied
through physical means, for instance through the use of a lock.



Table 1
The characteristics of normative organisations.

Normative organisations

Predominant type of control used Ideological control e managers target behaviour indirectly (e.g., verbal communication of ideology, rituals and use of various symbols)
Type of leadership Formal leaders effectively control the employees
Involvement Moral commitment (i.e., commitment at a high level)
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highly valued sense of purpose for the organisation (c.f., Etzioni,
1975).
2.2.1. Leadership and ‘ideological talk’
Etzioni (1975) emphasises the importance of leadership when

analysing ideological control. Leadership is defined (Etzioni, 1965,
pp. 690e691) as: “the ability, based on the personal qualities of the
leader, to elicit the followers' voluntary compliance in a broad
range of matters. Leadership is distinguished from the concept of
power in that it entails influence, that is, change of preferences,
while power implies only that subjects' preferences are held in
abeyance”. Although the role of leaders has received considerable
attention in the management literature, it has, as noted by
Abernethy, Bouwens, and van Lent (2010), largely been neglected in
research on MCS. But as stressed by Etzioni (1961, p. 59), the use of
ideological control largely depends on the ability of the leader to
articulate and communicate the ideology for the organisation.
Thus, in addition to rituals and symbolic devices, verbal commu-
nication is an integral part of ideological control. Accounting
scholars have long argued that the relevance of formal MCS in or-
ganisations is dependent on howmanagers use such information in
verbal communications (e.g., Ahrens, 1997; Carlsson-Wall et al., in
press; Englund& Gerdin, 2015; Hall, 2010; J€onsson,1998). As stated
by Hall (2010, p. 302):

‘It is primarily through talk rather than through written reports
that accounting information becomes implicated in managerial
work. In particular, verbal forms of communication allow
managers to tailor accounting information to specific opera-
tional concerns, and provide a context to debate and discuss the
meanings and implications of accounting data.’

In studyingmanagement control within two British and German
breweries, Ahrens (1997) found the particular functioning of formal
MCS was crucially linked to the manner of talk as this had the
ability to make concepts meaningful to organisational members in
their everyday work. The literature on ‘accounting talk’ has estab-
lished that accounting information is made to work through dis-
cussion. However, limited attention has been given to different
forms of verbal communication (see, Carlsson-Wall et al., in press).
In this study, we argue that it is mainly through ‘ideological talk’ in
face-to-face contact between the leader and the employees that
ideological control assumes its specific significance in organisations
(c.f., Czarniawska-Joerges & Jorges, 1988; Gioia, Thomas, Clark, &
Chittipeddi, 1994). ‘Ideological talk’ allows managers to help their
employees to envisage how their work fits into the idealised vision
of the organisation. The ability of ‘ideological talk’ to categorise the
world verbally and to emphasise the organisation's uniqueness and
importance gives managers a powerful instrument of control
(Czarniawska-Joerges & Jorges, 1988).
2.2.2. Resistance or compliance e the interplay between ideological
control and formal MCS

While ideological control is assumed to be the predominant
form of control in normative organisations, Etzioni (1961, 1964,
1975) stresses that these organisations probably also employ
some formal MCS. Thus, the two types of control coexist creating a
complex management control structure (see, e.g., Alvesson &
K€arreman, 2004; Kunda, 1992, for similar points). As he pointed
out (Etzioni, 1964, p. 64), formal leaders in normative organisations
therefore often use a combination of formal and ideological control,
even though ideological control is often dominant. Later he
developed this argument and elaborated on the importance of
investigating the predominant control in tandem with the less
dominant form of control, which he refers to as (Etzioni, 1975, p. 6,
40e54) “the secondary source of control”. Following Etzioni (1975),
we therefore propose that the role and relevance attributed to
formal MCS by the employees is likely to be related to the pre-
dominant ideological control in place, as the ideological control
may vest formal MCS with symbolic meanings. This has important
analytical implications for our understanding of compliance and
the absence of resistance towards the implementation of formal
MCS.

Previous research on this topic has, in the main, analysed how
and why employees resist the implementation of formal MCS.
Lapsley (2008) noted that, given the robust nature of public sector
professions, moves to increase the use of accounting will encounter
strong opposition. Field studies have shown strong resistance
amongst staff when formal MCS are introduced within the public
sector, examples being in health and medical care (e.g., Kurunm€aki
et al., 2003), schools (e.g., Broadbent & Laughlin, 1998), the police
(e.g., Hoque, Arends, & Alexander, 2004), the social services (e.g.,
Carlsson-Wall, Kraus, & Lind, 2011; Kraus, 2012; Llewellyn, 1998),
cultural and historical organisations (e.g., Oakes, Townley, &
Cooper, 1998), and NGOs (e.g., Chenhall et al., 2010; Dixon et al.,
2006; Goddard & Assad, 2006), where the employees valued
their autonomy and prioritised making professional judgements in
their client interests over financial concerns. For instance,
Kurunm€aki (1999, p. 122), studying three Finish hospitals, found a
continuous struggle for power and control between those advo-
cating professionally oriented and financially oriented ideals. Other
research indicates resistance towards formal MCS with individual
or groups of workers, comprised of e.g., senior doctors, absorbing
the impact of change by shouldering the burden of formal MCS
initiatives so that the core activities can continue unhindered
(Broadbent et al., 2001; Broadbent & Laughlin, 1998; Jacobs, 2005).

However, recent research has started to analyse why employees
in organisations do not resist MCS initiatives. As Boedker and Chua
(2013, p. 264) commented: “… throughout our study, we observed
a notable dimension that characterised the case study organisation,
namely the compliance of Australian actors to relationships with
corporate executives… our paper indicates that forms of resistance
weremostly absent”. Their explanation of the compliance related to
formal MCS being able to stimulate enthusiasm, hope, nervousness
and anxiety all at the same time. They coined the term “happy slave
syndrome” in that managers skillfully used formal MCS to appeal to
people's pride, the prospect of fame in the public press and the
threat of loss of market leadership (Boedker & Chua, 2013). Other
studies, using the enabling and coercive dichotomy of Adler and
Borys (1996), have found that attention to the design characteris-
tics and the design and implementation process of formal MCS can
help explain compliance in organisations (e.g., Ahrens & Chapman,
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2004; Chenhall et al., 2010; Englund & Gerdin, 2015; Jordan &
Messner, 2012; J€orgensen & Messner, 2009; Wouters &
Wilderom, 2008). Chenhall et al. (2010), studying an Australian
welfare provision NGO, concluded that formal MCS that were
transparent, flexible and provided details of interdependencies
between specific programmes and other parts of the NGO's oper-
ations were met with little resistance, while formal MCS designed
with less transparency and flexibility were resisted. On a related
note, Chenhall et al. (2013), studying a non-governmental inter-
national development organisation, found that compliance
increased when formal MCS were designed to produce ‘concurrent
visibilities’ such that different evaluative principles of organisa-
tional actors were made visible. Within this context, our study is
complementary and contributes to the literature by proposing that
compliance can also be related to how formal MCS are linked to
ideological control. In relation to Etzioni's concept of involvement,
employees in normative organisations tend to have an intensive
commitment to the organisation's ideology. As emphasised by
Etzioni (1975), ideological control can be used to accomplish
change, and not just to maintain a status quo (c.f., Czarniawska-
Joerges, 1988). A well-defined, clearly differentiated and widely
shared organisational ideology can provide a focus for employee
identification in a difficult situation and enhance commitment
(Etzioni, 1964).

To summarise, this discussion has highlighted the potential in
analysing the interplay between ideological control and formal
MCS in normative organisations. In the following, a field study of
MediOrg, a small health centre operating as an NGO in rural India, is
analysed to explore these issues. But first, the researchmethods are
presented.

3. Research methods

This research took the form of an exploratory case study of
MediOrg, a health centre located in rural India.5 The area in which
MediOrg operates is one of India's poorest and least developed in
terms of infrastructure, such as roads, electricity and sewage sys-
tems. MediOrg is a small health centre with limited resources and
few possibilities for specialist care. The relatively small size of the
NGO provided the opportunity to observe the daily work at both
managerial and operational levels, and the use of ideological con-
trol and formal MCS. In their review of the literature on manage-
ment control in less developed countries, Hopper et al. (2009)
concluded that research has concentrated on large organisations
and suggested that future studies ought to include cases from small
organisations. In addition, it should be stressed that the health
centre manager of MediOrg welcomed this type of investigation
and facilitated field visits to many of the funders.

The data collection was conducted through a mixture of formal
interviews, informal conversations, observations and the study of
documentation. Two of the researchers stayed at the health centre
compound for fiveweeks in late February to early April 2012 where
they observed the everyday work and the planning and monitoring
of the health centre's practices. On a daily basis, the researchers
also participated in the morning ceremonies, had lunch with the
health centre manager6 and his wife and took part in the tea-break
with the employees. This was essential for developing an under-
standing of ideological control at MediOrg since this type of control
is difficult to observe through formal interviews alone (Alvesson &
K€arreman, 2004).
5 The identities of individuals, and of the organisation itself, have been disguised
to preserve anonymity in accordance with our agreement with the organisation.

