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Professional service entrepreneurs (PSEs) paradoxically practice their profession in 

highly institutionalized contexts which require significant socialization, while at the same 

time enacting their role as an entrepreneur.  Some activities consistent with 

entrepreneurship may be unnecessary for—and possibly even contradictory with—

activities consistent with professional roles.  In this dissertation, I addressed the questions 

of how two highly central role identities (professional and entrepreneurial) related to 

entrepreneurial orientation (EO) in professional service practices, and how EO influences 

performance in the context of professional practices.   Using a sample of 139 physicians, 

I examined the relationships between the role identity centrality of two primary roles 

(professional and entrepreneurial) that PSEs occupy, the EO of their firms, and firm 

performance.  This study utilized a mixed methods design, consisting of both a 

questionnaire and semi-structured interviews administered to a sample of professionals 
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who own professional practice firms in the southeastern region of Florida.  Findings 

suggest a significant and positive relationship between entrepreneurial role identity 

centrality and entrepreneurial orientation and a marginally significant and negative 

moderation of entrepreneurial role identity centrality upon the relationship between 

professional role identity centrality and EO.  A qualitative study served to elaborate on 

the findings of the quantitative study, and revealed the potential of very unique 

understandings of the intersection of entrepreneurship and professional practice across a 

selection of physicians.   
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CHAPTER 1 - INTRODUCTION 

Professional service entrepreneurs (PSEs) face an interesting paradox as they 

often practice their profession within highly institutionalized contexts, and experience 

ongoing intense socialization through formal education, completing internships and 

apprenticeships, satisfying continuing education requirements, and maintaining 

certifications in order to continue to practice.  Beyond these minimum requirements for 

practicing their professions, many maintain network ties through affiliation with 

international, national, and local professional associations.  These requirements and 

efforts to maintain a highly central professional role identity may function as 

institutionally prescribed constraints upon enacting their other role as an entrepreneur.   

This paradoxical tension can require professionals to resolve and manage two very 

important identities simultaneously as they both practice their profession and found and 

manage their professional practice firms.  Identity centrality is considered as the 

subjective importance ascribed to, and preference for, a particular role identity (McCall & 

Simmons, 1978; Rosenberg, 1979; Stryker & Serpe, 1994).  However, some PSEs with 

highly central entrepreneurial role identities may engage in additional activities consistent 

with their role as an entrepreneur, but which are unnecessary for—and possibly even 

contradictory with—their role as a professional.  As a result, the centrality of the role 

identities of some PSEs may influence their professional practice firms to be more 

entrepreneurial in their strategic orientation than others.  For example, while one attorney 
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practice offers a rather typical array of services from a single location using only 

traditional marketing techniques, another attorney practice operates multiple locations in 

the same county, offers an array of services which can be conducted through online 

technologies, and advertises these additional services on wireless devices and television 

screens in the reception area of their office buildings.   

 This dissertation addresses the question of why some professional practice firms 

seem to be more entrepreneurial than other firms within the same profession.  I adopt the 

perspective that the centrality of the founders’ (or owners’) professional and 

entrepreneurial role identities influences the extent to which a professional practice firm’s 

strategic orientation includes risk-taking, innovation, and proactiveness, also known as a 

firm’s entrepreneurial orientation (EO) (Miller, 1983), which in turn has performance 

implications for a professional practice firm. 

Statement of the problem  

 Utilizing Shane and Venkataraman’s  definition of entrepreneurship as “the 

discovery, evaluation, and exploitation of opportunities” (Shane & Venkataraman, 2000:  

218), PSEs represent a special type of entrepreneur due to their specialized expert 

knowledge, the socialization practices within many professions (e.g., physicians, 

attorneys, counselors, architects), and the institutional prescriptions common within 

them, such as advanced academic preparation, apprenticeships and internships, licensure 

exams, continuing education, and board certifications  (Benveniste, 1987; Van Maanen & 

Schein, 1979).  While some professionals practice within corporate environments, such as 

hospitals, corporations, and other organizations, many become PSEs as they start or 

acquire professional practice firms of their own, generate employment opportunities for 
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others, pursue financial goals, and sometimes create multi-location firms and other 

creative forms of practice.  For example, compared to a national average of 6.2% of 

adults being involved in firm start-ups (Reynolds, Carter, Gartner, & Greene, 2004), 

physicians, architects, attorneys, and counselors engage in anywhere from twice to five 

times the average prevalence for firm start-ups than in the average population (Bureau of 

Labor Statistics, 2011).  Professional service entrepreneurs can identify strongly not only 

with their professions, but also with the firms in which they practice (Benveniste, 1987; 

Jain, George, & Maltarich, 2009; Walsh & Gordon, 2001).  The performance of 

professional practice firms may be dependent upon the professional’s ability both as a 

knowledge expert, and as an entrepreneur marketing his or her services (Ibarra, 1999). 

While entrepreneurship theories of venture founding and development often focus 

upon economic motives such as firm growth, profitability and innovation, these outcomes 

may not be the most salient for PSEs, or may even be inconsistent with the institutionally 

scripted goals of their profession, yet very little theory and research has been developed 

about professionals who are also entrepreneurs.  Further, missing from the 

entrepreneurship identity literature is an explanation of how firm founders integrate a 

continuing professional role identity that contributed toward venture formation and the 

identity of a founder entrepreneur. For example, it is possible that physicians with highly 

central professional role identities may consider entrepreneurship as a channel through 

which they may deliver what they perceive to be the highest quality of care to their 

patients, perceiving the professional institution as integrated with a highly central 

entrepreneurial role identity.  This dissertation will examine the relationships between the 
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role identity centrality of two roles (professional and entrepreneurial) that PSEs adopt, 

EO, and firm performance. 

Research question 

The first research question I consider in this study is: how do two highly central 

role identities (professional and entrepreneurial) relate to EO in professional practice 

firms?  The second research question I explore in this dissertation is: what is the 

relationship between EO and firm performance in professional practice firms?  In this 

dissertation, I examine the relationships between the centrality of professional and 

entrepreneurial role identities of professional service entrepreneurs (specifically 

physicians), the EO of their firms, and firm performance, all within the context of highly 

institutionalized professional practice firms.  Specifically, I investigate whether 

entrepreneurial role identity centrality moderates the relationship between professional 

role identity centrality and EO, and the impact of EO on firm performance in small to 

medium sized professional practice firms (see Figure 1). 
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FIGURE 1 

   

Conceptual Model 
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Significance of the study and anticipated contributions 

Understanding how PSEs, in spite of rigorous institutional prescriptions and 

socialization processes required for practicing their profession (Benveniste, 1987; Van 

Maanen & Schein, 1979), consider the centrality of their identities as professionals or 

entrepreneurs, and to what extent their firms are risk taking, innovative, and proactive, 

may benefit entrepreneurship theories related to family firms, social entrepreneurship, 

franchising, founding teams, and other areas of research in which entrepreneurs must 

manage multiple high-centrality identities in the enactment of their entrepreneurial 

activities.  For instance, in family businesses, both family and entrepreneurial role 

identities influence the firm (Miller & Le Breton-Miller, 2011).  Similarly, the identities 

of founding team members also influence the entrepreneurial activity of the firm 

(Fauchart & Gruber, 2011).  Additionally, understanding the interaction of multiple 

highly important role identities held by entrepreneurs embedded in highly socialized 

professional institutions (e.g., medicine, law, accounting) may contribute to our 

understanding of how professional institutions may impact both identity and EO.  An 

understanding of how two high-centrality identities (professional and entrepreneurial) 

may interact with each other, and how identity management influences the firm, could 

assist entrepreneurship researchers and practitioners alike in understanding the function 

that multiple, high-centrality role identities play in the creation and management of 

ventures, and how entrepreneurial role identity interacts with other roles the entrepreneur 

may hold.  The interaction of these identities and their influence may have implications 

for the kinds of decision heuristics that are employed in risk assessment and opportunity 

exploitation, the manner and kinds of capitalization entrepreneurs solicit, goal setting and 
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business-planning behavior, the selection of partners and first employees, as well as other 

processes of interest to entrepreneurship scholars and practitioners.   

Practically, an understanding of how identity contributes to EO may help PSEs 

determine ways to improve firm competitive advantage and performance.  Further, 

understanding how professional and entrepreneurial role identities interact with one 

another can help educators within professional institutions develop offerings that 

maximize the utility of the PSE’s education, apprenticeships, and on-going training 

within the institution.  By extension, understanding how PSEs’ professional identities 

influence their firms may also inform central institutional actors regarding how 

opportunities may be created for those with highly central entrepreneurial identities to 

locate themselves within professional institutions. 

Conceptual framework 

 As founders of small to medium sized professional practice firms, PSEs wield 

significant influence over the strategic direction of their firms.  Upper echelon theory 

suggests that the characteristics of the top management team influence firm strategies and 

performance (Carpenter, Geletkanycz, & Sanders, 2004; Hambrick & Mason, 1984).  

Extending upper echelon theory to entrepreneurship, studies on organizational imprinting 

theory suggest that firm founders impact the strategy, culture, values, and rules of a firm 

(Eddleston, 2008; Hollander & Elman, 1988; Schein, 1983).  Founders and owners, 

especially of small to medium sized professional practice firms, make day-to-day 

operating decisions of the firm, establish the firm’s initial mission and goals, formulate 

initial strategies, and make decisions regarding the structure and make-up of the firm’s 

management (Davis & Harveston, 1999; Eddleston, 2008).  Evidence suggests that 
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founder characteristics can impact the size and growth of the firm (Bird, 1988).  In 

smaller firms, owners and top managers (often small in number) substantially influence 

firm behavior (Miller, 1983).  Understanding the impact of founders and owner-operators 

of small firms is significant to researchers and practitioners alike. 

Entrepreneurial orientation is a strategic characteristic of firms conceptualized as 

the extent to which a firm engages entrepreneurial behavior (Covin & Wales, 2011; 

Miller, 1983).  Historically, EO has been considered as being comprised of three 

dimensions of firm behavior: risk taking, innovativeness, and proactiveness (Covin & 

Slevin, 1989; Miller, 1983) and has been found to contribute positively to firm 

performance in a variety of contexts (for a review and meta-analysis see Rauch, Wiklund, 

Lumpkin, & Frese, 2009).  Given that firm behavior in small firms is significantly 

influenced by owner-managers (Davis & Harveston, 1999; Eddleston, 2008; Miller, 

1983), it is not unreasonable to assume that a small firm’s EO is a function to some extent 

of the identity of the firm’s founder.  However, little research has examined the 

relationship between entrepreneurial identity and EO.  This dissertation contributes to 

Miller’s (2011) extended call for further exploration of the EO construct, specifically for 

investigation of antecedents and contexts.   

 Role identity is conceptualized as, “self-definitions that people apply to 

themselves as a consequence of the structural role positions they occupy” (Hogg, Terry, 

& White, 1995:  256) and consists of internalized meaning making frameworks 

associated with the social structures of roles linked through activities, resources, and 

meanings (Stryker & Burke, 2000).  Identity centrality is considered to be the subjective 

importance ascribed to a given role identity due to social support given to the individual 
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for the identity, the gratification the person receives enacting the identity, and the degree 

of commitment and investment in the identity (Hoang & Gimeno, 2010; McCall & 

Simmons, 1978; Rosenberg, 1979; Stryker & Serpe, 1994).  For example, a physician 

may have to spend a portion of every day dealing with the concerns of running a firm, yet 

have very little attachment to her role as a firm founder (an example of salience).  By 

contrast, that same physician may give up personal income to attend medical conferences, 

spend extra time at nights reading medical journals, and expend great personal effort to 

interact with other medical colleagues with great attachment to the role of physician (an 

example of centrality).  At this time, no study is known which has examined the 

relationship between entrepreneurial identity centrality and EO, or in juxtaposition to any 

other role identity. 

 Entrepreneurial identity has been an emerging interest to entrepreneurship 

scholars.  Entrepreneur identity is suggested to play a role in entrepreneurial decision 

heuristics (Farmer, Yao, & Kung-Mcintyre, 2011), risk taking behavior (Mills & Pawson, 

2006), role change decisions  (Cohen & Musson, 2000; Hoang & Gimeno, 2010), and 

other entrepreneurial activities (Cardon, Wincent, Singh, & Drnovsek, 2009; Fauchart & 

Gruber, 2011).  However, an understanding of how, or to what extent, entrepreneur 

identity influences entrepreneurial activity is still in need of further investigation (Cliff, 

Jennings, & Greenwood, 2006; Koellinger, 2008). 

 A gap exists in the literature with regard to the relationship between the identity 

of an entrepreneur and firm level entrepreneurial actions.  Miller and LeBreton-Miller 

(2011) found that organizations with CEOs who are lone founders (contrasted with 
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family founders or a post-founder family member) were more likely to lead firms with 

higher EO, which in turn contributed to greater firm performance (see Figure 2).   

In their study, they suggested that the relationship between the role the CEO plays 

(as either a lone founder, a family firm founder, or a post-founder family member) and 

firm-level EO may be mediated by entrepreneurial effort on the part of the CEO due to 

social and role identity; however, neither the salience nor centrality of identity variables 

in the relationship were ever examined, and those constructs were merely suggested as a 

“black box” within which these processes are at work.   In this dissertation, I extend the 

research of Miller and LeBreton-Miller (2011) by examining the relationships between 

the centrality of professional and entrepreneurial role identities and EO and firm 

performance.  Further, I answer Miller’s (2011) call for greater contextual understanding 

of EO by examining the impact of entrepreneurial and professional role identity centrality 

in the context of professional practice firms. 

 In the chapters that follow, I will review the literature on identity, role identity, 

and identity centrality.  I will additionally discuss and review professional and 

entrepreneurial role identities as they have been treated in the literature.  Further, I will 

discuss and review the literature on entrepreneurial orientation.  I will then develop 

hypotheses which I will test.  The methodology for testing those hypotheses, as well as 

the description of a qualitative study to elaborate on the findings will be discussed.  

Finally, implications and initial limitations will be highlighted. 
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FIGURE 2 

Miller & LeBreton-Miller (2011) Model 
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CHAPTER 2 - LITERATURE REVIEW 

 In this chapter, I review the literature on identity theory, role identities, 

professional and entrepreneurial role identity, and identity centrality.  Next, I discuss and 

review the literature on entrepreneurial orientation, its dimensions, antecedents, 

measurement, and links to firm performance. 

Identity, Role Identities and Identity Centrality 

Identity 

 Identity is comprised of the meanings of concepts that define the self, that 

organize the self-concept, and that establish the self within social networks (Gecas, 

1982).  Identities are cognitive schemas of interpretive, meaning-making frameworks 

which increase sensitivity and receptivity for certain behavioral scripts (Stryker & Burke, 

2000).  Lok (2010) defined identity as “the institutional notions of who or what any social 

actor might or should be in a particular institutional context, and—by implication—how 

the actor should act” (p. 1308).  In other words, identity influences behavior.  Identity 

theory finds its roots in the social interactionist perspective of Mead (1934).  Mead’s 

framework essentially specified that “society shapes self shapes social behavior” (Stryker 

& Burke, 2000:  285).   

General identity theories indicate that the self is reflexive and is able to consider 

itself as a separate object interacting with and relative to others, and is able to label (or 

name, or categorize) itself in relation to other social classifications of meanings (Stets & 
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Burke, 2000).   Identity, as an internalized meaning framework, is formed through 

interactions in social situations, including socialization processes which take place in a 

variety of social networks, and is reinforced through a variety of social structures (Berger 

& Luckmann, 1967; Gecas, 1982).  In other words, an individual’s identity is established 

through negotiating interactions with others drawing from pre-existing, socially 

constructed categories of potential identities in a variety of roles and in a variety of social 

circumstances.  Identity as a framework of meanings of the self is formed as an individual 

interacts with others in social situations, and as one internalizes and interprets the 

responses of others to the performance of roles in various social situations (Berger & 

Luckmann, 1967; Burke, 1980; Burke & Reitzes, 1981).   

People may possess as many identities as groups with which they socialize 

(Stryker & Burke, 2000).  Identity theory seeks to explain why, in any given situation in 

which there are options for multiple sets of behaviors associated with multiple sets of 

expectations in place from multiple networks of social relationships, do persons choose 

one set of behaviors over others (Stryker, 1980; Stryker & Burke, 2000)?   

Three major perspectives informing identity theory literature are self- (or person-) 

identity theory, social identity theory (SIT; Tajfel, 1974)  and role identity theory 

(Callero, 1985).  Self-identity theory (also referred to as “person identity”) suggests that 

individuals strive to be unique and distinct (Burke & Stets, 2009).  The unit of analysis of 

concern in self-identity theory is the self-concept of the individual.  Social identity theory 

suggests that individuals strive for a positive self-concept by belonging to high-status 

groups, to the extent that mobility between groups is available, or by cognitively framing 

groups to which one belongs as higher in status along some dimension (Tajfel, 1974, 
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1978).  The units of analysis of concern in SIT are the relationship of an individual to a 

group vis-à-vis other alternative groups.  Role identity theory considers the extent to 

which an individual identifies with the expectations and behavioral scripts of a given role 

(Burke & Tully, 1977; Gecas, 1982).  The unit of analysis of concern in role identity 

theory is the role in question—either the role definition, the source of the role, or the 

attachment of an individual to the role.  While all three perspectives of identity studies 

certainly offer dimensions which may overlap (Stets & Burke, 2000), a role identity 

perspective is taken in this study.   

The rest of this section is organized as follows.  First, I will discuss role identity.  

Next, I will discuss role identity centrality as the mechanism by which specific role 

identities are selected and enacted.  I will then discuss both professional and 

entrepreneurial role identities as the two objects of study in this dissertation. 

Role identity   

Role identity theory considers the extent to which an individual identifies with the 

actual behavioral scripts and expectations of a given role and the responses of others as a 

result of performing within that role (Biddle, 1986; Burke & Tully, 1977; Gecas, 1982).  

Additionally, role identity may include more dimensions such as traits, attitudes, norms 

and values considered important to the role (Hoang & Gimeno, 2010).  Goodrick and 

Reay define role identity as a “sense of self that is associated with the enactment” of a 

given role (2010:  58).  A role is a set of common meanings or positional designations 

that are used to both identify, to guide, and to assess the behavior of individuals within 

social interactions (Burke & Reitzes, 1981; Hoelter, 1983; Stets & Burke, 2000).  Roles 

are usually understood and performed in reference (or juxtaposed) to other alternative 
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roles   (Burke, 1980; Burke & Reitzes, 1981; Stets & Burke, 2000).  For instance, the role 

performance of physician is negotiated one way when interacting with nurses, another 

way when interacting with patients, and still another way when interacting with other 

physicians.   

Identification with a role generally occurs as one begins to interact with other role 

set members (Goffman, 1959; Hoang & Gimeno, 2010).  Research has indicated that 

people envision and sometimes strive for possible future role identities (Hoang & 

Gimeno, 2010; Ibarra, 1999; Markus & Nurius, 1986; Yost & Strube, 1992).  Identity 

construction occurs when categorizing oneself as a possible role occupant initiates a 

comparison against those already associated with the role, and then accepting the role 

identity when role definitions and meanings are consistent with self definitions (Stets & 

Burke, 2000).  Behavioral schemas and sense-making frameworks take on additional 

meaning when employed by an occupant of a given role (Ibarra, 1999; Jain et al., 2009).  

These potential identities can guide identity enactment behaviors such that these possible 

roles become realized.   

From a sociological perspective, role identity theory recognizes that society is 

composed of an amalgam of relatively enduring patterns of interactions and relationships 

entrenched within various organizations, institutions, communities and groups (Stryker & 

Burke, 2000).  At the same time, individuals are embedded in roles which help define 

their interactions in relatively small and specific networks (Stryker & Burke, 2000).  Role 

occupants receive feedback from interactions with both other role occupants and 

participants in counter-roles.  Role meanings are negotiated during these interactions, and 
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role performance is adjusted to align with the expectations of others within these social 

interactions.   

Institutions, including professions, sanction some identity configurations more 

than others.  However, because identities as well as institutions are multi-faceted, some 

variations in identity configurations are possible (Glynn, 2008).   Most certainly, the 

institutional environment of society offers a multiplicity of contradictions which make 

identity variations possible (Friedland & Alford, 1991).  In this way, social institutions 

offer “sets of rules” (Jackall, 1988:  112), beliefs, and practices (Friedland & Alford, 

1991) which function as both constraints and opportunities for identity variation.  

Pederson and Dobbin (1997:  434) conceptualized the similarities of identities within 

more macro-institutional configurations as “classifications,” and variations within them 

as “enumerations,” allowing some distinct identities within more macro, isomorphic 

institutionally influenced categorizations  (Glynn, 2008).   

While social institutions may offer repeated patterns of rules, beliefs, 

assumptions, and practices that provide meaning for identity construction (Thornton & 

Ocasio, 2008; Thornton, Ocasio, & Lounsbury, 2012), they may be interpreted differently 

through the lens of individual (or groups of) institutional actors (Creed, Scully, & Austin, 

2002; Lok, 2010).  For example, while political institutions endorse the beliefs and 

practices of civil rights, those beliefs and practices are reinterpreted by various political 

identities utilizing them (Creed et al., 2002).  Social institutions not only prescribe norms 

and expectations for various role identities, but occupants of those role identities can 

reconfigure those norms and expectations to either acquiesce to them, or resist them 

(Ashcraft, 2005; Lounsbury, 2001; Marquis & Lounsbury, 2007).  For instance, Ashcraft 
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(2005) found that airline pilots, when given industry mandates for role performance 

regarding crew management, responded by resisting the mandate as encroachment on 

their professional identities, yet they simultaneously enacted the mandate in a manner 

consistent with other role identities, such as that of a concerned protector.  Further, some 

role identity occupants choose to integrate multiple identities by drawing on different sets 

of institutional norms, expectations, rules, and practices simultaneously (Jain et al., 2009; 

Meyer & Hammerschmid, 2006; Rao, Monin, & Durand, 2003).     

From a psychological perspective, role identity occupants seek verification of 

their role performance in an effort to enhance self-concept in a process called self-

verification (Stets & Burke, 2000; Stryker & Burke, 2000; Swann, 1987).  Self-

verification is considered to be “seeing the self in terms of the role as embodied in the 

identity standard” (Stets & Burke, 2000:  232).  Taking cues from the responses of other 

participants in social interactions, the reflexive self attempts to minimize the discrepancy 

between the meanings associated with a role identity and self-defined identity meanings 

(Stets & Burke, 2000; Swann, 1987).   

Self-verification routines function in three ways.  First, when situations change 

such that individuals perceive that the meanings for a role identity are different than 

previously held meanings of that identity, individuals will counteract the disturbance 

(Stets & Burke, 2000).  Secondly, in the course of everyday events, individuals will strive 

to locate themselves around other individuals and in social interactions that reinforce 

mutually held identity meanings (Swann, 1987).  Thirdly, when situations are stable and 

disturbances are minimal, individuals will behave consistently with mutually held 

identity standards for a specific role (Stets & Burke, 2000; Swann, 1987).  Individuals are 
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motivated to confirm their identities through self-verification to maintain a relatively 

stable sense of self, as stable self-conceptions not only minimize uncertainty about the 

self, but also organize an individual’s experience, increase predictability of interactions, 

and prescribe behavior (Swann, 1987).   

Role identity theory has recently been integrated into entrepreneurship research to 

explain the process of role identity change from a firm employee to founder or 

entrepreneur (Dobrev & Barnett, 2005; Hoang & Gimeno, 2010; Jain et al., 2009), and to 

consider such constructs as entrepreneurial passion, which is defined as “a consciously 

accessibly, intense positive feeling” (Cardon et al., 2009:  515).  However, as stated in 

chapter one, missing from the entrepreneurship identity literature is an explanation of 

how firm founders integrate a continuing professional role identity that contributed 

toward venture formation and the identity of a founder entrepreneur.  In the next section, 

I will discuss entrepreneurial role identity. 

Entrepreneurial role identity 

 The distinct identity of an entrepreneur has recently become a central theme in the 

entrepreneurship literature (Shepherd & Haynie, 2009a).  Entrepreneurial identity has 

been portrayed as a function of role identity (Hoang & Gimeno, 2010; Shepherd & 

Haynie, 2009b).  The role identity of an entrepreneur is essentially one’s perception that 

“I am an entrepreneur” (Kreuger, 2007:  130).  Studies indicate that entrepreneurs see 

themselves as unique and different from non-entrepreneurs (Farmer et al., 2011; Kets de 

Vries, 1996) with distinct perceptions about the meanings associated with an 

entrepreneurial role identity.  Schumpeter (1934) argued that an entrepreneur is one who 

is concerned with growth and profits.  Carland et al. (1984:  357) characterize 
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entrepreneurs as having “a preference for creating activity, manifested by some innovated 

combination of resources for profit.”  As stated in chapter 1, Shane and Venkataraman 

conceptualize entrepreneurs as those who discover, evaluate, and exploit opportunities 

(Shane & Venkataraman, 2000).   

Entrepreneurial roles, similar to professional roles (discussed below), are subject 

to various kinds of socialization practices which influence identity construction (Farmer 

et al., 2011; Starr & Fondas, 1992).  Krueger (2007) found that a more realistic and 

focused understanding of the entrepreneurial role identity was fostered by learning and 

training.  Similarly, while personality and other individual traits have been shown to 

produce weak effect sizes in quantitative studies, Baum and Locke (2004) found that 

communicating vision, goal-setting, and self-efficacy at the individual level all had 

significant relationships with firm growth, and all can be developed from socialization 

through training and experience.  Socialization activities for entrepreneurs such as 

training and previous industry or field experience often provide cues for the structures 

and functions within their own firms they found, which can influence firm survival (Starr 

& Fondas, 1992). 

 Cardon et al. (2009) suggested a typology of three entrepreneurial role identities, 

each associated with a set of activities relevant to entrepreneurship.  They suggested that 

an inventor identity is associated with exploring and identifying new innovations and 

opportunities.  A founder identity was suggested to be associated with exploiting those 

opportunities and establishing new ventures.  Finally, a developer identity is suggested to 

be associated with growing, nurturing, and expanding the firm once it is founded (Cardon 

et al., 2009).  Cardon et al. (2009) suggested these various role identities are associated 
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with creativity, persistence, and absorption in entrepreneurial tasks, respectively.  While 

some entrepreneurs may demonstrate a proclivity for all three sets of activities, most 

entrepreneurs consider one or two of those sets of identity enactments as most central 

(Cardon et al., 2009). 

Hoang and Gimeno (2010) considered founder identity complexity to be a 

measure of the extent to which firm founders defined their role identities as multi-faceted 

in terms of functions, behaviors, attitudes, and expectations.  Low complexity founder 

identities are characterized by a few similar and related dimensions (e.g., innovator, 

creator, idea-man) and higher complexity identities by several distinct and unrelated 

dimensions (e.g., marketer, owner, manager, bookkeeper, director, innovator).   

Consistent with Cardon et al. (2009) they also considered founder identity centrality to be 

a measure of the “strength of attachment to the founder role” (Hoang & Gimeno, 2010:  

44) suggesting differences in undertaking and persistence in challenges facing firm 

founders.   

Murnieks and Mosakowski (2007), using a semantic differential scale 

administered to 225 individuals, found a general societal agreement that a distinction 

exists between the role definition of entrepreneurs and the role definition of non-

entrepreneurial managers.  In a later study of  221 entrepreneurs in the Midwestern 

United States, Murnieks and colleagues suggested that an entrepreneurial role identity 

forms “when an individual internalizes the external meanings associated with the 

entrepreneurial role and makes those meanings self-defining; the individual begins to call 

himself or herself an ‘entrepreneur’” (Murnieks, Mosakowski, & Cardon, forthcoming:  

7).  They found that entrepreneurial identity centrality, as measured using Callero’s 
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(1985) scale that entrepreneurial identity centrality was related to entrepreneurial passion, 

which they defined as a “strong inclination” toward entrepreneurial activity (Murnieks et 

al., forthcoming:  5), which, in turn was related to how much time the entrepreneur spent 

on entrepreneurial activities.  They also separately measured identity salience, which was 

not found to be significantly related to entrepreneurial passion, reinforcing the distinction 

between the concepts.   

A qualitative study by Fauchart and Gruber (2011) found evidence that 

entrepreneurs have distinct identities, and that variations within those identities can lead 

to variations in the kinds of performance pursued by the firm, perspectives on the 

customer,  and the kinds of resources and capabilities deployed.  Their study focused 

upon the social identity of firm founders in the sporting goods production industry in the 

Alpine region of Europe, and the outcomes relevant to firm creation.  They identified a 

typology of three entrepreneurial identities: Darwinians, communitarians, and 

missionaries.  These identities pursued different goals, considered their important other 

reference groups differently, considered their customer base differently, and employed 

different strategies in formulating distinctive competencies.  For example, while 

Darwinians pursued financial goals and considered their direct competitors as their 

relevant frame of reference, communitarians pursued serving their own sporting 

communities and considered others in their sport as their relevant reference group, and 

missionaries pursued a political or social cause of the entrepreneur and considered society 

as their relevant reference group.  While they identified that some of their sample (11 of 

49) had “hybrid identities,” with characteristics of two or more of the identities located in 

their typology, they didn’t present an analysis of these individuals, and identified this as a 
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potential for future research, stating, “As for founders with hybrid identities, it seems that 

such individuals may be fairly common in most industry settings” (Fauchart & Gruber, 

2011:  950).  An overarching finding of their study is that the identity construction of 

firm founders affects the strategic activities of their firms.  In the next section, I will 

discuss the role identity of professionals. 

These studies suggest that entrepreneurial role identity is a distinct role with a 

distinct set of meanings associated with being an entrepreneur which facilitate sense-

making.  Empirically, the centrality of an entrepreneurial role identity has been found to 

be distinct from salience, and related to an inclination toward entrepreneurial activity, 

whereas salience was not.  Additionally, these studies suggest that entrepreneurial role 

identity is multifaceted and can be related to various enactments of entrepreneurial 

activities.  However, what is still unexplored is the relationship between the 

entrepreneurial role identity of a firm’s founder or owner and the firm’s entrepreneurial 

orientation and the firm’s performance. 

Professional Role Identity 

Occupations certainly represent one set of roles represented by role identity 

theory.  While the terms occupational identities and professional identities are often used 

interchangeably in the careers literature, in this dissertation, I differentiate between 

occupational role identities and the specific term “professional identities” as subsets of 

occupational identities.  Professional identities differ from non-professional occupational 

identities in that they are characterized by high degree of socialization, credentialing, 

apprenticeships, continuing education, as well as higher levels of risk to themselves or 

clientele (Benveniste, 1987; Van Maanen & Schein, 1979).   
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Gouldner (1957) identified this distinction between professional and other 

occupational identities as “cosmopolitans” and “locals” (p. 290).  Cosmopolitans, like 

professionals, referred to those lower on loyalty to specific firms, highly committed to 

their specialized skills, and likely to orient their identity to a reference group outside their 

firm.  Locals, like many other occupations, referred to those more loyal to their specific 

firm, less committed to specialized skills, and more likely to reference a group within the 

firm for their identity.   

Given my focus on  professional service providers  (e.g., physicians, attorneys, 

therapists, architects, etc.), I am interested in identity-related traits common among 

professionals, namely that they tend to perform specialized tasks requiring significant 

socialization to their respective profession such as formal education, apprenticeship, 

licensure or certification, continuing education, and membership in professional 

associations such that they often become personally identified with the delivery of their 

services to clients (Benveniste, 1987; Walsh & Gordon, 2001).  They are often bound by 

professional codes of conduct, ethics, or norms, and sanctions can include the removal of 

credentials and the loss of the privilege to practice.  Professional institutions encode these 

laws, norms, codes, and membership constraints which are passed along through intense 

socialization routines, configuring the role identities appropriate among members of a 

given professional field (Friedland & Alford, 1991; Greenwood & Suddaby, 2006).  

These role expectations, norms and behavioral scripts imposed by their respective 

professional institutions are often required because of increased risks to the professionals 

or their clientele (Van Maanen & Schein, 1979).  While professional service providers 

may have these characteristics in common, each profession has a unique and specific role 
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and social identity associated with it (e.g., a physician identity is unique from an attorney 

identity, which is unique from an architect identity, while all are considered 

professionals).  Within some institutions socialization practices may be so intensive that, 

due to cognitive and time resource limitations (Bird, 1988; Cardon et al., 2009), they 

limit the professional’s exposure to those outside the institution (Pratt, Rockmann, & 

Kaufmann, 2006).  Professional role identity is known to be very resilient and resistant to 

change (Chreim, Williams, & Hinings, 2007; Goodrick & Reay, 2010) 

While some occupational identities have been associated with where one works, 

professional role identities are associated with what one does (Cohen & Musson, 2000; 

Pratt et al., 2006), specifically with respect to specialized skill and expert knowledge 

based occupations (Benveniste, 1987; Slay & Smith, 2011).  In Cohen and Musson’s 

study of general practice physicians, one respondent proclaimed “Medicine is what we 

do!” (2000:  37).  Professional service providers obtain very specific identities—those of  

knowledge experts in the delivery of their specific area of specialized services—as a 

result of a high degree of autonomously practiced human capital or specialized 

knowledge, of which they are custodians (Jain et al., 2009; Walsh & Gordon, 2001).  

Professional role identity has been shown to be associated with the interpretation and 

behavior of professionals in their work (Chreim et al., 2007; Pratt et al., 2006).  Their 

professional identities afford them a form of social status, not only outside the profession 

as members of an elite professional group, but also as members of a professional 

community developed and maintained through strict socialization practices (Abbott, 

1988; Benveniste, 1987; Slay & Smith, 2011; Van Maanen & Schein, 1979).   
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 As stated earlier, many professions demonstrate a higher prevalence of self 

employment (in either sole practitioner or partnership forms of ownership).  In these 

instances, professionals are not merely identified with their professional role or social 

category, but also with the role of a founder entrepreneur.  This role requires the 

professional service provider to not only enact the institutional prescriptions of their 

professional roles, but also to enact behaviors consistent with founding, managing, and 

developing their professional practice firms.  While some research indicates that 

professional role identity is extremely strong, professional service providers can identify 

strongly with both their professions and the firms in which they practice (Benveniste, 

1987; Jain et al., 2009; Walsh & Gordon, 2001).  The implications of being a professional 

service provider in the role of a founder-entrepreneur of a firm are interesting.  Firm 

performance may be dependent upon the professional’s ability both as an expert and in 

marketing his or her services; in this way, the PSE embodies the firm’s identity (Ibarra, 

1999).  In the next section, I discuss how identities are activated and chosen for 

enactment.  

How identities are activated: Role identity centrality 

 An individual’s multiple possible or potential identities are organized in a 

relatively hierarchical organization scheme (McCall & Simmons, 1978; Rosenberg, 1979; 

Stryker, 1968; Stryker & Serpe, 1994).  A variety of similar, yet distinct, labels have 

characterized these organizational schemes, including salience (Stryker, 1968), 

prominence (McCall & Simmons, 1978) and centrality (Rosenberg, 1979).  Salience is 

defined as the “probability, for a given person, of a given identity being invoked in a 

variety of situations” (Stryker, 1968:  560).  Stryker suggested that identity salience is a 
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function of the commitment of the individual to the identity.  Commitment, as 

conceptualized by Stryker, is both “extensive” and “intensive” (1968:  561).  The 

extensivity of commitment is based upon the number of relationships one has entered as a 

function of occupying a particular identity.  The intensivity of commitment is a function 

of the depth of relationships one has in occupying a particular role identity.  Salience, 

then, as conceptualized by Stryker (1968; 1980; Stryker & Serpe, 1982) is a function of 

maintaining, or avoiding the loss of, extensive and intensive relationships associated with 

a given role identity.  Hoelter (1983) found evidence for Styker’s propositions, in 

addition to finding that salience is also a function of the self-evaluation of role 

performance (self-verification).   