6 Henceforth simply referred to as the ‘manager’.
Two sets of formal interviews were conducted with MediOrg's
management and employees, and with various funders (see
Appendix). First, 19 interviews took place on site FebruaryeApril
2012. Typically, these lasted between 30 and 60 min, with an
average length of around 45 min. The interviews were relatively
unstructured, but revolved around a few main themes: the work,
MediOrg's vision, religion, in addition to which the informants'
opinions on the various funders and their requirements were dis-
cussed. Many of the interviewees were new to the interview
setting, so to make themmore comfortable, a tape recorder was not
used. Instead, one of the researchers took notes while the other
conducted the interview. The open-ended interviews allowed the
interview to be adapted to the interviewee and made it possible to
create a conversational setting where the interviewee could feel at
ease. The interview notes were transcribed following each
interview.

The nature of the research process was similar to what Ahrens
and Chapman (2006, p. 836) described when they said that:
“Problem, theory and data influence each other throughout the
research process. The process is one of iteratively seeking to
generate a plausible fit between problem, theory and data.” When
collecting the empirical material, a broad interest in management
control in NGOs guided the research. An initial analysis was made
of management control in MediOrg. This first analysis indicated
that we needed additional analytical concepts to interpret our data.
Here Etzioni's work and the focus on ideological control came in;
our analysis of field material in relation to Etzioni's compliance
theory took place entirely after the data was collected (see, e.g.,
Ahrens & Chapman, 2004, pp. 285e286, for a similar discussion).
During this analysis, we found that a second round of interviews
was needed to provide more empirical depth to some of the con-
ceptual claimsmade in the paper. As Ahrens and Chapman (2006, p.
836) put it: “Theory helps the author structure the masses of data
and communicate its significance at the same time as it helps
construct that significance.” In June 2015, we therefore performed
an additional nine telephone interviews with the manager, Medi-
Org doctors and nurses, and also with a European doctor and two
European nurses who had performed five-week internships at
MediOrg and a city hospital (see Appendix). The European interns
could, for instance, reflect on whether they perceived any differ-
ences between MediOrg doctors and nurses and those working in
the city hospital. These interviews lasted between 35 and 50 min
(average around 40 min).

No formal coding programme was used for the data analysis.
First, each interview transcript, the research notes from the direct
observations and informal conversations and the documents were
read by the researchers. Once the theoretical framing was set, the
empirical material was organised and analysed using several cat-
egories. The categories initially used were: general information
about MediOrg and the context in which it operates, MediOrg's
funders, and Etzioni's (1975) analytical categories e ideological
control and formal MCS, type of leadership and involvement.
Thereafter, selective coding was used, where findings not consid-
ered to be of sufficient relevance to the studywere stripped out (c.f.,
Efferin & Hopper, 2007). Empirical material was related to the
theoretical concepts of the study to draw unique insights. Finally,
the case analysis was written up where the emerging findings were
compared to and contrasted with previous research to determine
the insights unique to our investigation.

4. Case analysis

4.1. NGOs and healthcare in India

India is the world's second largest country by population. About
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70 percent of people were estimated to be living in rural areas
(WHO, 2011). A profusion of local organisations called panchayats,
structured mainly around individual caste groups, exist in these
rural villages (Pur, 2007). Such caste-based local governance in-
stitutions vary from village to village, but they do have a common
core agenda of upholding social norms and customs and preserving
local law and order (Pur, 2007). Reflecting this, India's rural areas
are defined by a relatively strict social hierarchy as the Indian caste
system enforces social stratification. A great deal of social stigma
and a considerable economic challenge is borne by people
belonging to India's poor castes (Borooah, Dubey, & Iyer, 2007).
Parallel to this, religion is important in India (Borooah, 2012). Four
world religions e Hinduism, Buddhism, Jainism and Sikhism e

originated here and Christianity and Islam arrived in the first
millennium.

Over the last five decades India has made systematic efforts to
alleviate poverty by: increasing economic growth, making direct
attacks on poverty bymeans of targeted programmes, through land
and tenancy reforms, and provision of basic services (Mehta &
Shah, 2003). In spite of these efforts, according to World Bank es-
timates, 32 percent of the Indian population lives below the poverty
line ($1.25 per day) (World Bank, 2011). Given the size of the
population, its diversity and the economic conditions, India faces a
great challenge in providing healthcare to its population. India has a
highly pluralistic healthcare system. The private sector accounts for
more than 80 percent of total healthcare spending in India (PwC,
2007). However, private healthcare is expensive and therefore
almost exclusively targets India's urban middle and upper classes.
The severely poor in rural areas have very few natural, physical or
financial assets and no money to pay for healthcare.

The healthcare system at the district level consists of three tiers.
First, there are aid posts or subcentres. These are primary-care fa-
cilities that refer more complicated cases to the health centres,
which may in turn refer patients to the third tier, the district hos-
pitals (Banerjee et al., 2008). However, as noted by Banerjee et al.
(2008), even if improvements have been seen, India's public
health services often fail to deliver care to poor people in need.
Government facilities are often closed and the number of skilled
personnel is low. In addition, although fees in government hospitals
are low, severely poor households still report sizable out-of-pocket
expenditures for a visit and for the medication required. Thus, in
rural India there is a great need for NGOs that can provide free
healthcare for the severely poor (Berman, 1998).

NGOs have mushroomed in India since the 1980s (Waghmore,
2012), however, voluntarism has always been an integral part of
Indian society and dates back to ancient times when it operated in
fields such as education and medicine.7 Modern forms of voluntary
organisations began to appear in the colonial period, primarily in
the form of socio-religious organisations. Secularist development-
oriented voluntary movements received their strongest impetus
from Gandhi, who believed that voluntary actionwas the only path
to India's development (Sen, 1999). During the struggle for
freedom, dedicated workers from the Indian National Congress
undertook rural development programmes. It is within this social
and historical context that we must place the comparatively new
term ‘NGO’ in India. Many Indians still believe in a notion of
voluntarism that is essentially romantic, inspired by self-initiative
and social commitment (Sen, 1999). As a result, small local NGOs
such as MediOrg are often highly appreciated, especially in rural
areas, whereas large NGOs are perceived locally to be less
committed to social change, often employing people motivated by
job prospects rather than a social mission.
7 For a more thorough description of the history of NGOs in India, see Sen (1999).
4.2. MediOrg

MediOrg is part of a healthcare initiative started by a European
Christian missionary church.8 The last missionaries from the
Church left India in the mid-1990s, since then the Church has had a
passive role providing financial support for MediOrg in the form of
a grant. The grant is not attached to specific activities at MediOrg,
instead it is intended as a general contribution to cover general
medicine activities in the open clinic and the ward. As the Church's
Director of the International Mission explained:

“For NGOs in India there is an increasing problem with funding
since most funders like to see clear and physical results, such as
a number of children vaccinated or a new operating theatre,
things that can easily be translated into results. No other donors
want to fund administration, even though the organisation itself
has to exist.”

The Church has no specific comments on the follow-up of how
the grant is used and there are no formal requirements for MediOrg
to report on how themoney has been spent. MediOrg has a board of
trustees comprised of the Director of the International Mission and
a few others from the Church, but it is a passive board. Everything
that concerns MediOrg, including financial and operational re-
sponsibility, is delegated to themanager, the sole annual decision is
whether the Church should continue to support MediOrg and
whether the annual report should be approved.

MediOrg is situated in a small village in rural India. One of the
European nurses doing a five-week internship described her first
impressions as follows: “It really felt like [MediOrg] is located in the
middle of nowhere. Having a health centre in such rural areas
seems to be really important to help the poor.” The inhabitants are
farmers and extremely poor. The health centre is located on the side
of the road going through the village, which is shared by mopeds,
old tractors, cows and people. A little wall surrounds the health
centre compound with a gate that is locked during the night. The
compound consists of one main stone building, the health centre,
with rooms for open clinic general treatment and in-ward treat-
ment of patients, an isolation room for highly contagious patients,
an operations room and a lab. Behind the main building are small
stone houses for guests and some of the staff and a chapel.

The manager explained that for many NGOs, especially recent
ones, the most difficult task is to gain acceptance and to establish a
reputation among the villagers. The informal local governance in-
stitutions, the panchayats, are powerful in the area where MediOrg
operates, and they are generally suspicious of outside initiatives.
However, MediOrg has been operating in the area for a long time
and is well accepted by the panchayat leaders and the locals.
MediOrg is not perceived to be a threat to the social norms and
customs upheld by the panchayats, mostly owing to the fact that
MediOrg is a Christian healthcare NGO. The local village politics are
based on the caste system, related to Hinduism. For a Christian,
individuals have equal worth, so at MediOrg everyone is treated the
same and given access to free healthcare in the open clinic. In
addition, because of its long presence in the village, MediOrg is
considered trustworthy in carrying out its mission to help the
severely poor gain access to healthcare. As the manager notes:
“MediOrg has been well accepted for a long time and is rooted in
the village, so we can wholeheartedly focus on the mission to
provide good healthcare”.

All MediOrg employees, including the manager, are Indian. The
8 Henceforth called the Church.
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manager is a Christian medical doctor with long experience of
healthcare provision in India. MediOrg employs three doctors and
five nurses, all educated in India and Christian. In addition, there
are two other types of employee: those who directly support the
doctors and the nurses in their clinical work, such as a lab techni-
cian and assistant nurses, and those who provide more general
support, such as counsellors, maintenance personnel, drivers and
caretakers. It is not a prerequisite to be Christian to work for
MediOrg and some of the staff are Hindu.

MediOrg offers daily primary healthcare to outpatients from the
surrounding area, and the NGO also provides ward treatment. On
average, 30 to 40 patients are treated in the open clinic and around
25 in the ward each day.9 One of the doctors and two nurses work
in the open clinic and the two other doctors and three nurses work
in the ward. From our observations of the open-clinic work, the
medical staff seemed hardworking, and at times overworked. Up to
40 patients for one doctor and two nurses per day is a heavy
workload; during the period over which wemade our observations
the open clinic did not close until all patients had seen the nurse or
the doctor. The doctors and nurses rotated on a weekly basis be-
tween the open clinic and the ward.