 While McCall and Simmons (1978) acknowledge salience as a basis for 

situational and transitive hierarchy of identities, based upon performance evaluations,  

and immediate intrinsic and extrinsic gratification, they define identity prominence as the 

location of an identity in the hierarchy based upon an individual’s perceptions of their 

ideal self.  Prominence is a function of the perceived support provided by others and self 

for the identity (essentially self-evaluations of role performances), the extent of 

investment in (time, energy and resources) and commitment to (social embeddedness) the 

identity, and the amount of intrinsic and extrinsic gratification received from the identity 

(McCall & Simmons, 1978).  A hierarchy of prominence is considered by McCall and 

Simmons (1978) to be a more stable hierarchy of identities cognitively imagined as the 

ideal self, whereas a hierarchy of salience is considered to be more situational and 

transitive.  The primary difference between McCall and Simmons’ (1978) two hierarchies 

(salience and prominence) is the addition of the investment of time, energy and resources 
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and the extent of social embeddedness.  Prominence is then distinguished from salience 

by the amount of investment and commitment afforded to an identity. 

 Maintaining this distinction between importance, or prominence, and salience is 

the concept of identity centrality.  Identity centrality is considered as the relative 

importance of one identity over another (Callero, 1985; Murnieks et al., forthcoming; 

Rosenberg, 1979; Stryker & Serpe, 1994).  Rosenberg (1979) conceived identity 

centrality to be the relative weight of the identity’s importance as a function of the degree 

to which an identity is central or peripheral, cardinal or secondary, and representative of 

major or minor parts of the self.  Stryker and Serpe (1994) note that the primary 

distinction between identity salience and identity centrality is the level of self-awareness 

inherent and assumed in each.  Identity centrality requires a level of self-awareness to 

ascribe a value of importance to activities representing a role identity, whereas salience, 

or the situationally relevant probability of a given role identity being activated, does not 

necessarily require self-awareness.  As stated by Murnieks et al, “centrality demands 

conscious reflection by the individual; salience implies no such requirement” 

(forthcoming:  8).  As illustrated in chapter 1, a physician may spend a portion of each 

day dealing with the concerns of maintaining a profitable firm, yet personally ascribe 

little importance to her role as a firm founder (an example of salience).  By contrast, that 

same physician may give up personal income to attend medical conferences, spend extra 

time at night reading medical journals, and expend great personal effort to interact with 

other medical colleagues with great value ascribed to the activities inherent in her role as 

a physician (an example of centrality). 
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 Callero (1985, 1992) utilized distinct measures related to centrality as relative 

importance, to salience as commitment, and to the perceived role evaluations of others, 

and found each to distinctly and significantly predict the behavior of blood donors.  

Stryker and Serpe (1994) found salience and centrality to be distinct constructs 

significantly related to the behavior of college students.  As mentioned previously, 

Murnieks et al. (Murnieks et al., forthcoming), using Callero’s (1985, 1992) measures of 

centrality, found identity centrality to be a distinct construct from salience in their study. 

 Identity centrality, in contrast to salience, is a more stable conceptualization of the 

mechanism governing the activation of a role identity as it represents the cognitively self-

ascribed preference for, importance of, and attachment to the activities which represent a 

role identity.   Salience, by contrast, represents a situationally relevant probability of a 

role being activated.  Role identities, in general, resist changes, and shifts take place 

slowly and gradually over time (Burke, 2006).  In an effort to protect stable hierarchical 

identity centrality schemes that serve to organize experience and predict and prescribe 

interaction behaviors, individuals intentionally locate themselves whenever possible in 

networks that serve to verify and reinforce the stability of these schemes (Stryker, 1968; 

Swann, 1987).   

Identity centrality management 

 What happens when more than one role identity is central and activated across 

situations?  This could likely be the case with individuals who frequently function in two 

roles that are activated simultaneously which share several activities in common.  For 

instance, PSEs are both professionals, who are known for their expert knowledge and 

who are highly socialized within strong institutions like medicine or law, and 
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entrepreneurs who have founded firms and are concerned for their survival and 

profitability.  Institutions provide the materials for identity construction (Glynn, 2008; 

Pratt et al., 2006), and sometimes contradictory institutions, or contradictory sets of rules, 

norms, belief systems and expectations between institutions, may provide opportunities 

for the contestation of centrally held identities or the construction of alternative identities 

(Friedland & Alford, 1991; Rao et al., 2003).  When faced with these contradictions and 

contestations, individuals may sometimes choose to exit a conflicting identity (Settles, 

2004), disidentify with the conflicting identity (Elsbach & Bhattacharya, 2001; Settles, 

2004), or engage in the work of creating some kind of integrated identity that can 

accommodate the most important features of each central institution and role identity 

(Glynn, 2008; Rao et al., 2003), and which seems to be the most appealing and in the best 

interest of the identity holder (Lok, 2010; Seo & Creed, 2002). 

 Role accumulation theory (Marks, 1977; Sieber, 1974) developed in response to 

the gaps unexplained by role scarcity theories (Moore, 1963).  Role scarcity theories 

suggested that individuals are subject to limited time and cognitive resources (e.g., Bird, 

1988), and that multiple roles present opportunities for conflict that may result in 

psychological stress and strain (Ruderman, Ohlott, Panzer, & King, 2002).  However, 

sociological and psychological theories suggest that individuals who possess multiple 

roles may also enjoy some psychological, physiological, and social benefits (Marks, 

1977; Sieber, 1974).  Indeed, the work of Creed, DeJordy, and Lok (2010) suggest that 

some individuals who are able to effectively integrate multiple roles may enjoy a 

substantial degree of emotional satisfaction as a result of resolving role conflicts.  

Integrated identities constructed from incorporating important and satisfying meanings 
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and behaviors associated with multiple highly central role identities may facilitate 

personal emotional, psychological, and physiological well-being. 

Settles (2004) found that female scientists who had highly central female 

identities and highly central science identities were less likely to experience depreciation 

in perceived performance or self-esteem compared to those with less central identities.  

Two interesting characteristics of her study were the use of perceived performance (there 

was no significant relationship to actual performance as a function of academic GPA) and 

the conceptual difference between female gender role identity (which is an ascribed 

identity from which there is no simple exit or disidentification strategy), and a scientist 

role identity (which is an achieved identity) (Settles, 2004).  Nonetheless, an obvious 

finding of her study is that some degree of interaction or integration of multiple highly 

central identities changes the relationship to outcomes. 

 Jain et al. (2009) found in their study of academic university researchers engaged 

in the entrepreneurial activity of introducing new technologies to the market that 

academic researchers employed the tactics of buffering and delegating to retain a highly 

central academic researcher role identity while integrating a highly central 

entrepreneurial role identity.  Delegating referred to interfacing with other actors who 

were more adept at technology transfer in order to maintain a primary academic 

researcher role identity.  Buffering referred to “preserving certain cherished values 

associated with being an academic” and making sure these values were not compromised 

in the course of enacting an entrepreneurial role identity (Jain et al., 2009:  930).  In their 

study, the integration of two highly central role identities still maintained one identity as 

most central, even while activating and enacting both identities.  They suggested that 
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when a new role identity is occupied, such as a professional founding a professional 

practice firm, the new identity is “layered” upon the other (Jain et al., 2009:  931).  In 

speaking of identity centrality, they add: 

Individuals often invoke rationales congruent with their existing role identity 

when they contemplate modifying it. Moreover, they retain cherished aspects of 

their extant role identity even as they alter it, typically according these facets a 

privileged status. And finally, they take proactive steps to ensure preservation of 

their existing role identity. Based on these observations, we suggest that an 

individual’s role identity – especially if it is entrenched and treasured – is “sticky” 

by nature, and exerts a long shadow on the sense-making and associated identity 

work that they engage in (Jain et al., 2009:  931) 
 

  Further, they suggest that this kind of role identity negotiation that takes place 

among highly central role identities, especially when there are conflicting norms, 

expectations and practices in the professions being combined, also lends a cross-level, 

finer-grained understanding of macro-level changes that occur within professional 

institutions (Jain et al., 2009). 

 Pratt et al. (2006) found in their study on medical doctors completing their 

residency that the strength of certainty of their central identity as a medical doctor played 

a role in determining how they managed the integration of new or extra role activities 

into their professional identities.  The addition of activities considered to be minor were 

accommodated through role “identity enrichment” which was defined as a deepening or 

more nuanced understanding of the central role identity (Pratt et al., 2006:  246).  When 

new activities being added to the prior role identity of physician was considered to be a 

major disturbance requiring more negotiation, the residents engaged in either role identity 

“patching” or “splinting” (Pratt et al., 2006:  247).  Patching was conceptualized as filling 

in the missing components of the prior identity to form a more complete central physician 
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identity.  This technique was used when the prior central identity was held with more 

certainty.  Splinting was conceptualized as relying on prior socialization and using a more 

certain prior identity (medical student) to support a less certain but centrally held newer 

identity (radiologist).  Interestingly, over time, both patching and splinting yielded central 

physician identities considered to be more complete and stable than before, and future 

identity management took the form of identity enrichment.  Pratt et al’s (2006) study was 

about role transition from medical student, through residency, into either general 

medicine or a specialization.  All additional role activities pertained to the role of a 

general healthcare worker, rather than activities pertaining to a central but completely 

distinct role. 

 Lok (2010) found three mechanisms at work within individuals confronted with a 

set of institutional rules and norms which are contradictory to those which first provided 

their central role identities.  First, he suggested that individuals can “abduct” identity 

components made available by the new institutional set of rules, norms, and expectations, 

and utilize them to legitimize their pre-existing identity (Lok, 2010:  1330).  Second, he 

suggested that existing central role identities may be shielded by qualifying the 

boundaries of how pervasively the new institutional set of rules, norms, and expectations 

may influence them.  Thirdly, individuals can distance their identification with the new 

institutional set of rules, norms, expectations and activities, all the while adopting them.  

These practices suggest that individuals maintain a primary and more central identity in 

the face of options made available by other institutional configurations.   

 In all, these literatures indicate that individuals rarely, if ever, truly and 

completely abandon one central identity in lieu of another, but rather, that individuals 
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find ways of adopting and adapting competing identity components to some degree.  

What cannot be overlooked, however, is the instrumentality of socialization in 

determining how, and to what extent, components of additional central identities are 

managed.  Individuals who have been highly socialized in strong institutions (e.g.,  

medical doctors in medicine) who are certain of the centrality of their identities 

associated with those institutions, often utilize those institutions’ sets of rules, beliefs, 

norms, and expectations as reference in determining the extent to which another identity 

will be managed, and how multiple identities will be enacted. 

 In the next section, I will discuss entrepreneurial orientation as a firm-level 

manifestation of the identity enactment of the founders/owners of small to medium sized 

firms.   

Entrepreneurial Orientation 

Conceptualization 

 Entrepreneurial orientation (EO) was conceptualized by Miller (1983) as the 

extent to which a firm’s strategic orientation included risk-taking, innovation, and 

proactiveness.  Miller’s work built on earlier work on the introduction of products to 

markets, which suggested entrepreneurial firms, contrasted with less innovative 

conservative firms, take more risks and innovate more, (Miller & Friesen, 1982).  Miller 

(1983) introduced the concept of the entrepreneurial strategic orientation of a firm based, 

in part, on Mintzberg’s (1973; 1979) typology of firm strategies and structures.  

Mintzberg’s (1973) entrepreneurial mode of strategy making considered entrepreneurship 

as a dispositional characteristic of management to actively search for high-growth 

opportunities.   
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Miller (1983) found that the source of an entrepreneurial strategic orientation 

depended upon the structure of the firm.  In simple firms, defined as those firms which 

are undiversified with fewer than 500 employees, the strategic orientation of the firm is 

typically centralized in the hands of one or a few owner-operators who have a “feel for 

their business,” who have shorter time horizons and focus more upon operating matters 

and a strong locus of control (Miller, 1983:  773).  In planning firms, defined as those 

with elaborate control and planning systems and structures, EO as a strategic orientation 

also resided in the hands of a powerful group of executives, including the CEO.  In 

organic firms, similar to Mintzberg’s (1979) adhocracies, EO was more likely a strategic 

firm orientation in a decentralized, technocratic firm in a dynamic and hostile 

environment (Miller, 1983).  Miller emphasizes in his discussion of simple firms: 

“Moving beyond our original hypotheses, it is noteworthy that in Simple firms, 

entrepreneurship is so very tied up with the leader's personality, power, and information 

that almost nothing else seems to count. Neither environment, structure, nor decision 

making styles seem to correlate with entrepreneurship” (1983:  783, emphasis his).  

Further elucidating the EO construct, Covin and Slevin characterized entrepreneurial 

firms as “those in which the top managers have entrepreneurial management styles as 

evidenced by the firms’ strategic decisions and operating management philosophies,” 

contrasted with “non-entrepreneurial or conservative” firms in which the top management 

is averse to risk, non-proactive (passive or reactive) and non-innovative (1988:  218).   

Dimensions of EO 

 Early conceptualizations of EO were based upon three dimensions of risk-taking, 

innovativeness, and proactiveness (Covin & Slevin, 1988; Covin & Slevin, 1989; Miller, 
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1983).  A later conceptualization of EO by Lumpkin and Dess (1996) added the 

dimensions of autonomy and competitive aggressiveness to Miller’s (1983) three in an 

effort to more fully capture the essence of Miller’s definition of an entrepreneurial firm as 

one that “engages in product market innovation, undertakes somewhat risky ventures, and 

is first to come up with ‘proactive’ innovations, beating competitors to the punch” (1983:  

771).  Below I will define and explain each of these five dimensions. 

 Risk taking.  The earliest mention of the word “entrepreneurship” associated it 

with the acceptance of personal risk (Cantillon, 1734; as cited in Lumpkin & Dess, 1996).  

Risk taking is considered to be the willingness to seize opportunities and commit 

resources in the presence of some degree of uncertainty (Covin & Slevin, 1988; 

Khandwalla, 1977).  Miller and Friesen’s  early conception of risk taking behaviors 

included the investment of capital and “bold, wide-ranging acts” (presumably in product-

market investment and development) (1982:  24).  Hughes and Morgan suggested that 

risk-taking “reflects an acceptance of uncertainty and risk inherent in original activity and 

is typically characterized by resource commitment to uncertain outcomes and activities” 

(2007:  652).  Lumpkin and Dess (1996) characterize risk-taking behavior as large 

resource commitments or borrowing large amounts of debt capital to seize opportunities 

and obtain high returns.  Ireland, Hitt, and Sirmon (2003) note that entrepreneurial 

leaders in firms with entrepreneurial mindsets will establish entrepreneurial cultures in 

firms in which risk-taking is encouraged in order to discover and exploit opportunities 

and competitive advantage.   

 Beyond studies of EO at the firm level, at the individual level, risk-taking 

behavior among entrepreneurs has been associated with cognitive biases that reduce the 
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perception of risk (Simon, Houghton, & Aquino, 2000), and a higher tolerance for risk 

(Townsend, Busenitz, & Arthurs, 2010).  For example, studies indicate that the 

perception that one can control an outcome is significantly related to the reduction in 

perceived risk (Foo, 2011; Simon et al., 2000).  Further, studies within entrepreneurial 

contexts have demonstrated that ability expectations, or the belief of self-competency, is 

significantly related to risk-taking propensity (Krueger & Dickson, 1994; Townsend et 

al., 2010).  Using Carland et al’s (1984) distinction of entrepreneurs as growth oriented 

owners, Stewart and Roth’s (2001) meta-analysis found support for entrepreneurs having 

significantly greater risk-taking propensity than managers.  Results like these led 

Townsend et al.  to conclude, “a strong belief in one's ability to act entrepreneurially 

appears to largely drive the firm creation process which, furthermore, suggests role set 

expectations and personal identity concerns are important” (2010:  200). 

 Innovativeness.  Miller (1983) and Covin and Slevin (1988; 1989) characterized 

innovativeness  from a product-market perspective as the emphasis on research and 

development, leading technological development, introducing new products or services, 

and dramatically changing product/service lines.  Hughes and Morgan  further 

conceptualized innovativeness as “a bias toward embracing and supporting creativity and 

experimentation” (2007:  652).  According to Lumpkin and Dess, “innovativeness 

reflects a firm's tendency to engage in and support new ideas, novelty, experimentation, 

and creative processes that may result in new products, services, or technological 

processes” (1996:  142).  Innovativeness may take the form of simply experimenting with 

a new product or new marketing method, or it may encompass a willingness to commit to 
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the development and utilization of the latest in technological advancements and products 

(Lumpkin & Dess, 1996). 

 Innovativeness has been measured as a function of the willingness of managers to 

suspend former beliefs in order to explore new alternatives and to reward 

experimentation (Karagozoglu & Brown, 1988), the proportion of research and 

development costs expended as a proportion of sales (Miller & Le Breton-Miller, 2011), 

the reliance on technologically trained specialists (Miller & Friesen, 1982), the number 

of, and frequency of, new product and service introductions (Covin & Slevin, 1988; 

Covin & Slevin, 1989; Miller & Friesen, 1982), and the commitment to acquiring, 

developing, and deploying new technology (Zahra & Covin, 1993).  Further, 

innovativeness has been found to be associated with employee perception of rewards for 

innovativeness (Janssen, 2000), the expectation of innovativeness, and the creation of an 

environment which encourages innovativeness (Scott & Bruce, 1994). 

 Proactiveness.  Proactiveness was conceptualized by Miller (1983) and Covin and 

Slevin (1988; 1989) as a firm’s initiative to be the first-mover vis-à-vis competitors in the 

market place with regard to strategic actions or new product/service introductions.   

Lumpkin and Dess (1996) conceptualized proactiveness as referring to how a firm relates 

to market opportunities by acting opportunistically and exploiting opportunities .  Hughes 

and Morgan considered proactiveness as “a forward-looking perspective where 

companies actively seek to anticipate opportunities to develop and introduce new 

products to obtain first-mover advantages and shape the direction of the environment” 

(2007:  652).  While these definitions seem conceptually similar to innovativeness, they 

are distinct in that proactiveness captures first-mover initiative, whereas innovativeness 
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captures the introduction of new innovations that can be new to the firm introducing 

them, but imitative with respect to other firms (Lumpkin & Dess, 1996).  However, it is 

expected that the two constructs will covary.   

 Proactiveness has been operationalized as a firm’s proclivity to be a leader in 

developing and marketing new products, services, or technologies (Covin & Slevin, 

1989; Miller, 1983), excelling at identifying opportunities (Hughes & Morgan, 2007), 

and taking initiative from a business strategy perspective (Hughes & Morgan, 2007).   

What is held in common across these definitions and operationalizations are the concepts 

of forward-looking initiative and the recognition and exploitation of opportunity.   

 Considerable research has been done in the domain of entrepreneurship on the 

recognition and exploitation of opportunity.  Short et al. define opportunity as “an idea or 

dream that is discovered or created by an entrepreneurial entity and that is revealed 

through analysis over time to be potentially lucrative” (Short, Ketchen, Shook, & Ireland, 

2010:  55).  Some antecedents to the creation, discovery, and exploitation of opportunities 

include knowledge, learning and past experiences (Bingham, Eisenhardt, & Furr, 2007; 

Corbett, 2005; Shane, 2000; Shane & Venkataraman, 2000), affect (Baron, 2008), 

entrepreneurial intent (Shook, Priem, & McGee, 2003), and increased search activities 

(Kaish & Gilad, 1991; Short et al., 2010).   

 Competitive aggressiveness.  While risk-taking, innovativeness, and 

proactiveness were all dimensions originally associated with EO by Miller (1983) and 

Covin and Slevin (1986; 1988; 1989), Lumpkin and Dess added the dimension of 

competitive aggressiveness defined as “a firm’s propensity to directly and intensely 

challenge its competitors to achieve entry or improve position, that is, to outperform 
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industry rivals in the marketplace” (1996:  148).  Hughes and Morgan, in operationalizing 

competitive aggressiveness in their measure, defined it as “the intensity with which a firm 

chooses to compete and efforts to surpass competitors reflecting a bias toward out-

maneuvering and out-doing rivals (2007:  652).  The addition of this dimension was felt 

necessitated by the argument that a competitive stance is critical toward survival and 

success of new entrants (Lumpkin & Dess, 1996; MacMillan, Zemann, & 

Subbanarasimha, 1987).   

 Autonomy.  Another dimension suggested by Lumpkin and Dess (1996) to be a 

component of EO is autonomy.  Autonomy refers to the independence or authority the 

firm affords to individuals, teams, or departments to conceive and carry out a business 

concept to completion (Hughes & Morgan, 2007; Lumpkin & Dess, 1996).  In the case of 

small to medium sized professional practice firms, considered by Miller (1983) as simple 

firms, which are the focus of this dissertation, the autonomy of the strategy-making 

owner/operator  is already an assumption.    

 Summary of the dimensionality of EO.  By far, the majority of empirical studies 

of EO have utilized the three dimensions originally theorized by Miller (1983):  risk-

taking, proactiveness, and innovativeness.  In a recent review of EO by George & Marino 

(2011), 44 of the 60 studies reviewed utilized these three dimensions for analysis.  

Further, 40 of those 44 considered the construct as a unified, second order reflective 

construct, and analysis was conducted by summating the scales.  In another review and 

meta-analysis by Rauch et al. (2009), 28 of the 51 studies they analyzed utilized the three 

dimensions suggested by Miller (1983).  Of those 28, 26 of them treated EO as a unified, 

second order reflective construct.  Other studies have examined other dimensions, such as 
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competitive aggressiveness or autonomy, or have examined the EO construct as a multi-

dimensional construct.   

I conducted a review of each of the studies examined in the George & Marino 

(2011) and the Rauch et al. (2009) reviews which either examined a dimension other than 

the three suggested by Miller (1983), or which examined the EO construct as multi-

dimensional.  Table 1 summarizes those studies, and a summary of important findings 

follows (see Table 1).   
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TABLE 1 

Review of studies of EO
1
 

Authors Dimensions 
Uni- Multi- 

Dimensional 
Measures Setting 

Performance (if applicable in 

the study) 
Findings 

Miller 

(1983) 

IN, PR, RT Uni Specific items 

not published 

(7-items) 

52 Canadian 

firms 

  In simple firms EO was 

associated with characteristics 

of the leader.  In planning firms, 

EO was associated with  

product-market strategies.  In 

organic firms, EO was 

associated with structure and 

environment of the firm. 

Morris & 

Paul (1987) 

IN, PR, RT Uni 12 items based 

on Miller & 

Friesen (1983), 

Khandwalla 

(1976), and 

Ginsberg 

(1985) 

116 U.S. Firms 22 items to determine the 

marketing emphasis within a 

firm using three dimensions: 

organization structure and 

policies, sources of customer 

feedback and 

attitudes/perceptions. 

EO was higher in firms with a 

formal marketing department, 

with marketing professionals  in 

senior executive positions, 

which regularly employed 

market research, and where 

marketing is felt to play a 

important strategic role. 

                                                 

1
 Portions of this table were constructed from similar tables in George & Marino (2011) and Rauch et al. (2009). 
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TABLE 1 – CONTINUED 

 

Review of studies of EO 

Covin & 

Slevin 

(1988) 

IN, PR, RT Uni 6 items from 

Covin & 

Slevin (1986) 

80 U.S. manuf 

and service 

firms 

1. The degree of importance 

the firm attaches to the 

following financial 

performance: sales level, sales 

growth rate, cash flow, return 

on shareholder equity, gross 

profit margin, net profit from 

operations, profit to sales ratio, 

return on investment, and 

ability to fund business growth 

from profits. 2. Level of 

satisfaction with each of those 

variables. From Gupta and 

Govindarajan (1984). 

The EO - performance 

relationship was moderated by 

firm structure.  Organic firm 

structure positively moderated 

the EO relationship, while 

mechanistic structure negatively 

moderated the relationship.  

Performance is higher in higher 

EO firms when the structure is 

aligned for EO. 

Covin & 

Slevin 

(1989) 

IN, PR, RT Uni 9 items (the 

Covin & 

Slevin, 1989, 

scale) 

161 U.S. small 

manuf firms 

1. The degree of importance 

the firm attaches to the 

following financial 

performance: sales level, sales 

growth rate, cash flow, return 

on shareholder equity, gross 

profit margin, net profit from 

operations, profit to sales ratio, 

return on investment, and 

ability to fund business growth 

from profits. 2. Level of 

satisfaction with each of those 

variables. From Gupta and 

Govindarajan (1984). 

The EO - performance 

relationship was moderated by 

environment.  EO was 

positively related to 

performance in hostile 

environments, while low EO 

was positively related to 

performance in benign 

environments. 
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TABLE 1 – CONTINUED 

 

Review of studies of EO 

Merz & 

Sauber 

(1995) 

IN, PR Multi 7 items from 

Miller (1983) 

and Miller & 

Friesen (1982) 

370 CEOs of 

U.S. 

midwestern  

firms 

Growth as change in (1) the 

number of employees over a 

5-year period and (2) the 

dollar sales volume over a 4-

year span. 

EO - performance relationship 

was moderated by structure 

and environment.  High EO 

firms were found in dynamic, 

hostile environments with 

structures which favor 

information gathering, highly 

centralized but collaborative 

decision making, and 

formalized procedures, and 

high growth.  Low EO firms 

were in static, benign 

environments, in smaller 

firms, with little scanning, and 

low growth. 

Slater & 

Narver 

(2000) 

IN, RT, CA Uni 7 items from 

Naman & 

Slevin (1993) 

53 U.S. firms The GM was asked to assess 

perceived ROI relative to 

competitors on a 5 point scale 

(far below - far exceeds). 

EO was not related to 

performance as measured. 
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TABLE 1 – CONTINUED 

 

Review of Studies of EO 

George, 

Wood, and 

Khan (2001) 

IN, PR, RT, 

CA, AU 

Uni 14 items from 

Naman & 

Slevin (1993) 

and Lumpkin 

& Dess (1996) 

70 U.S. 

banking firms 

1.  Archival financial 

performance as average 5 

year ROA and ROE.  2.  

Networking strategy, defined 

as the “process of developing 

contacts (with professional 

and trade associations, 

community and local clubs, 

civic and government bodies) 

who would help in the 

development of the business” 

(p. 284). 

EO was significantly related to 

engaging in network strategies.  

Networking was significantly 

related to both measures of 

performance. 

Lumpkin & 

Dess (2001) 

IN, PR, RT, 

CA 

Multi 11 items based 

on Khandwalla 

(1976), Miller 

(1983), Covin 

& Slevin 

(1986, 1989) 

and Covin & 

Covin (1990) 

94 U.S. firms Perceived financial 

performance relative to 

competitors over the previous 

3 years measured on 7 point 

Likert-type scale from "low 

performer" to "high 

performer." 

Firms in an early-stage 

industry life cycle performed 

stronger with more proactive 

strategies.  Firms in a later-

stage industry life-cycle 

performed stronger with 

competitive aggressive 

strategies.  In dynamic 

environments, proactive firms 

performed better than 

competitively aggressive 

firms.  In hostile 

environments, competitively 

aggressive firms performed 

better than proactive firms. 
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TABLE 1 – CONTINUED 

 

Review of Studies of EO 

 

Atuahene-

Gima & Ko 

(2001) 

IN, PR, RT Uni 6 items from 

Covin & 

Slevin (1989) 

181 Australian 

firms 

  EO is positively related to the 

relative speed of new product 

introduction to the market. 

Kreiser, 

Marino, & 

Weaver 

(2002) 

IN, PR, RT Multi 8 items from 

Covin & 

Slevin (1989) 

(1 RT item 

dropped) 

1067 firms 

from Australia, 

the 

Netherlands, 

Norway, 

Sweden, 

Finland, and 

Mexico 

1. The degree of importance 

their firm attaches to each of 

the following 

financial performance criteria: 

sales level, sales growth rate, 

and gross profit margin.  2. 

Level of satisfaction with 

each of those variables.  

Adapted from Gupta and 

Govindarajan (1984). 

Innovativeness and 

proactiveness were positively 

related to firm performance, 

while risk-taking exhibited a 

U-shaped curvilinear 

relationship with firm 

performance.  Innovativeness 

was positively related to all 

measures of performance in 

dynamic environments.   

Proactiveness and risk-taking 

were positively related to sales 

growth and sales level in 

munificent environments. 
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TABLE 1 – CONTINUED 

 

Review of studies of EO 

Auger, 

Barnir, and 

Gallaugher 

(2003) 

PR, RT, CA Uni Adapted from 

Covin & Miles 

(1999) 

150 firms from 

magazine 

publishing 

industry 

4 items written in the study 

for the extent to which the 

magazine business engaged 

in Internet-related business 

activities. 

EO was positively related to 

the extent to which the 

business engaged in Internet-

related business activities.  

This relationship was purely 

and positively moderated by 

competitive intensity, 

measured as the ferocity of 

competition, frequency of 

competitive actions, the ability 

of competitors to imitate 

actions, and the importance of 

price competition. 

Swierczek & 

Ha (2003) 

IN, PR, RT Multi Adapted from 

Covin (1991) 

478 responses 

from micro and 

small firms in 

Vietnam and 

Thailand. 

Perceived financial and non-

financial performance 

Innovativeness and 

proactiveness were higher for 

Thai firms than for 

Vietnamese.  Risk-taking was 

higher for Vietnamese firms 

than for Thai.  Thai SMEs 

perceive higher business 

growth, job creation, and net 

profit. 
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TABLE 1 – CONTINUED 

 

Review of studies of EO 

  

Alexandrova 

(2004) 

IN, PR, RT, 

CA, AU 

Multi Specific items 

not published 

(15-items), but 

example items 

listed are 

similar to 

Covin & 

Slevin (1989) 

380 Bulgarian 

micro-

enterprises 

 Environmental uncertainty, 

hostility, and dynamism, to 

EO: only the relationship 

between dynamism and 

proactiveness was significant 

and positive.  Economic and 

political conditions in Bulgaria 

were noted as possible 

intervening concerns on 

business strategies. 

Richard et al. 

(2004) 

IN, PR, RT Uni 9 items from 

Covin & 

Slevin (1989) 

153 U.S. 

banking firms 

Productivity as a log of net 

income, and avg. ROE for 2 

years. 

1.  Factor analyses found two 

factors relabeled as "risk 

taking" and "innovativeness," 

2.  Innovativeness positively 

moderated the relationship 

between racial heterogeneity 

and both performance 

measures, and positively 

moderated the relationship 

between gender heterogeneity 

and productivity.  Risk-taking 

negatively moderated the 

relationship between racial 

heterogeneity and ROE, and 

negatively moderated the 

relationship between gender 

heterogeneity and both 

performance measures. 
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TABLE 1 – CONTINUED 

 

Review of studies of EO 

Monsen 

(2005) 

IN, PR, RT Multi 14 items based 

on Covin & 

Slevin (1989) 

and Lumpkin 

& Dess (1996, 

2001) and 

Spreitzer 

(1995, 1996) 

1505 U.S. large 

healthcare firms 

Individual performance 

appraisals by supervisors. 

Autonomy (not EO) and 

teamwork moderated the 

individual and differential 

relationships between IN, PR, 

and RT and employee 

performance appraisals.  

Additionally, organizational 

identification and role clarity 

functioned as mediators in 

some relationships. 

Walter, Auer, 

& Ritter 

(2006) 

IN, PR, RT, 

CA 

Uni 9 items based 

on Dess, 

Lumpkin, & 

Covin (1997) 

and Lumpkin 

& Dess (1996) 

149 U.S. 

academic spin-

off firms in 

technical 

services, 

consulting, and 

technical 

manufacturing 

Sales growth, sales per 

employee, profit goal 

attainment, perceived 

customer relationship quality, 

long term survival, and 

realized competitive 

advantages 

EO had no significant direct 

relationships with sales 

growth, sales per employee, or 

profit attainment, but 

significant positive 

relationships with realized 

competitive advantages and 

perceived customer 

relationship quality.  Network 

capability (inter-organizational 

relationships) positively 

moderated the relationship 

between EO and all 

performance measures. 
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TABLE 1 – CONTINUED 

 

Review of studies of EO 

  

Hughes & 

Morgan 

(2007) 

IN, PR, RT, 

CA, AU 

Multi Items (not 

published) 

adapted from 

Lumpkin & 

Dess (1996) 

211 U.K. firms Customer performance based 

on how effectively the firm 

acquired and retained 

customers and repeat 

purchases.  Product 

performance based on the 

product's sales and market 

share. 

1.  Each EO dimension was 

differentially correlated with 

performance, with only 

innovativeness and 

proactiveness significantly 

correlated.  2.  Risk taking and 

innovativeness were 

moderately related to product 

performance, while proactivity 

was significantly related to 

both product and customer 

performance. 

Naldi, 

Nordqvist, 

Sjöberg, & 

Wiklund  

(2007) 

IN, PR, RT Multi 9 items from 

Covin & 

Slevin (1986, 

1989) 

263 family and 

431 non-family 

Swedish firms 

A comparison of the firm to 

two nearest competitors on 

sales growth, growth of net 

worth, profit, and cash flow. 

Risk taking in family firms 

was the focus of the study.  A 

three factor structure was 

supported after one item each 

for proactivity and 

innovativeness were dropped.  

Risk taking was positively 

correlated with the other 

dimensions.  Family firms are 

lower on risk taking than non-

family firms.  Risk taking was 

negatively related to perceived 

performance in family firms. 
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TABLE 1 – CONTINUED 

 

Review of studies of EO 

Wang (2008) IN, PR, RT, 

CA 

Uni 11 items based 

on Covin & 

Slevin (1989) 

with added 

items adapted 

from Lumpkin 

& Dess (1996) 

213 U.K. firms Perceived comparison to 

competitors over the previous 

5 years on ROI, EPS, and 

sales growth. 

EO was found in a CFA to be a 

reflective second order 

construct of the four 

dimensions.  EO significantly 

related to learning orientation, 

which significantly related to 

firm performance, most 

strongly through the dimension 

of entrepreneurial vision.  This 

relationship was stronger for 

firms with a prospector 

strategy than for an analyzer 

strategy. 

Lumpkin, 

Cogliser, & 

Schneider 

(2009) 

IN, PR, RT, 

CA, AU 

Multi 22 items, 9 

items based on 

Covin & 

Slevin (1989) 

and others 

developed in 

the study 

319 MBA 

students in 

study 1; 125 

student in 

study 2 

  A four item measure was 

developed and tested for 

autonomy which cleanly 

loaded on an independent 

factor from the other 

dimensions of EO with an 

MBA student sample. 
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TABLE 1 – CONTINUED 

 

Review of studies of EO 

Baker & 

Sinkula 

(2009) 

IN, PR, RT Uni 8 items from 

Naman & 

Slevin (1993) 

scale 

88 U.S. small 

firms in San 

Diego 

Financial measures were 

change in sales revenue, 

change in profit, and change 

in profit margins.  Innovation 

success was measured as 

innovation in new 

product/service development, 

administrative efficiency, or 

customer services. 

EO had a positive relationship 

with innovation success, which 

was positively related to 

profitability, but EO had no 

direct relationship to 

profitability. The EO - 

performance relationship was 

found to be mediated by 

innovation success. 

Pearce, Fritz 

& Davis 

(2010) 

IN, PR, RT, 

CA, AU 

Uni and Multi 19 items 

adapted from 

Covin & 

Slevin (1989) 

with add'l 

items adapted 

from Lumpkin 

& Dess (1996) 

250 religious 

organizations 

1. Perceived change in 

attendance and giving.  2.  

Objective change in 

attendance and giving from 

archival data.  Both were 

strongly correlated. 