The importance of patients is stressed in MediOrg's overall goal:
the prevention of diseases and promotion of health among the
people in the area. The area whereMediOrg is situated is one of the
poorest areas in India, and consequently the majority of the pa-
tients are illiterate and have no way to pay for healthcare; MediOrg
offers the only option available to them.

4.3. The previous context of MediOrg

In the past, MediOrg was fully funded by general grants from the
Church and the Indian government. MediOrg had no specialisation,
and the doctor working in the open clinic made all the decisions
regarding treatment, including who should be admitted to the
ward. Both the manager and the doctors described in-patients
admitted to the ward as being the most severely ill. Priorities
needed to be set, but this was done on the basis of the front-line
doctor's professional judgement of patients' health. Screening pa-
tients for admission to the ward had been an important part of a
doctor's work in the open clinic.

In line with previous research (e.g., Abernethy & Stoelwinder,
1995; Chenhall et al., 2010), formal MCS did not play a dominant
role at MediOrg. The doctors and nurses were not involved in
budgeting and the discussions between the manager and the
medical personnel never addressed the financial situation: this was
taken care of solely by the manager. Instead of formal MCS, ideo-
logical control was important in MediOrg, which we elaborate on
next.

4.3.1. Ideological control at MediOrg
During informal conversations and interviewswith themanager

it was striking how he made continual reference to MediOrg's
ideology of helping the severely poor and doing God's work. For
instance, the manager frequently spoke about how the work of
MediOrg was appreciated among the severely poor in the area. He
also talked about patients who had been cured and howmuch that
meant to them and their families. As he explained: “When we see
the fruits of our work we appreciate ourselves and enjoy this as a
team. There are many times we can see good fruits of our work in
9 We were only allowed to observe the activities in the open clinic directly. The
ward was closed for visitors, including us. Our findings are therefore mostly related
to the open clinic, where the empirical material is based on both observations and
interviews; any references to the ward are based on interview data alone.
the field and we enjoy that.” The religious and missionary basis of
MediOrg has never been mentioned in the health centre's vision,
but MediOrg is “proud to present and give our Master's love,
concern and care to the needy and for whoever walks into this
compound” is a recurring sentence in MediOrg's annual reports.
The manager stressed that running MediOrg was about more than
simply providing health care:

“You must understand that MediOrg is our cause in life. To help
poor people and working for the sake of God is so much more
than simply providing health care. It is what gives our lives a
sense of meaning.”

Ideological control was also apparent in the form of an overall
presence of religion, displayed through physical artefacts such as
crucifixes on the walls and biblical quotes at every entrance (c.f.,
Etzioni, 1961). One nurse proudly explained her Christian ideals
when she talked of how, through her work at the health centre, she
would be safe “standing by the gates of heaven”. In addition, she
stressed:

“On judgment day, He [God] will see what we all have done to
improve this world and help the poor people, my work is my
way to show Him that I am doing good.”

The most important place for exercising ideological control was
the chapel. It was located just behind the main building, with
sparsely decorated brick walls, large church windows and a
prominent cross above the entrance. Inside the chapel, therewas an
altar with a cross and two candles in a large roomwith no benches,
everyone stood during the ceremony. Men stood on one side and
women on the other, with those of highest rank, i.e., doctors and
nurses, in front. All employees at MediOrg seemed to have their
own standing place.

The health centre is open Monday to Saturday. Every day
commenced at 9.30 with a 10e15 min long ceremony in the chapel.
All employees scheduled to work on a particular day participated in
the service. Just before 9.30, they entered the chapel, took off their
shoes and went to their respective places. At 9.30 the health centre
manager entered and greeted everyone by shaking hands. Then the
ceremony began, always including a prayer and the singing of a
hymn. The health centre manager led the ceremony and the prayer,
while the doctors, nurses and other employees, took turns to lead
the singing. The health centre manager emphasised that the
morning ceremony was a very important part of his idea of running
MediOrg, saying: “If you want to understand MediOrg, attend the
morning ceremony. We all get together and remind ourselves that
we do good for the poor and work for God's sake. And that
[MediOrg] is really unique.” Themorning service followed the same
ritual every day, and had done so for “as long as we can remember”,
as one doctor put it. A nurse explained:

“I am a nurse, yes, but more importantly I am a [MediOrg] nurse.
What other health centre or hospital starts the day with a
morning ceremony? We have done so every day for more than
20 years and it is really important. [MediOrg] is really unique.
We help the poor with health care and work for the sake of God.
We are the only option for them [poor patients], we really make
a difference.”

All European interns at MediOrg and a city hospital stressed the
differences between MediOrg doctors and nurses and those work-
ing in the city hospital. A recurring expression used by the MediOrg
doctors and nurses was: “I am not just a doctor [/nurse], I am a
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[MediOrg] doctor [/nurse].” As the European doctor put it:

“It was so striking during my visit [to India]. Doctors and nurses
in the city hospital were very good at their work but it seemed
like “simply” work for them. When seeing and interacting with
the [MediOrg] doctors and nurses I felt from day one that they
were different. The work seemed to give them a much deeper
meaning and they were so committed to and proud of [Medi-
Org]. And the morning ceremony seemed like an extremely
important and special ritual for them.”

During the morning ceremonies the manager repeatedly
emphasised MediOrg's ideology and explained how this ideology
made MediOrg unique in the area. He continuously positioned
MediOrg vis-�a-vis the private health centres where health care was
very expensive. He compared MediOrg with the public health
centres, which did not operate in such remote rural areas, and
charged a small fee. As many people in the village had neither
money for transport, nor for the fee, MediOrg was the only option
for the poor of the area. As the manager explained:

“Without [MediOrg], the people in our village would not get any
health care. They have no money to pay for health care else-
where, and no opportunities to travel for care at other health
centres.We are unique compared to public and private hospitals
and health centres. We do not simply work with health care. We
work for [MediOrg] with health care. And each day during the
morning ceremonies it is important to remember and
acknowledge what we do and that we are unique.”

A typical morning service took the following form:

Introduction of ceremony:

The manager started by discussing the two parts of Medi-
Org's ideology: (1) helping the severely poor people in the
area, and (2) working for God's sake. He also emphasised the
important work done by MediOrg and stressed that the
organisationwas unique and the only option for the severely
poor to gain access to free health care. Themanager also gave
examples of patients who had been severely ill, but were
now recovering after being treated by MediOrg. All em-
ployees were quiet and listened carefully.
Examples from an introduction:
Manager: “Welcome. We take pride in doing God's work and
providing free health care to India's poorest”.
Manager: “The people in the village need us, for example, the
malnourished man we helped yesterday with well advanced
tuberculosis. The woman who got the HIV diagnosis and
treatment, would have died without it. We take pride in
helping them, and we see that we do good every day.”
Manager: “The people in this village need us. They need free
health care close by. Private health centres or public hospitals
are not alternatives for them. We are unique and should be
very proud of what we do. We make a difference.
Manager: “MediOrg is not like other health centres or hos-
pitals. We are unique. We take pride in helping the poor and
working for the sake of God.”

Middle of ceremony:
This part of the ceremony emphasised the religious dimen-
sion of MediOrg's ideology. The health centre manager led
the prayer and one of the MediOrg employees led the singing
of a hymn. The majority of the employees closed their eyes
during this part of the ceremony and they seemed very
focused on their prayers.
End of ceremony:
The manager once again quickly emphasised the importance
of MediOrg's work when ending the ceremony.
Examples closing a ceremony:
Manager: “Let us now start work. We help the poor and work
for the sake of God.”
Manager: “There are people in need waiting for us. Let us
help them.”
Manager: “Keep in mind, we are unique and our work is very
important.”
Manager: “Think of the child with tuberculosis that was
difficult to treat whowe helped yesterday. Our work makes a
difference.”

Everyone was very calm and focused during the ritual, listening
carefully to what the manager was saying. As one doctor com-
mented: “These ceremonies are really important for us. We all get
filled with energy. [MediOrg] is unique and what we do is really
important. We help the poor and work for God's sake.” This was
noticeable when the ceremonies ended and the employees headed
off to start work. Everyone was smiling and seemed highly
committed to doing their daily work. This high moral commitment
to the organisational ideology was also apparent in interviews and
informal conversations with the MediOrg staff, they all told us
about their pride in being able to help the severely poor get access
to free basic health care and in working for the sake of God (c.f.,
Etzioni, 1964). The manager emphasised that this organisational
ideology had been the same since MediOrg started and explained
that he nurtured the ideology through his way of running the
morning ceremonies. The nurses and doctors had worked for a long
time at MediOrg and earned a relatively low salary, but they
explained that they did not work for the money, but for the feeling
of achieving something meaningful and contributing to society. As
one doctor explained:

“[MediOrg] is unique and not like private health centres or
hospitals. You [the researchers] have attended our morning
ceremonies so you see that we are something special. All of us
are committed to helping the poor.”