Innovativeness and autonomy 

were both positively related to 

performance in congregations.  

The summated scales for EO 

were positively related to 

performance.  No interaction 

was found for EO and 

munificence in this context. 

Hansen et al. 

(2011) 

IN, PR, RT Multi 8 items from 

Covin & 

Slevin (1989) 

(1 RT item 

dropped) 

1279 firms 

from U.S., 

Australia, 

Sweden, 

Mexico, 

Indonesia, 

Greece, and the 

Netherlands 

  Measure equivalence was 

studied across 9 cultures, using 

the U.S. as a reference.  

Results indicate the optimality 

of a six-item, three dimension 

scale.  Risk-taking was found 

to be the most robust 

dimension across cultures, 

with innovativeness and 

proactivity being problematic 

in all other cultures with the 

exception of Greece. 
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In summary, of the 23 studies reviewed above, 18 utilized EO (or its dimensions) 

relating to various operationalizations of performance.  Among the 23 studies examined, 

22 utilized innovativeness and proactiveness, and 21 examined risk taking.  Ten studies 

examined competitive aggressiveness.  Of those 10, 8 examined competitive 

aggressiveness in conjunction with Miller’s (1983) three dimensions.  The other two 

studies examined competitive aggressiveness in conjunction with two of Miller’s (1983) 

dimensions.  Of the 8 studies which examined competitive aggressiveness as a dimension 

of EO, only five of them examined EO as a multi-dimensional construct, allowing for 

analysis of the competitive aggressiveness dimension separately.  Of those, only one 

study (Lumpkin & Dess, 2001) found competitive aggressiveness to be positively related 

to performance, in the context of firms in later-stage industry lifecycles, compared to 

firms in early-stage industry lifecycles.  Only five studies considered autonomy as a 

dimension.  Four of those studies considered autonomy in conjunction with the other 

dimensions considered by Miller (1983) and Lumpkin & Dess (1996).  Four of those 

studies considered autonomy with other dimensions of EO as a multi-dimensional 

construct, with only one of those studies finding a relationship between the autonomy 

dimension and firm performance (Pearce et al., 2010).  In short, the added dimensions of 

competitive aggressiveness and autonomy do not appear to have improved the parsimony 

of the EO construct, and findings have been inconsistent at best, with most being 

insignificant in their relationship to performance.  A review of the relationship between 

the original conceptualization of the EO construct (Covin & Slevin, 1989; Miller, 1983) 

and performance follows in a section below. 
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Measurement of EO 

 Given the discussion above regarding the dimensionality of EO, a discussion is 

merited regarding its measurement.  The operation, measurement, and analysis of EO has 

generated no small amount of debate among researchers (Hansen et al., 2011).  Early 

research relying on conceptualizations of EO as a unified concept consisting of an 

aggregated composite of risk taking, innovation, and proactiveness, often utilized scales 

developed by Covin and Slevin (1986; 1988; 1989) (for a review see George & Marino, 

2011).  Covin and Slevin’s (1986; 1988) first scale utilized six items adapted from 

Khandwalla (1977) and Miller and Friesen (1982) with respondents answering in 

reference to their firm or top management on a 7-point Likert-type scale.  Covin and 

Slevin (1989) later developed and utilized a second scale consisting of nine items, again 

adapted from Khandwalla (1977) and Miller and Friesen (1982) with additional original 

items  and again with respondents answering in reference to their firm or top management 

on a 7-point Likert-type scale .  These scales were utilized considering EO as a unified 

construct as a composite of three dimensions, with responses averaged or aggregated 

across items, and in research utilizing multiple respondents per firm, averaged across 

respondents.   

 As noted above, some later representations of the EO construct conceptualized 

EO as a five dimensional construct.  These studies also suggested that the individual 

dimensions of EO may be contextually determined by firm and environmental factors 

(Lumpkin & Dess, 1996), and may vary independently of one another.  One instrument 

utilizing the Lumpkin and Dess (1996) specification for five reflective independent 

dimensions of EO is the Hughes and Morgan (2007) EO scale.  This scale utilizes three 
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items reflecting each of the five dimensions with the exception of autonomy, which 

utilizes six items adapted from Engel (1970), Hornsby, Kuratko, and Zahra (2002), and 

Spreitzer (1995).  

 Recently, researchers have debated about the consideration of the dimensionality 

of EO, whether utilizing three or five dimensions, as a formative or reflective construct 

(for reviews see Covin & Wales, 2012; George & Marino, 2011).  In considering EO as a 

formative construct, one would specify EO as being comprised of an aggregate, or 

composite, of its dimensions in total (whether utilizing a three or five dimension model).  

In such studies, EO is measured and analyzed as a second-order formative construct.  

Such a technique, however, becomes problematic for a variety of reasons.  First, given 

that both three (Miller, 1983) and five (Lumpkin & Dess, 1996) dimension 

conceptualizations consider EO to be related to the firm’s decision-making processes, 

strategies, management philosophies, and methods (Covin & Slevin, 1989; George & 

Marino, 2011; Lumpkin & Dess, 1996), it is hardly conceivable that the phenomena of 

entrepreneurship is totally captured, or formed, in equally weighted items tapping those 

dimensions.  Secondly, formative variables need not have the same antecedents, leading 

to confounding inferential interpretations regarding the formed construct and its 

relationship to dependent variables (Covin & Wales, 2012; George & Marino, 2011). 

 In considering, perhaps more appropriately so (Covin & Wales, 2012; George & 

Marino, 2011), EO as a second-order reflective construct, EO is conceptualized as a 

multidimensional construct which is reflected by, or gives rise to, several dimensions.  

Research models specifying EO as a second order reflective construct assume that each 

dimension is affected by similar antecedent variables (although, perhaps, to varying 



 

55 

 

degrees).  This conceptualization of EO considers EO as a phenomena found in the 

shared variance between all included dimensions.  Dimensions may covary in differing 

degrees of influence by antecedent variables.      

Antecedents of EO 

 As abundant as the research is on EO, it is surprising that very little research has 

examined the sources of EO (Miller, 2011; Miller & Le Breton-Miller, 2011).  Studies 

germane to the context of this dissertation have found that firms led by founders have 

more EO than non-founder leaders (Begley & Boyd, 1987; Miller & Le Breton-Miller, 

2011).  Other researchers have found that the self-confidence or self-efficacy of founders 

is related to EO (Begley & Boyd, 1987; Poon, Ainuddin, & Junit, 2006).   

EO and firm performance 

 In general, research has found a positive relationship between EO and firm 

performance (Rauch et al., 2009; Wiklund, 1999; Wiklund & Shepherd, 2005; Zahra, 

1991).  The magnitude of this relationship, however, has been inconsistent across studies 

(Rauch et al., 2009).  Wiklund and Shepherd (2005) found that, in general, EO is 

significantly and positively related to multiple measures of firm performance.  In a meta-

analysis by Rauch et al. (2009), the effects of EO on performance were found to be 

moderately large. 

However, these findings are not without contradictions (Wiklund & Shepherd, 

2005).  The relative hostility of the environment has been found to be a contextual 

moderator of the EO-performance relationship (Covin & Slevin, 1989), as has access to 

financial capital (Wiklund & Shepherd, 2005; Zahra, 1991).  Zahra (1991) found a 

moderate relationship between EO and financial performance.  Some studies have found 
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no significant relationship between EO and performance at all (Covin, Slevin, & Schultz, 

1994).  These findings, consistent with other findings in the meta-analysis by Rauch et al. 

(2009), suggest that other context moderators may influence the EO-performance 

relationship.  In this dissertation, I examine the EO-performance relationship in the 

context of professional practice firms. 

Performance is a multi-faceted concept, and the operationalization of performance 

may influence the relationship between EO and performance (Lumpkin & Dess, 1996; 

Rauch et al., 2009).  The EO-performance relationship has been studied using a variety of 

performance indicators, including both financial and non-financial measures.  Financial 

(and financially related) measures have included indicators such as profit growth, sales 

growth, return on investment, comparisons with competitors, and the growth of the 

number of full time employees (Rauch et al., 2009; Wiklund & Shepherd, 2005).  Non-

financial measures can include measures such as success ratings, customer acquisition 

and repeat business, and owner satisfaction (Hughes & Morgan, 2007; Rauch et al., 

2009).  A stronger, yet still robust, effect has been found between EO and financial 

performance than between EO and non-financial performance measures (Rauch et al., 

2009).  The meta-analysis by Rauch et al. (2009) found that common-method variance 

posed no threat to the validity of findings using self-reported or perception data by key 

informants for performance variables, and that archival and self-report data yielded 

relationships of similar magnitude.   

In short, while generally a relationship has been empirically demonstrated 

between EO and various measures of firm performance, this relationship appears to be 

conditional upon various contextual factors.  In fact, in a recent review of the EO 
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construct, Miller (2011) himself called for more investigation of EO in different contexts. 

One contribution this dissertation may make is an investigation of EO within the context 

of small to medium sized firms within highly institutionalized professional fields such as 

professional practice firms. 

In the next chapter, I build upon the theories reviewed above and develop 

hypotheses which will become the basis for the research in this dissertation.  I begin the 

next section by establishing the theoretical framework I will utilize for the examination of 

EO.  Next, I develop hypotheses for the relationships between entrepreneurial identity 

centrality, professional identity centrality and EO, followed by hypotheses for the 

relationships between EO and firm performance. 
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CHAPTER 3 - HYPOTHESES 

 In this dissertation, I adopt the original framework of Miller (1983) and Covin and 

Slevin (Covin & Slevin, 1988; Covin & Slevin, 1989) conceptualizing EO as a unified 

concept reflected in the composite of the three dimensions of risk-taking, innovativeness, 

and proactiveness.  I consider EO as a second-order, reflective construct in a manner 

consistent with recent reviews of the conceptualization of EO (George, 2011; George & 

Marino, 2011; Wales, Monsen, & McKelvie, 2011), and as such, reflective of the shared 

variance between the three dimensions.  First, this is, by far, the most prevalent 

consideration of EO in the literature (George, 2011; George & Marino, 2011).  Secondly, 

this consideration of EO is most consistent with the theoretical definition of an 

entrepreneurial strategic orientation as originally suggested by Miller (1983), on which an 

overwhelming majority of studies of EO is based (George & Marino, 2011).  Thirdly, it 

conceptually makes more sense to assume that an entrepreneurial orientation gives rise to 

a set of strategic firm characteristics (or dimensions) which together capture that 

orientation, while allowing that other characteristics may also contextually arise as a 

result of that orientation.  Accordingly, the development of my hypotheses below will 

explain the connection between identity centrality and the concept of EO, as reflected in 

those three dimensions, and in the relationship between the concept of EO and firm 

performance.  While hypothesized relationships will be between EO and those constructs, 

a post-hoc analysis will examine the relationships between constructs of interest and the 
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individual dimensions of EO.  See Figure 3 for the model including hypothesized 

relationships. 
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FIGURE 3 

Hypothesized relationships. 
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Before developing the hypotheses indicated in Figure 3, it is important to clarify 

the theoretical framework I employ that explains mechanisms responsible for the 

relationships between levels of analysis in my model.  The role identity centrality 

constructs are specified at the individual level, while EO and firm performance are firm 

level constructs.  Upper echelon theory (Hambrick & Mason, 1984), consistent with the 

findings of Miller (1983), suggests that the personal characteristics of top executives in 

firms significantly affect the strategic orientation of the firm.   

Consistent with an upper echelon theory perspective is Mintzberg’s framework of 

simple firms and professional bureaucracies (Mintzberg, 1983).  The strategic activity in 

simple firms, according to Mintzberg (1983), is coordinated through the decision making 

and direct supervision of a small managerial hierarchy, and most often through a single 

founder or CEO.  Professional bureaucracies are characterized by the application of 

standardized programs and solutions to problems.  Simple professional bureaucracies, an 

integration of the two configurations, are characterized as small professional firms (as 

opposed to large professional firms such as hospitals and universities) in which a small 

managerial hierarchy—and often a single strong leader, such as a founder or senior 

partner—coordinates decision making and strategy through supervision.  Building upon 

Mintzberg’s (1973; 1979) conceptualizations of simple firms and entrepreneurial strategy 

making modes of firms, Miller (1983) found that in smaller firms, typically with fewer 

than 500 employees, the EO of the firm as a strategic process was centralized in the 

hands of, and most influenced by, one or two owner-operators.  Firms such as 

professional practice firms could be considered as simple professional firms, consistent 

with Mintzberg’s (1983) characterization.  In these firms, the professional founder, as a 
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knowledge expert, would significantly influence the entrepreneurial orientation of the 

firm, including the firm’s decision making and strategic processes through direct 

supervision.  In this way, the individual level characteristics of the PSE would likely 

influence firm-level processes such as risk-taking, innovativeness, and proactiveness.   

A mechanism linking individual level identity centrality with firm-level decision 

making and strategic action, in a manner consistent with an upper echelon theory 

framework (Hambrick & Mason, 1984) and Mintzberg’s (1983) firm structure 

framework, is the attention based view (ABV) of the firm (Ocasio, 1997, 2011).  The 

ABV suggests that a firm’s decision maker(s) selectively focus their attention on a 

limited range of issues and actions, which influences the strategic choices they make and, 

by extension, the strategic activities of the firm (Ocasio, 1997).  Attention is defined as 

“the noticing, encoding, interpreting, and focusing of time and effort by organizational 

decision-makers” (Ocasio, 1997:  189).  Ocasio (2011) argues that an attention-based 

perspective has direct connections to Mintzberg’s strategic structures in that the attention 

perspective of the firm will be directly related to the strategic perspective of the firm.  

What decision-makers choose to focus their attention on can be a function of firm 

structures, the environment of the firm, and also their identity, interests, and social 

interactions: “the focus of attention of individual decision-makers is triggered by the 

characteristics of the situations they confront themselves with, and this situated attention 

directly shapes individuals’ behavior” (Ocasio, 1997:  190).  The ABV has been 

supported empirically in a number of studies (e.g., Cho & Hambrick, 2006; Eggers & 

Kaplan, 2009; Kaplan, 2008). 



 

63 

 

I integrate the theoretical perspectives above in my first three hypotheses by 

suggesting that the PSEs’ entrepreneurial and professional role identity centralities are 

associated with that upon which they give the focus of their attention, which in turn is 

associated with the strategic actions they take in their firms.  It is reasonable that identity, 

as a meaning-making interpretive framework, would influence the processes associated 

with attention, as defined above by Ocasio (1997).  Further, through direct supervision in 

these simple professional bureaucracies, the PSE’s entrepreneurial and professional 

identity centrality is likely to be associated with EO dimensions of risk-taking, 

proactiveness, and innovativeness. 

Entrepreneurial Role Identity Centrality and EO 

 Role identity centrality,  as stated in the previous chapter, is a relatively stable 

concept (Burke, 2006; Goodrick & Reay, 2010), remaining relatively constant across 

situations.   Entrepreneurial role identity centrality, as the belief of a role occupant that 

(s)he is an entrepreneur and that role is highly important to his or her sense of self, would 

likely be associated with entrepreneurial behaviors related to risk-taking, innovativeness, 

and proactiveness.  PSEs with highly central entrepreneurial role identities would likely 

participate in social and professional networks of other entrepreneurs, and would become 

familiar with entrepreneurial processes associated with their firms, such as risk-taking, 

innovativeness, proactiveness, and these social interactions would likely be associated 

with their attention processes which influence their direct supervision.  One could expect 

PSEs with a highly central entrepreneurial role identity to focus attention on behaviors 

associated with being consistent with and highly rewarded within social circles of 

entrepreneurs.  This is also consistent with psychological foundations of role identity 
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theory suggesting that PSEs with highly central entrepreneurial role identities would seek 

verification by other entrepreneurs (Stets & Burke, 2000; Stryker & Burke, 2000; Swann, 

1987).   The focus of attention on behaviors consistent with and rewarded by social 

networks of entrepreneurs, along with the direct supervision of those behaviors among 

others in the firm, would likely positively influence the EO of a professional practice 

firm. 

 Risk taking.  Risk-taking has been considered a central characteristic of 

entrepreneurship (Cantillon, 1734; Lumpkin & Dess, 1996).  A highly central 

entrepreneurial role identity might explain why entrepreneurs tend to be associated with 

higher risk tolerance (Townsend et al., 2010) and with entrepreneurs’ cognitive biases 

that reduce the perception of risk (Simon et al., 2000).  Those with highly central  

entrepreneurial role identities may consider that role to be so important and central that 

accepting risk (Hughes & Morgan, 2007) and engaging in risk-taking activities is 

perceived to be a natural part of the processes, strategies, and activities associated with 

being an entrepreneur in the pursuit of growth and other financial goals (Carland et al., 

1984).  PSEs with highly central entrepreneurial role identities would likely be attentive 

to how other entrepreneurs have used risk as a strategic behavior that positively impacted 

their firms’ performance.  For example, applying for a relatively large extension of a line 

of credit in order to take advantage of opportunities may seem too objectionable to a 

more conservative owner, whereas someone with a highly central entrepreneurial role 

identity may consider taking out a large line of credit to be something that entrepreneurs 

just do in order to take advantage of opportunities in order to receive above average 

returns.  It is likely that a PSE with a highly central entrepreneurial role identity will be 
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more attentive to the opportunities that could be realized through reasonable risk-taking 

behavior, and through direct supervision of the strategic processes of the firm, influence 

the risk-taking dimension of EO. 

 Innovativeness.  In addition to risk-taking, firm owners with highly central 

entrepreneurial role identities may likely engage in, and encourage through direct 

supervision, more innovativeness in their firms.  In order to experiment with new ideas, 

products, and processes, and to reward and supervise such experimentation, the PSE’s 

existing beliefs and assumptions must be reflected upon, questioned, or altered 

(Karagozoglu & Brown, 1988).  This would only be possible through the attentiveness 

and the conscious self-reflection and self-awareness characteristic of a highly central role 

identity (Murnieks et al., forthcoming; Stryker & Serpe, 1994).  This kind of 

attentiveness may be influenced by social networks of other entrepreneurs, in which 

innovativeness is encouraged and rewarded.  Similarly, PSEs may be attentive to 

innovative processes as a means of experiencing validation and verification of their 

entrepreneurial role performance from other entrepreneurs.  Individuals with highly 

central entrepreneurial role identities could be expected to be attentive to, and reflect 

upon, their experiences that form their path-dependent knowledge base (Shane, 2000).  

PSEs would likely consider those experiences as highly important and valuable resources 

that can lead to the identification and discovery of new opportunities to be innovative, 

consistent with that knowledge (Shane, 2000).   PSEs with highly central entrepreneurial 

role identities would likely influence a climate in the firm through direct supervision 

which encourages and rewards innovativeness (Ireland et al., 2003).  The expectation of 

reward has been found as a significant predictor of innovativeness (Janssen, 2000), as has 
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the perception of a climate that encourages innovativeness (Scott & Bruce, 1994).  

Additionally, PSEs with highly central entrepreneurial role identities would be likely to 

take risks to invest resources in innovativeness, which has been found to significantly 

influence innovativeness in firms (Scott & Bruce, 1994).   

 Proactiveness.  A highly central entrepreneurial role identity would be more 

likely to be attentive to strategic processes which are forward looking and initiating, 

associated with being proactive.  Individuals who consider the role of entrepreneur as 

central would be more likely to be more attentive to search activities (Kaish & Gilad, 

1991; Short et al., 2010) as part of the role activities associated with entrepreneurship.  

For example, PSEs who highly value their role as an entrepreneur may be expected to do 

more research on opportunities to offer professional services, to engage in that research 

outside of their normal business hours, to engage in more discussions with others about 

opportunities that are later initiated, and to spend extra time strategizing and laboring 

over how to initiate those opportunities within the marketplace.  Further, through direct 

supervision, a PSE with a highly central entrepreneurial role identity would be likely to 

encourage and reward activities within the firm that are proactive, and which enable first-

mover advantages.  These relationships between a highly central entrepreneurial role 

identity and the dimensions of EO lend themselves to the following hypothesis: 
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Hypothesis 1:  The centrality of the entrepreneurial role identity of a professional 

service entrepreneur is positively related to the entrepreneurial orientation of 

their firm. 

Professional Role Identity Centrality and EO 

 One could expect the occupant of a professional role to consider that role identity 

as very important, or highly central.  Professional role identities are often constructed 

through powerful socialization mechanisms within their professional institutions, 

including formal education programs (often including graduate education), credentialing, 

apprenticeships, and ongoing socialization through associations and education 

(Benveniste, 1987; Van Maanen & Schein, 1979).  A highly central professional role 

identity would be associated with consistent enactment of the ongoing socialization of a 

professional institution.  For example, physicians with highly central professional role 

identities would be expected to maintain their credentials, attend continuing education 

seminars, regularly read professional medical journals, and socialize within medical 

associations and other networks of physicians.  These activities would be expected to take 

a considerable amount of time.  At the same time, most of these activities are not 

necessarily consistent with those activities necessary to manage and develop a growing 

firm.  In fact, it is feasible that some professionals might delegate the role of managing 

the business activities of the firm to a manager, or even outsource many administrative 

functions, while maintaining the position of chief executive of the firm.   

 Risk taking.  Professionals with very highly central professional role identities 

could be expected to consider it important to maintain the institution of the profession 

(Lawrence & Suddaby, 2006).  These professionals may not experience or perceive any 
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contradictions within the activities of maintaining the profession within a more limited 

range of institutional rules, norms, or role enactments (Greenwood & Suddaby, 2006; Seo 

& Creed, 2002).  Many professions tend to be very conservative and averse to rapid 

change as a function of the high degree of intense socialization common throughout the 

profession (Goodrick & Reay, 2010), and as such, professionals with highly central 

professional role identities may also be risk-averse and less likely to be innovative in the 

enactment of their profession with regard to providing professional products or services.  

It is reasonable to expect that a highly central professional role identity would be 

associated with a PSE’s attention being focused more upon the enactment of their 

professional role, including behaviors associated with maintaining the professional 

institution, and the direct supervision of such behaviors in their firms.  These limitations 

on attention would likely serve to restrict the range of strategic activity associated with 

the EO of the firm.   

 Innovativeness.  One could also argue that professionals with more highly central 

professional role identities might also be more familiar with the most contemporary 

developments within the profession due to their conscientious enactment of the ongoing 

socialization within the profession (e.g., going to conferences and seminars and 

continuing education beyond those required).  This kind of enactment might provide the 

professional who has a highly central professional role identity with the ability to 

recognize or even create new opportunities within their field.  However, the potential 

ability to recognize opportunity within a professional institution doesn’t presuppose the 

motivation to exploit that opportunity through risk-taking, innovativeness, or 

proactiveness (Greenwood & Suddaby, 2006).  While PSEs may recognize the 
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professional value, with regard to expert knowledge, of a new innovation in the field, it is 

likely that a professional would not divert the focus of their attention toward, or 

encourage through direct supervision, the processes necessary to continually innovate and 

develop new or improved techniques, procedures, products, and services.  Those attention 

resources will more likely be directed toward processes consistent with enacting their 

professional role, maintaining the institution, and directly supervising processes related to 

delivering standard techniques, procedures, products and services (Mintzberg, 1983).   

Proactiveness.  Professionals with a highly central professional role identity may 

consider it outside the maintenance of the institutional role to market their knowledge in a 

way that is too accessible to a broader customer segment, or to become competitive in the 

monetization of their role as a knowledge expert (Jain et al., 2009).  Additionally, while 

professionals may recognize the value of an innovation, with regard to expert knowledge, 

their attention may be directed more toward maintaining the professional institution, and 

with a more conservative perspective, would likely consider it more prudent to wait until 

such innovations have demonstrated proven results before integrating them into their own 

standard delivery of professional services.  With attention directed toward direct 

supervision of the delivery of standard techniques, procedures, products and services, it is 

reasonable to expect that proactiveness within firms coordinated by PSEs with highly 

central role identity centralities to be less proactive. 

With these arguments in mind, I suggest the following hypothesis: 
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Hypothesis 2:  The centrality of the professional role identity of a professional 

service entrepreneur is negatively related to the entrepreneurial orientation of 

their firm. 

Moderating Role of Entrepreneurial Role Identity Centrality 

 

 I suggest that the centrality of a professional role identity interacts with 

entrepreneurial role identity in the following way.  Taking a role-accumulation 

perspective (Marks, 1977; Sieber, 1974), it is most likely that a professional with both 

highly central professional and entrepreneurial role identities will integrate or manage 

both role identities, perhaps through processes similar to layering (Jain et al., 2009) or 

patching (Pratt et al., 2006).  PSEs with both highly central entrepreneurial and 

professional role identities would be likely to focus their attention on, and encourage 

through direct supervision, strategies and processes involving risk-taking, innovativeness, 

and proactiveness as a function of their desire to deliver an ideal type of professional 

service (or product) to their firms’ clientele.   

Seo and Creed  suggest that when market performance gaps arise between 

existing institutional prescriptions and opportunities in the marketplace, that more 

creative and imaginative actors will move from “unreflective participation in institutional 

reproduction” to “imaginative critique” and the pursuit of new opportunities (Seo & 

Creed, 2002:  231).  Greenwood and Suddaby (2006) suggest that actors who occupy role 

identities across different institutions who are exposed to opportunities to bridge 

misalignments in the disparate institutions, and who are motivated to do so, will engage 

in entrepreneurial activity.  PSEs with highly central professional opportunities would not 

only be exposed to opportunities within the profession to address the marketplace with 
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new knowledge expertise, but because of their highly central entrepreneurial role 

identities, would likely be motivated to do so, and would be experienced and exposed to 

processes necessary to exploit those opportunities in the marketplace.  It is reasonable to 

expect that these PSEs, having interpreted these opportunities as a chance to improve the 

professional institution and deliver professional services to a wider marketplace with 

greater value, would focus their attention on the processes necessary to do so, and 

directly supervise those processes, including the processes related to EO: risk-taking, 

innovativeness, and proactiveness. 

From a psychological perspective, these PSEs would likely seek verification of 

their identity integration from their firms’ performance, interpreting growth in firm 

performance as verification that they are delivering professional services in effective 

ways.  Additionally, they may seek verification from both professionals and 

entrepreneurs they may consider as role models or from within their social networks.  

These motivations may result in PSEs’ attention to be focused upon behaviors associated 

with devoting resources to delivering high quality innovative professional products and 

services to a broader marketplace, including risk-taking, innovativeness, and 

proactiveness.  They would likely engage in, and encourage others in their firms through 

direct supervision to engage in, entrepreneurial activities that yield greater performance, 

while at the same time remaining attentive to activities that result in verification of their 

professional role identities as knowledge experts.  They may desire to be proactive and 

innovative as a way to experiment with the most effective ways to deliver a new 

professional service or product offering, as a way to positively impact their professional 

institutions.  Further, they would be able to strategically influence their firms from the 
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position of a knowledge expert who can identify more opportunities based upon 

knowledge and experience gained from socialization in their profession (Shane, 2000; 

Shane & Venkataraman, 2000).  It is plausible that PSEs who have integrated both highly 

central professional and entrepreneurial role identities might be more effective at directly 

supervising others in the firm to engage in risk-taking, innovativeness, and proactiveness, 

as they would not only be recognized as entrepreneurial, but likely well respected as a 

knowledge expert because of their attention to their professional institution.   

Risk taking.  It is reasonable to expect that PSEs with highly central professional 

role identities would be aware of new developments in knowledge expertise within their 

professional institution, or necessities for the development of new expertise.  The 

integration of a highly central entrepreneurial role identity would be associated with an 

understanding of the appropriate risks to be taken to develop those opportunities and 

bring them to the professional services market.  While their highly central professional 

role identities alone might be associated with a more conservative stance toward risk 

taking, having a highly central entrepreneurial role identity would be associated with 

understanding how appropriate risk taking could further develop the professional 

institution in ways that better serves both the marketplace and the institution itself.  They 

would be likely to interpret these opportunities as worthy of the focus of their attention, 

which would be associated with both decision making and strategic actions, along with 

the direct supervision of firm activities, that result in risk-taking activities associated with 

EO.  Further, these risk taking activities would be informed by the attention the PSE 

gives to his or her professional institution, resulting in cognitive biases that reduce the 

perception of risk (Simon et al., 2000), increasing its likelihood. 
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Innovativeness.  PSEs with highly central professional role identities would likely 

be aware of opportunities for innovativeness related to their professional knowledge.  

These could be the opportunities to develop new forms of professional knowledge 

expertise, or these could be opportunities to use new techniques, procedures, products, or 

services in their firms.  The integration of a highly central entrepreneurial role identity 

would be associated with an understanding of innovativeness processes in general, how 

to implement innovativeness in the professional practice firm, and the focused attention 

on those strategic processes in their firms.  Additionally, the PSE with a high professional 

identity centrality, coupled with a more central entrepreneurial role identity, could be 

expected to directly supervise innovativeness processes.  PSEs who have a stronger 

understanding of which innovations might be more effective, or better accepted within 

the profession, because of their highly central professional role identities and the 

attention given to them, would also likely have a stronger sense of understanding about 

the value of pursuing innovativeness, and how to do so, because of their highly central 

entrepreneurial role identities and the attention they give to entrepreneurial activity.  

They would likely supervise these processes related to innovativeness in their firms with 

a stronger sense of understanding and efficiency, and it is reasonable to expect that their 

supervision of those innovative processes would be more effective. 

Proactiveness.  Initiating the introduction of professional techniques, procedures, 

products, and services (the knowledge expertise of professionals) ahead of similar types 

of professional practice firms, taking the first-mover position in the marketplace, is 

contradictory to the conservative nature of professional institutions.  However, PSEs with 

highly central professional role identities could be expected to be willing to coordinate 
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the strategies of their organizations to be the first to introduce new professional 

knowledge expertise when their entrepreneurial role identities are of greater centrality.  

PSEs with more central entrepreneurial role centralities may be more likely to recognize 

the value of being the first to introduce new knowledge expertise to the market, to gain a 

greater understanding of its uses in the professional service marketplace, and to attend to 

and directly supervise the firm processes associated with being forward looking and 

taking the initiative to discover and introduce new forms of professional practice. 

 Using these arguments, I offer the following hypothesis: 

Hypotheses 3:  A PSE’s entrepreneurial role identity centrality positively 

moderates the relationship between a PSE’s professional role identity centrality 

and their firm’s entrepreneurial orientation.  

EO and Performance 

 Having developed hypotheses regarding the relationship between entrepreneurial 

and professional role identity centrality and EO, I now describe the relationship between 

EO and performance and develop a related hypothesis.  As stated in the opening of this 

chapter, as I am using the most prevalently used conceptualization of EO in the literature 

(Covin & Wales, 2012; George, 2011; George & Marino, 2011) as a unified second-order 

reflective construct reflected in the shared variance in the dimensions of risk-taking, 

innovativeness, and proactiveness (Covin & Slevin, 1988; Covin & Slevin, 1989; Miller, 

1983), I will develop these hypotheses between the unified concept of EO and firm 

performance. 

 The relationship between risk-taking and performance in firms can be a tenuous 

one.  On the one hand, a firm that takes risks can obtain valuable options that improve 
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long term strategic orientation (McGrath, 1999).  A risk-taking firm, and a firm that 

encourages risk-taking, can be proactive in exploiting potentially profitable opportunities 

that have been discovered, possibly leading to first-mover advantages  (Ireland et al., 

2003).  On the other hand, a firm that takes risks too aggressively can become too 

leveraged, constraining cash flow, committing resources which are more needed in other 

functional areas, and ultimately jeopardizing financial performance.  Research suggests 

that some risk-taking which yields portfolios of business opportunities, some which may 

fail while others are highly profitable, yield higher long term profits (McGrath, 1999; 

Wiklund & Shepherd, 2005).  While professions tend to be conservative in nature, some 

risk-taking in professional practice firms may facilitate new entry with the application of 

knowledge expertise into unreached markets, or the offering of new professional services 

and products which attract new customers and generate new revenue for the firm. 

 Innovative professional firms offering new services and products could generate 

remarkable financial performance (Schumpeter, 1934; Wiklund & Shepherd, 2005).  

Innovative professional firms may attract a larger customer base because of a willingness 

to meet specific customer needs with knowledge expertise that yields unique and creative 

combinations of services and products.  Innovativeness in concert with proactiveness 

within professional firms would likely lead to discovering and exploiting opportunities in 

anticipation of professional service and product demands, facilitating the positioning of 

new professional offerings in ways that attract new streams of revenue.  In professional 

practice firms this can include taking advantage of opportunities afforded by new 

knowledge discoveries or environmental changes that allow new applications of expert 

knowledge in combinations that generate new revenue streams.  Being proactive would 
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likely lead to first-mover advantages in new markets of professional knowledge expertise, 

allowing firms to gain a relative competitive advantage over other firms.   

 Risk-taking, in and of itself, may lead to incidental performance gains.  

Innovativeness, outside the presence of the other two dimensions within a firm, may lead 

to the development of new product and service offerings, but with poorly conceived ideas 

of how to bring those innovations to the marketplace.  Proactiveness may facilitate a 

single incidence of competitive initiative in the marketplace.  However, none of these 

characteristics singularly lead to a long-term sustainable competitive advantage.  

Conceptually, EO is comprised of the three dimensions in concert with one another, and 

specifically found in the shared variance between them.  Therefore, as these three 

dimensions are mutually supportive of greater firm performance, I hypothesize: 

Hypothesis 4: EO is positively related to firm performance in professional 

practice firms. 
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CHAPTER 4 - METHODS 

 I conducted a mixed methods study.  A quantitative design was used to test my 

hypotheses.  A qualitative design was conducted to elaborate on the findings of the 

quantitative study and gain additional insights.  Both studies are described below. 

Quantitative Study 

Sample context 

 For this study, I chose physicians who own their own professional firms in the 

southeast region of the State of Florida as representatives of professionals.  Physicians as 

a professional group who own professional practice firms were chosen as a sample of 

interest for two reasons.  First, the physician as a professional embodies all the 

characteristics of a professional as described by Benveniste (1987) and VanMaanan and 

Shein (1979), completing advanced academic preparation, apprenticeships and 

internships, licensure exams, continuing education, and board certifications.  Secondly,  

they represent an extreme example (Eisenhardt, 1989) of professional for reasons which 

follow.  Studying extreme portions of populations can yield data which allow for a more 

conservative analysis of relationships under study.  While one could argue that 

generalizability to other professions may be in question, significant results found among 

physicians who own professional practice firms from one region of the state of Florida 

functions as a control with regard to regional regulations and demographic patterns.  

Making every attempt to maximize the response rate within that specific sample, some 
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measurement error is reduced, improving statistical conclusion validity (Scandura & 

Williams, 2000).  By choosing a profession reasonably expected to reflect a skewed 

measure of professional role identity centrality with a lesser variance (see discussion 

which follows), any significant results found could be considered conservative, and 

would perhaps yield interesting insights regarding the constructs under study in other 

professions.  However, caution is merited regarding inferences drawn from the results 

(discussed further in chapter 5).     

Physicians represent a subset of highly socialized professionals who are known 

for their expert knowledge and who are embedded in a highly institutionalized 

professional field.  Three to four years of graduate education (90-120 graduate hours) are 

required to be awarded the medical doctor degree.  Following completion of the graduate 

degree, a one year internship is completed, either as part of their residency or as an 

independent rotation through various clinical specialties before licensure to practice 

medicine is granted.  Following the internship, another three to eight years of residency is 

completed in order for a physician to be granted a license to practice a specialty in most 

states.  Beyond the residency, some physicians may choose to complete fellowships of 

one to three years as further study in order to qualify for very specific specialties (e.g., 

pediatric surgery or cardiothoracic surgery).  Following their graduate education, 

internships, residencies and fellowships, every physician must qualify to practice 

medicine by completing a board certification exam.  In addition to their graduate study, 

internship, and residency, physicians must also maintain good standing in their 

credentials by earning continuing education hours specific to their specialty, called 



 

79 

 

continuing medical education (CME).  The State of Florida requires forty hours of CME 

every two years (American Medical Association, 2012).     