The doctors and nurses would have obtained a much a higher
salary in private hospitals in the cities. They were often approached
by recruiters from these hospitals since there is a severe shortage of
doctors and nurses throughout India, including in the area where
MediOrg operates. But this did not seem to be an alternative for
them. As one nurse put it: “We like our work here, this health
centre does good work for the people living around here. I know I
am working for something good.” Echoing the doctors and nurses,
the manager underscored how the commitment to MediOrg's
ideology was shared by all employees, including himself. As he put
it: “We all have a common agenda, and we are proud of the work
we do for the severely poor”. The manager and his wife had been
running MediOrg for a long time and he was seen as a father figure.
The employees had a great deal of respect for him. This was evident
in the way the employees talked about him. One of the hospital
orderlies said: “He is very good. He takes care of us”. Among the
doctors and nurses he was highly respected for his long-term
commitment to ensuring that MediOrg could continue its impor-
tant mission. As one doctor explained: “[The manager] makes sure
we can help the poor with free health care. We trust him.” During
informal conversations with us, the doctors even stressed that they
saw the manager as the guarantor for MediOrg's continuing work.

To summarise, as Table 2 details, MediOrg has the typical
characteristics of a normative organisation (Etzioni, 1961, 1964,
1975). Ideological control dominated, highlighting the importance



Table 2
Predominant type of control, involvement and leadership in MediOrg.

MediOrg

Predominant type of
control used

Ideological control: e.g., during morning ceremonies the manager made continuous reference to MediOrg's ideology of helping the severely
poor in rural areas and working for the sake of God. Crucifixes on the walls, biblical quotations at every entrance, prayer and singing in the
chapel.

Type of leadership One formal leader, the manager. Strong spiritual leadership; the manager was seen as a father figure. Among the doctors and nurses he was
highly respected for his long-term commitment to ensuring that MediOrg continued with a mission that they believed to be important.

Involvement High moral commitment. Employees motivated by MediOrg's ideology. Both employees and the manager subscribed to MediOrg's ideology.
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of religion and of working for the severely poor in combination
with strong spiritual leadership from the manager, who was highly
respected and perceived as a father figure by the staff. The em-
ployees had a high moral commitment to the organisation and its
ideology (Etzioni, 1975). It is in this context that the changes to-
wards a more financially oriented kind of health care delivery
should be analysed. We turn to these next.
10 The manager explained that a significant part of the budget goes on general
medical activities unrelated to the four government programmes. We were, how-
ever, not granted access to detailed reports broken down by activity and cannot
therefore assess the extent to which each government programme cross-subsidises
general medicine.
4.4. Changes towards a more financially oriented agenda

The occurrence of two events at the beginning of the 21st cen-
tury had a significant effect onMediOrg's finances. First, the general
grant from the Church was gradually decreased to the current level
of 20%. This is the level that the Church considers to be reasonable
and, as pointed out by the Director of International Mission, the
Church perceives it to be important for MediOrg to rely primarily
on other funding sources. The Church has no plans to alter the
grant, and this intention has been communicated clearly to the
manager. Second, the pressure to adopt more financially and
output-oriented control of NGOs has increased in India, in associ-
ation with the wider ideas of new public management (NPM)
(Broadbent, Dietrich,& Laughlin,1996; Hood,1995). These ideas are
intended ‘to cost’ the activities of professionals more closely and
evaluate them against performance measures (Abernethy, Chua,
Grafton, & Mahama, 2007). More specifically, NPM has driven
changes in funding arrangements in India. As a consequence, the
Indian government no longer provides general grants to MediOrg,
and instead works more intensively with large government pro-
grammes targeting specific diseases and purposes.

In recent years MediOrg has therefore actively participated in
four such programmes (HIV/AIDS, tuberculosis, family planning
and blindness control), and, as shown in Table 3, 75% of MediOrg's
funding now comes from these sources. This means that govern-
ment agencies are amongst MediOrg's most important funders, as
the manager explained:

“Most of the programmes we undertake here are activities
within the national programmes and thus we work in close
collaboration and in line with the government agencies”.

MediOrg receives specific payments from the government to
run the programmes, but the government does not contribute to
the additional general medical activities undertaken in the open
clinic and the ward. The government provides these payments
through government agencies that then monitor the targeted ac-
tivities. At times, MediOrg also functions as a training centre for
community health for local medical and nursing schools, and for
this MediOrg also receives some payment.

The focus on government programmes has been a deliberate
choice by the manager. As he put it:

“It is possible for MediOrg to seek out other funders as well, but
the government has the advantage of being able to provide a
stable and long-term funding commitment to continue to sup-
port operations under MediOrg's mission.”

According to the manager, establishing MediOrg as a reliable
partner in large government programmes is the best way to secure
the long-term survival of the health centre provision. The manager
explains that an important advantage of the programmes is that the
pre-set payment levels for activities such as HIV tests and opera-
tions to prevent blindness are, in his view, generously set. At least,
as he argues, for small health centres like MediOrg with less bu-
reaucracy and management layers than larger health centres and
hospitals. This means that MediOrg's activities in the government
programmes effectively cross-subsidise the general outpatient
medicine practiced in the open clinic and the in-patient general
medicine.10 This is perceived to be very important by the manager
as he stresses that a vital part of MediOrg's work is to provide basic
health care to everyone who comes to the health centre, and
funding from government programmes is helping MediOrg to
continue with this important work. All employees at MediOrg
stressed, with pride in their voices, that no one is denied basic
healthcare. As one nurse put it: “As you see, everyone gets help in
the open clinic here. We are proud of this. We really make a dif-
ference to the people in this village.” Our direct observations sup-
port this. Every day followed the same pattern: Early in the
morning people lined up at the reception to register. After regis-
tration, they sat in an austere waiting room until the nurse or
doctor called them. The open clinic did not close until all patients
had met the nurse or doctor.

However, participation in large government programmes also
means that MediOrg must devote an increasing amount of effort to
fulfilling formal reporting requirements from the government
agencies. There is, as the manager puts it, “very little flexibility”
when it comes to reporting to these agencies (c.f., Ebrahim, 2003;
O'Dwyer, 2005). In addition, all government funding is delivered
after the treatment has been provided and the detailed reports
submitted. There is also a pre-set non-negotiable level of care and a
fixed number of patients in each programme that cannot be
exceeded. The manager emphasised that the only way to secure
continuous funding from the government programmes is for him to
document all activities related to these programmes. This was
supported by our informants from the Indian national agencies, all
of whom explained that MediOrg had recently becomemuch better
at producing timely and correctly completed reports, which was
deemed important by the agencies when they discussed whether
to prolong the funding or not. MediOrg is now seen as a reliable
partner in these programmes. Observing the manager's daily work,
it was noticeable that he spent a considerable amount of his time in



Table 3
Funders of MediOrg.

Funder Programme/aim Follow-up requirements Contribution to
MediOrg's
funding

The Church Contribution to MediOrg's administration and
general medical activities.

None 20%

Government HIV/AIDS
Programme

HIV/AIDS control through testing and treatment.
Free to patients.

Monthly; number of HIV tests performed and treatment via an on-
line reporting system. Regular visits from a programme manager.

35%

Government Tuberculosis
Programme

Tuberculosis control. Goal of early detection and
treatment. Free to patients.

Monthly; number of tests and treatments. Regular visits from a
programme manager.

20%

Government Family Planning
Programme

Family planning. Female sterilisations are
performed. Free to patients.

Semi-annual reporting on the number of operations performed. 10%

Government Blindness
Programme

Blindness control. Cataract operations are
performed, with post-operational check-ups. Free
to patients.

Monthly; number of tests, diagnoses, operations, and post-op
check-ups. Occasional visits by a programme manager.

10%

Local bodies: medical college;
nursing college; Education
Society

Clinical training for students of nursing and
medicine.

Informal. Training reports provided by the students and
occasional visits by university personnel.

5%
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his office working with MediOrg's finances and various perfor-
mance statistics for the government funding agencies. Themanager
explained that he did everything related to budgeting and the
actual reporting to the government agencies without the involve-
ment of the doctors, nurses or other staff at MediOrg. He needed
documentation from the clinical staff, but he compiled reports for
the government agencies personally. The formal reports produced
to satisfy the requirements of funders were neither circulated
further down in the organisation nor used for internal performance
evaluation.

It was noteworthy that when issues relating to funders, per-
formance targets and financial constraints came up during in-
terviews, all employees explained that they did not have any
knowledge about these issues since the manager took care of them.
Evenwhen they were pushed somewhat by being asked repeatedly
about the financial situation, the answer given by both doctors and
nurses was always the same: “I do not know”. This is illustrated in
the following two excerpts.

Researcher: “Tell me about the financial situation at MediOrg”

Nurse: “We do not need toworry about that. You should ask [the
manager]”.

Researcher: “OK, but where does [MediOrg's] money come
from? Can you describe that in your own words?”

Nurse: “I do not know”

Researcher: “Can you give your view on MediOrg's financial
situation?”

Doctor: “[The manager] can answer those questions”

Researcher: “But from your point of view, how would you
describe it?”

Doctor: “I am not involved. Talk to [the manager].”

Repeatedly referring these types of questions to the manager
was even the case on a middle management level, where, when
asked about the follow-up procedures for grants, the middle
manager immediately referred to the health centre manager, “This
question will be relevant to [the health centre manager] since he is
the administrator. I do not have much of an idea about this”. Our
direct observations confirmed this pattern: the discussions be-
tween the manager and the medical personnel never addressed
MediOrg's financial situation; he undertook sole responsibility for
this.
The manager adopted the same philosophy when it came to
budgeting. According to him, making sure that the budget was
balanced required extensive attention throughout the year. The
actual preparation of the annual budget was described as being
relatively straightforward: before the year started, the manager
knew how much revenue he would receive from the various fun-
ders, including the detailed predetermined tasks to be performed
to satisfy each of the four government-funded programmes. On this
basis, he prepared a budget, where the wages of the staff repre-
sented the single biggest expense item. However, the manager
emphasised that since the majority of MediOrg's revenues are
claimed monthly from the government programmes after
providing detailed statistics of the activities performed, he always
had to make sure that the doctors and nurses provided the docu-
mentation needed to complete the reports. In addition, since each
government programme had a non-negotiable ceiling on the
amount of care that would be paid for, the manager needed
frequent updates on the actual care delivered in each programme.
This was especially important for the in-patients as MediOrg only
had a 25-patient capacity.

We conclude that the current situation for MediOrg is similar to
the findings already reported in the literature, namely, that funders
increasingly require those providing welfare services, such as
NGOs, hospitals and health centres, to demonstrate efficient use of
resources (e.g., Chenhall et al., 2010; Dixon et al., 2006; Goddard &
Assad, 2006; Jacobs, 2005; Kurunm€aki, 2004 O’Dwyer & Unerman,
2008). Satisfying the agencies' demands is vital and time-
consuming as 75 percent of MediOrg's annual budget is attribut-
able to them.

According to the manager, economic concerns had resulted in
difficult decisions on which patients should be admitted for more
extensive in-patient treatment. Many patients who come to
MediOrg are very ill, and consequently in need of in-patient
treatment, but MediOrg's ward capacity is only 25, and there is
no funding to expand the number of beds. As a consequence, the
patients' need for in-patient treatment is much greater than
MediOrg's capacity. Thus, the intrusion of economic rationality
inevitably necessitates not being able to admit patients in real need
of specialised care. As the manager explained:

“Every day is a day of difficult decisions. As you have seen,
almost all people coming to the open clinic are very ill and
would be in need of ward treatment. Otherwise they do not
come here, they only comewhen they are very ill. But [MediOrg]
is a small health centre, our ward capacity is very limited. So
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every day we need to send home very, very sick people after
treating them in the open clinic. That is the reality here.”

When asked to exemplify such decisions the manager referred
to grave cholera cases and extremely malnourished people, but he
also added: “I guess the best way to understand these difficult
decisions is simply to look at the people coming to the open clinic. I
am sure you agree that they look like people in need of ward
treatment. And as you have seen, many of them are not admitted to
the ward.” The European doctor who did an internship at MediOrg
supported the manager's claims. As he put it:

“Working five weeks at [MediOrg] was really an eye opener for
me about differences between health care in less developed
countries and developed countries. I mean, we weighed in
adults at 25 kilos; heavily undernourished. Many had oedema
due to anaemia and protein shortage. In Europe almost all of the
patients that visited the open clinic at [MediOrg] would have
been directly admitted for ward treatment. But here just a few of
them were admitted to [MediOrg's] ward. And it was the same
thing day after day. The ward capacity was so limited.”

When making these difficult decisions about who should be
admitted to a ward, the manager was clear that patients whose
treatment fell under one of the four government-funded pro-
grammes needed to be prioritised since these patients gave
MediOrg revenue from the government. When asked to be even
more specific, the manager said that, in practice, these patients
occupy almost all ward capacity: “In this village the need for
treatment for HIV, tuberculosis, cataract operations and steri-
lisations is almost endless. So these patients occupy our ward and
this is what we are paid for.” This meant that the earlier policy of
admitting the most severely ill patients for ward treatment no
longer applied. Relatively healthy patients who would never have
been considered for in-patient treatment in the past, such as those
in the female sterilisation programme and the blindness pro-
gramme, who are undergoing surgical procedures continue to
occupy beds in the ward for some time during their post-operative
treatment. As a consequence, patients who come to MediOrg, but
are severely ill with, for instance, cholerawill be treated in the open
clinic, but rarely admitted to the ward for in-patient treatment. The
manager argued that this is the largest drawback associated with
being dependent on government programme funding, and that this
presents a clear moral dilemma for MediOrg.11

As previously discussed, it was evident that these difficult de-
cisions needed to be made and priorities set continuously because
the inflow of patients needing admission to the ward was larger
than the health centre's capacity. One way forward for MediOrg,
given this situation, would be to try to get employees to embrace
economic concerns and to appreciate the need for tough financially
informed priorities. However, previous research has shown this to
be problematic in welfare provision NGOs (e.g., Chenhall et al.,
2010; Dixon et al., 2006; Goddard & Assad, 2006) and in health
care organisations (Jacobs, 2005; Jones&Dewing,1997; Kurunm€aki
11 The manager explained that it is primarily during the decision-making for ward
admissions that financial and medical/moral rationales conflict. Conflicts between
expensive/cheap treatments, for instance, did not exist at MediOrg because, as in
similar health centres in the rural areas, in- and outpatient treatment was always
carried out with the cheapest medicine and methods available. This had long been
the case and all medical staff agreed that it was the best solution because it let them
treat more patients without considering trade-offs. Trade-offs between expensive/
cheap treatments were considered something of a ‘western’ phenomenon by the
doctors and the manager, relevant in India only in the private hospitals that offered
a range of medicines and treatments.
et al., 2003). Chenhall et al. (2010, p. 748), for instance, concluded
that: “This intrusion of economic rationality inevitably involves not
undertaking someworthy but expensive causes. If these “causes” to
be neglected are part of the targeted welfare group … the organi-
zation [a welfare provision NGO] risks losing its identity”. The
majority of the studies on management control in health care or-
ganisations show that there is strong opposition from doctors and
nurses to attempts to limit their professional autonomy and to ef-
forts to increase the emphasis placed upon economic reasoning
(Jones & Dewing, 1997; Lapsley, 2008). At first glance, the findings
from MediOrg seem to support these studies as the manager
insulated doctors and nurses from financial matters. However, as
previously discussed, economic concerns indisputably impacted
upon the treatment provided byMediOrg. When deciding whom to
admit to the ward for treatment, the patients covered by the
government-funded programmes were prioritised since this would
bring MediOrg revenue from the government. The doctors and
nurses also provided detailed clinical documentation for external
reporting purposes, thereby sacrificing time that could have been
spentmore usefully treating patients. So, to a great extent, a form of
economic logic did govern the healthcare provided by MediOrg.
Two formal MCS (discussed below) were used by the manager to
implement this economic rationality. In contrast to existing
research on NGOs and health care organisations, our observations
and interviews with MediOrg employees did not reveal any resis-
tance towards these formal MCS. This is elaborated on next.

4.5. The implementation of formal MCS in MediOrg

The manager, doctors and nurses all stressed the importance of
formal MCS in the form of detailed written guidelines on how to
complete and continuously update the medical documentation.
These guidelines had been introduced by the manager when the
changes occurred in MediOrg's financing and stipulated that, in
addition to the normal clinical documentation, activities related to
the four government programmes should be documented on pre-
printed forms specifying the information needed on each patient.
As the manager noted, these forms directly mirrored the govern-
mental agencies' reporting requirements. He explained: “The forms
for the four government programmes are absolutely necessary in
order to comply with the funding requirements.” The other formal
MCS took the form of a written instruction from the manager to the
doctors and nurses stating that all decisions on admitting patients
to the ward were to be taken by him. This formal control was in
sharp contrast to past practice, where the doctor in the open clinic
made all the decisions regarding treatment, including admissions.
In contrast, these written guidelines stipulated that the nurses and
doctors in the open clinic were required to consult the manager
throughout the day, providing the medical reports of any patients
who, after the initial examination, were being considered for in-
patient treatment. The manager explained that this formal con-
trol needed to be implemented to secure the requisite funding from
the government programmes. As he put it:

“We only get paid for ward treatment related to the four gov-
ernment programmes and I need to make sure we have room in
the ward for these patients. This means I have to make decisions
about ward treatment because I am the only one with the full
picture about the four programmes and the funding
arrangements.”

However, he also acknowledged that it limited the doctors'
professional autonomy to some extent, and said that it introduced
an important moral dimension related to not treating the most
severely ill patients. The manager explained that the two formal



12 The manager explained that doctors' decisions were never questioned; the
patients and their families accepted the medical treatment suggested, whether it
was ineward treatment or medication to be taken at home. As stressed by the
manager, medication and treatment are very abstract to the people in these rural
areas and the doctors' authority is considered to be absolute. This was confirmed by
our direct observations, and neither the patients nor the relatives questioned
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MCS were introduced and continuously discussed during the
morning ceremonies alongside the already established and
strongly articulated ideological control. This was supported by the
doctors and nurses' testimonies, as follows:

An example of a morning ceremony discussing the new formal
MCS.

Opening of the ceremony:

As already described, the manager opened the ceremony by
describing the importance of MediOrg's work and the unique-
ness of the organisation as the only option for severely poor
people in the area in need of basic health care.

Middle of ceremony:

As already described, the health centre manager led the prayer
and one of the MediOrg employees led the singing of a hymn.

End of ceremony:

The manager introduced the new formal MCS by arguing that
they needed to be implemented for MediOrg to continue its
important work helping the severely poor and serving God.
Then immediately he emphasised MediOrg's uniqueness, of-
fering a comparison with the private and public health centres
and argued that the new formal MCS helped MediOrg continue
to help the severely poor.

One of the doctors explained: “[The manager] emphasised the
importance of us using the special forms for HIV/AIDS, tuber-
culosis, blindness and female sterilisation. Explaining that these
forms were necessary for us to continue our important work.
MediOrg is unique and the people here rely on us.”

As a nurse put it: “[The manager] stressed the importance of us
remembering the special forms for HIV/AIDS, tuberculosis,
blindness and female sterilisation. They help us continue our
important mission to help the poor and work for God's sake.”