 Physicians not only fulfill rigorous professional education requirements, but 

Coombs (1978) found that physicians also have very strong physician identities from 

socialization at an early age.  According to Coombs (1978), half of physicians come from 

families with a physician member, and half had made the decision to become a physician 

before entering high school.  Research suggests a general physician professional identity 

has been obtained by the completion of medical school (Pratt et al., 2006). 

 In addition to these forms of socialization, the institution of medicine has had a 

long history of constraining entrepreneurial behavior.  Prior to the formation of American 

Medical Association (AMA) in 1847, medicine was relatively unregulated in the United 

States.  In the American frontier, various individuals could call themselves “doctor” and 

market a cacophony of tonics and remedies as treatment for a variety of ailments.  The 

AMA was founded, in part, as an association of physicians in order to establish norms for 

medical education and identification of physicians as scientific professionals, in contrast 

with frontier “doctors” (Freidson, 1988; Starr, 1982).  At the same time, in an effort to 

distinguish educated and professional physicians from frontier entrepreneurs selling 

snake-oil remedies, the AMA also established a code of ethics which dissuaded anything 

that appeared similar to the salesmanship of those pedaling frontier remedies.  The first 

AMA Code of Ethics explicitly prescribed:   

It is derogatory to the dignity of the profession, to resort to public advertisements 

or private cards or handbills, inviting the attention of individuals affected with 

particular diseases—publicly offering advice and medicine to the poor gratis, or 

promising radical cures; or to publish cases and operations in the daily prints or 

suffer such publications to be made. (American Medical Association, 1847:  98) 
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 In addition to the above dictum, the 1847 Code also states, “Equally derogatory to 

professional character is it, for a physician to hold a patent for any surgical instrument, or 

medicine” (American Medical Association, 1847:  98).  These clauses remained in the 

1903 edition of the Code of Medical Ethics, and were not changed until the 1957 edition 

which contained the following two clauses: (a) “He [a physician] should not solicit 

patients,” and (b) “In the practice of medicine a physician should limit the source of his 

income to medical services actually rendered by him, or under his supervision, to his 

patients.  His fee should be commensurate with the services rendered and the patient’s 

ability to pay” (American Medical Association, 1957:  2-3).  These clauses remained 

until a 1980 edition of the Code.   

 This discourse in the institution of professional medicine contradictory to 

entrepreneurship remained throughout the 1980’s in spite of the removal of these clauses 

from the 1980 edition of the Code of Ethics.  Dr. Arnold Relman, a former long-tenured 

editor of the New England Journal of Medicine, stated: “Physicians should be adequately 

compensated for their time and effort, but not as businessmen. Unfortunately, too many 

physicians nowadays are succumbing to the lure of easy profits, and are becoming 

entrepreneurs” (Relman, 1986:  209, cited in Carlos, 2013: 41). 

 By the 2010 edition of the Code, the discourse unfavorable to entrepreneurship 

had changed.  The subsection entitled “Opinion 5.02 – Advertising and Publicity” reads 

in part, “There are no restrictions on advertising by physicians except those that can be 

specifically justified to protect the public from deceptive practices. A physician may 

publicize him or herself as a physician through any commercial publicity or other form of 

public communication” (American Medical Association, 2010:  149).  The 2010 edition 
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further states, “Nothing in this opinion is intended to discourage or to limit advertising 

and representations which are not false or deceptive within the meaning of Section 5 of 

the Federal Trade Commission Act” (American Medical Association, 2010:  150).  

Additionally, with regard to competitive advantage, the Code states, “Because physicians 

have an ethical obligation to share medical advances, it is unlikely that a physician will 

have a truly exclusive or unique skill or remedy. Claims that imply such a skill or remedy 

therefore can be deceptive. Statements that a physician has an exclusive or unique skill or 

remedy in a particular geographic area, if true, however, are permissible” (American 

Medical Association, 2010:  150).   

 These versions of the various ethics codes of the AMA indicate that only recently 

was there an inclusion of a business or entrepreneurial logic within the discourse of the 

professional institution, and, in fact, there was a logic contrary to entrepreneurship 

explicitly stated within these influential institutional artifacts.  The institution of 

medicine, through the logic of the AMA as an association, and the discourse of its ethics 

codes, and the intense socialization of its educational requirements, has contributed to a 

professional identity which is essentially separate from that of an entrepreneur.   

 Physicians represent a sample of professionals who potentially have both 

professional role identities and entrepreneurial role identities.  The centrality of these 

identities, and their influence upon EO, are examined in this study.  Below I discuss how 

a sample of physicians was selected and how these constructs of interest were measured. 

Sampling and Instrumentation 

 To analyze these relationships, physicians who are owners of their own physician 

practice firms in Martin, Palm Beach, and Broward counties in the state of Florida were 
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solicited to complete an online survey.  Executives such as CEOs, a typical position held 

by firm founders, are considered to be valid key informants of the strategic orientation of 

the firm (Bagozzi & Phillips, 1982; Seidler, 1974), especially of small firms (Rauch et 

al., 2009).   In an initial attempt to gain access to the greatest number of physicians who 

own their own practices, an email containing a link to an online questionnaire was sent on 

my behalf by the Martin County Medical Society (MCMS), the Palm Beach County 

Medical Society (PBCMS), and the Broward County Medical Association (BCMA).  The 

MCMS is comprised of 82 active physicians, the PBCMS is comprised of 1,502 active 

physicians, and the BCMA is comprised of 1,140 physicians.  It is estimated by the staff 

of the PBCMS and BCMA that approximately half of their 2,724 active member 

physicians are in private practice (approximately 1,362), while the rest are employed as 

associates in other practices, for corporations, or groups held by corporations.   

 The questionnaire (see Appendix 1) was administered using an online survey 

website (www.formstack.com).  A reminder email was sent within 2 weeks of the 

original email.  A second reminder email was sent 7-10 days later.  A final deadline email 

was sent another 7-10 days following.  The language of the emails was drafted in order to 

solicit responses from any practicing physician, whether in private practice or not, and 

the electronic survey allowed for responses from physicians in any employment scenario, 

and collected data distinguishing between owners, associates, and corporate physicians.  

This was intentional so as not to turn away any physician willing to invest time in 

completing the measure. 

Obtaining survey responses from CEOs and other top executives has proven to be 

quite difficult (Cycyota & Harrison, 2006; Hambrick, 2007).  In a meta-analysis 
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conducted by Cycyota and Harrison (2006), the median response rate among executives 

in studies published in top management journals was found to be 28% and declining over 

the ten-year span of the articles considered in their study.  Interestingly, the response rate 

to the electronic questionnaire solicited by email from professional associations, which 

was advertised to be able to be completed on any desktop, laptop, mobile device, or 

tablet, was quite abysmal.  Only 67 physicians completed the online questionnaire (an 

additional 7 indicated they did not wish to continue with the questionnaire after reading 

the disclaimer), representing a 2.50% response rate.  Of the 67 questionnaires completed 

electronically, 38 were completed by physicians who indicated they were owners and key 

decision makers in their practices, for an effective response rate of 2.79% of the 

estimated 1,361 physicians solicited who may own and operate their own practice. 

Because of the low response rate to the email solicitation to complete the 

questionnaire, a number of other steps were taken in order to strengthen the sample, 

including telephone calling and personally distributing paper-and-pencil versions of the 

questionnaire.  As stated above, because approximately half of the member physicians of 

PBCMS and BCMA are estimated to be owners of their own private practice, and in 

order to maximize the usable sample size, a random sample (approximately every 5
th

 

entry listed by alphabetical order) of 100 physicians was chosen from 2,460 medical 

doctors who are listed as the “CEO” or “Owner” or “President” or “Director” of firms 

listed as “offices of physicians” (NAICS code 6211) in Palm Beach County, Florida, 

identified utilizing the Dun and Bradstreet database.  I contacted each office via 

telephone call and asked to speak to the physician, and in the case of her or his 

unavailability, the practice manager.  An attempt was made to acquire an email address to 
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which to send the link to the online questionnaire for the physician to complete.   Each 

sample (the associations’ member physicians and the 100 physicians contacted by phone 

by the researcher) was referred to a different website, yet identical online survey, 

allowing for comparison of the two groups of respondents.  Surprisingly, of the 100 

physicians solicited through telephone calls, only 5 responded by completing the survey, 

and all were usable (a 5% response rate).   In a further effort to increase the number of  

responses, I emailed 88 members of the medical school faculty of a south Florida 

university. All 88 members of the faculty were identified as practicing medical doctors on 

the university’s medical school faculty website.  Five responses resulted, but none of 

them indicated that they were owners or key decision makers in their practices, resulting 

in no usable responses. 

In yet another effort to increase the response rate, I undertook an additional 

sampling strategy by personally visiting 248 randomly chosen physician offices in the 

two largest represented counties (Broward and Palm Beach).  These physician offices 

were located in various regions of the two counties, near and far away from hospitals, and 

on and off of major highways.  The offices were identified as I drove to regions of the 

counties known to contain professional office complexes.  No distinction was made of 

medical specialty or size of practice, or whether it was a stand-alone practice or located in 

a professional or medical office park.  In each office, the researcher asked the receptionist 

or office manager if he or she would give the owner of the practice a prepared packet 

consisting of a solicitation letter, the researcher’s business card, a $5 gift-card to a local 

coffee shop, and a paper-and-pencil version of the questionnaire with clearly printed 

instructions requesting completion of the questionnaire within 7 days.  I then made 
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another personal visit 7 days later to retrieve the completed questionnaire, and a self-

addressed, stamped envelope was left behind if the physician had nothing to return at the 

time of the second visit.  A review of the literature of studies specific to physicians 

indicated that (a) providing a method for free return of the survey or (b) providing any 

level of financial incentive, significantly increased response rates to surveys (Kellerman 

& Herold, 2001).  Of the 248 physician offices visited, 116 completed the questionnaire, 

representing a 46.78% response rate.  Of the 116 completed questionnaires, 15 indicated 

they were either not owners or in key decision making roles in their practices.  An 

additional 5 provided incomplete data and could not utilized, resulting in 96 usable 

responses from the personal distribution sampling strategy, an effective 38.70%  response 

rate.  This is favorable in comparison to the median response rates of CEOs and other top 

executives (Cycyota & Harrison, 2006).  

In order to conduct the confirmatory factor analysis on the dimensionality of the 

EO construct, the suggested ratio of observations per items ranges from 4:1 (Hinkin, 

1998) to 10:1 (Bentler & Chou, 1987).  Using the more conservative ratio, and 

considering the 9-item measure of EO (Covin & Slevin, 1989), 90 responses are 

necessary.  The total usable responses for testing the relationships suggested in this study 

is 139.  

Questionnaire items measuring the independent variables (entrepreneurial and 

professional identity centrality) were separated in the administration of the survey to 

minimize response bias.  At the end of the questionnaire, the physician was asked to 

provide the email address of another individual (secondary respondent) in the practice 

who is very familiar with the functioning of the practice, such as a practice manager or 
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practice administrator.  Forty-five PSEs provided email addresses for a secondary rater.  

Upon providing that email address, the online survey tool automatically attached a 

matching code to the physician’s data, which was matched with the data provided by the 

secondary respondents.  The online survey software automatically sent an invitation to 

participate to the email address provided, along with a link to the appropriate measure 

(See Appendix 2).  The secondary respondent was given the EO items of the 

questionnaire, as well as questions about the practice.  Of the 45 emails provided by 

PSEs, only 8 secondary raters completed the questionnaire.  Again, additional measures 

were taken to increase the response rate, including telephone calls and two additional 

reminder emails (a discussion of the analysis of these responses follows on page 95). 

 As the instruments used were developed for, and are typically applied to industry 

settings, methods consistent with Pearce et al., (2010), were utilized to ensure their 

validity in the context of physician practice firms.  Two physicians in private practice, the 

executive directors and medical directors of two large professional medical associations, 

and one academic familiar with healthcare environments analyzed the questionnaire items 

and offered constructive feedback for language adjustments which would maintain 

conceptual clarity and be understood across a variety of physician practice settings.  For 

example, the word “firm” in the measures was replaced by the word “practice,” and the 

words “techniques and procedures” were added to items referring to products and 

services.  

Independent variables 

 Entrepreneurial and professional role identity centrality were measured in a 

manner consistent with Murnieks et al (forthcoming) by utilizing four items adapted from 
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Callero’s (1985) scale which measures the importance of a blood donor identity (see 

Appendix 1).  (In Murnieks et al., 1985, Cronbach’s alpha reliability coefficient was .79).  

In my measure, “blood donor” is replaced with “entrepreneur” to measure entrepreneurial 

role identity centrality, and with “physician” to measure professional role identity 

centrality.  Respondents were asked to answer based on a scale of 1 (strongly disagree) to 

5 (strongly agree).  The Cronbach’s alpha reliabilities in this study for entrepreneurial and 

professional role identity centrality were 0.78 and 0.54, respectively.  Professional role 

identity centrality was subject to a considerable amount of range restriction, resulting in 

low reliability.  This range restriction suggests that the socialization of physicians is 

extremely intense, and their role identities are extremely central to them.  Indeed, the 

mean score across the four items was 4.40, with a variance of 0.04.  Item means ranged 

from 4.13 to 4.59.  Using a sum score across the four items, the range was 10 to 20, with 

a mean of 17.57, and a variance of 5.8.  This is in contrast to entrepreneurial role identity 

centrality scores, which ranged from a summated score of 5 to 20, with a mean of 13.48 

and a variance of 12.07.   For this reason, Guttman and Spearman-Brown split-half 

reliabilities were calculated for both entrepreneurial and professional role identity 

centrality and were 0.83, 0.83, 0.72 and 0.73, respectively.   

Dependent variables 

 Entrepreneurial orientation was measured using Covin and Slevin’s (1989) nine 

item scale.  In their scale, each dimension of EO (risk taking, innovativeness, and 

proactiveness) is measured by three items.  This is the most prevalently utilized scale in 

EO research, and has demonstrated acceptable validity and psychometric properties 

(George, 2011; George & Marino, 2011).  Each item asks respondents to rate their firm’s 
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strategic orientation by presenting polar opposite choices of strategic orientation, rated 

from 1 (conservative) to 7 (entrepreneurial).  Cronbach’s alpha reliability for the EO 

scale was 0.86 in this study. 

 Firm performance is multifaceted, and various ways of operationalizing firm 

performance may influence the findings of the relationship between EO and firm 

performance (Lumpkin & Dess, 1996; Rauch et al., 2009).  Consistent with other studies 

on the relationship between EO and performance (Rauch et al., 2009; Wiklund & 

Shepherd, 2005), I utilized the PSE’s self-report measure of firm performance for the past 

three years as annual measures of the percentage growth of the number of physicians at 

the practice, the number of other billable service providers at the practice, the number of 

locations, the number of patients supported by the practice, and the annual percentage 

growth of revenues.  While objective measures are preferable, CEOs are considered as 

reliable key informants, and research has consistently demonstrated a very close and 

reliable correlation between subjective self-report measures by TMT respondents of firm 

performance and objective measures of firm performance (Dess & Robinson, 1984; 

Rauch et al., 2009).   

 In a principal components exploratory factor analysis, using varimax rotation, the 

above measures of growth loaded on two unconstrained factors.  Factor one included the 

three year annual growth rates for the number of physicians at the practice, the number of 

other billable service providers at the practice, and the number of locations.  These three 

variables represent the structural growth of the firm—the capacity of the firm to produce 

revenue.  Physician practice firms produce revenue by billing for the time and services of 

various professionals associated with the firm.  For example, a physician practice firm 
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which employs the services of nurse practitioners, physician assistants, psychotherapists, 

physical and occupational therapists, dietitians, and other licensed professionals may bill 

for their related services.  This contrasts with other employees of the firm who provide 

administrative and supportive roles, but not supplemental billable expertise.  

Additionally, the practice may bill for the services rendered by other physicians in the 

practice.  Additional locations allow physicians to render services to other geographic 

regions of the county (or multiple counties), and sometimes even a single physician will 

travel between multiple locations to render more services to more people in a broader 

geographical area.  Together, the annual percentage growth in the number of physicians, 

number of other billable service providers, and number of locations forms a performance 

variable reflecting structural growth.  The Cronbach’s alpha reliability for this variable in 

this study was 0.78. 

 Factor two included the three year annual growth percentage in the number of 

patients, and the three year annual growth percentage in the amount of revenue.  The 

inter-item correlations of these two items was low but significant (r = .382, ρ < .001) and 

Cronbach’s alpha for a variable utilizing these two items is 0.51.  This represents a low 

correlation, and practically speaking, the coefficient of determination (r
2
) is .145, or 

rather, only 14.5% of the variance in the annual growth in revenue can be accounted for 

by the growth in patients.  Further, there is reason to separate these two measures of 

performance.  The first reason concerns the matter of the reporting of each of the 

variables.  In the panel of experts I convened to evaluate the measurement scale, it was 

reported that many physicians may not know the dollar amount of their revenues, but 

they could estimate the annual growth percentage.  Secondly, it was reported that many 
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physicians are quite familiar with the number of patients cared for at their practice.  

Secondly, there is a further discrepancy in the relationship between the number of 

patients and the amount of revenue being generated when considering various specialties.  

For instance, while some practices of specialties in which patients are regularly seen 

(e.g., family medicine, internal medicine, primary care practices, dermatology, 

rehabilitation practices), a growth in revenue may be more related to a growth in the 

number of patients cared for by the practice.  For other specialty practices (e.g., surgery), 

a growth in the number of patients on file at the practice may represent individuals only 

being seen one time, or relatively rarely, and a growth in the number of patients may not 

reflect a linear growth in revenue.  For these reasons, these two performance measures 

will be analyzed as single item measures of growth performance of the firm.  Another 

principle component analysis was conducted constraining the number of factors to three, 

with each of these two items loading onto two separate factors, while the first three 

structural items discussed above continued to load cleanly with high loadings onto the 

first factor, all greater than 0.75.   

Control variables 

Upper echelon research indicates that a number of variables may influence the 

relationship between individual characteristics of TMT members and firm performance 

(Carpenter et al., 2004; Finkelstein & Hambrick, 1990; Hambrick, 2007; Hambrick & 

Mason, 1984).  As such, a number of variables were utilized as controls.  The PSE’s age, 

gender, ethnicity and tenure with the firm are controlled, as well as the number of years in 

the practice of medicine (Carpenter et al., 2004), and medical specialty are all controlled. 

A discussion of the recoding of medical specialties appears in the “Results” section, on 
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pages 113-114 (see Table 6 for the recoding scheme).  As research has also indicated that 

the particular role of the PSE as either original firm founder or as a secondary CEO of the 

firm (for example, suppose a physician purchased an existing practice from a retiring 

physician) can influence EO and firm performance (Miller & Le Breton-Miller, 2011), I 

control for the founding role by asking if the PSE is the original founder.  This was 

recorded as a dichotomous variable (1 = Founder, 0 = Non-founder).  Because this study 

focuses on role identity centrality, and socialization is such an important component of 

identity formation, I control for the total number of years of the PSE’s medical education, 

internship, and residency (total), whether or not they have obtained (or attempted) an 

MBA degree, and whether or not any parental figure in their home was either a physician 

or an entrepreneur. 

While the chief executives of small firms exert substantial control over the 

strategic orientation of the firm (Miller, 1983), some physician-led firms are founded and 

operated by teams of physicians.  Even if not founded by a team of physicians, other 

physicians in the practice would be expected to have a strong interest in the knowledge 

expertise being marketed and delivered in the firm, as they may be expected to cover for 

other physicians in the firm when others are away or incapacitated for any reason.  While 

I focus on the top decision maker in this dissertation, it is important to distinguish the 

control of the CEO relative to the rest of the physicians and others on the top 

management team.  Because the overwhelming majority of the firms in my study are 

small, privately-held firms, previously used studies of CEO dominance in publicly held 

firms would be inappropriate.  I utilize a measure developed by Webb (2009)  for 

assessing CEO dominance in small, privately held firms.  This measure utilizes three 
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items measured on a Likert-type scale from 1 (strongly agree) to 7 (strongly disagree) 

including “Major business decisions regarding the practice are commonly decided upon 

by a group of manager/decision-makers as a whole,” “There is little discussion among a 

group of manager/decision-makers in making major decisions about the practice (reverse 

scored),” and “The main decision-maker (or top level executive in the practice) is the 

final voice on all major business decisions (reverse scored).”  This 3-item measure 

proved to be problematic when utilized with this particular sample of PSEs.  Cronbach’s 

alpha for this three item measure was 0.65.  However, the removal of item 3 improved 

reliability to a = 0.73.  One reason for this may have been that item three references the 

direct and final control in the firm, while items 1 and 2 reference the decision making of 

groups.  The third item was removed, and only items 1 and 2 were retained for the overall 

CEO Dominance measure as a control variable. 

To control for social desirability bias in the responses, I utilize an adaptation of 

the SDRM-5 (Hays, Hayashi, & Stewart, 1989), a 5-item scale utilized in previous 

studies (e.g., Williams, Pillai, Deptula, & Lowe, 2012).  Previous research indicates that 

shorter social desirability scales can demonstrate similar psychometric properties and are 

useful in minimizing exhaustion effects in survey measures (Fischer & Fick, 1993).  The 

scale is measured from 1 (definitely true) to 5 (definitely false).  Two of the items were 

problematic to the physicians who reviewed the study: “There have been occasions when 

I took advantage of someone,” and “I sometimes try to get even rather than forgive and 

forget.”  These items represented threats of liability to those who practice in a field 

characterized by frequent litigation for malpractice.  The other three items were retained 

for a three item measure:  (a) “I am always courteous even to people who are 
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disagreeable,” (b) “I sometimes feel resentful when I don’t get my way,” and “No matter 

who I’m talking to, I’m always a good listener.”   When utilizing this scale, the 

respondent ratings are re-coded to indicate an answer to the extreme positive, while any 

other rating is recoded as null.  For example, only when the respondent answers 

“Definitely true” to the item “No matter who I’m talking to, I’m always a good listener,” 

is the response coded as a “1.”  All other responses indicating a less than ideal answer are 

re-coded as a “0,” suggesting that a realistic answer was most likely recorded.  The re-

coded responses were then summed across the items for a general social desirability 

variable.  The Cronbach’s alpha reliability for the three items was .46.  However, 

dropping the second item increased reliability to .62, therefore I utilized only items 1 and 

3 in the scale.  This compares similarly to a Cronbach’s reliability of .66 for all five items 

utilized in the construction of the scale (Hays et al., 1989), and is the same reliability 

(0.62) as that found in the study by Williams, et al., (2012).  Social desirability was 

utilized as a control variable, but was not statistically significant in any analysis. 

 Both the age and the size of the firm have been shown to have an influence on 

firm performance (Brüderl & Schüssler, 1990).  In the analysis of the relationship of EO 

to firm performance variables, I control for the age of the firm in years, and the size of the 

firm as the total number of employees presently employed by the firm, and separately, the 

total number of physicians employed at the firm.  Although I focus upon physicians as 

PSEs in physician practice firms, and limit the scope to one region of the state of Florida, 

various environmental characteristics may also influence the EO – performance 

relationship (Covin & Slevin, 1989); therefore, I also control for the firm’s specialty of 

medicine.   
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Analysis of quantitative data 

 Because I conceptualize EO as a second-order, reflective construct (Covin & 

Wales, 2012; George & Marino, 2011), a confirmatory factor analysis (CFA) using 

LISREL (Jöreskog & Sörbom, 1996) was performed to analyze the dimensional structure 

of EO.  Ordinary least squares regression was utilized to analyze the hypothesized 

relationships in the model to EO, with EO as a summated measure of each of the 9 items 

in the EO scale.  

 Common method bias.  As I focus on PSEs who are the owners and primary 

decision makers of smaller, privately held physician practice firms, publicly available 

sources of data are unavailable, and information about individual characteristics, firm-

level processes, and firm performance were collected from a single source.  When self-

report or single-source data is collected, especially for higher-order cognitive processes 

(i.e., personality, cognition, attitude, etc.), these measures are hard to confirm, and 

establishing validity is problematic (Podsakoff & Organ, 1986).  Interpreting 

correlation(s) among such variables is difficult.  When measurement of all variables 

come from the same source, there is the possibility for common method variance (or 

bias), a contamination of data from a single source artifact present in all measures in a 

scale causing inflation or suppression of effects due to common method variance  

(Campbell & Fiske, 1959),  leading to both type I and type II errors.  It should be noted, 

however, that it is difficult (if not impossible) to determine the proportion of covariance 

between two measures which could be attributed to common method variance (Podsakoff 

& Organ, 1986).  Further, some authors (Spector, 2006) believe common method 

variance to be overplayed, citing that if common method variance were ever-present, 
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some correlation must exist across all variables of any given self-report scale, yet studies 

which did pass peer review into publication with null results indicate otherwise.   

 With caution in mind, steps have been taken to mitigate the influence of common 

method bias in this study.  Procedural remedies for common method variance in my study 

include reducing apprehension and reassuring respondents of the confidentiality of their 

responses, and obtaining measures for EO from more than one respondent in the 

organization (Podsakoff, MacKenzie, Lee, & Podsakoff, 2003).  As stated in the previous 

chapter, 45 PSEs offered an email address for a secondary rater in their questionnaires.  

Of those 45 invited to participate, only 8 secondary raters returned questionnaires after a 

number of additional steps were taken to strengthen the response.  A correlation between 

the response of the secondary raters and the responses of the matched PSEs was 

analyzed, and indicated extremely high and significant correlations between their 

responses on all related variables, with some approaching 1.0 (see Table 2).  These high 

and significant correlations indicate that the PSEs themselves are giving information 

consistent with the perception of others in the firm who are likely aware of these 

processes and performance within the firm.  As a result of this consistency, PSE 

responses are utilized in the analysis. 

 As an additional analytical precaution, I conducted a Harmon one-factor test 

(Podsakoff et al., 2003; Podsakoff & Organ, 1986), in which I conducted a factor analysis 

of the data across all variables to determine if a single factor emerges which explains a 

majority of the variance, which can be indicative of common method variance.  The 

factor analysis indicated the first factor explains only 17.2% of the variance, well below 

the 50% threshold (Podsakoff et al., 2003; Podsakoff & Organ, 1986).  No statistical 
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remedies were utilized to adjust the data, as several studies have determined that common 

method variance is difficult to detect, difficult to correct, and correction may not improve 

the quality of the data (Richardson, Simmering, & Sturman, 2009; Spector, 2006).  
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TABLE 2 

Correlations between PSE and Secondary Rater Responses 

 

Correlation 

Coefficient 

No. of FTEs .946
**

 

No. of Docs 1.000
**

 

No. of Providers .985
**

 

No. of Locations 1.000
**

 

Entrepreneurial 

Orientation 

.808
*
 

PERF1 .843
*
 

PERF2 .930
**

 

PERF3 .795 

**. Significant at the 0.01 level (2-tailed). 

*. Significant at the 0.05 level (2-tailed). 
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Qualitative study 

 Following the collection and analysis of the data from the quantitative study 

described above, I conducted a qualitative study with 8 PSEs from the sample of 45 

survey respondents who indicated their willingness to be interviewed through giving 

contact information in the questionnaire.  In order to better understand the relationship 

between entrepreneurial and professional role identity centrality and entrepreneurial 

orientation within the context of medical doctor PSEs, an explanatory qualitative design 

was employed (Creswell & Plano Clark, 2011).  A sequential explanatory mixed methods 

design utilizes a qualitative study in order to explain or elaborate upon the results of a 

quantitative study for the purposes of a deeper understanding of the relationships found in 

quantitative data and other underlying relationships that may be of interest between the 

examined constructs. 

Sample 

 A purposeful sample included eight physicians.  Stratification was based upon the 

four types of identity centrality described in the hypothesis development section above, 

specifically, two each from configuration of lower or higher entrepreneurial identity 

centrality and lower or higher professional identity centrality.  Stratification was 

determined by identifying those with the greatest and least measures of entrepreneurial 

and professional role identity centralities on the questionnaire.  The sample for the 

qualitative study was identified, with regard to the entrepreneurial and professional role 

identity centrality, from the two most extreme quartiles of the sample for each role.  In 

other words, I identified those with the greatest professional role identity centrality who 

also had the greatest entrepreneurial role identity centrality, as measured on the 
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questionnaire. Likewise, I identified those with the greatest professional role identity 

centrality who also had the lowest entrepreneurial role identity centrality.  Those 

physicians identified in each combination who also indicated a willingness to be 

interviewed were contacted by telephone or email and asked to participate in a 45-60 

minute long semi-structured interview. Because of the prevalence of the industry practice 

of paying physicians for their research time, it was difficult to obtain a commitment to sit 

for an interview for no reimbursement.    

 Table 3 presents the interview sample and the re-coded names given to each 

physician representing each configuration of role identity centrality.  The sample 

consisted of six males and two females.  The average age of the sample was 51 with a 

range from 34 to 69.  The average number of years in medicine was 22, with a range from 

4 to 40.  Only one had any business education at the master’s level or higher, only two 

had parents who were physicians, and only one had a parent who was an entrepreneur.  

Specialties included obstetrics and gynecology, pediatrics, internal medicine, cardiology, 

gastroenterology, and plastic/cosmetic surgery.   

  



 

 

 

 

 

 

TABLE 3 

Qualitative study sample 

  
Recoded 

Name 
Gender Age 

Yrs in 

Medicine 

Yrs 

Owning 
Specialty MBA 

Parents 

MD 

Parents 

ENT 

High ERIC
2
, 

High PRIC 

Dr. Adams Male 51 24 22 OB/GYN No Yes No 

Dr. 

Andrews 
Male 59 26 15 Pediatrics No No Yes 

High ERIC, 

Low PRIC 

Dr. Baker Male 38 15 10 Internal Medicine No No No 

Dr. Bennett Male 69 40 37 Cardiology No No No 

Low ERIC, 

Low PRIC 

Dr. Carter Male 49 20 7 Internal Medicine Yes No No 

Dr. Crane Male 54 31 4 Internal Medicine No Yes No 

Low ERIC, 

High PRIC 

Dr. Davis Female 53 17 4 Gastroenterology No No No 

Dr. Drew Female 34 4 1 
Plastic/Cosmetic 

Surgery 
No No No 

                                                 

2
 ‘ERIC’ represents Entrepreneurial Role Identity Centrality; ‘PRIC’ represents Professional Role Identity Centrality. 

1
0
0
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Data collection 

 Semi-structured interviews (see Appendix 3) were conducted with each PSE in 

the sample.  Interview protocols were developed and administered by me, and were 

conducted in person in the physician’s office.  Interviews were audio recorded and 

transcribed, and any identifying contact information was removed from the data in order 

to protect anonymity.   

 Interviews ranged in length from 27 minutes to 75 minutes.  The mean interview 

time was 54 minutes.  A total of 5 hours and 37 minutes of audio was recorded, and 175 

single-spaced pages of data were transcribed.  One physician abruptly ended the 

interview to care for a patient in need, while two other physicians interrupted the 

interview to care for patient needs but returned to complete the interview, with one doing 

so multiple times.  Analysis of the qualitative data is discussed in the next chapter. 
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CHAPTER 5 - RESULTS 

Quantitative Study 

 As noted in chapter 4, the total usable sample size for quantitative analysis was 

139.  The sample size was comprised of 38 responses (27.3% of the sample) from the 

2,724 medical doctors who received emails from their local professional associations (a 

1.40% effective response rate, or a 2.79% effective response rate of the 1,362 estimated 

physicians who own and operate their own practice), 5 responses (3.6% of the sample) 

from 100 phone calls to randomly selected physicians listed as owners of physician 

practice firms (an effective 5% response rate), and 96 responses (69.1% of the sample) 

from 248 personally delivered questionnaires to private practices (an effective response 

rate of 38.71%).  T-tests were conducted to determine if there were any significant 

differences in means between the responses from each method of survey and showed no 

significant differences among any of the variables used in this study. 

 Table 4 provides the means, standard deviations, and bivariate correlations of the 

variables of interest in the analysis of the first set of hypothesized relationships to EO. All 

but one was below the acceptable .70 threshold (Hair, Black, Babin, & Anderson, 2010), 

however, this correlation was between the age of the respondent and the number of years 

in practice, which is a predictably high correlation.  Of the usable responses, 133 

physicians (95.7% of the sample) indicated they were the founders of their practice firms, 
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6 physicians (4.3% of the sample) indicated they were non-founders but owners and key 

decision makers of their practice firms.  The average age was 55.96 years (SD 9.11).  One 

hundred eleven (79.9%) indicated they were male, and 28 were female (20.1%).  

Reported ethnicity was as follows: 106 (76.3%) White/Caucasian; 13 (9.4%) Asian; 12 

(8.6%) Hispanic or Latino, 2 (1.4%) Black/African American; 1 (.7%) American 

Indian/Alaskan; and 4 (2.9%) reported “Other.”  One respondent omitted the question.   

The majority of the sample indicated their primary office is located in Palm Beach or 

Broward counties: 101 (72.7%) were located in Palm Beach county, 30 (21.6%) were 

located in Broward county, and 8 (5.7%) had offices primarily located in other counties 

(Martin and Dade counties).  

  



 

104 

 

TABLE 4 

Correlations, Means, and Standard Deviations 

    Means 

Std. 