Another nurse explained: “[The manager] emphasised that he
needed to make decisions on ward treatment and for this he
needed the clinical journals from us throughout the day. He
really stressed that this way of working is the only way for us to
continue our important mission to help the people in our
village.”

The manager emphasised that, since these written guidelines
had been introduced, the reporting to the government funding
agencies was faster and much more reliable. From our observations
in the open clinic, it was obvious that the administrative burden
took time away from the actual treatment of patients. After the
doctor or the nurse had seen a patient there, they always took time
to complete the template form for the detailed clinical documen-
tation of the work. When asked about these controls, the doctors
and nurses simply answered that they followed these guidelines
and that the manager had made it clear that the guidelines were
important for MediOrg's ongoing work. No further reflections were
made by the doctors and nurses as illustrated in the following
excerpt.

Researcher: “And then we have the special forms for HIV/AIDS,
tuberculosis, blindness and female sterilisation.”

Doctor: “Yes, we always complete them.”

Researcher: “Why are they important?”
Doctor: “[The manager] needs them. He is very clear about the
importance of the forms for us to continue our work for the
poor.”

Researcher: “Can you elaborate?”

Doctor: “[The manager] needs them.”

Researcher: “What about the special forms for HIV/AIDS,
tuberculosis, blindness and female sterilisation?”

Nurse: “Yes we always carefully complete them for those pa-
tients. [The manager] needs the forms to secure our important
work with the poor in the future, too.”

Researcher: “Can you elaborate?”

Nurse: “The forms are vital for our important work here in the
village, [the manager] really stresses it.”

The European doctor and nurses who did an internship at
MediOrg supported these statements. Working with the MediOrg
doctors and nurses, they observed that the staff carefully filled in
the special forms for the four government programmes. As one of
the European nurses explained: “The nurses documented every-
thing in detail related to HIV/AIDS, tuberculosis, blindness and fe-
male sterilisation. It was obvious that these special forms were
important.”

With regard to the second formal MCS, observations of the daily
work at MediOrg showed a flow of patient reports being delivered
by the nurses to the manager in his office. On average, ten patients
per day (of the 30e40 who visited the open clinic daily) were to be
considered for admission. After meeting with the doctor, these
patients were placed in a small waiting room set to one side where
an assistant nurse looked after them. The nurse took the clinical
journal to the manager, who then decided whether the patients
should be admitted to the ward. Once the decision was taken, an
assistant nurse implemented it. We never observed any complaints
from the patients: they simply listened and followed the advice
from the assistant nurse.12 The doctors and nurses were completely
compliant, which, in effect, meant that the manager made all the
tough admissions-related decisions. As explained by the manager,
on average, two or three of the ten patients were admitted. The
European doctors and nurses confirmed the manager's claim that
very difficult decisions were taken regarding ward treatment. As
the European doctor put it:

“I was really impressed by [MediOrg], they do so much with
such limited resources. But the reality was that so many more
patients would have needed ward treatment thanwas provided.
So even if I was not involved in the decisions about ward
treatment it was very obvious that these decisions and priori-
tisations were extremely difficult.”

The manager explained how he made these decisions. The
clinical journals were not overly detailed, but had information
about type of disease and the health status of the patients,
including boxes for ‘ward treatment needed’ and ‘ward treatment
anything when the patients were either sent home with medication or admitted to
the ward for treatment, they simply accepted the manager's decisions.
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absolutely necessary’. According to the manager, and confirmed by
the doctors, when the box ‘ward treatment absolutely necessary’
was ticked, the patient was so severely ill that his/her life was in
immediate danger. With MediOrg's limited ward capacity, the
manager explained that only two types of patients were admitted
to the ward. First those patients covered by one of the government
programmes, assuming that the ceiling had not been reached.
Second were those patients for whom the box ‘ward treatment
absolutely necessary’ had been ticked even though they did not fit
into one of the government programmes. Here the manager
emphasised that he could not refuse ward treatment for such pa-
tients, and hementioned that often one or two patients had to lie in
the corridor because all 25 of the ward beds were occupied. This
was confirmed by the doctors and nurses, who explained that
treating patients in the corridor was often part of their work in the
ward. In this way, the manager argued, he compromised to some
extent with regards to the moral aspect of not treating those most
in need of in-patient care, but he never compromised if a patient's
life was in real danger through not being admitted to the ward. But
as previously mentioned, it also implied that relatively healthy
patients who would never have been considered for in-patient
treatment in the past, such as patients in the female sterilisation
programme and the blindness programme, occupied beds in the
ward for some time during their post-operative treatment while
patients who were severely ill with, for instance, cholera were not
admitted to the ward for in-patient treatment because these dis-
eases were not covered by the four government funded pro-
grammes. The manager stressed that he saw this somewhat
pragmatic solution as the only viable way to secure continuous
funding from the government programmes and thereby secure the
future for MediOrg. These relatively straightforward decision-
making rules also made it possible for him to make decisions on
ward treatment without extensive patient contact: the manager
went down to the waiting room and met the patients very quickly,
but, as he stressed, he made his decisions primarily on the basis of
clinical reports from the doctors.

The doctors and nurses at MediOrg did not resent the imposi-
tion of these formal MCS. And, according to the manager, the
medical documentationwas completed satisfactory, i.e., the doctors
and nurses followed the pre-set templates and provided all
necessary information on the patients. When asked about the de-
cisions for ward treatment, the doctors and nurses answered that
they filled in the clinical reports as required and ticked the
appropriate box concerning the need for ward treatment. When
asked to be more specific about which patients were actually
admitted andwhy, they referred to themanager as illustrated in the
following excerpt:

Researcher: “Can you tell me about the decisions for ward
treatment?”

Doctor: “We fill in the clinical reports and then [the manager]
makes those decisions.”

Researcher: “But who gets admitted?”

Doctor: “[The manager] can answer these questions.”

Researcher: “Can you elaborate?”

Doctor: “You should talk to [the manager] about these issues.”

The European doctor and nurses also explained that they were
struck by the fact that the admission to the ward was not discussed
at all among the MediOrg doctors and nurses. As one of the Euro-
pean nurses put it:
“When admission to thewardwas brought up by us nothingwas
ever said about it. The [MediOrg] doctors and nurses always
simply referred to the [manager]. They filled in the clinical re-
ports and did their work brilliantly in my view but I remember
that I talked to my colleague about the fact that admission to the
ward was never brought up during our discussions with the
[MediOrg] doctors and nurses in the open clinic and the ward. It
seemed like an issue no one discussed.”

To summarise, our findings suggest the importance of ideolog-
ical control in normative organisations such as MediOrg. They also
suggest the need to analyse the interplay between ideological
control and formal MCS to further develop our understanding of
what can explain compliance to formal MCS commensurate with a
more financially oriented agenda. In the following we provide a
discussion of these issues.
5. Discussion

5.1. Ideological control at MediOrg

Overall our analysis shows that MediOrg has a system of control
that is dependent on an ideology, emphasising the importance of
helping severely poor people in rural areas and pride in doing God's
work, which the employees and the manager appear to subscribe
to. As previouslymentioned, theMCS literature has long recognised
the importance of culture, clan controls and belief systems (e.g.,
Ahrens & Mollona, 2007; Efferin & Hopper, 2007; Ouchi, 1979;
Simons, 1995) and expressive dimensions of organisational life
(e.g., Boedker & Chua, 2013; Chenhall et al., in press; Dent, 1991;
Ezzamel, 2009; Jacobs & Walker, 2004; Quattrone, 2004), but
paid less attention to how managers use ideological control to
target employees' beliefs, emotions and values. As Willmott (1993,
p. 516) put it, managers need to: “… win the ‘hearts and minds’ of
employees: to define their purposes by managing what they think
and feel, and not just how they behave.” Our findings show that the
manager used ideological control to generate and maintain Medi-
Org's ideology (c.f., Etzioni, 1975). Ideological control took the form
of symbols, such as crucifixes on thewalls and biblical quotations at
every entrance, and most importantly rituals, in the form of the
morning ceremony.

Our study reveals that we cannot disentangle the perceptions of
ideological control from MediOrg's leadership (c.f., Etzioni, 1975).
The manager can be characterised as a formal leader (Etzioni, 1964)
and, based on our informal conversations with the doctors and
nurses, their faith in their leader seemed genuine. This is also
supported by the fact that the doctors and nurses remained at
MediOrg, despite the continuous offers of significantly higher
wages that they received from other hospitals. As stressed by
Etzioni (1961, p. 59), the use of ideological control largely depends
on the ability of the leader to articulate and communicate the
ideology for the organisation.We found that the manager exercised
ideological control mainly through verbal communication, most
notably during the morning ceremonies. As Kunda (1992) noted,
gatherings are occasions in which organisational ideology is
dramatised and brought to life. We see our findings in this regard as
having parallels with the literature on ‘accounting talk’ (e.g.,
Ahrens, 1997; Carlsson-Wall et al., in press; Hall, 2010; J€onsson,
1998). Our study reveals how the manager, through ‘ideological
talk’, was capable of having an extraordinary effect on his staff (see,
Czarniawska-Joerges & Jorges, 1988). Thus, through this ‘talk’,
ideological control assumed its specific significance in MediOrg
(c.f., Czarniawska-Joerges & Jorges, 1988; Etzioni, 1975).

‘Ideological talk’ in MediOrg concentrated on three aspects: (1)
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Repeatedly emphasising the organisation's ideology and clarifying
why it is important: During the morning ceremonies, the manager
continuously talked about the importance of providing the poor
people with free health care and pride in doing God's work. (2)
Repeatedly emphasising how the ideology creates organisational
uniqueness: The manager continuously positioned MediOrg vis-
�a-vis the public and private health centres, emphasising that
MediOrg was unique and the only option for the severely poor in
the area. He repeated that the private health centres charged high
fees and were therefore not an option for the severely poor, and
that the public health centres were located too far from the rural
areas inwhich MediOrg operated and that they charged a small fee,
stressing that as the severely poor had neither money for trans-
portation, nor for the small fee, MediOrg had a unique role to play.
(3) Repeatedly displaying exemplary behaviour in line with the
ideology. During the morning ceremonies the manager continu-
ously recalled examples of patients who had been cured at MediOrg
and stressed the success and importance of the daily work being
done.

Through ‘ideological talk’, the manager enacted a particular
form of organisational experience for the employees and created a
highly valued sense of purpose for the organisation (c.f.,
Czarniawska-Joerges & Jorges, 1988; Etzioni, 1961, 1975). Adhering
toMediOrg's ideology seemed to create a sense of belonging among
the employees. Here our findings have parallels with Empson's
(2004) distinction between professional identity and organisa-
tional identity. Organisational identity is an expression of how
organisational members define themselves as a social group and
understand themselves to be distinctive from members of other
organisations (Empson, 2004). In our case, organisational identity
represented those distinctive attributes that the doctors and nurses
associated with their membership of MediOrg. The manager's use
of ideological control created unique characteristics of MediOrg
that the employees perceived to be central, distinctive and
enduring. And as noted by Empson (2004), the perceptions of the
distinctive character of an organisation are often formed on the
basis of comparison with referent organisations; this was indis-
putably true for MediOrg. Previous studies of health care organi-
sations have mainly focused on professional identity, which has
meant that organisational identity has tended to be treated as being
subsidiary to, or conflated with, professional identity. In contrast,
our study shows that professional and organisational identity
coexist in a complex relationship (c.f., Empson, 2004). An illustra-
tion of this was the recurring expression “I am not just a doctor
[/nurse], I am a [MediOrg] doctor [/nurse]”. MediOrg doctors and
nurses seemed to share a basic understanding of what it meant to
be a professional, but the way in which they translated this un-
derstanding into practice was influenced by the organisational
identity.

In the next section, we will discuss how the manager's use of
ideological control and its creation of a strong and articulated
organisational identity in MediOrg was important when explaining
the doctors' and nurses' compliance to the introduction of the
financially oriented formal MCS.

5.2. Explaining compliance to financially oriented formal MCS

Through our analysis of MediOrg, it emerged that the manager
implemented formal MCS outlining the behaviour commensurate
with a more financially oriented agenda. He largely employed a
rational approach to the decisions on whom to admit to the ward
based on a cost-benefit analysis driven by patient participation in
one of four government programmes. Even though the manager
never compromised when a patient's life was in real danger
through not being admitted to the ward, the adoption of a
financially rational approach still meant that relatively healthy
patients, i.e., patients in the female sterilisation and the blindness
programmes, whowould have never been considered for in-patient
treatment in the past, were admitted to the ward. Thus, the
implementation of economic rationality, required to secure the
continuous funding of MediOrg, involved the moral dilemma of
admitting relatively healthy patients at the expense of severely sick
ones e.g., those with cholera, whose illness fell outside the four
earmarked government programmes.

However, contrary to the findings in previous research on NGOs
and health care organisations (e.g., Chenhall et al., 2010; Dixon
et al., 2006; Lapsley, 2008), our observations revealed that the
doctors and nurses at MediOrg did not resist the imposition of
formal MCS. Chenhall et al. (2010), for instance, drawing on Adler
and Borys' (1996) design features of enabling bureaucracies,
found that formal MCS lacking flexibility, repair and internal
transparency, were resisted and seen as an impediment to
spending time on clients. In our study, the written guidelines were
premised on centralisation, rather than capitalising on the doctors'
and nurses' intelligence (c.f., Adler & Borys, 1996; Jordan &
Messner, 2012). In addition, the written guidelines had to be fol-
lowed, period, and no flexibility was granted to the doctors and
nurses in the application of the formal control procedures (c.f.,
Ahrens& Chapman, 2004; J€orgensen&Messner, 2009). As noted by
Ahrens and Chapman (2004, p. 279): “The premise of the enabling
logic is that operations are not totally programmable.” As such, our
case contributes to the literature on enabling control by providing
an extreme case of a specific task (i.e., the actual decision of who to
admit to the ward) being ‘totally’ programmable and hence there
was no need for doctors' and nurses' input beyond provision of the
information specified in the clinical forms.13 Resource poverty, an
absence of perceived treatment choices, the financial situation of
MediOrg and the strategic choice of being involved in government
funded programmes created a context in which the manager
required no participation from the doctors and nurses when mak-
ing the actual admission decision, and consequently the doctors
and nurses were not enabled at all. However, the formal MCS were
nevertheless accepted as necessary and the doctors and nurses
spent a considerable amount of time completing forms after
providing treatment to patients. The doctors and nurses used the
pre-set templates to supply the necessary information for each
person treated. Similarly, in relation to previous research on
healthcare organisations, the formal MCS did indeed limit the
professional autonomy of the doctors and nurses, given that the
actual decisions about patient admissions were now taken solely by
the manager. On the basis of existing research, such control would
almost certainly encounter strong opposition from the line workers
(e.g., Jones & Dewing, 1997; Lapsley, 2008). In our case, however,
the doctors and nurses filled in the clinical reports as required and
ticked the appropriate box concerning the need for ward treatment.

How can these findings be explained? One answer could be that
there is a lack of understanding of the conflicts between economic
and medical/moral rationale by those involved, i.e., the doctors and
nurses are ignorant of the implications of the formal controls being
exercised upon them. This is unlikely as MediOrg is a small health
centre where the doctors and nurses work both in the open clinic
and the ward, and thereby they are fully aware of which patients
are treated in the ward. We would rather suggest that these con-
tradictions are overlooked, tolerated and even accepted to sustain
MediOrg's ideology of helping the poor people and working for
God's sake. Thus, our study reveals that the understanding of
formal MCS is not only pre-determined through choices made in
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the design of these systems, but also in how the implementation
process is carried out (Englund & Gerdin, 2015; Jordan & Messner,
2012;Wouters&Wilderom, 2008). As noted by Jordan andMessner
(2012), symbolic practices through which the role and relevance of
formal MCS are communicated impact on how the systems are
perceived by the employees. We contribute by detailing an
important, yet in previous research unexplored, part of this
implementation process, namely that a strong predominantly
ideological control system had an important impact on how the
doctors and nurses perceived the implementation of the formal
MCS (c.f. Etzioni, 1961, 1964, 1975). Highlighting the interplay be-
tween ideological control and formal MCS, our case showed how
the manager through ‘ideological talk’, during the morning cere-
monies, linked the formal MCS to MediOrg's ideology. The two
formal MCS, through the interplay with the predominant ideolog-
ical control in place at MediOrg, became vested with symbolic
significance (see, Etzioni, 1975). The MediOrg staff appeared to feel
at ease with their formal leader and accepted his arguments about
the linkage between the formal MCS and the organisational ide-
ology. This is supported by the fact that the doctors and nurses
remained at MediOrg in spite of regularly repeated offers of
significantly higher wages from other hospitals. As such, our find-
ings suggest that formal MCS gained relevance for MediOrg's em-
ployees through the manager's use of ideological control in verbal
communication.

Additionally, the implementation of the two formal MCS can be
understood as shift in the compromises between two different, and
potentially conflicting, means of valuing everyday work. In a recent
contribution, Chenhall et al. (2013) found that one important
feature when designing formal MCS was that of ‘concurrent visi-
bility’, i.e., that different evaluative principles of organisational
actors were made visible. They showed that a performance mea-
surement system designed to produce such concurrent visibility
limited the resistance to the imposition of formal MCS. For instance,
metrics were accompanied by narrative boxes, which enabled the
respondents to compromise between the different evaluative
principles. Our findings suggest that compromise betweenmultiple
values can be sought both through the design of formal MCS (as in
Chenhall et al., 2013) and through the use of ideological control,
vesting the formal MCS with symbolic significance (as in our case).
Furthermore, an important part of producing concurrent visibility
in MediOrg was the manner in which the formal MCS were intro-
duced into the morning ceremonies. The manager always ran these
ceremonies in a similar fashion, commencing with a discussion of
MediOrg's ideology. The manager's choice of the familiar setting of
the morning ceremony as a key site for communicating the
implementation of the formal MCS arguably reinforced the rele-
vance of the topic for the staff. Yet putting this issue at the end of
each ceremony also subordinated these concerns to MediOrg's
ideology, which likely resonated with the doctors' and nurses'
existing values (c.f., Carlsson-Wall et al., in press). In this way, the
manager highlighted the different modes of evaluation. Another
example was that a patient whose life was in danger was always
admitted to the ward, even if this meant that patients were being
treated in the corridor.