Devs. 1 2 3 

1 Founder Status 1.06 0.29 1   

2 Age of PSE 55.96 9.11 -0.021 1  

3 Gender of PSE 1.20 0.40 -0.038 -0.346** 1 

4 Ethnicity of PSE 5.40 1.36 0.089 0.113 -0.135 

5 Type of Medical 

Degree 

1.29 0.97 -0.008 -0.078 0.092 

6 Years of medical 

training 

5.33 2.38 -0.059 0.133 -0.199* 

7 Tenure at practice 19.99 9.76 0.026 0.666** -0.247** 

8 No. of years in 

practice 

25.53 10.34 0.009 0.837** -0.348** 

9 PSE Medical 

Specialty 

3.11 1.88 0.095 0.177* -0.259** 

10 MBA 1.94 0.23 0.049 -0.066 0.124 

11 Parents physicians 1.77 0.42 -0.009 0.226** 0.104 

12 Parents entrepreneurs 1.74 0.44 0.118 0.150 0.010 

13 CEO Dominance 7.60 3.97 -0.176* -0.013 0.019 

14 Social Desirability 0.83 0.85 -0.136 0.008 0.250** 

15 Entrepreneurial Role 

Identity Centrality 

13.45 3.55 -0.068 -0.058 -0.084 

16 Professional Role 

Identity Centrality 

17.57 2.31 0.070 0.079 0.071 

17 Entrepreneurial 

Orientation 

33.30 11.13 0.060 -0.130 -0.097 

** Correlation is significant at the 0.05 level (2-tailed). 

* Correlation is significant at the 0.01 level (2-tailed).  
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TABLE 4 -  CONTINUED 

Correlations, Means, and Standard Deviations 

    4 5 6 7 8 

1 Founder Status      

2 Age of PSE      

3 Gender of PSE      

4 Ethnicity of PSE 1     

5 Type of Medical 

Degree 

-0.088 1    

6 Years of medical 

training 

-0.155 0.144 1   

7 Tenure at practice 0.094 -0.069 0.040 1  

8 No. of years in 

practice 

0.065 -0.044 0.223** 0.722** 1 

9 PSE Medical 

Specialty 

0.137 0.075 0.217* 0.085 0.202* 

10 MBA 0.027 -0.087 -0.031 0.038 -0.098 

11 Parents physicians 0.081 -0.138 -0.010 0.184* 0.119 

12 Parents entrepreneurs 0.114 0.023 0.020 0.106 0.131 

13 CEO Dominance -0.086 0.013 0.028 -0.081 0.024 

14 Social Desirability -0.032 0.070 0.078 -0.004 -0.042 

15 Entrepreneurial Role 

Identity Centrality 

0.016 -0.042 0.103 -0.063 0.004 

16 Professional Role 

Identity Centrality 

-0.014 0.131 0.042 0.010 0.094 

17 Entrepreneurial 

Orientation 

0.006 -0.062 0.053 -0.051 -0.164 

** Correlation is significant at the 0.01 level (2-tailed). 

  * Correlation is significant at the 0.05 level (2-tailed). 
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TABLE 4 - CONTINUED 

Correlations, Means, and Standard Deviations 

    9 10 11 12 13 

1 Founder Status      

2 Age of PSE      

3 Gender of PSE      

4 Ethnicity of PSE      

5 Type of Medical 

Degree 

     

6 Years of medical 

training 

     

7 Tenure at practice      

8 No. of years in 

practice 

     

9 PSE Medical 

Specialty 

1     

10 MBA -0.052 1    

11 Parents physicians 0.013 -0.062 1   

12 Parents entrepreneurs -0.001 0.065 -0.05 1  

13 CEO Dominance -0.077 -0.150 0.071 0.057 1 

14 Social Desirability -0.152 0.168* 0.030 -0.101 -0.065 

15 Entrepreneurial Role 

Identity Centrality 

-0.017 -0.205* -0.013 -0.144 0.004 

16 Professional Role 

Identity Centrality 

-0.100 0.061 -0.036 -0.061 -0.035 

17 Entrepreneurial 

Orientation 

0.121 -0.046 -0.002 -0.175* -0.083 

** Correlation is significant at the 0.01 level (2-tailed). 

* Correlation is significant at the 0.05 level (2-tailed). 
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TABLE 4 - CONTINUED 

Correlations, Means, and Standard Deviations 

    14 15 16 17 

1 Founder Status     

2 Age of PSE     

3 Gender of PSE     

4 Ethnicity of PSE     

5 Type of Medical 

Degree 

    

6 Years of medical 

training 

    

7 Tenure at practice     

8 No. of years in 

practice 

    

9 PSE Medical 

Specialty 

    

10 MBA     

11 Parents physicians     

12 Parents entrepreneurs     

13 CEO Dominance     

14 Social Desirability 1    

15 Entrepreneurial Role 

Identity Centrality 

-0.075 1   

16 Professional Role 

Identity Centrality 

0.298** 0.045 1  

17 Entrepreneurial 

Orientation 

-0.056 0.228** -0.151 1 

** Correlation is significant at the 0.01 level (2-tailed). 

* Correlation is significant at the 0.05 level (2-tailed). 
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 I personally contacted the Florida Medical Association and asked for comparison 

information for the two largest counties in the sample (Broward and Palm Beach 

Counties) for average age, gender, and ethnicity, in order to compare the demographic 

characteristics of the sample to the general population of physicians in those counties.  

The results are listed in Table 5. Note that while the sample and the general population 

compare similarly in average age and gender makeup across the two counties, there is 

some difference between the sample and the population with regard to ethnicity 

characteristics.  T-tests were conducted to determine if there were any significant 

differences in means between the sample responses from each county and showed no 

significant differences among any of the variables used in this study. 

  Within the sample of physicians, 122 (87.8%) had earned a Medical Doctor (MD) 

degree, 9 (6.5%) had earned the Doctor of Osteopathic Medicine (DO) degree, 2 (1.4%) 

had earned the Doctor of Podiatric Medicine (DPM) degree, 3 (2.2%) had earned both the 

Medical Doctor and Doctor of Philosophy (MD/PhD) degrees, and 3 (2.2%) had earned 

other medical degrees.   The physicians had spent an average of 5.33 years in medical 

training beyond medical school (S.D. = 2.38), had been in practice an average of 25.53 

years (S.D. = 10.34), and had been at their own practice an average of 19.99 years (S.D. 

= 9.76).   

 Eight respondents (5.8%) had also earned a Master of Business Administration 

(MBA) degree.  Thirty-two (23%) had a parent or grandparent in their home who was 

also a physician.  Thirty-six (25.9%) had a parent or grandparent in their home when they 

were a child who was an entrepreneur.  
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TABLE 5 

Comparison between Sample and Florida Medical Association Dataset per County 

 

Palm Beach Broward 

 

FMA SAMPLE FMA SAMPLE 

TOTAL 4368 

 

101   5192 

 

30   

Average Age 54.5 

 

55.8   53.5 

 

54.43   

         Gender 

  

    

  

    

Male 3338 76% 80 79% 3841 74% 24 80% 

Female 1030 24% 21 21% 1351 26% 6 20% 

         Ethnicity 

  

    

  

    

White 3019 69% 80 79% 3035 58% 20 67% 

Asian 325 7% 12 12% 425 8% 1 3% 

Hispanic/Latino 419 10% 6 6% 893 17% 4 13% 

Black/African 

American 220 5% 0 0% 414 8% 2 7% 

American Indian 

or Alaskan Native 3 0% 1 1% 6 0% 0 0% 

Other 382 9% 1 1% 419 8% 3 10% 
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 The specialties of the physician respondents and their frequencies are listed in 

Table 6.  In all, 27 specialties were represented in the sample.  The five most represented 

specialties in the sample are (respectively): Internal medicine (15%), obstetrics and 

gynecology (11%), all specialties of surgery (8%), plastic and cosmetic surgery (8%), and 

ophthalmology (7%).  Following consultation with the physicians on the expert panel and 

the directors of the Palm Beach and Broward county professional associations, a recoding 

scheme was developed based upon a few criteria.  First, those physician specialties which 

are considered as “primary care providers,” or those physicians which individuals use for 

the majority of their regular general medical care, were coded as a separate group.  These 

included family medicine, internal medicine, obstetrics/gynecology, and pediatrics.  

Secondly, plastic and cosmetic surgery was separated due to the fact that many of these 

practices accept mostly cash payments for elective services not covered under insurance.  

Thirdly, surgeons were re-coded as a separate group because (a) their clientele are most 

usually referred to them by other physicians, and (b) their clientele are often not repeat 

clients.  Psychiatry was re-coded separately because of the specialized nature of the care 

delivered, and because of the relative obscurity of their practices in order to offer the 

greatest confidentiality to their patients.  Dermatologists, ophthalmologists, orthopedic 

physicians, and podiatrists were coded together because the nature of their relationships 

with their patients is repetitive, yet they are not utilized as primary care physicians, and 

they often advertise differently than other physicians.  All other medical specialties and 

subspecialties were coded together.  Not surprisingly, the specialties of their practices 

aligned with the specialties of the physician owners.  
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TABLE 6 

Medical specialties of physicians in sample 

Specialty codes 

Frequencies of 

Original Codes 

New 

Code 

Frequencies of 

New Codes 

Family Medicine 8 5.8% 1    

Internal Medicine 21 15.1% 1   

Obstetrics/Gynaecology 15 10.8% 1   

Pediatrics 7 5.0% 1 51 36.7% 

Plastic/Cosmetic Surgery 11 7.9% 2 11 7.9% 

Surgery (All specialties) 11 7.9% 3 11 7.9% 

Dermatology 6 4.3% 4   

Ophthalmology 10 7.2% 4   

Orthopedics 6 4.3% 4   

Podiatry 2 1.4% 4 24 17.3% 

Allergy medicine 1 0.7% 5   

Cardiology 4 2.9% 5   

Endocrinology 2 1.4% 5   

Gastroenterology 2 1.4% 5   

Hemotology 2 1.4% 5   

Infectious Diseases 2 1.4% 5   

Nephrology 2 1.4% 5   

Neurology/Neurosurgery 2 1.4% 5   

Nuclear Medicine/Radiology 1 0.7% 5   

Otolaryngology 1 0.7% 5   

Pulmonology 6 4.3% 5   

Rehabilitation 2 1.4% 5   

Rheumatology 3 2.2% 5   

Sports Medicine 1 0.7% 5   

Pain Management 3 2.2% 5   

Urology 2 1.4% 5 36 25.9% 

Psychiatry 6 4.3% 6 6 4.3% 

TOTAL 139 100%  139 100% 
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Harmon one-factor test.  

 I conducted a Harmon one-factor test in order to analyze the potential for 

common-method bias (Podsakoff et al., 2003; Podsakoff & Organ, 1986).  I conducted a 

principle components analysis using every item in the measure.  The unrotated factor 

structure returned a first factor representing only 17.24% of the variance, much less than 

the 50% threshold for the test.  Additionally, all the items in the measure returned a 21 

factor structure with eigenvalues greater than 1.0.  Additionally, I conducted a Harmon 

one-factor test utilizing only the measures relating to the variables of primary interest in 

this study.  Again, the first factor accounted for only 21.6% of the variance.  These tests 

indicate that the bias of common method variance is most likely minimized.  As a further 

precaution, I controlled for social desirability bias in the analysis of hypothesized 

relationships. 

Analysis of the factor structure of EO. 

 As indicated above, I conducted a confirmatory factor analysis (CFA) using 

LISREL Version 9.1 (Jöreskog & Sörbom, 1996) in order to examine the factor structure 

of the 9 items utilized to measure EO.  Sample covariances were utilized for estimation, 

with errors specified as uncorrelated.  An initial model was specified with each item 

loading on each of the three dimensions representing EO: Innovativeness, proactiveness, 

and risk-taking.  Two factor loadings, both for items representing the EO dimension of 

proactiveness, fell below .70, and all loadings were significant (ρ < .01) (Fornell & 

Larcker, 1981).  Fit indices were acceptable (χ
2
 = 41.42, df = 24, χ

2
/df = 1.73, ρ < .015; 

RMSEA = .073; CFI = 0.984; NNFI = 0.976; SRMR = 0.065; GFI = 0.940) (Bentler & 



 

113 

 

Bonett, 1980; Carmines & McIver, 1981; Hu & Bentler, 1999; Medsker, Williams, & 

Holahan, 1994).     

 For comparison, a second order CFA was conducted loading the three items for 

each dimension of EO on three latent variables, and loading those three latent variables 

onto one general EO factor.  All loadings were above .70, and all were significant (ρ < 

.01).  Fit indices were again acceptable and stronger (χ
2
 = 41.68, df = 25, χ

2
/df = 1.67, ρ < 

.019; RMSEA = .07; CFI = 0.985; NNFI = 0.978; SRMR = 0.061; GFI = 0.940) (Bentler 

& Bonett, 1980; Carmines & McIver, 1981; Hu & Bentler, 1999; Medsker et al., 1994).   

This model does not represent a poorer fit with the data (Δ χ
2
 = 0.26,  Δ df = 1, ρ < 0.61).  

This model is, however, consistent with the consideration of EO in much of the empirical 

research discussed in recent reviews of the structure of EO (George, 2011; George & 

Marino, 2011).  For this reason, my analysis of EO will consider EO as a second order 

construct.  I will, however, discuss a post-hoc analysis of the relationships of the 

variables in questions to the dimensions of EO in the discussion section. 

Regression Analysis of Independent Variables upon EO 

 Hypothesis 1 predicted that entrepreneurial role identity centrality is positively 

related to EO.  See Table 7, models 1 and 2, for results.  Model 1 depicts the regression 

of the control variables onto EO.  Note that the number of years in medicine was a 

significant control variable, with a negative relationship to EO (ρ < 0.05).  Consistent 

with identity theory which suggests that individuals occupy a multitude of role identities 

simultaneously, both entrepreneurial and professional role identity were added to the 
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regression model together.
3
  Model 2 depicts the addition of both entrepreneurial and 

professional role identity centrality.  Entrepreneurial role identity centrality was found to 

be significantly related to EO (β = 0.218, ρ < 0.014), while professional role identity 

centrality was not (β = -0.130, ρ < 0.152).  These results suggest support for Hypothesis 

1, but not for Hypothesis 2, which predicted that professional role identity centrality is 

negatively related to EO.  Overall model fit was significant, but only at ρ < 0.10 (F16,121 = 

1.63, ρ = 0.071), however, the F-change over the model containing only the controls was 

significant at ρ < 0.023.  

 Hypothesis 3 predicted that a PSE’s entrepreneurial role identity centrality 

positively moderates the relationship between a PSE’s professional role identity centrality 

and their firm’s entrepreneurial orientation.   Table 8, model 3 presents the results of the 

regression of the moderator (see Figure 4 for plot).  Results suggest that entrepreneurial 

role identity centrality functions as a moderator, but the relationship is only marginally 

significant (ρ < .067), and surprisingly, its influence is negative.  H3 is unsupported, 

however, this becomes an interesting area for further research, as it is likely that the range 

restriction of professional role identity centrality has affected the strength of the 

relationship.  Overall, the model fit was significant at ρ < 0.05 (F17,120 = 1.77, ρ < 0.04).   

                                                 

3
 In a post-hoc analysis, both entrepreneurial and professional role identity were entered 

separately into the model.  Results were no different, although the overall model fits were 

less significant than the model in which both identities were entered simultaneously. 
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TABLE 7 

Regression of Entrepreneurial and Professional Role Identity Centrality upon EO 

 

Model 1 (Controls) Model 2 (H1 & H2) 

 
B 

Std. 

Error  B 

Std. 

Error 
(Constant) 51.16*** 14.05   43.89** 16.30   

Founder Status 2.22 3.39 0.06 3.33 3.35 .086 

Age of PSE 0.00 0.20 0.00 0.05 0.20 .041 

Gender of PSE -2.84 2.79 -0.10 -2.47 2.73 -.089 

Ethnicity of PSE 0.00 0.74 0.00 -0.11 0.72 -.013 

Type of Medical Degree -0.93 1.02 -0.08 -0.58 1.01 -.051 

Yrs. of medical training 0.47 0.44 0.10 0.34 0.44 .073 

Tenure at practice 0.22 0.15 0.19 0.21 0.15 .181 

No. of years in medicine -0.40* 0.20 -0.37 -0.40* 0.19 -.372 

Specialty 0.73 0.55 0.12 0.74 0.54 .124 

MBA Education -3.35 4.25 -0.07 -1.16 4.23 -.024 

Parents physicians -0.07 2.46 0.00 -0.22 2.40 -.008 

Parents entrepreneurs -3.72 2.25 -0.15 -3.27 2.22 -.129 

CEO Dominance -0.12 0.25 -0.04 -0.10 0.24 -.036 

Social Desirability -0.33 1.22 -0.03 0.33 1.24 .025 

Entrepreneurial Role 

Identity Centrality 

    0.69* 0.27 .218 

Professional Role 

Identity Centrality 

      -0.63 0.43 -.130 

R
2
 0.124   0.177   

R
2
       0.053*     

Adj. R2 0.024   0.068*   

Adj.R2
     0.044*  ρ <.023 

F F14,123 1.25   F16,121 1.63 ρ <.071 

*** Significant at the 0.001 level (2-tailed).   

** Significant at the 0.01 level (2-tailed).   

* Significant at the 0.05 level (2-tailed).   
 Significant at the 0.10 level (2-tailed). 
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TABLE 8 

Regression of Moderator on EO 

 

 

Model 2 Model 3 (H3) 

 
B 

Std. 

Error  B 

Std. 

Error 
(Constant) 43.89** 16.30   -7.84 32.28   

Founder Status 3.33 3.35 .09 3.73 3.33 0.10 

Age of PSE 0.05 0.20 .04 0.08 0.20 0.07 

Gender of PSE -2.47 2.73 -.09 -2.42 2.70 -0.09 

Ethnicity of PSE -0.11 0.72 -.01 -0.15 0.71 -0.02 

Type of Medical Degree -0.58 1.01 -.05 -0.71 1.00 -0.06 

Yrs. of medical training 0.34 0.44 .07 0.43 0.43 0.09 

Tenure at practice 0.21 0.15 .18 0.21 0.14 0.18 

No. of years in medicine -0.40* 0.19 -.37 -0.42* 0.19 -0.39 

Specialty 0.74 0.54 0.12 0.68 0.54 0.12 

MBA Education -1.16 4.23 -0.02 -1.30 4.19 -0.03 

Parents physicians -0.22 2.40 -0.01 0.11 2.39 0.00 

Parents entrepreneurs -3.27 2.22 -0.13 -3.65 2.21 -0.14 

CEO Dominance -0.10 0.24 -0.04 -0.17 0.24 -0.06 

Social Desirability 0.33 1.24 0.03 0.35 1.23 0.03 

Entrepreneurial Role 

Identity Centrality 

0.69* 0.27 0.22 4.50* 2.08 1.43 

Professional Role 

Identity Centrality 

-0.63 0.43 -0.13 2.24 1.61 0.46 

Entrepreneurial x 

Professional Role 

Identity Centrality 

      -0.21 0.12 -1.39 

R
2
 0.177*   0.200     

R
2
     0.023   

Adj. R2 0.068*   0.087*   

Adj.R2
     0.019  ρ<.067 

F F16,121 1.63 ρ<.071 F17,120 1.77* ρ<.040 

*** Significant at the 0.001 level (2-tailed).    

** Significant at the 0.01 level (2-tailed).    

* Significant at the 0.05 level (2-tailed).    
 Significant at the 0.10 level (2-tailed). 
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FIGURE 4 

Regression of Moderator on EO 
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Regression Analysis of EO upon Performance 

 Table 9 presents means, standard deviations, and correlations of the variables of 

interest in the analysis of EO upon performance.  I take note that only one correlation 

exceeds the .70 threshold, which is the correlation between number of physicians and 

total number of full-time employees (including physicians), both measures of the size of 

the firm.  I also take note of the very large standard deviations (relative to their means) of 

the size of firms with regard to the number of full-time employees, and number of 

physicians.  These large deviations are the result of two data points recording 40 

physicians and 150 full-time employees, and 47 physicians and 300 employees, 

respectively.  In a post-hoc analysis, I removed these two outliers and reanalyzed 

reliabilities of measures and regression analyses, with no significant differences in 

results.  Similarly, a large standard deviation for the growth percentage of revenue is the 

result of three outliers reporting growth of 300%, 100% and 100% annual growth in 

revenue.   

 A t-test was conducted to compare the sample firms with those in the population 

on firm size as a function of full-time employees, as no other firm-level information was 

available for comparison.  The t-test revealed a significantly larger average firm size in 

the sample (mean = 11.62 FTEs, s.d. = 29.36) than the population (mean = 6.35, s.d. = 

23.21) (ρ < 0.034).  One reason for this may be because some licensed physicians with 

business names and tax ID numbers in the Dun & Bradstreet database used for population 

numbers may practice out of their homes or part time.  Because the majority of my 

sample came from surveys collected from practices located on major highways or in 
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professional centers, these types of small single-employee firms were excluded from my 

sample. 
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TABLE 9 

Means, Standard Deviations, and Correlations of Relationships of Variables Relating EO 

to Performance 

  

  Means 

Std. 

Devs. 1 2 3 

1 Size of Practice - FTEs 11.619 29.364 1   

2 Size of Practice - Doctors 2.712 5.396 0.953
**

 1  

3 Age of Practice 21.180 12.817 0.158 0.126 1 

4 Practice Specialty 3.166 1.860 0.076 0.091 0.060 

5 Entrepreneurial Orientation 33.295 11.128 0.213
*
 0.194

*
 -0.027 

6 Performance  - Annual 

Percentage Growth of  

Doctors, Locations, and 

Other Service Providers 

0.016 0.145 0.052 0.053 0.060 

7 Performance – Annual 

Percentage Growth of 

Patients 

9.429 20.791 -0.008 0.001 -0.295
**

 

8 Performance – Annual 

Percentage Growth of 

Revenue 

6.196 33.350 -0.006 -0.005 -0.302
**

 

 ** Correlation is significant at the 0.01 level (2-tailed). 

 * Correlation is significant at the 0.05 level (2-tailed). 
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TABLE 9 -  CONTINUED 

Means, Standard Deviations, and Correlations of Relationships of Variables Relating EO 

to Performance 

  

  4 5 6 7 8 

1 Size of Practice - FTEs      

2 Size of Practice - Doctors      

3 Age of Practice      

4 Practice Specialty 1     

5 Entrepreneurial Orientation 0.140 1    

6 Performance  - Annual 

Percentage Growth of  

Doctors, Locations, and 

Other Service Providers 

0.000 0.030 1   

7 Performance – Annual 

Percentage Growth of 

Patients 

-0.040 0.076 -0.003 1  

8 Performance – Annual 

Percentage Growth of 

Revenue 

-0.156 0.095 0.042 0.382** 1 

 ** Correlation is significant at the 0.01 level (2-tailed). 

 * Correlation is significant at the 0.05 level (2-tailed). 
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 Hypothesis 4 predicted that EO is positively related to the performance of the firm 

in professional practices.  Performance in this study was measured in a variety of ways at 

the suggestion of the physicians comprising the panel of experts, as many physicians do 

not (a) know the language of generally acceptable accounting terms, and (b) do not 

regularly review the financial performance records of their firms.  According to the panel 

of physicians consulted during this study, the typical physician would, however, know 

how many people are employed, including other physicians, other billable service 

providers, and other full-time employees, as well as the number of locations.  In this 

study, I analyzed the relationship between EO and performance as a measure of structural 

growth (the annual growth percentage of numbers of physicians, number of billable 

service providers, and number of locations), and the annual growth percentage of the 

number of patients, and the annual growth percentage of revenue, each over the past three 

years.   

 Table 10 presents the results of the regression analysis of the relationship between 

EO and structural growth.  Model 1 depicts the regression of control variables onto 

structural growth.  Model 2 depicts the regression of EO on structural growth.  The 

relationship between EO and structural growth was not significant (β = 0.026, ρ < 0.776). 

 Table 11 presents the results of the regression analysis of the relationship between 

EO and the annual percentage growth of the number of patients.  Model 1 depicts the 

regression of control variables onto annual percentage growth of the number of patients.  

Model 2 depicts the regression of EO on annual percentage growth of the number of 
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patients.  The relationship between EO and annual percentage growth of the number of 

patients was not significant (β = 0.067, ρ < 0.441). 
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TABLE 10 

Regression of EO Upon Performance – Structural Growth 

 

Model 1 (Controls) Model 2 (H4) 

 
B 

Std. 

Error  B 

Std. 

Error 
(Constant) 0.001 0.032   -0.010 0.049   

Age of Practice 0.001 0.001 0.055 0.001 0.001 0.057 

Firm Size – No. of Full 

Time Employees 

0.000 0.001 -0.009 0.000 0.001 -0.019 

Firm Size - No. of 

physicians 

0.001 0.008 0.056 0.002 0.008 0.060 

Medical Specialty of 

Practice 

-0.001 0.007 -0.007 -0.001 0.007 -0.011 

Entrepreneurial 

Orientation 

    0.000 0.001 0.026 

R
2
 0.006     0.006     

R
2
     0.000   

Adj. R2 -0.024   -0.031   

Adj.R2
     -0.007  ρ<0.776 

F F4,133 0.195 ρ<0.941 F5,132 0.171 ρ<0.973 

***. Significant at the 0.001 level (2-tailed). 

**. Significant at the 0.01 level (2-tailed). 

*. Significant at the 0.05 level (2-tailed). 
. Significant at the 0.10 level (2-tailed). 
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TABLE 11 

Regression of EO Upon Performance – Annual Growth Percentage of Patients 

 

Model 1 (Controls) Model 2 (H4) 

 
B 

Std. 

Error  B 

Std. 

Error 
(Constant) 20.021

***
 4.438   16.049

*
 6.796   

Age of Practice -0.479
***

 0.137 -0.299 -0.471
***

 0.138 -0.294 

Firm Size – No. of 

Full Time 

Employees 

0.010 0.197 0.015 -0.008 0.199 -0.011 

Firm Size - No. of 

physicians 

0.101 1.067 0.027 0.147 1.071 0.039 

Medical Specialty of 

Practice 

-0.269 0.943 -0.024 -0.360 0.952 -0.032 

Entrepreneurial 

Orientation 

    0.125 0.162 0.067 

R
2
 0.089     0.093     

R
2
     0.004   

Adj. R2 0.061   0.058   

Adj.R2
     -0.003  ρ<0.441 

F F4,133 3.15
*
 ρ<0.017 F5,132 2.632

*
 ρ<0.027 

***. Significant at the 0.001 level (2-tailed). 

**. Significant at the 0.01 level (2-tailed). 

*. Significant at the 0.05 level (2-tailed). 
. Significant at the 0.10 level (2-tailed). 
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 Table 12 presents the results of the regression analysis of the relationship between 

EO and the annual percentage growth of revenue.  Model 1 depicts the regression of 

control variables onto annual percentage growth of revenue.  Model 2 depicts the 

regression of EO on annual percentage growth of revenue.  The relationship between EO 

and percentage growth of revenue was not significant. 

 In summary, the relationship between EO and all measures of performance were 

not significant, and hypothesis 4 is not supported.  In post-hoc analysis I analyzed the 

relationship between EO and all measures of performance separately, with similar results.  

In the next section I will discuss the findings from the qualitative study.  I will then 

present a general discussion of the findings from the quantitative study with the 

qualitative elaboration in the next chapter. 
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TABLE 12 

Regression of EO Upon Performance – Annual Growth Percentage of Revenue 

 

Model 1 (Controls) Model 2 (H4) 

 
B 

Std. 

Error  B 

Std. 

Error 
(Constant) 29.815

***
 7.100   20.441 11.021   

Age of Practice -0.767
***

 0.218 -0.302 -0.747
***

 0.219 -0.294 

Firm Size – No. of 

Full Time 

Employees 

0.114 0.311 0.104 0.065 0.314 0.059 

Firm Size - No. of 

physicians 

-0.325 1.685 -0.054 -0.185 1.688 -0.031 

Medical Specialty 

of Practice 

-2.424 1.509 -0.136 -2.631 1.519 -0.148 

Entrepreneurial 

Orientation 

    0.294 0.265 0.097 

R
2
 0.112     0.121     

R
2
     0.009   

Adj. R2 0.084   0.086   

Adj.R2
     0.002  ρ<0.269 

F F4,133 3.951
**

 ρ<0.005 F5,132 2.632
**

 ρ<0.006 

***. Significant at the 0.001 level (2-tailed). 

**. Significant at the 0.01 level (2-tailed). 

*. Significant at the 0.05 level (2-tailed). 
. Significant at the 0.10 level (2-tailed). 
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Qualitative Study Results 

Analysis of qualitative data 

 Analysis was conducted using NVivo 10 software, primarily as a tool to organize 

and assist with matrix coding analysis.  Analysis began with the coding of one interview 

from each of the four identity configurations.  Role identity theory indicates that 

individuals identify with the behaviors and expectations of a given role as well as the 

negotiation of the role with referent others (Biddle, 1986; Burke & Tully, 1977; Gecas, 

1982).  Further, the configuration of  role identity may also consider more dimensions 

such as traits, attitudes, norms and values considered important to the role (Hoang & 

Gimeno, 2010).  Consistent with role identity literature, start codes were initially 

constructed utilizing role identity theory, as well as an understanding of entrepreneurial 

orientation (cf. Miles & Huberman, 1994).  I then began to analyze the data from each 

interview for similarities and differences within and between each configuration of the 

role identity centralities of each interview subject, as determined in the quantitative study 

(high or low entrepreneurial role identity centrality, high or low professional role identity 

centrality).  Additional patterns emerged within each of the four identity configurations 

as I iteratively reviewed each interview transcript, and were included as new codes within 

NVivo.  For example, as I iteratively reviewed the data a conceptual pattern emerged 

relating to the use of business discourse.  Another conceptual pattern emerged in the data 

relating to the professional’s familiarity and interest with the financial performance of his 

or her firm.  These patterns were entered as codes and analyzed.  



 

129 

 

 After the data from all eight interview transcripts were analyzed and initially 

coded, I then analyzed patterns of relationships between the codes for thematic 

similarities.  For example, experiences during upbringing, early educational interests, and 

exposure to family members who were entrepreneurs or physicians all related to the 

participants’ formative identity construction.  Related codes were grouped into second 

order themes.   

 As I analyzed the data aggregated into these second order themes, I began to 

identify differences between the groups of participants with regard to three larger 

dimensions:  (a) their role identity construction, (b) their understanding of the enactment 

of their role identities as PSEs, and (c) their own understandings of the expectations of 

the performance objectives of their roles.  These three larger dimensions became 

aggregated dimensions of the second order themes.  Figure 5 represents this structure of 

the data coding employed in the qualitative data analysis. 

 In the next section, I discuss the findings which emerged from the analysis of the 

qualitative data.  I also discuss how the qualitative study elaborates upon both the 

findings from the quantitative study and upon potential reasons underlying the non-

findings from the quantitative study. 
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FIGURE 5 

Qualitative Data Structure 
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FIGURE 5 - Continued 

Qualitative Data Structure 
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Qualitative Study Findings 

Role identity provides individuals with behavioral scripts and expectations for the 

enactment of their roles, along with an identification of potential reference groups with 

which the role is likely to negotiate in social interactions.  I begin the discussion of my 

findings by describing the differences in the way these groups of physicians configured 

their role identities with respect to their professional and entrepreneurial role identities. 

As stated in the previous section, three dimensions emerged from the data with 

regard to: the PSE’s role identity construction, their understanding of the enactment of 

their role identities as PSEs, and their own understandings of the expectations of the 

performance objectives of their roles.  Following the procedure outlined above, I began to 

analyze the data coded in each dimension, examining differences that were present 

between each of the four groups of role identity centrality upon which the sample was 

based.  For example, the two PSEs with both highly central professional and 

entrepreneurial role identities had configured and understood their identities quite 

differently than those with less central professional and entrepreneurial role identities.  

The data from each interview was then categorized within these four role identity 

groupings of the interview participants (high or low entrepreneurial role identity 

centrality, high or low professional identity centrality).  This allowed for a matrix 

analysis within NVivo in which similarities and differences within and between the four 

groups could be more easily examined across the three aggregated dimensions.  Using 

matrix analysis, in which the four groups were the basis for analyzing the data, I 

examined each PSEs understanding of the enactment of their role identities as PSEs, and 
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their own understandings of their role-related performance objectives.  These differences 

in understanding became the basis for four different labels for these identity groups:  

“apostles,” “authorities,” “artisans,” and “altruists.”   

Definition of the four identity groups 

 “Apostles” (highly central entrepreneurial role identity and highly central 

professional role identity) are PSEs who understood their roles to utilize entrepreneurship 

for the advancement and strengthening of the professional institution, or of their 

particular sub-discipline or specialty of medicine (e.g. “women’s health), both within the 

institution and in society in general (See Table 3 for the demographic descriptions of the 

interview participants).  Interestingly, this is the only identity configuration in which 

neither physician wore a lab coat—all other physicians in the qualitative study wore lab 

coats in their offices during their interviews.  Both of their firms have multiple locations.  

“Authorities” (highly central entrepreneurial role identity and less central professional 

role identity) understood their role identities with an emphasis on professional expert 

knowledge and expertise, even while they may pursue revenue generating activities 

outside of the professional institution.  These two PSEs emphasized profit as a motive as 

well as being recognized as professional experts.  “Artisans” (low entrepreneurial role 

identity centrality and high professional role identity centrality) are PSEs who emphasize 

plying their professional expert knowledge as a form of professional craftsmanship.  Both 

PSEs had single-location practices, and they were the solo physician in the practice.  Both 

practices were relatively new firms.  “Altruists” (low entrepreneurial role identity 

centrality and low professional role identity centrality) are PSEs who identified most with 
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their understanding of care-giving as the enactment of their role identities, eschewing 

much identification with roles associated with an entrepreneur.  They were not motivated 

by money, personally or at a firm level.   

Table 13 contains representative quotations used to interpret the qualitative data 

within and between the four identity configurations across the three dimensions of their 

understandings of their role identities.  The left margin of the table contains the 2
nd

 order 

themes (see Figure 5) which emerged in the data that are aggregated into the three 

dimensions, which are used as headings above each section of the table.  A representative 

statement from at least one PSE in each group is included. 
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TABLE 13 

Data Supporting Interpretations of Qualitative Data 

 Representative Quotations 

Second order theme Dimension: Role Identity Configuration 

Formative Identity 

Construction 

  “So medicine was always part of our family and I think you’ll get 

the inspiration from there.  And I was – as I was growing up I was 

interested in science and math.” (Dr. Adams, Apostle) 

 “I really wanted to do good, to improve others lives, many different 

motivations along the way, different events growing up to see even 

as a child, seeing those who were ill and suffer and everything.  You 

need to desire to help them, it’s just how it was raised within me.  As 

time went on you get the education, the training and then you – that 

desire either continues or it doesn’t and to get that willingness to 

help another individual, I’ve always been taught that when someone 

is intelligent or have gifts that they can offer to society, they’re 

almost morally obligated to use those I guess.” (Dr. Baker, 

Authority) 

 “You know I don’t even ever recall being an official decision, it 

just seemed to me a career that stuck out in my mind from when I 

was little and I considered so many other things, but just kept always 

kind of coming back around to that.  I really loved science” (Dr. 

Drew, Artisan) 

 “I think one of my early influences was my grandfather, my 

mother’s father, who was a physician.  I didn’t get to know him real 

well.  He died when I was about seven years old, but he made an 

impression on me and just probably as much as what other people 

told me about him and my actual experiences with him.” (Dr. Carter, 

Altruist) 

 

  



 

136 

 

TABLE 13 - Continued 

Data Supporting Interpretations of Qualitative Data 

 Representative Quotations 

Second order theme Dimension: Role Identity Configuration 

Early Identification 

with Roles 

 “When I went to college I was fortunate to do some research.  I 

needed a job in the summer and I was fortunate to do some research 

at the cardiology department at the school that I went to.” (Dr. 

Adams, Apostle) 

 “And the good thing is when I was going to school, with the 

Philadelphia General Hospital; it was a 1500 bed hospital of indigent 

people.  And so basically I, as a medical student I was sometimes 

their doctor.  I delivered twins of a 14-year-old in bed.  I used to do, 

on my OB rotation; I did continuous epidurals on pregnant women as 

they delivered.  I mean, you can’t even get near pregnant women in 

Boca, but there I was actually delivering babies.  I was doing 

epidurals on these patients.” (Dr. Bennett, Authority) 

 “Surgical residency is very much like the military, it’s very 

hierarchical.  'This is how things are, this is the way it was when I 

went through it, so that’s the way it’s going to be when you go 

through it'.  It’s almost that fraternity hazing kind of concept. There 

is still a lot of that old boys club and paying your dues and when you 

come out, this is what you do for five to 10 years and you take all the 

call and let me graduate to be the senior partner and then you’d take 

over somebody.  That’s the cycle.  That’s how it’s supposed to 

happen.”  (Dr. Drew, Artisan) 

 “As part of that I have to be in a inner city in the Bronx, in the 

South Bronx and those 10 years that I was helping people there and 

that was during the AIDS epidemic I had a lot of sick, sick, sick 

patients, but those patients are – were very thankful to me.  The 

patients, the family members, it was very, to me it was the most 

rewarding part of those 10 years was getting the ‘Thank you’ from 

those patients.” (Dr. Crane, Altruist) 
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TABLE 13 - Continued 

Data Supporting Interpretations of Qualitative Data 

 Representative Quotations 

Second order theme Dimension: Role Identity Configuration 

Role-related networks  “Nationally, we – I’m a member of the American College of 

OBGYN which is the umbrella organization for all the OBGYN’s 

and I’m a member of one of the committees for the national 

organization.” (Dr. Adams, Apostle) 

 “Well, actually I went to a meeting, I talked last night and I am a 

golfer, I like to golf, that’s one of my passions too and that’s a big 

relief and cheaper than psychiatrists. So anyhow Morgan Pressel, 

who, I don’t know if you know her, she is an LPGA golfer, she is 

lives at [development] where I live and she has a tournament every 

year and so I go participate.  We donate money; the money comes to 

Boca hospital and this year it is the Morgan Pressel Genetic 

Institute.” (Dr. Bennett, Authority) 

 “I think about how I’m going to be perceived in the community of 

physicians and other plastic surgeons in the area." (Dr. Drew, 

Artisan) 

 “I’m a member of the Palm Beach County Medical Society. I don’t 

attend a lot of the meetings. We do use a lot of their resources and 

volunteer for project access which is a project through the Palm 

Beach County Medical Society to provide medical care to uninsured 

patients.” (Dr. Carter, Altruist) 

Role Integration  "I think an entrepreneurial individual is the one, not necessarily in 

my mind socially in the field of medicine, not just trying to just look 

at the final margin, but also having an outcome of quality of care."  

(Dr. Andrews, Apostle) 

 “I mean I tell people, I give them a very basic economics lesson 

okay.  My income is here and it is going like that.  My overhead is 

here, and going like that.  When those two intersect I am done.” (Dr. 

Bennett, Authority) 

 “The part of having this practice that I dislike the most has 

anything to do with the business operation of it.  I like seeing my 

patients leave me alone and let me see patients.  I would probably 

make a better employee than business owner in many respects based 

on psyche.  The only thing that makes me feel other than that is I 

wouldn’t want the assholes telling me what to do.” (Dr. Davis, 

Artisan) 

 "I don’t want to be rejected, because if someone leaves the practice 

I usually – even I call them to find out why they’re leaving practice, 

for what reason."  (Dr. Crane, Altruist) 
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TABLE 13 - Continued 

Data Supporting Interpretations of Qualitative Data 

 Representative Quotations 

Second order theme Dimension: Understanding of Role Identity Enactment of PSE 

Understanding of 

Entrepreneurial 

Orientation 

 “And I had the opportunity to learn everything about lasers, and 

getting to a new industry.  And we were one of the very first 

OB/GYN practices to do this, and the company saw that we were 

very successful.”  (Dr. Adams, Apostle) 

"I don’t have to hit a home run.  I like to hit singles and doubles and 

I am really happy with that.  And if I can leverage what I know, what 

I do to have something, to build something, I’ll take a chance." (Dr. 

Adams, Apostle) 

 “So whereas most practices may close their practice to new 

business where they may say – or if there is an over-demand for back 

to school physicals, travel clinics, whatever it is, they have to say, 

‘here is our schedule, we’re not adaptable, it’s too bad.  We’re not 

going to see you.’ Whereas, basically, we’ve created capacity as we 

needed to, whether we’re spending hours seeing patients bringing up 

more staff so we can see more patients.” (Dr. Andrews, Apostle) 

 “Well, allergy testing to laser hair removal.  We really do 

everything.” (Dr. Baker, Authority) 

 “I know they are…..I would say they are like that they have 

pretensions of being entrepreneurial and they have a practice and 

they employ 10 doctors or 20 doctors or they have got their little 

shuttle busses running around picking up, taking people to [Named 

Medical Center] or this medical center or that medical center.  So I 

don’t think that is super entrepreneurial, but it doesn’t even remotely 

interest me.  In fact, it makes me sort of go...(gagging motion).”  (Dr. 

Davis, Artisan) 

 “I think I am relatively risk reverse.  I want security to know that if 

I show up and do my thing I am going to get paid for it.” (Dr. Davis, 

Artisan) 

 “So if good evidence shows us something else is better to do we’ll 

change.” (Dr. Carter, Altruist) 

 “When I think of entrepreneur I think of somebody that is opening 

new business lines and doing this or trying this and we really don’t 

do a lot of that.   I’m not going off and learning how to do Botox 

injections and things that are kind of peripheral to my practice, 

which can be very lucrative, because it’s kind of not what I do.” (Dr. 

Carter, Altruist) 
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TABLE 13 - Continued 

Data Supporting Interpretations of Qualitative Data 

 Representative Quotations 

Second order theme Dimension: Understanding of Role Identity Enactment of PSE 

Motives for Practice 

Start-up 

  “And so I joined this physician and it was completely the wrong 

match, which is not matched up at all, we didn’t really get along, so 

after a year and a half I left.  This hospital gave me a great opportunity, 

they said, we’ll give your office space, we will give you a little bit of 

money to start your practice, we’ll give you all this free equipment, 

they had all kinds of equipment lying around, just take it because they 

don’t know what to do with it and start your practice.” (Dr. Adams, 

Apostle)   

  “I could work for somebody else and be a partner in three to five 

years maybe.  So what you do is you sign up a contract saying you 

know I will join you and in three to five years I will become a partner, 

if you still want me.  Well, it wasn’t a guarantee of that, there is no 

guarantee.  And so I just said I don’t, I don’t want to become 

someone’s slave for five years.” (Dr. Bennett, Authority 

  “The only thing that makes me feel other than that is I wouldn’t 

want the assholes telling me what to do.  So since I do own the 

practice and it is my practice I can set my hours and do what I want 

nobody can tell me otherwise.” (Dr. Davis, Artisan) 

  “The amount that I can allocate to the patients.  I can say I want to 

spend longer time with you.  I need to stay less time with you, are you 

okay.  So I have more control with the time staying with the patient 

and I feel happier also too.” (Dr. Crane, Altruist) 

Reference for 

negotiating role 

enactment 

  “There was really not that much new stuff going on in women’s 

health.  And this opportunity opened up and we just had a great time 

for about five or six years.” (Dr. Adams, Apostle) 

 “I saw a man today I have kept alive for 30 years.” (Dr. Bennett, 

Authority) 

 “Seventy-five percent of my day is irritable bowel.” (Dr. Davis, 

Artisan) 

 “I have patients that tell me things that they won't tell their spouses.  

I have patients that tell me things that they won't tell their clergy.  You 

really get to know people well, you get to know their extended 

families.”  (Dr. Carter, Altruist) 
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TABLE 13 - Continued 

Data Supporting Interpretations of Qualitative Data 

 Representative Quotations 

Second order theme Dimension: Role Identity Enactment Objectives 

Performance 

objectives 

 “I like the fact that I can have an impact on others, whether it’s a 

long-term impact in providing anticipatory guidance, and I will have 

an impact on lives of children years out, or the acuteness of a serious 

illness that I can manage today and get engrossed in.” (Dr. Andrews, 

Apostle) 

 “We’re not reimbursed adequately for our cognitive ability.  

Someone comes into me, ‘Your glucose is high, your blood pressure 

is high, and they gave you this medication, follow my 

recommendations,’ weight loss, et cetera. You may never have a heart 

attack.  You live another 20, 30 years, but no one saying dramatically 

you saved their life.  'All you did is write some pills.'  But my decision 

to do that has helped reverse the disease process so they never need 

surgery.” (Dr. Baker, Authority) 

 “I just think, you know, if you are making money you are effective, 

and obviously the more you make, the more successful you are.” (Dr. 

Bennett, Authority) 

 “My PA is reading me the report and there is a strange finding on 

this lady’s CAT scan. And there is like this fluid density and it’s near 

her heart and it’s around her esophagus. ‘Do we need to like, biopsy 

this or what should we do about this?’ I am like, ‘does she have an 

esophageal diverticulum?’ which is type of out-pouching from the 

esophagus. And we did another test, and like, ‘yeah! Nailed that 

one!’” (Dr. Davis, Artisan) 

 “The question is how does this contribute to the health of the 

patient. If it doesn’t, I don’t care how much money it makes for me if 

it’s not. I mean, I’m not getting rich doing this, but I’m making a 

living.  I can’t complain, we make a good living doing this. Yeah, we 

work very hard but it’s not like I need to start doing Botox injections 

to stay afloat.”  (Dr. Carter, Altruist) 

 "To me it doesn’t matter as long as you provide good care, patient 

will come to you.  And they can come to you either as a private pay or 

with insurance, because nowadays some health insurance I do not 

take, but some patients are willing to come and see me and pay 

privately.  So the key thing is essentially is quality.  If you provide 

good quality of care, you should be – there will be no competition.” 

(Dr. Crane, Altruist) 
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TABLE 13 - Continued 

Data Supporting Interpretations of Qualitative Data 

 Representative Quotations 

Second order theme Dimension: Role Identity Enactment Objectives 

Business related 

discourse 

 “In Peds we have the challenge of vaccines which is 25% of our – 

it represents 25% of our revenues and that’s a product, not a service.  

So, and we were very unique at Peds, oncology is similar with their 

medications, but insurance companies pay a good pay for oncology 

drugs and they don’t for vaccines, which absolutely makes no sense.  

But I mean, well, they’re prevention and cost effectiveness, but the 

fact is there is a huge piece in Peds, 25%. You can make money on 

vaccines if it’s done correctly, but a very few do.” (Dr. Andrews, 

Apostle) 

 “What I find interesting in this country, why it has become almost 

immoral and ethical or illegal to make a profit.” (Dr. Baker, 

Authority) 

 “Business people have a lot of stupid jargon.” (Dr. Davis, Artisan) 

 “To me being a doctor I mean it is just medicine.  I don’t like to 

have – some patients say I don’t have money and things like that.  I 

take care of them, the financial part of the – that part I don’t like to 

mix at all.” (Dr. Crane, Altruist) 
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Table 14 (below) presents a summary of the variations in understanding between 

the four identity configurations across the three dimensions of role identity configuration, 

understanding of identity enactment as a PSE, and role identity-related enactment 

objectives. 

I begin by offering a summary of the general findings of the qualitative study, 

which are discussed in greater detail in the sections below.  First, the qualitative findings 

suggest that the PSEs comprising each of the four groups have distinct configurations of 

their role identities as professionals and entrepreneurs.  Specifically, the PSEs comprising 

some of the groups understand their two roles as professionals and entrepreneurs as 

integrated to varying degrees (from inseparable to conflicting).  Secondly, the PSEs 

comprising each group have distinct understandings of the enactment of their role 

identities as PSEs.  One primary difference between the groups relates to their 

understanding of EO in the context of their profession.  These different understandings 

are associated with the kinds of strategies they employ in their firms.  Additionally, the 

PSEs comprising each identity group have distinct understandings of the primary, or 

dominant, referents for negotiating their role enactment.  For example, Apostles see their 

roles as primarily negotiated with society, while Artisans see their roles as primarily 

negotiated with disease cases.  Thirdly, the PSEs comprising each of the identity groups 

apprehend the objectives of their role identity enactment differently.  For example, 

Apostles see the objective of their role enactment to be the health outcomes of a societal 

group (e.g., women’s health), while Authorities consider the objective to be more of a 

financial nature (e.g., the development of personal wealth, or profit).   
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TABLE 14 

Variations in understanding between identity configurations 

Role Identity 

Centralities 

Apostles Authorities Artisans Altruists 

High Entrepreneurial 

High Professional 

High Entrepreneurial 

Low Professional 

Low Entrepreneurial 

High Professional 

Low Entrepreneurial 

Low Professional 

Dimension Variances between configurations 

Role Identity 

Configuration 

  Interest in medicine 

developed later in college. 

  Membership in 

professional associations 

involved in politics. 

  Hold political positions in 

professional organizations. 

  Noted the integration of 

their entrepreneurial and 

professional roles. 

  Interest in medicine 

developed in childhood. 

  Emphasized their aptitude 

for learning the separate 

disciplines of medicine and 

business. 

  Referenced medical 

school and residency as skill 

development. 

  Emphasized the amount 

of, and intensity of, their 

many years of training. 

  Recalled negative 

experiences as physicians. 

  Noted the conflict 

between their 

entrepreneurial and 

professional roles. 

  Strong science interests 

from childhood. 

  Compared medical school 

and residency to a 

hierarchical progression 

akin to the military. 

  The respect of other 

physicians in their craft is 

important. 

  Socializes in professional 

networks to maintain 

professional relationships. 

  Understands the influence 

of their entrepreneurial role 

as a practice founder, but 

stated a preference for their 

physician role. 

  Parents and/or 

grandparents were 

physicians. 

  Early desire to help 

people from childhood. 

  Involvement in 

professional networks 

unimportant. 

  Early professional 

experiences in large medical 

institutions in which they 

had negative experiences 

with financially based 

performance objectives. 

  Eschews their 

entrepreneurial role, 

strongly identifies with the 

care giving role of a 

physician. 
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TABLE 14 - Continued 

Variations in understanding between identity configurations 

 Apostles Authorities Artisans Altruists 

Dimension Variances in Understandings 

Understanding 

of Identity 

Enactment as a 

PSE 

  Introduces innovations 

related to specialty in 

order to meet consumer 

demand. 

  Attentive to being first 

movers. 

  Risk taking is perceived 

as leveraging expertise to 

pursue a market 

opportunity in the 

discipline. 

  Started practice to have 

control over practice 

management. 

  References to society at 

large or some societal 

subgroup (e.g., “women’s 

health”) as benefactors of 

both entrepreneurial and 

professional role 

enactment. 

  Innovations are not 

necessarily related to 

specialty or medicine in 

general. 

  Other professionals are 

regarded as competitors. 

  Resources are invested 

unrelated to profession. 

  Started practice in order 

to have autonomy and 

control over financial 

performance. Never 

desired to work for 

someone else. 

  References lack of 

society’s respect for their 

professional expertise. 

  References individual 

patients saved as a result 

of their expertise. 

 

  No desire to be innovative 

beyond a conservative 

professional role. 

  Considers competing 

physicians to be colleagues, 

but remains defensive with 

regard to preserving an 

adequate client base for 

solvency. 

  Self-described risk-

averse. 

  Started practice in order 

to have control over 

attention to expert craft. 

  References lack of respect 

for previous business 

partners with regard to 

ethics. 

  References challenging 

cases requiring expert 

craftsmanship. 

  Concerned about 

scientific evidence 

regarding innovations, the 

creation of excess capacity, 

wasting resources, and the 

pressure to prescribe new 

procedures and testing in 

order to justify the 

innovation. 

  Self-described risk-

averse. 

  Started practice in order 

to have control over patient 

care (especially length of 

time for visits) 

  Delegates practice 

management to others. 

  Completely eschews 

entrepreneurial role. 

 References the customer 

base as a family. 
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TABLE 14 - Continued 

Variations in understanding between identity configurations 

 Apostles Authorities Artisans Altruists 

Dimension Variances in Objectives 

Role identity-

related 

enactment 

objectives 

  Repeated references to 

both financial and health 

related outcomes. 

  Health outcomes 

related to larger societal 

group. 

  References to outcomes 

related to the 

advancement of the 

profession or discipline. 

  Frequently analyzes 

practice’s financial 

performance metrics. 

  Repeated and frequent 

use of business-related 

discourse. 

 

  Repeated references to 

financial outcomes. 

  Repeated references to 

personal wealth. 

  Health outcomes 

related to individual 

patients who benefitted 

from their expert skill. 

  Financial outcomes 

decoupled from medical 

discipline or medicine 

altogether. 

  Frequently analyzes 

practice’s financial 

performance metrics. 

  Repeated use of 

business-related 

discourse. 

 

  References to outcomes 

related to their diagnostic 

or medical skill. 

  Financial outcomes, 

while appreciated as 

necessary for firm 

solvency, are decouple 

and downplayed relative 

to those related to 

professional skill. 

  Infrequently analyzes 

practice’s financial 

outcomes.   

  Attention to financial 

outcomes delegated to 

others.  

  Little or no use of 

business-related 

discourse. 

 

  References to patients’ 

perceptions of quality of 

care. 

  References to health 

outcomes as a result of 

evidence-based care 

giving. 

  Infrequently or never 

analyzes practice’s 

financial outcomes.   

  Attention to financial 

outcomes delegated to 

others. 

  Virtually no use of 

business-related 

discourse. 
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In the sections below, I discuss differences and similarities between the four 

identity groups within each of the three broad dimensions which emerged in the data.  

These differences offer an elaboration upon the quantitative findings. 

Role Identity Configuration.   

 This dimension was comprised of the second order themes of each group’s 

formative identity construction from their family or early childhood experiences, their 

early identification with their roles based upon college and early professional experiences 

including medical school, the role-related networks in which they socialize, and the 

degree to which they perceive the integration of their role identities.  In the sections that 

follow, I discuss the differences and similarities between each of the four groups on these 

themes.   

Formative Identity Construction 

Each Apostle had a parent who was either a physician or an entrepreneur.  

Neither Apostle recalled any sentinel moment at which they felt that they had made the 

decision to become a physician, but both indicated that they couldn’t think of anything 

else they would rather do. Both Authorities remembered their interest in medicine from 

childhood.  While neither Artisan had a parent or grandparent in the home influencing 

their decision toward medicine, both indicated very early childhood affinities for science.  

Dr. Drew stated that she grew up as a “science nerd.”  Both Altruists had grandparents 

who were physicians, and both remarked on their memories of them, and the reports of 

others, as being caregivers in the community.  Both recalled early memories from 

childhood of a desire to help others.  In summary, Apostles had no specific memories of 
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the influences of their parents toward medicine or business, Authorities remember their 

early interest in medicine, both Artisans recall their affinity for the sciences, and both 

Altruists were influenced by the caregiving legacies of grandfathers who were physicians. 

Early Identification with Roles 

 Both Apostles indicated that they developed an interest in medicine in later years 

of their education in college.  Dr. Adams initially wanted to be a computer science major, 

but through some academic challenges with related coursework realized he enjoyed a 

greater affinity for the physical sciences, and began considering medicine.  Neither 

Apostle made explicit statements about medical school or residency, but both discussed 

their experiences in medicine just prior to starting their own practice, and their desire for 

autonomy in being able to control the operation and strategy of the business of their 

practice firms.   

Both Authorities referenced their experiences in medical school and residency as 

periods of skill development and mastery, emphasizing the intensity and quantity of their 

many years of training.  The Authorities emphasized their aptitude for learning in both 

disciplines of medicine and business. Dr. Bennett emphasized the quality of his medical 

training in medical school, and his initiative to take advantage of every learning 

opportunity he could in every medical discipline he could experience, from surgery to 

obstetrics.  Dr. Baker stated that his understanding of business was “self-learned” over 

time.  In emphasizing his expert ability to learn and master new things, Dr. Bennett 

commented on how offering a pension to the employees of his practice required him to 
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learn everything he could about pension plans and how to offer them.  Additionally, he 

described his learning to write a lease for tenants of a building he bought.   

Both Artisan PSEs indicated a strong affinity for the sciences in their education, 

including prior to college.  One earned a PhD as a biologist and conducted research 

before returning to medical school.  They both emphasized the rigors of their medical 

training, and both used a comparative reference of the military for their experiences in 

medical school.  This emphasis on the rigors of their training, the passage of a phase of 

socialization as if serving a term in the military, and their heavy involvement in the 

sciences elaborate upon the finding of their relatively highly central professional role 

identities.  Both Artisans, similar to the Altruists, mentioned early professional 

experiences in medicine in which they worked for groups and had negative experiences 

with how the practice was managed, and especially of the time constraints allowed for 

each patient visit, and/or the quotas they had to meet for the number of visits they made. 

Each of the Altruists recalled early medical experiences in which being in the role of a 

caregiver made a positive impact on very sick patients.  This was consistent with their 

recollection of the legacies of their grandfathers as community caregivers.   

In summary, Apostles developed an early identification with medicine in college, 

without emphasizing any early childhood experiences.  Early experiences in medical 

practice led them to aspire to autonomy with regard to managing a practice firm. 

Authorities identified strongly with their socialization in medical school, noting their 

rigorous training and abilities as learners across disciplines.  Altruists noted their strong 

affinity in childhood with science, and both compared the rigors of medical school and 
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residency to the military.  Both Altruists noted experiences as caregivers in earlier 

medical practice, and their disdain for earlier practice experiences in which their 

productivity and time with patients was scrutinized. 

Role-related networks 

 Both Apostles were members of professional associations, and also held 

significant leadership positions within those professional associations.  Both talked about 

the ability, through political involvement in professional associations, to lead others 

within the context of changing healthcare.  Dr. Adams was involved politically at a local 

level, whereas Dr. Andrews was heavily involved politically at a national level, was 

elected by his peers to a national leadership position, and had received an award for 

owning and managing an innovative practice.  They considered their political 

involvement as a vehicle for influencing the progression of the field toward some 

perceived societal good, such as Dr. Andrew’s desire to improve children’s vaccination 

standards for the sake of a healthier society. 

 By contrast, neither Authority emphasized their involvement in any role-related 

networks.  One exception was Dr. Bennett commenting on his social connections at the 

local level, and his involvement in charity golf tournaments.  He did recall that in the past 

he was involved in the local professional association with regard to lobbying at the state 

level for tort-reform legislation, most notably as a result of his negative experience with 

lawsuits. 

Both Artisans socialize in professional networks, although neither were 

politically involved in leadership positions in professional associations, and stated they 
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do so in order to maintain relationships with colleagues and remain current in their craft.  

For example, Dr. Davis stated, “I mean I go to conferences here and there, but that’s 

more for a CME [continuing medical education] because I want to hopefully learn 

something and stay up on things.  But, no, I am not like on boards of any governing 

bodies.”  They identify other physicians as colleagues, even to the extent that both called 

attention to the emotions associated with leaving former practices owned by colleagues 

with whom they differed about the ethics of patient care and practice management.   

Neither of the Altruist PSEs considered involvement in professional networks to 

be important.  Additionally, neither were involved in any business networks.  Going 

further, in an interesting exchange with Dr. Carter, he could not recall a commonly 

known business association: 

Dr. Carter: “I’ve not been involved in a lot, in like what’s the organization for 

business, the, I can’t remember, but then I’m trying to, like the…” 

Interviewer:  “Like the Chamber of Commerce?” 

Dr. Carter:  “Yeah, yeah. Chamber of Commerce.” 

 In summary, the only group which emphasized membership in role-related 

networks were Apostles.  In contrast to the other three groups, Apostles held leadership 

positions in professional networks, and considered their involvement in these networks in 

in their positions as a vehicle for influencing the institution toward some perceived 

societal good.  None of the other three groups mention role related networks with the 

same degree of intention or purpose as the Apostles.  The lone Authority to mention 

involvement in a local network for reasons other than social contact (Dr. Bennett) was 

involved in lobbying at the state level through the local association for tort reform 
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legislation, which may have been associated with his earlier personal experiences in 

lawsuits. 

Role-integration 

Both Apostles noted the integration of their entrepreneurial and professional 

roles.  Both noted that they could not think of anything else they would rather be, and 

both answered similarly when asked which one they considered themselves, a physician 

or an entrepreneur, by indicating that they had thought about that question and couldn’t 

separate the two.  For example, Dr. Andrews noted, “I enjoy both.  I mean I don’t know if 

I could ever give one up for the other.”  This integration becomes more evident when 

examining their understanding of their identity enactment as PSEs.  Apostles seemed to 

have integrated their identities in such a way that they understood themselves as 

physicians who also happen to be entrepreneurial, and who apprehended entrepreneurship 

as a means of providing high quality care to their patient-clients.  For example, Dr. 

Andrews succinctly observed:  

"The business of practice management is constantly changing and we’re evolving 

in it.  And, I mean, I think an entrepreneurial individual is the one not necessarily 

in my mind socially in the field of medicine, not just trying to just look at the final 

margin, but also having an outcome of quality of care. I think that’s different, it’s 

definitely a major component of this."  (Dr. Andrews) 

By contrast, Authorities were characterized by less of an integration of their role 

identities as physicians and entrepreneurs, even noting a conflict between their 

entrepreneurial and professional roles.  Dr. Baker stated, “At the end of the day, any 

business we use has to make a profit, or else what's the point of having a business?  So 

there is a direct conflict between the physician and the business owner trying to find 

someone in the middle is always very difficult.”  Both Authorities noted negative 
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experiences they have had as physicians.  Dr. Bennett described his experiences being 

sued, and actually evidenced the intensity of his feelings about it, stating he was 

“devastated” someone would sue him for his expert care:  “Whatever you want to judge 

me by or look at me, my qualifications, my experience, my community reputation and 

then to be sued…I mean what you are kidding me?” These kinds of negative experiences 

may account for Authorities having relatively less central professional role identities, and 

less integrated role identities in general, than their Apostle counterparts who share their 

highly central entrepreneurial role identities. 

Artisan PSEs were characterized by less of an integration of their role identities, 

similar to their Authority counterparts, but different than Apostles.  They understand the 

influence they have in their roles as entrepreneurs who founded practices, but they both 

stated a preference for their physician roles.  For example, when contrasting her role as a 

physician with that as a practice manager, Dr. Davis exclaimed, “The part of having this 

practice that I dislike the most has anything to do with the business operation of it.  I like 

seeing my patients.  Leave me alone and let me see patients.”   

With regard to integration, the Altruists seemed to eschew completely any 

identification with an entrepreneurial role, and instead focused completely upon their 

physician role, but as a caregiver.  Both Altruists vehemently emphasized the 

responsibility of the physician to the patient, emphasizing the care-giving role in the 

physician-patient relationship.  As Dr. Crane remarked: “Sometimes, I feel like it is an 

insult.  Sometimes, some patients, when they mention about 'Oh, the doctors make a lot 
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of money,’ I don't.  The doctor is to help you, and that's it.  That's the main thing, and the 

purpose of the doctor is to help and take care of patients.”   

In summary, Apostles noted the most integration between both entrepreneurial 

and professional role identities.  The Authorities, by contrast, noted the most conflict, 

explicitly using that term.  Artisans seemed to understand that they occupy multiple roles, 

and appreciate the significance of their entrepreneurial role identity, but they delegate as 

much enactment of that role to others as they can in order to focus their enactment 

primarily on their professional role.  Altruists, while not stating they feel in conflict, 

strongly noted their disdain for their entrepreneurial role while identifying more strongly 

with their function as a caregiver in their professional role. 

 In conclusion, the differences between the four identity groups with regard to 

their role identity configuration indicate that from formative identity construction through 

early identification with roles, each of the PSEs had formed a sense of identification with 

their profession, yet through various kinds of interests and with varying degrees of 

intensity.  Apostles neither emphasized nor focused upon any early decision to enter their 

profession.  Authorities emphasized their learning and skill building through college and 

medical school.  Artisans emphasized their affinities for the sciences early in their lives, 

and compared medical training to the rigors of the military.  Altruists identified most with 

caregivers in their families and caregiving experiences.  The differences between the 

groups also highlight varying degrees of integration between both professional and 

entrepreneurial role identities.  Apostles noted the most integration between their role 

identities, while Authorities and Altruists (low professional identity centrality) both noted 
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varying degrees of conflict between their identities.  In the next section, I discuss each 

group’s understanding of the enactment of their identities as a PSE. 

Understanding of Role Identity Enactment as a PSE. 

This dimension was comprised of the second order themes of each group’s 

understanding of concepts related to the dimensions of EO, their stated motives for 

starting their practices, and their stated primary references for negotiating their role 

enactment.  In the sections that follow, I discuss the differences and similarities between 

each of the four groups on these themes.   

Understanding of entrepreneurial orientation 

The Apostle PSEs enacted their identities in ways that are consistent with the EO 

dimensions of innovativeness, proactiveness, and risk-taking, however, they are closely 

related to their discipline or specialty.  They considered innovations such as new 

procedures, products, or services, which were closely related to their discipline or 

specialty.  For example, Dr. Adams, a specialist in obstetrics and gynecology, also started 

three separate businesses located either within or next door to his own in his building: a 

clinical trial center relating to women’s health, a laser hair removal center, and a 

women’s wellness and weight loss center.  He emphasized that they have their own 

separate tax ID numbers.  He is very involved in the day-to-day strategic functioning of 

those businesses.  Additionally, he has grown his own practice from one location to three, 

and from one physician to six.  With regard to proactivity in their practices, these PSEs 

were, again, first-movers in their markets in ways that were closely related to their 

specialty.  For example, Dr. Andrews is one of the only pediatricians who houses on-site 
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behavioral and mental health providers for children’s issues.  They consider risk-taking 

strategies that are related to the markets they are already serving.  Dr. Adams noted, “We 

are not really risking a lot, we’re just leveraging what we have and what we know to get 

to – to take steps and move in that direction, where we see there’s more opportunity.”   

Authority PSEs both enacted their identities in ways congruent with the EO 

dimensions of innovativeness, proactiveness, and risk-taking, but unlike Apostles, these 

strategies were enacted unrelated to their specialty, or even unrelated to medicine 

altogether.  For example, Dr. Baker, an internist, also offered laser skin treatments at his 

office.  Both physicians invested in commercial real estate ventures.  Dr. Bennett built 

and developed a hotel, and his practice purchased the office condominium in which they 

were located and functioned as the landlord to other tenants.    

Authorities considered other physicians as competitors against whom their expert 

knowledge was compared.  For example, Dr. Baker noted, “It’s a competition.  We’ve 

been almost indoctrinated into not trusting each other.  We don’t trust, but verify.  ‘Yeah 

he said that, but let me give my own test, something to figure it out myself. Don’t trust 

what someone else is saying.’”   

 PSEs in the Artisan group referred to fewer types of identity enactments which 

could be considered congruous with entrepreneurial strategies like the dimensions of EO.  

Dr. Drew illustrates the mindset of Artisans, “We don’t jump on that band wagon of 

doing the latest and greatest when it comes to medical procedures.  I’d rather do the tried 

and true and make sure that we have results.”  Artisans consider other physicians to be 

colleagues rather than competition. Both Artisan PSEs noted negative emotional 
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reactions to being in competitive relationships with other physicians.  For example, Dr. 

Drew elaborated that she is very concerned about how other physicians perceive her as a 

skilled physician because of her practice manager’s utilization of internet advertising 

methods.  However, both PSEs noted that they recognize the need to compete for clients 

in the market.  With regard to risk-taking, both PSEs described themselves as risk-averse. 

Dr. Davis succinctly stated, “I think I am relatively risk averse.  I want security to know 

that if I show up and do my thing I am going to get paid for it.  I am going to get paid 

respectively for it, and yet I am not anticipating getting you know I don’t know the big 

bucks.”  

Both Artisans delegated the management role of their practices, and especially the 

financial management role, to an administrator.  Interestingly, both delegated these roles 

to their spouses, both of whom were very accomplished in business with business degrees 

(one was a financial reporter for an internationally known financial media outlet, and the 

other has an MBA and has previous experience in healthcare management).   

The Altruist PSEs made outwardly negative statements about identification with 

their role of practice ownership, emphasizing instead their identification to the role of 

being evidence based caregivers.  With regard to enactments which may be congruent 

with the EO dimension of innovativeness, the mindset of Altruists was that many 

physicians’ attempts to build revenue streams from non-evidence-based products or 

procedures merely tempts the physician to over-prescribe those tests or treatments 

unnecessarily, in conflict with the best interests of the care of their patients.  Dr. Carter 

observed:  
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“I think again, it is that the health of the patient is your primary concern, and I’m 

not saying Botox injections are bad. I don’t think that’s a core part of what we do, 

and if I’m doing something just to have revenues and it’s not really contributing 

to the core part of what we do, I kind of want to stay away from it. I like the think 

that the ideals of medicine are that we put our patients first.  There is a lot of 

alternative medicine out there that while they are lucrative has very little evidence 

of benefit, and if you go back to some of their early times in allopathic medicine 

in early 1900’s, the reason doctors wear lab coats is because allopathic medicine 

says, ‘We are scientists. We are going to practice medicine based on evidence.’”   

 

 

 Similar to Artisans, both Altruist PSEs described themselves as risk-averse.  Also 

similar to Artisans, both Altruists delegate the business management of their practices to 

an administrator, and again, both of these happen to be their spouses.  In fact, Dr. Crane 

went so far as to say about the business aspect of a physician practice, “I do not get 

involved.  I dislike that very, very much.  I don’t like that part.”  Likewise, neither of 

these physicians utilized language common to business during the interview.  

 In summary, Apostles understood concepts relating to their role enactment 

congruous with EO like innovativeness, proactiveness, and risk-taking, but all in the 

context of their specialty.  By contrast, Authorities understood similar concepts but 

outside the context of their specialty, and even outside of the profession of medicine.  

Artisans and Altruists, similarly, were more conservative in their enactment of concepts 

related to the dimensions of EO, and both delegated the business management function of 

their roles to other managers (notably, their spouses). 

Motives for practice start-up 

Both Apostles noted that they started their practices in order to have control over 

the management practices of their firms.  For example, Dr. Andrews discussed how, 

although he wasn’t a managing partner in a previous practice, over time he began making 
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more and more management decisions about the practice, until he and the managing 

partners began to have philosophical disagreements about the nature of the practice’s 

management.  He felt it necessary at that time to start his own practice in order to control 

its management.  Both PSEs were intensely involved in the day-to-day strategic 

functioning of their firms.     

Authorities stated their motive for opening their own practices as never wanting 

to work for someone else.  For example, Dr. Baker explained, “I don’t like being told 

what to do by someone who doesn’t have the training, skills and abilities that I get.”   

Interestingly, both Artisans noted the influence of their spouses in motivating 

them to start their own practices, in spite of their reluctance and risk-aversion to do so, 

and their continued motivation with regard to making strategic decisions as the owner.  

Both Artisans attributed starting their practices to wanting control over how they care for 

their patients and management decisions related to patient care protocols, and both 

pointed out wanting to separate from former practice owners for whom they worked due 

to perceived ethical conflicts.  Each physician in this identity configuration noted an 

emotionally difficult experience in separating from their former employment in practices 

owned by other physicians, even though they considered them unethical, and in starting 

their own practices.   

 The Altruist PSEs indicated that they started their practices in order to gain more 

control over patient care, and specifically, over the length of time they could spend with 

their patients.  Dr. Crane explained, “I’m happier also too, because I’m able to control the 

number of patients that I want to see.  I can spend as much time that I want to spend with 
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them.  So, I don’t have to be making the quota that you have to be seeing certain amount 

of patients.”   

 In summary, each of the professionals in the four groups noted that they were 

motivated to start their own professional practice firms in order to have autonomous 

control over some aspect of the practice management.  This does not, however, indicate 

that all of them desired to control the business management of the practice.  In fact, 

Artisans and Altruists both delegated the business management of the firm to other 

managers.  Apostles desired to control how the practice delivered healthcare, including 

the business management of the firm.  Authorities desire to work for themselves, noting 

that they don’t want to work for people less professionally skilled than they.  This 

coincides with understanding entrepreneurship in order to generate profits for personal 

gain.  Artisans and Altruists both wanted control over patient are protocols.  Artisans left 

practices in which they found the previous owner unethical.  Altruists wanted autonomy 

over how long they could spend with each patient, and left practices in which their time 

was closely controlled.  

Reference for negotiating role enactment 

In stating a reference for negotiating the enactment of their role identities, 

Apostles repeatedly emphasized their concern for the overall state of health within their 

specialties.  Each referenced the benefactors of their entrepreneurial approach to 

healthcare delivery by using global terms such as “women’s health” and “children’s 

health,” rather than about any particular individual patients of theirs, or even merely their 

own patients.  In contrast, Authorities referenced the negotiation of their role identities 
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by focusing less on the global state of healthcare, or of the health of any general group, 

and instead talked more about their expertise in the context of individual patients who 

have benefitted from their expert skill.  For example, Dr. Bennett spent a considerable 

amount of time cataloging a list of individuals whose lives he has saved, while Dr. Baker 

discussed the value of his expertise in improving the health of individual patients. 

Both of these Authorities noted the declining societal respect for their profession.  