However, our analysis also shows that too much concurrent
visibility might be problematic. There was an absence of open
discussion in MediOrg regarding the financial situation and the
rationale for implementing the formal MCS. This was the case both
when we observed the communication between the manager and
the employees and when we posed questions concerning the
rationale to the doctors and nurses. They simply repeatedly
referred the researchers back to the manager. Messner (2009) ar-
gues that sometimes demands for accountability can become so
great as to be ethically problematic for the person or organisation
that is expected to provide an account. In situations of apparent
resource insufficiency, a limit is introduced on what can be
accounted for bymeans of rational argumentation (Cho et al., 2015;
Messner, 2009). Open discussions may result in too much concur-
rent visibility, creating an ethical burden for the employees insofar
as they need to decide on something that they find difficult, or even
impossible, to rationalise (see, Messner, 2009; Roberts, 2009). In
this context, Brunsson discusses the danger of open discussions
whenmoral concerns are important. As he put it (Brunsson,1993, p.
492): “It is easier to implement actions which are regarded as
immoral, than to acknowledge them openly; and it is even more
difficult to defend them or to propose that they be adopted. In other
words, it is difficult to hold an open discussion about actions which
are difficult to defend onmorally acceptable grounds. This difficulty
can lead to things being donewithout their being openly accounted
for.” Themanager's behaviour in our case corresponds to this line of
reasoning. Acknowledging the (financially informed) reason for the
implementation of the formal MCS openly would reveal moral
tensions and could potentially be difficult to defend. MediOrg
would risk losing its organisational identity (c.f., Empson, 2004).
This difficulty can, as noted by Brunsson (1993), lead to formal MCS
being implemented without them being openly accounted for,
which can explain the lack of open discussion observed in the
MediOrg case.

Finally, we find it important to acknowledge that ideological
control has the capacity to be beneficial or damaging, and very
often has components of both, at different times and for different
groups (see, Czarniawska-Joerges, 1988). The changes in decision-
making regarding ward treatment introduced by the manager to
accommodate the requirements of the government programmes
would have had adverse effects on many of those patients whose
illness fell outside the programmes (and probably their families
and relatives, too). We did not investigate these adverse effects
further in our study.

6. Conclusion

This study explored ideological control and its interplay with
formal MCS in MediOrg, a small health centre operating as an NGO
in rural India. A focus on ideological control is consistent with
emerging accounting research on the “expressive dimensions” of
organisational life (e.g., Ahrens & Mollona, 2007; Boedker & Chua,
2013; Chenhall et al., in press; Efferin & Hopper, 2007; Ezzamel,
2009; Jacobs & Walker, 2004; Quattrone, 2004). However, while
this literature has analysed, for instance, the influence of sub-
cultures on formal MCS and how formal MCS play an active role in
the expression of values, less interest has been exhibited in how
managers use organisational ideology to enact a particular form of
organisational experience for their employees and to create a
highly valued sense of purpose for the organisation. We found that
it is mainly through ‘ideological talk’ in face-to-face contact be-
tween the manager and the employees that ideological control
assumes its specific significance in organisations. This ‘talk’, during
morning rituals, was repeatedly directed towards three aspects,
emphasising the organisation's ideology and why it is important;
how the ideology makes the organisation unique; and displaying
exemplary behaviours that are in line with the ideology. We
conclude that these aspects of ‘ideological talk’ enabled the man-
ager to emphasise MediOrg's uniqueness, giving him a powerful
instrument of control (c.f., Czarniawska-Joerges & Jorges, 1988;
Etzioni, 1961, 1975).

Ideological control was also important for explaining the limited
resistance to the implementation of financially oriented formal
MCS. Prior research has provided valuable knowledge on how the
design characteristics and the implementation process of formal
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MCS can help to explain compliance (e.g., Ahrens & Chapman,
2004; Boedker & Chua, 2013; Jordan & Messner, 2012; Wouters &
Wilderom, 2008). We contribute by detailing an important, yet
previously unexplored, part of this implementation process,
namely that the relevance of formal MCS was emphasised for
MediOrg's employees through the manager's use of ideological
control when implementing the systems. The formal MCS, through
the interplay with the predominant ideological control in place,
became vested with symbolic significance (c.f., Etzioni, 1975). On a
related note, Chenhall et al. (2013) found that compliance increased
when formal MCS were designed to produce ‘concurrent visibil-
ities’ such that different evaluative principles of organisational ac-
tors were made visible. Our findings suggest that compromise
between multiple values can be sought both through the design of
formal MCS (as in Chenhall et al., 2013) and through the use of
ideological control, vesting the formal MCS with symbolic signifi-
cance (as in our case). We also conclude that too much concurrent
visibility might be problematic. Acknowledging the true rationale
for implementing the formal MCS would reveal moral tensions and
MediOrg would risk losing its organisational identity. Thus, open
discussions could result in too much concurrent visibility imposing
an ethical burden on the employees as theywould become involved
in decisions that they would find difficult to rationalise.

Our research also contributes to the empirical domain of man-
agement control in NGOs. Our study of MediOrg supports the
claims made in the existing literature that NGOs face increased
pressure from funders to demonstrate efficient use of resources
(e.g., Chenhall et al., 2010; Dixon et al., 2006; Goddard & Assad,
2006). MediOrg responded fully to such pressure and we
observed a heavy administrative workload associated with satis-
fying the government's demands. While the social mission to
provide free healthcare for the severely poor was important at
MediOrg, economic concerns impacted heavily on how MediOrg
was to deliver healthcare services. However, in spite of the heavy
intrusion of economic rationality on work practices, MediOrg did
not appear to have lost its organisational identity, as had been
observed in previous research (e.g., Dixon et al., 2006; O'Dwyer &
Unerman, 2008). Thus, while recognising the role of formal MCS
to manage the tensions between financial and social ideals in NGOs
documented in previous research (e.g., Chenhall et al., 2010, 2013,
in press), our findings reveal a more complex picture involving
ideological control, formal MCS, moral considerations and spiritual
leadership. These dimensions need to be taken into account when
analysing howmanagement control can help NGOs attract funding,
while maintaining their identity.

Finally, our conclusions have implications for the ongoing
debate about the role of management control in healthcare orga-
nisations (e.g., Jacobs, 1998, 2005; Jones & Dewing, 1997;
Kurunm€aki, 1999, 2004). This stream of research has highlighted
the tensions between economic reasoning and professional ideals
experienced by doctors and nurses in hospitals and health centres
in developed countries (Kurunm€aki et al., 2003; Nyland &
Pettersen, 2004). We still know little about how such tensions are
handled in different specific social and organisational contexts,
however, and in this context, Marcon and Panozzo (1998) and
Jacobs (2005) argued that researchers should go beyond the
countries habitually considered to analyse these tensions in con-
textually informed research. Our findings show that the tensions
between economic reasoning and professional ideals in MediOrg
are more complex than has been suggested by previous research.
More specifically, we need to distinguish between professional
identity and organisational identity (see, Empson, 2004). Previous
studies of health care organisations have mainly focused on pro-
fessional identity, which has meant that organisational identity has
tended to be treated as being subsidiary to, or conflated with,
professional identity. In contrast, our study shows that professional
and organisational identity coexist in a complex relationship. In
MediOrg, economic concerns strongly impacted on the decisions
concerning admission for in-patient treatment, thereby severely
compromising the professional autonomy of the front-line doctors
and nurses. However, this was not because the doctors and nurses
had acquired the tools of management accounting and let economic
reasoning influence their decisions, as demonstrated in the existing
accounting literature on healthcare organisations (e.g., Kurunm€aki,
1999, 2004). Rather, the manager's use of ideological control
created a strong organisational identity and the staff appeared to
feel at ease using the formal MCS because their formal leader
argued that it was important for MediOrg's ongoing work with the
severely poor.

Our study shows that there is much scope for future research to
specify and contextualise the interplay between ideological control
and formal MCS. Our analysis is based on a relatively small reli-
giously affiliated NGO, which, presumably, makes it easier for a
manager to be a formal leader and to exercise strong and spiritual
forms of ideological control, such as ‘ideological talk’. More
research is needed on how ideological control, involvement and
leadership type (Etzioni, 1961, 1964, 1975) play out in larger orga-
nisations and in organisations which are not religiously affiliated.
Furthermore, MediOrg had gained acceptance and earned a good
reputation among local people and was therefore able to focus
wholeheartedly on providing healthcare to the severely poor,
avoiding involvement in village politics. In addition, the patients
and the relatives simply accepted the doctor's suggestions for
medication or ward treatment. Further research could analyse how
downward accountability, empowerment and participation (see,
O'Dwyer & Unerman, 2010) add additional layers of complexity to
the use of management control in NGOs and in health care
organisations.
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Appendix. Interview overview

Interviews FebruaryeApril 2012

1. Coordination officer, local medical college
2. Director of the International Mission, church
3. District tuberculosis officer, government tuberculosis

programme
4. Centre manager, government HIV/AIDS programme
5. Dean, local nursing college
6. Department head, local medical college
7. Health centre accountant, MediOrg
8. Health centre manager, MediOrg
9. Health centre manager, MediOrg

10. Health centre manager, MediOrg
11. Health centre manager, MediOrg
12. Health centre orderly, MediOrg
13. Medical officer, nearest district hospital
14. Middle manager, MediOrg
15. Middle manager, MediOrg
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16. Nurse A, MediOrg
17. Principal, local education society
18. Programme manager, government HIV/AIDS programme
19. Senior counsellor, MediOrg
Interviews June 2015

20. Health centre manager, MediOrg
21. Doctor A, MediOrg
22. Doctor B, MediOrg
23. Nurse A, MediOrg
24. Nurse B, MediOrg
25. Nurse C, MediOrg
26. European doctor, 5-week internship split between MediOrg

and a city hospital
27. European nurse A, 5-week internship split between MediOrg

and a city hospital
28. European nurse B, 5-week internship split between MediOrg

and a city hospital
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