Dr. Baker noted, “Everyone, the patients, the government, the society sees us as a  

commodity that can be controlled and there is no respect.  There is zero respect for 

physicians.”  In fact, even entrepreneurial failures were attributed to the lack of respect 

for physicians.  For example, after Dr. Bennett failed at an attempt to build, open, and 

operate a hotel in a popular tourist location, he blamed the failure upon the fate of the 

space shuttle Challenger the year of the opening, and the status of physicians in 

bankruptcy court, stating, “The courtroom isn’t friendly to physicians.” 

Interestingly, Artisans referenced the negotiation of their role enactment in 

relation to challenging cases requiring artisanship.  These PSEs emphasized the amount 

of time they take plying their craft as professionals, focusing on the individual needs of 

each case.  For example, Dr. Drew referenced her “breast rebuilds,” while Dr. Davis 

referenced “my irritable bowel syndrome cases.”  In contrast, Altruist PSEs both 

referenced their clients using a metaphor of family members.  Dr. Carter noted that his 

patients tell him things “they won’t even tell their own clergy.”  This kind of reference 

appears again later in reference to role identity-related enactment objectives.   
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 In summary, each of the four groups referred to some primary referent when 

negotiating their role enactment quite differently.  Apostles most often references some 

societal sub-group as a benefactor of their entrepreneurial and professional role 

enactment, such as women or children.  Authorities spoke of individual patients who  

enjoyed some health benefit (including the prolonging of their life) because of the degree 

of their expertise as a result of their learning and training (their professional cognitive 

abilities as knowledge experts).  When speaking of their entrepreneurial role enactment, 

they themselves were benefactors of greater monetary gain.  Artisans primarily 

referenced disease or patient cases (e.g., irritable bowel syndrome), similar to puzzles 

which needed to be solved by diagnostic or surgical craftsmanship.  Altruists referenced 

their patient census as a family who needed close attention and caregiving by a 

compassionate physician focused on the delivery of evidence-based medicine without 

regard for business metrics.   

 In conclusion, with regard to the dimension of understanding of role identity 

enactment, the PSEs within the four identity groups understand the enactment of their 

identities as PSEs differently.  These different understandings are influenced by different 

understandings of entrepreneurship in the context of their profession, which sheds some 

light upon the relationship between role identity centrality and the EO of their 

professional practice firms.  Apostles and Authorities are more willing to pursue 

innovations, either related or unrelated to their medical specialty, while the others are 

very reluctant to pursue new products and procedures.  Apostles and Authorities also are 

willing to take some level of risk of their resources in pursuing opportunities, while the 
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others state they are risk-averse.  One of the most notable differences in the 

understanding of their identity enactment is the primary referent mentioned by each PSE 

in the identity groups.  Apostles referenced some societal subgroup like women (i.e., 

women’s health), Authorities referenced individual patients who benefited from their 

expert knowledge, Artisans mentioned cases, like irritable bowel cases, while Altruists 

referenced their family of patients.  These various referents are influential in both their 

understanding of their identity enactment and in the next dimension, their role-identity 

enactment objectives. 

Role Identity-Related Enactment Objectives. 

 This dimension was comprised of the second order themes of each group’s 

performance objectives and their use of business-related discourse.  In the sections that 

follow, I discuss the differences and similarities between each of the four groups on these 

themes.   

Performance Objectives 

As shown in Table 14, both Apostle PSEs repeated references to financial and 

health related outcomes.  Additionally, both physicians stated that they frequently 

analyze their practice’s financial performance metrics.  For example, Dr. Andrews said 

he performs analytical comparisons weekly, if not daily, with the prior year, on a variety 

of financial and operational metrics, elaborating: 

“So that becomes an issue as well in Peds (pediatrics).  We have the challenge of 

vaccines, which is 25% of our – it represents 25% of our revenues and that’s a 

product, not a service.  So, and we were very unique in Peds, oncology is similar 

with their medications, but insurance companies pay a good…pay for oncology 

drugs.  And they don’t for vaccines, which absolutely makes no sense.  But I 

mean, well, they’re prevention and cost effectiveness, but the fact is, there is a 
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huge piece in Peds, 25% of revenues.  And if it’s not managed correctly, it’s 

going to sink.  You can make money on vaccines if it’s done correctly, but a very 

few do.”  (Dr. Andrews) 

 

As stated above, with regard to health outcomes, both Apostles referenced some 

societal or sub-group unit, such as women or children in general, with very little, if any, 

discussion about individual patients or cases.  Returning to the configuration of their role 

identity, the Apostle PSEs referenced utilizing their influence through their political roles 

which they can have on the health outcomes of these societal groups.   

When either Authority PSE referenced financial performance, they were focused 

on financial performance for the sake of personal gain.  In addition, financial outcomes 

were often decoupled from their medical discipline or from medicine altogether.  In 

contrast to Apostles, both had additional business interests outside the field of medicine.  

Dr. Bennett described one money making endeavor, “So now we have this hotel, we have 

the hottest bar in the town, we’re making money in the bar.” Dr. Baker elaborated, “For 

example we have on one hand as an internist, I have a broad spectrum of things within 

my purview, from allergy testing to vascular testing to different x-rays, ultrasounds, 

etcetera that I’m allowed to do as an internist that if indicated for the patient, the patients 

want to participate is a good business model.  On the other hand, I also have cosmetic 

treatments, lasers, things like that which are not covered by insurance, completely 

elective, completely cosmetic that, if the patients are willing to do, they can.”  Both 

professionals discussed starting their firms in order to avoid working for anyone else, and 

both physicians contrasted themselves with “hospitalists” who work for others.   
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 The Authorities emphasized the performance objective of delivering high quality 

health care.  In contrast to Apostles, they emphasized this objective, not as a function of 

entrepreneurship, but as a function of their training and diagnostic expertise.  For 

example, Dr. Baker argued,  

“We’re not reimbursed adequately for our cognitive ability.  Someone comes into 

me, ‘Your glucose is high, your blood pressure is high, and they gave you this 

medication, follow my recommendations,’ weight loss, et cetera. You may never 

have a heart attack.  You live another 20, 30 years, but no one saying dramatically 

you saved their life.  All you did is write some pills.  But my decision to do that 

has helped reverse the disease process so they never need surgery.  But there is no 

instant clarification to show, look what you’ve done.”  

 

Both Artisans delegated attention to financial outcomes, along with general 

practice management, to other managers within the practice.  Financial outcomes, while 

recognized as important for the solvency of their firms, was downplayed and decoupled 

relative to those outcomes requiring professional skill.  For example, Dr. Drew 

elaborated, “Just the business thing, in general, all really comes down to you, and of 

course it’s everybody in the business contributing, but I’m the one doing the surgeries 

and if I’m not doing enough surgery and making enough money, it doesn’t matter how 

hard everybody else is working, it’s not going to come together and it’s not going to help 

you.”  However, Artisans were focused upon the performance objectives associated with 

expertly plying their craft.  For example, Dr. Davis proclaimed about skillfully 

diagnosing a difficult case earlier in the day, “Oh, I was really nailing it today.  I was like 

getting a couple of diagnoses right…I guess it’s like solving a puzzle, solving the little 

mystery puzzle diagnostically, even if it is just something modest on a report.”   
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Altruists were very concerned about the performance objective of their patients’ 

perceptions about the quality of their care.  Because they consider their client base as 

family members, any departure of a family member constitutes a threat to their identity 

configuration.  Dr. Crane commented on how emotionally bothered he is whenever a 

patient decides to leave his practice for another: “I feel bad when a patient leaves the 

practice, that’s – I keep very close track of that.  I guess maybe it’s because I don’t want 

to be rejected, because if someone leaves the practice I usually –I even call them to find 

out why they’re leaving the practice, for what reason.”  Both Altruists also emphasized 

the importance the performance objective of evidence-based care-giving health outcomes.  

For example, Dr. Carter noted:  “We have three tenets that we have on our business card 

that we are patient centered, evidence based…I’m very much about being an evidence 

based, I do tend to be little conservative in the things that I recommend.” (He actually 

never got to the third tenet.)  With regard to financial performance objectives, the 

attention to financial outcomes was delegated to others, such as the practice manager.   

In summary, Apostles noted their attention and concern for both health-related 

and financial related performance gains.  Whenever mentioning health-related objectives, 

they discussed these in reference to some societal group.  Authorities emphasized 

financial gains, and in contrast to Apostles, these were not limited to their specialty or 

even medical practice.  When speaking of financial gains, they referenced their own 

wealth generation. They spoke of health-related outcomes much less frequently, and in 

reference to individual patient cases.  Artisans and Altruists both delegated business 

management to other managers in the firm, and paid little attention to financial 
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performance objectives.  However, Artisans emphasized the objective of plying their 

professional craft with expertise, while Altruists emphasized the objectives of providing 

evidence-based caregiving to their patient families. 

Business-related discourse 

In discussing financial outcomes, both Apostles frequently utilized discourse 

common to business and not generally common to medicine, using terms such as profits, 

costs, synergies, business models, capacity, supply and demand, and margins.  Like the 

Apostle physicians, Authorities frequently utilized business discourse (see Tables 13 and 

14), and both were personally and intensely involved in the day-to-day strategic 

management of their firms. In contrast, neither Artisan utilized any discourse common to 

business.  Dr. Davis noted, “Business people have a lot of stupid jargon,” and she noted 

her disdain for reviewing and discussing the financial performance of her practice with 

her business manager.  Neither of the Altruist PSEs utilized discourse common to 

business, and both infrequently analyze their practice’s financial outcomes.  Interestingly, 

the two groups who used little to no business discourse (Artisans and Altruists) also 

delegated the management function of their firms to others managers in the firm, and 

these two groups were associated with the least EO of the sample.  

In summary, the two groups with the most central entrepreneurial role identities 

(Apostles and Authorities) most frequently utilized discourse common to business, while 

the other two groups used almost none or none at all.  One Artisan went so far as to 

express a distaste for business language (Dr. Davis) and one Altruist (Dr. Crane) 

expressed a dislike for all things business related. 
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In conclusion of this dimension of role identity enactment objectives, it appears 

that the various understanding of role referents discussed in the previous dimension are 

closely associated with each group’s differential understandings of their role-identity 

enactment objectives.  Apostles consider both financial objectives as well as health-

related objectives related to some societal group.  Authorities, with less integrated role 

identities, sometimes even considered conflicting, consider the pursuit of profit, often 

from external entrepreneurial activities requiring their expert knowledge, as well as the 

improvement of individual patients because of their expert knowledge.  Artisans 

emphasize the plying of their craft for the health care of their patients, accepting but 

downplaying the necessity of financial performance.  Altruists eschew any attention to 

financial performance in their firms, completely delegating that attention to others, while 

focusing upon the delivery of evidence-based care-giving to their family of patients 

without concern for financial performance. 

Table 15 offers a very punctuated summary of the major differences between each of the 

four identity groups (Apostles, Authorities, etc.) on any of the relevant 9 second-order 

themes which comprise the three dimensions discussed above.  In the next section, I 

elaborate on the findings in the qualitative study that seem to indicate some insight into 

the relationship between role identity centrality and entrepreneurial orientation.  I will 

elaborate more on these insights and their connection to the quantitative findings in the 

discussion section in the chapter which follows. 
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TABLE 15 

Summary of Major Differences between Identity Groups 

  Professional Role Identity Centrality 
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APOSTLES AUTHORITIES 

 Interest in profession began in 

college. 

 Involvement in political leadership 

in order to affect change in the 

institution. 

 Integrated role identities. 

 Offer new products/services 

consistent with specialty to further the 

objectives of the profession in 

society. 

 Motivated to start firm to control 

firm management  

 Referenced a societal group as the 

benefactor of role enactment 

 Emphasized financial performance 

aligned with health-related 

performance objectives. 

 Frequent use of business language. 

 Interest in profession developed 

when younger, but with no household 

influences. 

 Emphasized their abilities as 

learners, and quality of their medical 

training. 

 No specified network involvement. 

 Less integrated role identities. 

 Pursues new products/services not 

necessarily related to specialty or 

profession. 

 Motivated to start-up to not work 

for, nor lose wealth to others 

 Reference individual patients 

benefitting from expert professional 

knowledge. 

 Emphasizes financial performance 

at both the firm and personal levels. 

 Frequent use of business language. 
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TABLE 15 - CONTINUED 

Summary of Major Differences between Identity Groups 
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ARTISANS ALTRUISTS 

 Interest in the sciences at a young 

age. 

 Compared rigors of medical training 

to military. 

 No reference to belonging to role-

related networks. 

 Less integrated role identities. 

 Does not offer new 

products/services.  Emphasizes the 

professional craft. 

 Motivated to start firm to control 

ethics of the craft of the firm. 

 Reference individual disease or 

health cases as the object of expert 

professional knowledge. 

 Emphasizes health-related 

performance objectives, but 

understands the importance of 

financial objectives for firm survival. 

 No use of business language. 

 Interest in caregiving profession 

developed at a young age with family 

influences. 

 Influenced by early professional 

experiences as a caregiver which 

made a significant impact on others. 

 No integration of role identities. 

 Does not offer new 

products/services unless evidence-

based as part of necessary health care 

giving. 

 Motivated to start firm to control 

more time caregiving to patients. 

 References patients of the practice 

as part of a family. 

 Emphasizes evidence-based 

caregiving objectives.  Neither 

attends to, nor is aware of, financial 

objectives. 

 No use of business language. 
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The relationship between role identity and EO 

 The physicians characterized as Apostles and Authorities were more likely than 

Artisans and Altruists to understand their enactment in ways associated with entering new 

markets. However, the kinds of new markets entered differed between these two identity 

configurations. Apostles entered markets which were more closely related to the specialty 

of their practices, while Authorities entered new markets sometimes completely unrelated 

to medicine.  These patterns were not found within the data for Artisans and Altruists.  

 The PSEs categorized as Apostles and Authorities were also more likely to pursue 

innovativeness in terms of new products, procedures, and services offered, but that 

innovativeness was in a narrower range for Apostles than for the Authorities, and had 

different objectives.  Those with higher professional role identity centralities (Apostles) 

pursued innovativeness related to their discipline, and as a means of improving healthcare 

outcomes, whereas those with lower professional role identity centralities (Authorities) 

pursued innovativeness outside their discipline and often for the sake of revenue gain. 

 Apostles and Authorities were also likely to pursue strategies relating to 

proactiveness, which is characterized as being a first-mover in the market in relation to 

competitors (Miller, 1983; Covin & Slevin, 1988, 1989), and taking advantage of market 

opportunities (Lumpkin & Dess, 1996).  Dr. Adams highlighted his perception that he 

was the first OB/GYN physician in south Florida to offer laser hair removal and to have a 

mobile-friendly website.  He also emphasized how important his clinical trials company 

is to the advancement of women’s health.  Dr. Andrews, similarly, emphasized the 

importance of offering services which aren’t standard in pediatrician offices because 
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demand is there for the services and they are important for children’s health.  Likewise, 

he discussed the potential that he may open another practice location in an impoverished 

market which remains underserved by local pediatricians.  Dr. Baker, while an internist, 

felt it was unproductive to wait for economic conditions for physician reimbursements to 

somehow improve, but rather to find additional means of generating revenue.   

 Interestingly, neither the Apostles nor the Authorities perceived themselves to be 

risk-taking.  However, their understanding of their role identity enactment indicates that 

they perceive the target of risk differently.  The Apostles, when they did consider taking 

risks, considered those risks to be nominal, managed, and related to their professional 

discipline.  The Authorities took risks unrelated to their disciplines, committing large 

amounts of resources to other new entry opportunities.  For example, Dr. Bennett bought, 

and now manages through his practice, the office-condominium building in which his 

practice is located.  As stated earlier, he also built a hotel.  That endeavor failed, resulting 

in a filing for bankruptcy.  Interestingly, he attributed the failure to the tragedy of the 

space shuttle Challenger explosion, and to the resultant bankruptcy trial loss to the courts 

being “unfriendly to physicians.”  This might indicate that he shielded his entrepreneurial 

role identity from the business failure and subsequent bankruptcy trial loss. 

 The PSEs in the other two identity groups characterized by less central 

entrepreneurial role identity centralities, Artisans and Altruists, indicated that they 

understood the enactment of their role identity configuration in ways less congruent with 

the dimensions of EO.  Further, they were far less likely to use language common to 

business, admitted to having very little interest in knowing the intricacies of the financial 
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performance of their firms and preferring to leave that up to other administrative 

managers, and were not likely to engage in entry into new markets. 

 Artisans and Altruists tended to downplay their identification with role identity 

enactment consistent with innovativeness.  With regard to being proactive, earlier 

references to Dr. Carter with regard to practicing evidence-based medicine revealed a 

tendency to an aversion to this kind of strategic orientation.  Interestingly, both Artisans 

and Altruists consider other physicians as colleagues, and being competitive would be 

counter-intuitive to their comprehension of competition in the healthcare marketplace.  

Both Artisans and Altruists admitted their risk-aversion directly.   

 In short, while no significant relationship between professional role identity 

centrality and EO was found in the quantitative analysis, the relationship appeared to be 

more influenced by the potential restriction in the scope of attention to the profession 

among those with higher professional role identity centrality.  If professional role identity 

influences EO at all, it may be by limiting the range of the PSEs understanding of their 

role identity enactment.  It could be that PSEs with more central role identities identify 

with their professional institution more strongly, in such a way that they construct their 

identities from a narrower set of institutional norms, beliefs, expectations, and behaviors 

than those with less central professional role identities (Goodrick & Reay, 2011).  In this 

way, they may identify entrepreneurial opportunities more closely related to the existing 

set of norms, beliefs, expectations, and initiatives of the professional institution.  There 

was no evidence to indicate that either Apostles or Artisans look beyond their 

professional institutional boundaries for the enactment of both their professional and 
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entrepreneurial roles.  Apostles understand the enactment of their role identities as ways 

through which the professional institution may influence society as a whole or in groups.  

Artisans consider the profession a craft to be practiced with mastery.  In contrast, 

Authorities understood the enactment of their entrepreneurial roles as decoupled from 

their physician roles through exploiting opportunities outside the profession. The PSEs 

with more highly central entrepreneurial role identity centrality seemed to exhibit 

tendencies to understand the enactment of their role identities more congruent with the 

dimensions associated with EO than those with less central entrepreneurial role identities.  

This difference appears to stem from completely different configurations of their role 

identities and their associated understandings of appropriate objectives of their role 

identity enactment.    

Insights regarding firm performance 

 While no relationship was found in the quantitative study between EO and firm 

performance, the qualitative study provided some insights about firm performance and its 

relationship to the identity of PSEs.  Additionally, the qualitative study revealed that 

there is a decoupling of firm strategy and financial measures of firm performance within 

the sampled profession.  Several physicians lamented the declining reimbursement rates 

which physicians receive as compensation from government sponsored medical programs 

such as Medicare and Medicaid and from insurance companies.  It is feasible that a firm 

that grows in numbers of patients, physicians, or locations could realize a 

disproportionately lower increase in revenue based on declining insurance 

reimbursements.  Dr. Andrews elaborated:  
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“I mean the biggest problem we have here is that patients don’t recognize they 

have accountability for either their deductible or their co-pays.  We have the 

difficulty of having to collect from both the patient and from the insurance 

company, and what leverage we have.  So, there are a lot of intricacies that are 

very unique to healthcare and the morass that we’re in.  I mean, simplicity will be 

a much better thing and I believe a much bigger cost savings at the end, I mean 

absolutely.  So, but we’re dealing with all that.  Do you receive pay, especially in 

pediatrics…other type of professions you may not see somebody if they’re not 

going to pay their bill…but here we have an obligation as someone walks in sick 

and they’re our patient, pay or no pay, we need to ethically see them and to some 

extent there are some legal obligations as well, but it’s mostly ethical.” 

   

 In other words, there are industry forces at work which decouple financial 

performance from entrepreneurial orientation.   

 The qualitative data suggest that the four different groups of PSEs are associated 

with different perspectives of entrepreneurship and entrepreneurial activity that could be 

considered congruent with EO, as discussed above.  Going further, the qualitative data 

also suggest that each group of PSEs focus have different understandings of the 

enactment of their identities, and different objectives for that enactment, partially 

influenced by the primary referent of their identities.  They differ both in the kinds of 

objectives (performance) they pursue, and what kinds of performance to which they 

attend.   

 Apostles considered performance as finding new ways to extend healthcare to 

society or groups in society, and worked outside the boundaries of their own practices 

through politics toward such goals.  As mentioned earlier, Dr. Andrews elaborated, “I 

think an entrepreneurial individual is the one, not necessarily in my mind, socially in the 

field of medicine, not just trying to just look at the final margin, but also having an 

outcome of quality of care.  I think that’s different.  It’s definitely a major component of 
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this."  An additional quote citing Dr. Andrews above noted that his practice was willing 

to see patients even when doing so meant realizing a financial loss.  Authorities at least 

partially decoupled their role enactment as entrepreneurs from their role enactment as 

physicians, and engaged in entrepreneurial activity outside their firm, and noted 

specifically the desire to make more money. 

 In contrast, both Artisans and Altruists noted that they were content with their 

income personally, and both groups emphasized some form of healthcare outcome.  

Artisans emphasized the treatment of certain diseases, such as breast rebuilds or irritable 

bowel syndrome, while Altruists emphasized the satisfaction of their patients with the 

quality of their care.  Specifically, Altruists lamented that whenever physicians are 

innovative (i.e., purchasing a new piece of equipment in order to offer new kinds of 

testing, or beginning to do new kinds of procedures), the resulting innovation often 

results in the over-prescription of the use of the innovation in order to cover its costs or 

gain a profit, often to the detriment of the patient’s health. 

 In summary, findings from the qualitative study reveal that financial performance 

may not always be the best measure of entrepreneurial firm strategy, at least as enactment 

congruent with the dimensions of EO is understood among PSEs.  At least sometimes, 

entrepreneurial firm strategies are understood in relationship to improving some standard 

related to the profession, such as improving healthcare for various societal groups. These 

measures were not collected in this study.  In other cases, the qualitative data suggest that 

some groups of PSEs do not attend to measures of financial performance at all, which 
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could influence the strategic decisions they make as key decision makers of their firms, 

and which could play a role in financial performance.   
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CHAPTER 6 - DISCUSSION 

 This study examined the relationships between entrepreneurial and professional 

role identity centrality and EO and firm performance in the context of professional 

service firms.  The above findings support the hypothesis that entrepreneurial role 

identity centrality and EO are positively related, contributing to the literatures related to 

entrepreneurial identity and entrepreneurial orientation.  To my knowledge, this is the 

first quantitative empirical test of entrepreneurial identity and EO.  The qualitative 

findings further elaborate on the relationship by suggesting that PSEs with more central 

entrepreneurial role identities enact their identities in ways that are more congruent with 

the EO dimensions of innovativeness, proactiveness, and risk-taking either within or 

outside the context of their profession or professional specialty.  Apostles are associated 

with EO strategies which extend the influence of the professional institution, either in 

general or in their particular specialty, at a societal or sub-societal group level, by 

applying their expert knowledge to problems and challenges inherent in the institution.  

Authorities are associated with EO strategies outside their professional specialty, and 

outside the profession altogether.  The qualitative data suggests that those PSEs with 

more central entrepreneurial role identities configure their role identities either as one 

who pursues entrepreneurial means of extending the professional institution’s influence 

in society, or as one who pursues entrepreneurial means of generating more revenue. 
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Those PSEs with less central entrepreneurial role identities seem to understand and 

identify with their role as a PSE and the importance of their firm’s financial solvency, but 

they delegate the strategic management role of the firm to subordinate managers while 

they focus upon their professional craft or delivering evidence-based care. 

 Another explanation suggested by the qualitative findings for the relationship 

between entrepreneurial role identity centrality and EO may be due to broader social 

influences upon those PSEs with more central entrepreneurial role identities.  PSEs with 

more central entrepreneurial role identities (Apostles and Authorities) were more likely to 

utilize language more common to business institutions than their Artisan and Altruist 

counterparts.  While only one had a parent or grandparent in the home growing up who 

was an entrepreneur, and none had ever pursued an MBA education, other social 

influences are possible, such as the media they attend to, their friends, or other 

entrepreneurial professionals in their field. 

 Hypothesis two, which suggested that professional role identity centrality is 

negatively associated with EO, was not supported.  One reason why the relationship may 

not be significant may be due to the low variance of the responses to the measure utilized 

(Callero, 1985) to capture professional role identity centrality.  Measuring the role 

identity centrality of a sample of physicians currently in practice—and further, those who 

own professional practice firms—is subject to selection bias for a variety of reasons.  

First, every practicing physician in the population has successfully entered and completed 

medical school, taken a professional oath, completed a lengthy internship and residency, 

passed board exams, and most often, has worked for another physician in practice for 
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some period of time.  They are highly socialized into the institution of medicine.  Those 

who go on to start their own practices extend their commitment to medicine by coupling 

it with a commitment to practice to such a degree that can support the overhead of a 

practice firm.  This high level of identification to the institution of medicine engenders 

the strong professional role identity centrality measured across the entire sample utilized 

in this study.  The narrow range restriction of variance could deflate the results of the 

regression analysis of this relationship.  

 Another potential explanation is suggested by the possibility that those with 

higher professional role identity centralities may be more socially limited by the 

enactment of their professional role identities to within the professional institution.  

Within some institutions socialization practices can be so intensive that they limit the 

professional’s exposure to those outside the institution (Pratt et al., 2006).  While this 

explanation may seem at first more applicable to Artisans, it may be possible that this 

explanation also holds somewhat true for Apostles as well.  Where previously I suggested 

that perhaps those with more central entrepreneurial role identities have broader social 

influences from business related institutions, it may be that the influence of a highly 

central professional role identity may moderate that relationship. 

 In fact, the moderation relationship suggested by hypothesis 3, that more highly 

central professional role identity would positively moderate the relationship between 

entrepreneurial role identity centrality and EO was not only unsupported, but was in the 

opposite relationship than expected, although only marginally significant.  Again, it is 

possible that the range restriction of the variance of professional role identity centrality 
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explains an attenuated relationship in the regression analysis, and it is likely this 

relationship would have been significant (although negative) with greater variance in the 

responses.  While at first this seemed puzzling as the direction was unexpected, the 

qualitative findings help elaborate on the quantitative finding.  While a highly central 

entrepreneurial role identity is associated with greater EO, a more highly central 

professional role identity may be associated with a greater restriction of the context in 

which opportunities are recognized and pursued. In this study, a more highly central 

professional role identity was associated with socialization in the professional institution 

such as political involvement and the consideration of other physicians as colleagues 

rather than as competitors.  Further, even Apostles limited their identification with their 

entrepreneurial role to the context of extending the influence of the professional 

institution or their specialty to society, perhaps altering the kinds of performance 

outcomes to which they attend.   

 The findings elaborated upon above shed more light on findings from other 

studies of professionals which indicate that professional identity is associated with the 

institutional norms, beliefs, expectations, and behaviors drawn upon in both the practice 

of professions and in the founding of professional firms (Cliff et al., 2006; Goodrick & 

Reay, 2011).  Cliff et al. (2006) found that the kind of firm in which attorneys spent the 

most time earlier in their careers influenced their template for organizing their own 

professional firm.  Goodrick and Reay (2011) found that, across several eras in time, 

pharmacists utilized sets of rules, norms, beliefs, expectations, and behaviors from 

various institutions differently in order to form “constellations”, or patterns, of rules, 
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norms, beliefs, expectations, and behaviors from which they defined and enacted their 

professional identities.  In this study, it appears that within each of the two primary role 

identities analyzed (entrepreneurial and professional), PSEs within each configuration 

utilize different sets of rules, norms, beliefs, expectations, and behaviors in defining their 

identities as professionals who own their own practices, and those constellations were 

associated, at least in part, with various understandings of the strategies of their firms, 

and potentially even upon what outcomes they pursued as most relevant. 

 The relationship between EO and any form of financial or structural growth, 

suggested by hypothesis 4, was not supported in the quantitative study.  Findings from 

the qualitative study reveal that some PSEs understand firm strategies in relationship to 

some professional standard related to the professional institution (i.e., quality of health 

care, health improvement, etc.), and these may not always be consistent with financial 

performance. What is interesting is that strategies related to EO do not significantly relate 

to firm performance, either financial or structural, in the context of professional service 

firms.  This would seem inconsistent with most published research on EO, which often 

seems to suggest that EO is almost inextricably related to firm performance using some 

kind of market metric.  In this study, with the sample and measures utilized, this was not 

the case.  It could be that in the particular case of healthcare, an increase in financial 

performance realized by firms with greater EO may simply offset the reduction in 

reimbursement.  However, it is reasonable to expect that across the sample, controlling 

for specialties, some difference would be identified, even in structural growth.   
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 While not directly analyzed in this study, the qualitative findings suggest 

alternative relationships between the variables.  For example, the data in this study 

suggested a reciprocal relationship between EO and role identity centrality—in other 

words, the enactment of entrepreneurial strategies within the firm and role identity 

centrality reciprocally influences the centrality of the PSEs role identities.  Both Apostles 

attested to enjoying the enactment of both roles, and the data suggests that they integrated 

a constellation, or pattern of rules, norms, beliefs, expectations, and behaviors (Goodrick 

& Reay, 2011) from both role identities into a whole.  For example, when asked if they 

would rather be a physician or an entrepreneur, Dr. Andrews answered, “I mean, I don’t 

know if I could ever give one up for the other.”  Further, there seemed to be a strong 

association between their involvement in relevant outcomes and their role identities.  Dr. 

Andrews holds a very influential peer-elected political office at the national level, and has 

been recognized with awards and publications for leading an innovative practice.  Dr. 

Adams discussed with enthusiasm how his involvement in research and lasers expanded 

women’s health services, and how he was flown internationally to speak at seminars to 

other specialists and laser experts about his work.  At the same time, he attributed the 

demise of a colleague’s practice to her lack of entrepreneurial ability.  At the same time, 

both referenced performance failings with regard to what is happening in “women’s 

health” or “children’s health” or even societal health in general.  For example, Dr. 

Andrews, in speaking about health care in the United States, observed: 

We have – we perform miserably, absolutely miserably.  So you know what I 

mean, I mean certainly we’re better than some, but in the civilized world, and I 

mean there is all kinds… you see a lot of them (studies) were ranked worst than 

30 in most rankings and so I think that that’s something that is not to be proud of.  
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I think that we have, whether it’s children, especially children, but certainly 

adults, everybody should be entitled to some form of quality healthcare.  And I 

think our quality doesn’t match the dollars that we’re putting into it, and the 

dollars are constantly increasing and that’s not a business model that will sustain 

itself.”  

 

 Interestingly, among Authorities a similar dynamic was found.  The constellation 

of rules, norms, beliefs, expectations, and behaviors they utilized to construct their 

identities may well have been influenced by their experiences as physicians, contributing 

to a relatively lower professional role identity centrality.  Dr. Baker referred to the 

decline in respect afforded to physicians in today’s society, while Dr. Bennett not only 

referenced the devastation he felt being sued for malpractice, but also attributed his loss 

in bankruptcy trial court to the court not being “friendly to doctors.”  These Authorities 

both referenced threats to their “authority” identities using the rules, norms, beliefs, 

expectations, and behaviors of their professional institutions as a reference.  Interestingly, 

both referenced market symbols like income and profit in terms of defining success.  In 

addition to referencing their skill as expert authorities, each doctor mentioned making 

money as a reference for success.  Dr. Bennett went so far as to shield his entrepreneurial 

role identity from the attribution of failure, as stated in his attribution above to the cause 

of failure as both the crash of the space shuttle, and the courtroom’s unfriendliness to 

doctors.  This kind of separation indicates that, perhaps, these PSEs segment the various 

rules, norms, beliefs, expectations, and behaviors within the constellations that construct 

their identities as both professionals and entrepreneurs.  This is consistent with Dr. 

Baker’s reflection that, “So there is a direct conflict between the physician and the 

business owner trying to find someone in the middle is always very difficult.”  
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 Similarly, among Artisans, there is an understanding that firm strategy is 

important for the sake of solvency, but financial performance was decoupled from the 

professional role identity.  In fact, these professionals had much less knowledge about the 

day-to-day financial performance of their firms (as did Altruists).  Dr. Drew, while she 

was aware that her firm was performing better than prior months and was able to begin to 

repay the loans she used to start her practice, attributed the entrepreneurial orientation of 

her firm to her husband’s involvement in the day-to-day management of the firm.  He 

holds an MBA degree and has owned and sold other businesses.  Interestingly, Dr. 

Drew’s firm had a relatively higher EO score to the other firms whose PSEs had lower 

entrepreneurial role identity centralities, yet she delegated and attributed this to her 

husband’s management.  The performance feedback to which she attended, similar to Dr. 

Davis, was related to her skill as an artisan, and whether she was perceived as a skilled 

cosmetic surgeon.  Likewise, Dr. Davis, while referencing success as, “Yeah!  I nailed 

that diagnosis!” and especially for more difficult diagnoses, referenced a threat to her 

identity (when asked how she defined failure) as a particular illness, “Irritable bowel 

syndrome, because I can’t fix it.  No one can fix it.”  Again, these PSEs seemed to 

decouple their role identities.  Dr. Drew noted, “I feel like it’s two jobs sometimes.”  Dr. 

Davis stated, “I mean I think I am an effective doctor, I think my doctor abilities are very 

good.  I think my practice management abilities are abysmal, and so I don’t feel effective 

at it.”  Among Altruists, Dr. Crane noted how he feels badly whenever anyone leaves the 

practice, and calls them to find out if he did anything wrongly.  
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 These findings suggest that the PSEs in each identity configuration are attuned to 

various kinds of feedback, which interacts with different components of their role 

identities.  Among all the configurations except Apostles, who have both highly central 

entrepreneurial and professional role identities, segmenting role identities occurred, and 

both successes and threats were associated with one primary role identity or the other.  In 

some cases, such as with Authorities, it appears that critical threats, like lawsuits or the 

perception of the lack of societal respect, may have attenuated their otherwise highly 

central professional role identities to some extent.  Among Apostles, it appears that there 

has been a significant amount of integration within the configuration of their role 

identities, which may explain why they attend to societal level feedback in relationship 

with the profession.   

Post hoc quantitative analysis 

 I conducted a post hoc quantitative analysis on the relationship between the 

independent variables and the three dimensions of EO—innovativeness, proactiveness, 

and risk-raking.  See Appendix 4, Tables 1–3 for regression results.  Findings indicate a 

significant relationship between entrepreneurial role identity centrality and the 

dimensions of innovativeness (β = 0.216, ρ < 0.02) and risk-taking (β =  0.180, ρ < 0.40).  

This suggests that entrepreneurial role identity centrality most influences the 

entrepreneurial strategies associated with introducing new products, services, or 

procedures and the willingness to commit large amounts of resources in order to realize 

some kind of beneficial result.  This may be consistent with qualitative findings which 

suggest that physicians don’t typically understand other physicians to be competitors, and 
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the concept of being first movers, or first to market, seemed vague in this professional 

setting.  Another interesting result of the post hoc analysis indicated a relationship 

between the moderated interaction of entrepreneurial and professional role identity 

centrality and proactiveness (β =  -1.823, ρ < 0.02). Again, as the moderated result in the 

study, the direction of the influence is negative, and this time significant.  This finding 

suggests that, the more central the PSE’s entrepreneurial role identity, and the more 

central the PSE’s professional role identity centrality is, the less the firm is likely to be a 

first mover in offering new products, services, and procedures.  There is one likely reason 

for this result.  The three questions measuring proactiveness reference “competition,” and 

specifically competitive action and reaction.  It is likely, as the physicians in the 

qualitative study demonstrated, that they don’t consider other physicians to be 

competitors, that these questions caused them to consider competitive action-reaction to 

be out of step with professional norms.  In short, these results suggest the need for future 

investigation of the contextualization of EO and its measurement.   

Implications for theory 

 This study contributes to a few domains of literature in the following ways.  First, 

this study expands our understanding of the antecedents to EO by examining the 

influence of role identities.  In fact, as far as I am aware from my own research on the 

topic, this study represents the first study of the identity of entrepreneurs upon the EO of 

their firms.  The findings supporting the hypothesized relationship between 

entrepreneurial role identity centrality and EO among PSEs contributes to our 

understanding of the importance of individual level characteristics of founders and the 
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strategies pursued in their firms, specifically those associated with EO.  Numerous 

studies have found relationships between the individual characteristics of firm founders 

and the strategies pursued in their firms (Carpenter et al., 2004; Chatterjee & Hambrick, 

2007; Cho & Hambrick, 2006; Hambrick, 2007; Miller, 1983).   

This study contributes to our understanding of EO in the specific context of 

professional practice firms.  This study suggests that professional firm owners’ 

understanding of two important role identities influences the entrepreneurial orientation 

of their firms.  In fact, the findings in the qualitative study elaborate that entrepreneurship 

is apprehended differently by PSEs with different identity configurations.  Among PSEs 

with higher entrepreneurial role identity centrality, the entrepreneurial strategies they 

employed varied depending on the centrality of their professional role identities.  There is 

some suggestion in the qualitative findings that the degree of integration of professional 

and entrepreneurial role identities influences the way entrepreneurship is understood by 

these professionals.   

Additionally, with regard to EO, this study also suggests that the measurement of 

EO may need refinement when applied to various groups.  Certain occupational groups 

may understand concepts which are central to EO, such as competition and first-mover 

advantages, very differently than groups of managers and executives who often comprise 

the samples which respond to EO measures.  Wording of items in EO measurement 

scales should be carefully considered in order to ensure that the concepts related to EO 

are understood by the population under study in such a way to maintain construct 

validity.   
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This study also contributes to the identity literature by examining the moderated 

relationship between two highly central role identities.  As stated earlier, role scarcity 

theory suggests that individuals face limitations of time and cognitive resources and that 

multiple roles present opportunities for role conflict (Bird, 1988; Moore, 1963; Ruderman 

et al., 2002).  Somewhat complementary to role scarcity theory, the attention-based view 

of the firm posits that decision makers within firms selectively focus their attention on a 

limited range of issues based upon institutional, organizational, and individual constraints 

(Ocasio, 1997, 2011).  The findings from this study suggest that, for a sub-set of PSEs, 

the interaction and integration between their entrepreneurial and professional roles may 

influence the entrepreneurial strategies they employ inside and outside their firms.   

 Further, the qualitative study suggests that how PSEs configure a constellation of 

rules, norms, beliefs, expectations, and behaviors from various institutions influencing 

them as professionals and as entrepreneurs is associated with how they may view the 

purpose of their firm and its strategic orientation as an expression of their identity.  This 

extends the study of Goodrick and Reay (2011) which suggested that pharmacists as a 

professional group, over several eras in history, differentially configured constellations of 

norms, rules, expectations, beliefs, and behaviors in the understanding and practice of 

their identity as a professional group.  My research findings suggest that professionals 

who own their own practices (consistent with the ‘professional’ ideal type considered by 

Goodrick and Reay, 2011) configure different constellations for identity construction as 

other important role identities influence them, and these various constellations are 
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associated with different understandings of both the practice of their profession and of 

entrepreneurship. 

Further, this study suggests that performance within the context of professional 

service firms is a ‘moving target.’  This study suggests that the outcomes traditionally 

associated with EO, such as profit and revenue growth, and other structural indicators of 

firm growth, may be inconsistent with those outcomes considered most important among 

certain entrepreneurial actors in other institutions, such as professionals.  Further, this 

study suggests that outcomes that are most relevant to professionals, and perhaps to other 

occupational groups, are potentially influenced by the identity configurations of firm 

owners.  The performance outcomes pursued are not necessarily those traditionally 

researched in studies of EO.  Other outcomes of EO could be investigated in professional 

contexts such as customer satisfaction, online ratings, or outcomes specifically related to 

various professions (such as infection or mortality rates for physicians, case settlement or 

win percentages for attorneys, or audit rates for accountants). 

Implications for practice 

 Understanding, in general, how role identity may influence firm strategies might 

allow firm founders insights into how they may be able to broaden their repertoire of 

strategies by employing others in the top strategic decision making roles of their firms 

who have role identity configurations necessary to strengthen the competitive advantage 

of the firm.  This is consistent with previous research on top management teams and 

upper echelons (Carpenter et al., 2004; Hambrick & Mason, 1984).  As both Miller 

(1983) and Mintzberg (1979) noted, the owners of small and medium sized firms exert a 
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tremendous amount of influence on the strategies of their firms.  An understanding of 

how the centrality of various role identities could influence the strategic decision making 

within such firms could assist owners in hiring and partnership decisions. Additionally, 

understanding the effect that other highly central role identities may play on socialization 

and restriction of opportunity recognition may allow firm owners to find other 

mechanisms through which to broaden their horizons or capitalize on the expertise 

developed by a close identification with another identity beyond their entrepreneurial 

identity.   

 Another practical implication of this research is the potential for helping 

professionals who either have aspirations of opening their own practice firms, or who 

have already done so, to understand the impact that the construction of their identity, 

along with other cognitive patterns, may have on how they recognize and create 

opportunities (Shane, 2000).  Further, research indicates that searching for and 

recognizing opportunities may be taught (Norton & Hale, 2011).  Helping professionals 

understand how they configure their identities, which roles may be most central to them, 

and how those central roles may impact their management decisions, may help them 

better optimize their systematic opportunity search schemas.  

 Additionally, this research to some extent underscores the importance of mentors 

and role models in the development of professional identities and the conceptualization of 

entrepreneurship within a professional context (Pratt et al., 2006).  Several of the 

physicians in this study called attention to influences, both negative and positive, from 

former practice owners to parents, in the formation of their opinions about professional 
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practice.  In several cases, these relationships were associated with the expression and 

identification of emotions.  This research suggests that recognizing the influence that 

former superiors, role models, and mentors played in the formation of professional and 

entrepreneurial role identity, as well as identifying future mentors and role models, may 

have a lasting impact upon the formation of standards and patterns of practice.   
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CHAPTER 7 - CONCLUSION 

The research questions considered in this study are: (1) how do two highly central 

role identities (professional and entrepreneurial) relate to EO in professional practice 

firms, and (2) what is the relationship between EO and firm performance in professional 

practice firms?  A supportive finding of the relationship between entrepreneurial role 

identity centrality and EO implies that the importance of a given role identity of a PSE 

influences the strategic processes of their firms, specifically the EO of their firms.  To 

date, there have been no studies examining the relationship between identity and EO.  

Support found for hypothesis 1 suggests that a firm founder or owner who considers his 

or her entrepreneurial role identity to be profoundly important (highly central) to their 

sense of self will actually engage in activities which positively influence firm-level 

entrepreneurial strategic activities.  Further, this may imply that firm founders and 

owners who hold their entrepreneurial role identity highly important to their sense of self 

also consider a greater latitude of strategic options available to them (managerial 

discretion) which strengthens the relationship between their own identity and the strategic 

processes of their firm, namely, EO.   

Limitations and future research 

This research utilizes a quantitative cross-sectional survey design.  As such, it is 

not possible to draw any conclusions regarding causality or process, or the directional 
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influences between any of the constructs under study.  Only associational relationships at 

a discrete point in time are examined in the quantitative portion of the study.  In fact, as 

identity is a complex and many-faceted concept, and self-verification is an aspect of 

identity construction and enactment, it is reasonable to expect that reciprocal 

relationships exist.  The qualitative portion of the study attempted to elucidate how 

professional identity is constructed, how entrepreneurship is understood within an 

extreme example of a profession (Eisenhardt, 1989), and how EO and firm performance 

may contribute to the formation of either role identity and its centrality.   Future research 

should include longitudinal experimental designs, and models should include feedback 

relationships, in order to better understand causal processes.   

In this study, I utilized a sample of physicians who own and operate their own 

physician practice firms in three counties in southeast Florida.  This served as a strength 

of the study in that certain institutional variables were held constant within the sample, 

such as state and regional regulations on one particular industry, as well as some 

local/regional socialization influences, and these controls may also serve to reduce 

measurement error and contribute to statistical conclusion validity (Scandura & Williams, 

2000).  However, caution about generalizing to other professions should be observed as 

all professional institutions offer idiosyncratic configurations of constraints and 

opportunities.  Future research would benefit from considering other professional fields 

and across geographic locations.  Further, this dissertation study is conditionally 

bounded: the founding process had already occurred among the professional practice 
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firms.  Future research should also investigate the impact of identity upon the founding 

process and nascent entrepreneurial activities within highly institutionalized contexts.   

Reciprocal relationships may exist between the enactment of EO in a firm and the 

identity of the firm owner, and as well between the performance of the firm and the role 

identity of the firm owner.  For example, firm processes that are risk-taking, innovative, 

and proactive (EO dimensions), and which lead to positive performance results, may 

reciprocally influence the centrality of the role identity of the firm’s owner.  Longitudinal 

quantitative studies could also assess some of these relationships.  Rich opportunities for 

research exist in examining these relationships across a variety of professions, as well as 

across a variety of levels of hierarchy within the firm, beginning with the top 

management team.   

The unexpected negative moderated relationship between entrepreneurial and 

professional role identity centrality also inspires future research into the relationship 

between various highly central role identities and EO.  Both quantitative and qualitative 

research is necessary to better understand the impact of multiple role identities when 

more than one may be highly central or salient.  The negative and marginally significant 

result indicates that multiple highly central role identities negatively influence EO. 

Understanding how multiple highly central role identities influence firm strategies, 

including the understanding of meaningful firm performance, would be a valuable 

contribution.  Further, the measurement difficulties with professional role identity 

centrality when utilized with a population, like practicing physicians, in which there may 

be a selection bias, indicates the need to develop role identity measures which can tease 
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out the variance in the centrality of highly selective role identities.  This could especially 

be the case among professionals, who are intensely socialized into their occupational and 

institutional fields.   

There are future opportunities for research to understand how professionals, and 

perhaps other occupational groups, understand entrepreneurial orientation, and to what 

they refer as the objectives of entrepreneurial strategies within their firms.  For example, 

in this study, it was learned that one objective of entrepreneurial strategy within physician 

practices is the improvement of healthcare among various societal groups and among the 

practice’s patients.  Studies which examine these various goals of entrepreneurial activity 

and operationalize them as variables in quantitative studies of EO may make further 

contributions.  How identity influences the important nexus between opportunity 

recognition and EO (Lumpkin & Dess, 1996) is another potential for future research.   

Opportunities for further research also exist to study how the identity of PSEs 

impacts the formation of founding teams in professional practice firms, and how the 

various role identities of founding team members influence the EO of professional 

practice firms.  Further, research could consider how the identity of entrepreneurs 

influences various decision making heuristics they employ, such as the decision of the 

kinds of capital to raise, what kinds of franchising to enter, or which opportunities are 

chosen to exploit.  Future research could also consider the functioning of additional 

individual level characteristics of firm owners, along with identity centrality, in the 

development of firm-level EO of small firms, including entrepreneurial passion, self-

efficacy, entrepreneurial mindset, or others.   



 

196 

 

Another avenue of research suggested in the qualitative findings is the exploration 

of emotions within the context of role identity research, and specifically within the 

context of entrepreneurship.  Emotions were both expressed by and observed within the 

participants of the qualitative study.  Identity work, especially when role conflict is 

possible, can be inherently emotional (Creed et al., 2010).  This is an area of research 

which suggests interesting and promising potential.   

 In conclusion, PSEs represent a significant portion of individuals who found small 

to medium sized firms which contribute greatly to the economy, producing employment 

growth up to four times that of the overall economy (Greenwood, Li, Prakash, & 

Deephouse, 2005).  Yet, these professionals also manage multiple highly-central 

identities constructed within institutions that contradict one another with regard to 

behavioral scripts and desired outcomes.  Some professional practice firms seem to be 

more entrepreneurial in their strategic orientation than others, yet, EO in the context of 

professional practice firms has been unexplored.  Understanding how professionals 

manage these identities, and how these identities contribute toward the EO of their firms 

may help researchers discover other antecedents contributing to EO and other 

entrepreneurial activities, and may help PSEs understand how to improve the competitive 

advantage of their professional practice firms. 
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APPENDIX 1 

MEASUREMENT SCALES FOR PSE AND INFORMED CONSENT 
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CONSENT1 Confirmed acceptance of the informed consent (above) 

DOCROLE Which choice best describes you? 
o I am an owner (solo practice, partnership, or group) of a physician practice 

firm. 

o I once owned a physician practice firm.  I currently practice as a staff 

physician. 

o I have never owned a physician practice firm.  I currently practice as a staff 

physician. 

DECMKR Which choice best describes you? 
o I tend to function as the primary decision maker in the practice. 

o Someone else tends to function as the primary decision maker in the practice. 

FOUNDER Are you the founder, or one of the founders in the practice? 

PSEAGE What is your age (in years)? 

PSEGEND What is your gender? 

PSERACE What is your ethnicity? 

ROLE What is your role in the practice? (CEO, Other executive, Staff physician, 

Practice manager, Other administrator) 

EDUC1 What is your highest level of education completed? (MD, DO, DPM, 

DPT, I do not have a medical degree, Other) 

TRAINYRS What is the total number of years of your medical training (degree, 

internship, residency)? 

TENURE How long have you been with the practice (in years)? 

MEDYEARS How long have you practiced medicine (in years)? (if applic) 

PSESPEC What is your primary specialty area? 

PSEMBA Have you completed, or begun, an MBA? 

PARENTMD Was anyone in your household when you were a child a physician? 

PARENTEN Was anyone in your household when you were a child an entrepreneur? 

COUNTY In what county is the main office located? (Broward, Palm Beach) 

PRACAGE What is the age of the practice (in years)? 

PRACFTE What is the total number of full time employees at the practice (other than 

physicians)? 

PRACMDS What is the total number of physicians at the practice? 

PRACPROV What is the total number of all billable service providers at the practice 

(including physicians and other billable service providers)? 

PRACLOC How many locations does the practice currently have? 

PRACSPEC What is the practice's specialty of medicine? 
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 Please answer the following questions (1 is strongly AGREE, 7 is 

strongly DISAGREE) 

CEODOM01 Major business decisions regarding the practice 

are commonly decided upon by a group of 

manager/decision-makers as a whole. 

1    2    3    4    5   6    7 

CEODOM02 There is little discussion among a group of 

manager/decision-makers in making major 

decisions about the practice (reverse scored) 

1    2    3    4    5   6    7 

CEODOM03 The main decision-maker (or top level executive 

in the practice) is the final voice on all major 

business decisions (reverse scored) 

1    2    3    4    5   6    7 

 Please answer the following questions about yourself (1=definitely 

TRUE, 2=Mostly true, 3=I don’t know, 4=Mostly false, 5 is definitely 

FALSE) 

SDRM1 I am always courteous, even to people who are 

disagreeable. (reverse scored) 

1      2      3      4      5 

SDRM2 I sometimes feel resentful when I don’t get my 

way. 

1      2      3      4      5 

SDRM3 No matter who I’m talking to, I’m always a good 

listener (reverse scored) 

1      2      3      4      5 

  

 Please answer the following questions (1=strongly AGREE, 2= AGREE, 

3=Neutral, 4=DISAGREE, 5=strongly DISAGREE) 

ERIC01 Being an entrepreneur is something I rarely even 

think about. 

1      2      3      4      5 

ERIC02 I would feel a loss if I were forced to give up 

being an entrepreneur. 

1      2      3      4      5 

ERIC03 I really don't have any clear feelings about being 

an entrepreneur. 

1      2      3      4      5 

ERIC04 Being an entrepreneur is an important part of who 

I am. 

1      2      3      4      5 

PRIC01 Being a physician is something I rarely even 

think about. 

1      2      3      4      5 

PRIC02 I would feel a loss if I were forced to give up 

being a physician. 

1      2      3      4      5 

PRIC03 I really don't have any clear feelings about being 

a physician. 

1      2      3      4      5 

PRIC04 Being a physician is an important part of who I 

am. 

1      2      3      4      5 
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In general, my practice favors… 

EOInn01 Strong emphasis on the 

adoption and offering of 

true and tried 

techniques, procedures, 

products or services and 

the avoidance of heavy 

research and 

development costs. 

1 2 3 4 5 6 7 Strong emphasis on 

research and 

development, and 

offering new 

techniques, 

procedures, products 

and services. 

 

How many new techniques, procedures, products or services has your 

practice adopted and/or offered in the past 5 years?  Please exclude minor 

variations 

EOInn02 No new techniques, 

procedures,  products or 

services in the past 5 

years 

1 2 3 4 5 6 7 Very many new 

techniques, 

procedures, products 

or services in past 5 

years 

EOInn03 Changes in procedures, 

techniques, products or 

services have been 

mostly of a minor 

nature. 

1 2 3 4 5 6 7 Changes procedures, 

techniques, products 

or services have 

usually been 

dramatic. 

 

In dealing with other practices which could be considered competitors, my 

practice. . . 

EOPro01 Typically responds to 

actions which 

competitors initiate 

1 2 3 4 5 6 7 Typically initiates 

actions to which 

competitors then 

respond  

EOPro02 Is very seldom the first 

practice to introduce 

new procedures, 

techniques, products, 

services, operating 

technologies, 

administrative 

techniques, etc. 

1 2 3 4 5 6 7 Is very often the 

first practice to 

introduce new 

procedures, 

products, 

techniques, services, 

operating 

technologies, 

administrative 

techniques, etc. 

EOPro03 Typically seeks to avoid 

competitive clashes, 

preferring a 'live-and-let-

live' posture 

1 2 3 4 5 6 7 Typically adopts a 

very competitive, 

'undo-the-

competitors' posture 
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In general, my practice has . . . 

EORisk01 A strong proclivity for 

low-risk projects (with 

normal and certain rates 

of financial return) 

1 

 

2 3 4 5 6 7 A strong proclivity 

for high-risk projects 

(with chances of very 

high financial 

returns) 

 

In general, my practice believes that . . . 

EORisk02 Owing to the nature of 

the environment of the 

health-care industry, it is 

best to explore it 

gradually via cautious, 

incremental behavior 

1 2 3 4 5 6 7 Owing to the nature 

of the environment of 

the health-care 

industry, bold, wide-

ranging acts are 

necessary to achieve 

the practice’s 

objectives 

 

When confronted with decision-making situations involving uncertainty, my 

practice. . . 

EORisk03 Typically adopts a 

cautious, “wait-and-see” 

posture in order to 

minimize the probability 

of making costly 

decisions 

1 2 3 4 5 6 7 Typically adopts a 

bold, aggressive 

posture in order to 

maximize the 

probability of 

exploiting potential 

opportunities 

          

PERFFTE What is the change in number of full time employees (not including physicians) 

employed by your practice over the past 3 years?  For example, if you had 3 full 

time employee positions 3 years ago, and you currently have 6 (If negative, 

express with a (-) minus sign before the number) 

PERFDOCS What is the change in number of physicians at the practice over the past three 

years? For example, if you had 2 physicians at the practice 3 years ago, and you 

currently have 4, you would place a “2” in the box below.  [If negative, express 

with a minus (-) sign before the rate]. 

PERFPROV What is the change in number of billable service providers (only include 

physician and other billable service providers) over the past three years? [If 

negative, express with a minus (-) sign before the rate]. 

PERFLOC What is the change in number of locations in which your practice offers 

services in the last three years? 

PERFPAT To the best of your ability, can you estimate the annual growth rate in the 

number of patients (in percentage) of your practice over the past three years? (If 

negative, express with a (-) minus sign before the rate). 

PERFREV To the best of your ability, can you estimate the average revenue growth rate (in 

percentage) of your practice over the past three years? (If negative, express with 

a (-) minus sign before the rate). 
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PSEEMAIL If you would like to receive an executive summary regarding the completion of 

this study, please enter your email below.  THIS WILL NEVER BE SHARED.  

This will only be utilized to send you a follow-up email about the study. 

INTERVW Would you agree to be further interviewed in order to help us gain deeper 

insights about your answers? 

INFO If yes to the question above, contact information will be collected below 

[strictly voluntary]. 

INFO1 Your name 

INFO2 What is the name of your practice? 

INFO3 What is the best phone number at which you may be reached? 

SREEMAIL In order to help us gain the perspective of more than one person in your 

practice, would you please provide the email address of one additional 

person in your practice who would be familiar with some of the normal 

everyday operations of the practice.  This could include a practice 

administrator or manager, a partner, or another provider.  An email will 

be sent to the address you provide which will contain a link to a shorter 

version of this questionnaire containing just a few of the same questions 

you just completed about the practice.  This email address will remain 

confidential, will NEVER be used for any other purpose, and will be 

deleted in the data collection.  The person with this email address will not 

be asked to be interviewed, nor will they be asked for any personal contact 

information.  Thank you for your help. 
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CONSENT2 Confirmed acceptance of the informed consent (above) 

RESPONDT Are you the practice owner, or did you receive an email requesting that you fill 

this questionnaire out on their behalf? 

IDCODE Please enter the identifier code found in the email you received asking you to fill 

out this questionnaire.  This is used to make sure the data you enter stays 

together [This may be provided automatically by the software protocol]. 

EMAIL3 Please enter your email.  THIS WILL NEVER BE SHARED.  This will only be 

utilized to send you a follow-up email about the study. 

PRACCITY Please enter the city of your practice: 

AGE What is your age (in years)? 

GENDER What is your gender? 

ETHNIC What is your ethnicity? 

ROLE What is your role in the practice? (CEO, Other executive, Staff physician, 

Practice manager, Other administrator) 

EDUC2 What is your highest level of education completed? (Graduate degree, 

undergraduate degree, some college, HS graduate, other) 

TENURE How long have you been with the practice (in years)? 

PRACAGE What is the age of the practice (in years)? 

PRACFTE What is the total number of full time employees at the practice (excluding 

physicians)? 

PRACMDS What is the total number of physicians at the practice? 

PRACSPEC What is the practice's specialty of medicine? 

          

 Please answer the following questions about the practice (1 is strongly 

AGREE, 7 is strongly DISAGREE) 

CEODOM01 Major decisions are commonly decided upon by 

the top management team as a whole 

1    2    3    4    5   6    7 

CEODOM02 There is little discussion among top management 

team members in making major practice decisions 

(reverse scored) 

1    2    3    4    5   6    7 

CEODOM03 The CEO is the final voice on all major decisions 

(reverse scored) 

1    2    3    4    5   6    7 

          

 Please answer the following questions about your perception about the 

CEO  (1 is strongly AGREE, 5 is strongly DISAGREE) 

ERIC01 Being an entrepreneur is something the CEO rarely 

even thinks about. 

1      2      3      4      5 
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ERIC02 I believe the CEO would feel a loss if he/she were 

forced to give up being an entrepreneur. 

1      2      3      4      5 

ERIC03 I really don't think the CEO has any clear feelings 

about being an entrepreneur. 

1      2      3      4      5 

ERIC04 I believe being an entrepreneur is an important part 

of who the CEO is. 

1      2      3      4      5 

          

PRIC01 Being a physician is something the CEO rarely 

even thinks about. 

1      2      3      4      5 

PRIC02 I believe the CEO would feel a loss if he/she were 

forced to give up being an physician. 

1      2      3      4      5 

PRIC03 I really don't think the CEO has any clear feelings 

about being an physician. 

1      2      3      4      5 

PRIC04 I believe being a physician is an important part of 

who the CEO is. 

1      2      3      4      5 

          

 

In general, my practice favors… 

EOInn01 Strong emphasis on the 

adoption and offering 

of true and tried 

techniques, procedures, 

products or services 

and the avoidance of 

heavy research and 

development costs. 

1 2 3 4 5 6 7 Strong emphasis on 

research and development, 

and offering new 

techniques, procedures, 

products and services. 

 

How many new techniques, procedures, products or services has your practice 

adopted and/or offered in the past 5 years?  Please exclude minor variations 

EOInn02 No new techniques, 

procedures,  products 

or services in the past 5 

years 

1 2 3 4 5 6 7 Very many new 

techniques, procedures, 

products or services in 

past 5 years 

EOInn03 Changes in procedures, 

techniques, products or 

services have been 

mostly of a minor 

nature. 

1 2 3 4 5 6 7 Changes procedures, 

techniques, products or 

services have usually been 

dramatic. 

 

In dealing with other practices which could be considered competitors, my 

practice. . . 

EOPro01 Typically responds to 

actions which 

competitors initiate 

1 2 3 4 5 6 7 Typically initiates actions 

to which competitors then 

respond  
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EOPro02 Is very seldom the first 

practice to introduce 

new procedures, 

techniques, products, 

services, operating 

technologies, 

administrative 

techniques, etc. 

1 2 3 4 5 6 7 Is very often the first 

practice to introduce new 

procedures, products, 

techniques, services, 

operating technologies, 

administrative techniques, 

etc. 

EOPro03 Typically seeks to 

avoid competitive 

clashes, preferring a 

'live-and-let-live' 

posture 

1 2 3 4 5 6 7 Typically adopts a very 

competitive, 'undo-the-

competitors' posture 

 

In general, my practice has . . . 

EORisk01 A strong proclivity for 

low-risk projects (with 

normal and certain 

rates of financial 

return) 

1 2 3 4 5 6 7 A strong proclivity for 

high-risk projects (with 

chances of very high 

financial returns) 

 

In general, my practice believes that . . . 

EORisk02 Owing to the nature of 

the environment of the 

health-care industry, it 

is best to explore it 

gradually via cautious, 

incremental behavior 

1 2 3 4 5 6 7 Owing to the nature of the 

environment of the health-

care industry, bold, wide-

ranging acts are necessary 

to achieve the practice’s 

objectives 

 

When confronted with decision-making situations involving uncertainty, my 

practice. . . 

EORisk03 Typically adopts a 

cautious, “wait-and-

see” posture in order to 

minimize the 

probability of making 

costly decisions 

1 2 3 4 5 6 7 Typically adopts a bold, 

aggressive posture in order 

to maximize the 

probability of exploiting 

potential opportunities 
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A FOOT IN BOTH CAMPS: THE IMPACT OF ROLE IDENTITY CENTRALITY OF 

PROFESSIONAL SERVICE ENTREPRENEURS ON ENTREPRENEURIAL 

ORIENTATION AND FIRM PERFORMANCE 

 

Interview Protocol 

 

1. Did you read and agree to the consent form? 

2. Do you agree to be audiotaped? 

 

I’ll begin by asking you some background questions. 

 

1. Can you tell me your gender and age? 

2. Tell me the highest amount of education you have attained. 

3. Besides your degree, what other training did you acquire? 

4. Do you have an MBA? 

a. 5a.  Have you ever started one? 

5. How long have you been practicing medicine? 

6. What specialty do you practice? 

7. How long have you owned your medical practice? 

8. How many locations does your practice have? 

9. How many full time employees (including physicians)? 

10. How many physicians do you employ? 

 

Thank you.  Now I’ll ask you some general questions about yourself.  Please answer as 

freely and honestly as you can.   

 

11. Tell me about your decision to become a physician. 

a. Possible prompts: 

i. Tell me about the first time you ever thought of going into 

medicine. 

ii. Tell me about your decision to finally get started. 

iii. Tell me about your decision to go to medical school. 

iv. What influenced you to become a physician? 

12. Tell me about others’ reaction to your going into medicine. 

13. Tell me about how you felt about being a physician as you went through medical 

school. 

14. Explain to me some of the benefits you’ve experienced being a physician? 

a. Some of the costs? 

15. How does being a physician make you feel? 

16. What are some of the struggles you’ve experienced being a physician? 

17. As a physician, what are some of your primary roles? 

a. Which of those roles do you identify with the most? 

b. Which are most important to you? 

18. What would you have done if you hadn’t become a physician? 
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19. Tell me about your decision to have your own practice. 

a. Did you start the practice, or did you purchase it? 

b. Possible prompts: 

i. Tell me about the first time you ever thought of going into 

medicine. 

ii. Tell me about your decision to finally get started. 

iii. Tell me about your decision to go to medical school. 

20. Tell me about other business experience you have you ever had, or do you own 

right now? 

21. Tell me about others’ reactions to your starting your own practice. 

22. Explain to me some of the benefits you’ve experienced having your own practice? 

a. Some of the costs? 

23. How does having your own practice make you feel? 

24. How has owning/operating your own practice changed how you see yourself? 

25. What are some of the struggles you’ve experienced having your own practice? 

26. If you had to choose one—being a physician, or being an entrepreneur—which 

would you choose? 

a. Why? 

27. How does being an entrepreneur impact your own personal practice of medicine? 

a. How has this changed over time? 

28. How does being a physician impact being an entrepreneur? 

a. How has this changed over time? 

29. How do you think being a physician and an entrepreneur is viewed by other 

physicians? 

a. Have you always felt this way? 

30. As an entrepreneur, what are some of your primary roles? 

a. Which of those roles do you identify with the most? 

b. Which are most important to you? 

 

31. What does entrepreneurship look like in your practice? 

32. How do you think a physician practice can be innovative? 

33. Tell me about some new product or service offerings at your practice? 

a. How did those emerge? 

b. How does the practice market those? 

34. Tell me about some new administrative processes at your practice? 

35. Tell me about the risks associated with being entrepreneurial as a physician? 

36. Tell me about how you view competition? 

a. Who is your primary competition? 

b. How are you doing relative to them? 

c. Do you watch your competition, or react to what they do? 

37. How do you imagine yourself exiting your own professional practice? 

38. How does the financial performance of your practice impact how you see 

yourself? 
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39. What other outcomes are most important to you? 

Thank you very much for your participation in this interview.   Your answers have been 

very insightful and helpful, and are very much appreciated.  I want to remind you that 

your answers are confidential, and no identifying information will be retained with your 

answers.  Thank you again. 
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APPENDIX 4 

POST HOC ANALYSIS 

TABLE 1 

Regression of Entrepreneurial Role Identity Centrality Upon Innovativeness 

 

Model 1 (Controls) Model 2 (H1a) 

 
B 

Std. 

Error  B 

Std. 

Error 
(Constant) 11.17 6.18   6.75 7.21   

Founder Status 1.64 1.49 0.10 2.03 1.48 0.121 

Age of PSE 0.09 0.09 0.17 0.11 0.09 0.206 

Gender of PSE -0.70 1.23 -0.06 -0.55 1.21 -0.045 

Ethnicity of PSE -0.14 0.32 -0.04 -0.18 0.32 -0.051 

Type of Medical Degree -0.15 0.45 -0.03 -0.02 0.45 -0.005 

No. of years of medical 

training 
0.40* 0.20 0.19 0.34 0.19 0.168 

Tenure at practice 0.13* 0.07 0.26 0.13* 0.06 0.263 

No. of years in medicine -0.25** 0.09 -0.53 -0.25** 0.09 -0.537 

Specialty 0.16 0.24 0.06 0.18 0.24 0.068 

MBA Education -0.75 1.87 -0.04 0.16 1.87 0.008 

Parents physicians 0.09 1.08 0.01 0.04 1.06 0.004 

Parents entrepreneurs -1.07 0.99 -0.10 -0.84 0.98 -0.076 

CEO Dominance 0.01 0.11 0.01 0.02 0.11 0.017 

Social Desirability -0.03 0.54 -0.01 0.19 0.55 0.033 

Entrepreneurial Role 

Identity Centrality 

    0.30* 0.12 0.216 

Professional Role 

Identity Centrality 

   -0.18 0.19 -.087 

R
2
 0.11         

R
2
       0.16* 

  

***. Significant at the 0.001 level (2-tailed).    

**. Significant at the 0.01 level (2-tailed).    

*. Significant at the 0.05 level (2-tailed).    

. Significant at the 0.10 level (2-tailed). 
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TABLE 2 

Regression of Entrepreneurial Role Identity Centrality upon Risk-Taking 

 

Model 1 (Controls) Model 2 (H1c) 

 
B 

Std. 

Error  B 

Std. 

Error 
(Constant) 21.05*** 5.58   19.70** 6.49   

Founder Status -0.07 1.35 0.00 0.41 1.33 0.026 

Age of PSE -0.05 0.08 -0.10 -0.03 0.08 -0.060 

Gender of PSE -1.15 1.11 -0.10 -1.01 1.09 -0.090 

Ethnicity of PSE 0.40 0.29 0.12 0.36 0.29 0.110 

Type of Medical Degree -0.12 0.41 -0.03 0.03 0.40 0.005 

No. of years of medical 

training 

-0.06 0.18 -0.03 -0.10 0.17 -0.055 

Tenure at practice 0.03 0.06 0.07 0.03 0.06 0.058 

No. of years in medicine -0.09 0.08 -0.20 -0.09 0.08 -0.194 

Specialty 0.25 0.22 0.11 0.24 0.22 0.102 

MBA Education -1.37 1.69 -0.07 -0.56 1.68 -0.029 

Parents physicians -0.65 0.98 -0.06 -0.72 0.96 -0.067 

Parents entrepreneurs -1.67 0.90 -0.16 -1.54 0.88 -0.151 

CEO Dominance -0.07 0.10 -0.06 -0.07 0.10 -0.057 

Social Desirability -0.57 0.49 -0.11 -0.27 0.49 -0.050 

Entrepreneurial Role 

Identity Centrality 

    0.24* 0.11 0.192 

Professional Role 

Identity Centrality 

      -0.30 0.17 -0.156 

R
2
 0.15         

R
2
       0.20*   

***. Significant at the 0.001 level (2-tailed).    

**. Significant at the 0.01 level (2-tailed).    

*. Significant at the 0.05 level (2-tailed).    

. Significant at the 0.10 level (2-tailed). 
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TABLE 3 

Regression of Moderator upon Proactiveness 

 

Model 4a Model 4b (H3) 

 
B 

Std. 

Error  B 

Std. 

Error 
(Constant) 17.44** 5.70   -5.82 11.19   

Founder Status 0.88 1.17 .067 1.06 1.15 0.08 

Age of PSE -0.03 0.07 -.072 -0.02 0.07 -0.04 

Gender of PSE -0.92 0.96 -.097 -0.90 0.94 -0.10 

Ethnicity of PSE -0.29 0.25 -.102 -0.30 0.25 -0.11 

Type of Medical Degree -0.59 0.35 -.148 -0.64 0.35 -0.16 

No. of years of medical 

training 

0.10 0.15 .065 0.14 0.15 0.09 

Tenure at practice 0.05 0.05 .125 0.05 0.05 0.13 

No. of years in medicine -0.06 0.07 -.173 -0.07 0.07 -0.20 

Specialty 0.32 0.19 .154 0.29 0.19 0.14 

MBA Education -0.77 1.48 -.047 -0.83 1.45 -0.05 

Parents physicians 0.46 0.84 .050 0.61 0.83 0.07 

Parents entrepreneurs -0.90 0.78 -.103 -1.06 0.77 -0.12 

CEO Dominance -0.06 0.09 -.060 -0.09 0.09 -0.09 

Social Desirability 0.41 0.44 .091 0.42 0.43 0.09 

Entrepreneurial Role 

Identity Centrality 

0.15 0.10 .136 1.86** 0.72 1.73 

Professional Role 

Identity Centrality 

-0.14 0.15 -.083 1.15* 0.56 0.70 

Entrepreneurial x 

Professional Role 

Identity Centrality 

      -0.10* 0.04 -1.82 

R
2
 0.14   0.18*     

R
2
       0.04*     

**. Significant at the 0.01 level (2-tailed).    

*. Significant at the 0.05 level (2-tailed).    

. Significant at the 0.10 level (2-tailed). 
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