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In recent years Building information modelling (BIM) has been considered as a 

means for transforming the building and construction industry by introducing 

significant changes in the industry for all stages of the construction process. However, 

when new technologies are promoted they are almost considered as a magic bullet 

that should transform an industry, or an organization to the better. By drawing on the 

concepts of institutional logics and sense making, and a case study over 12 years of 

telemedicine use in a Swedish county, the objective of the paper is to analyse what 

actors in the building and construction industry can learn from other societal sectors 

implementing and using new ICT. It is concluded that the use of technology is heavily 

shaped by significant actor groups' sense making of the technology, that is grounded 

both an institutional logic and what benefits or disadvantages the group perceive from 

technology use. What can be learnt from the telemedicine case is the importance of 

analysing underlying reasons to why an application is accepted or not. 
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INTRODUCTION 

Building Information Modelling (BIM) is claimed to be one of the most promising 

developments in the AEC - industry by introducing significant changes in the industry 

for all stages of the construction process (see e.g. Eastman et al. 2011). The belief in 

BIM as a means for increasing efficiency in the industry is for example expressed by 

governmental initiatives in countries like Great Britain and Sweden. However, in 

literature and practice information and communication technologies (ICT) are 

sometimes considered to possess an inherent transformative capacity that should 

change industries and organizations to the better. The technology is almost seen as a 

magic bullet that should solve a wide array of problems and transform an industry, or 

an organization (Markus and Benjamin 1997). But predicting how technology would 

shape society and organizations has through the history proven to be a difficult. In 

research it is well known that it can be a slight or significant shift in ICT's role and 

function in concrete situations of technology usage, compared to the planned, pre-

defined and assigned objectives and requirements, irrespective of who plans or defines 

them (Ciborra 1996). Reasons for this technology drift are for example: knowledge 

development, organizational members learn more about a technology’s features and 

its fields of application over time (see e.g. Orlikowski 1996); a heterogeneity among 

actor groups sense making of a new technology, which in turn shapes the use of 
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technology. For example are various interpretations of BIM already existing? Aranda-

Mena et al (2008) state that:  

“For some, BIM is a software application; for others it is a process for designing and 

documenting building information; for others it is a whole new approach to practice 

and advancing the profession which requires the implementation of new policies, 

contracts and relationships amongst project stakeholders.” 

Thus, the question can be raised how the unfolding of the use trajectory for 

technologies like BIM can be understood? In this paper the author will present 

findings from a case study of the introduction telemedicine (video conferencing 

systems) in a Swedish county that was followed for 12 years. The similarities between 

the two technologies, BIM and telemedicine, is the gap between the visionary thinking 

among technology advocates, and the sometimes messy practice in which the 

technology should be implemented and used. Even if the contexts for implementation 

are different, another similarity is the distribution of power. In health care, 

professional groups, i.e. physicians has a great influence over initiative these concerns 

them. The building and construction industry on the other hand is characterized by a 

fragmented distribution of power implying that it is a lack of a single authoritative 

force (Harty 2005). For example have site managers a great influence on what is going 

on in the construction site (see e.g. Dubois and Gadde, 2002). Accordingly, BIM and 

telemedicine are implemented in contexts where semi-autonomous groups influence 

the use of new technologies. Thus, the objective of the paper is to analyse what actors 

in the building and construction industry can learn from other societal sectors 

implementing and using new ICT. 

ICT AND THE ORGANIZATIONAL CONTEXT  

In order to understand adoption and use of ICT the importance of taking the 

organization, its context, and people affected by ICT into consideration has for a long 

time been recognized (see e.g. Lucas 1975). A further key to the understanding of ICT 

adoption and use is to analyse the processual and emergent nature of ICT-mediated 

change (see e.g. Markus and Robey, 1988). In this process peoples’ sensemaking of a 

technology is an important component for the understanding of systems 

implementation and use (Griffith 1999). Information systems research has emphasised 

that (Orlikowski and Gash 1994, p. 175): 

 “…to interact with technology, people have to make sense of it; and in this 

sensemaking process, they develop particular assumptions, expectations, and 

knowledge of the technology, which then serve to shape subsequent actions toward 

it”.  

The process of sense making is guided by the mental models, frames or schema of 

organisational members, organising and shaping their interpretation of organisational 

events (Porac and Thomas 1990). People’s sensemaking process is hence limited to 

their ability to identify and bracket cues. Different people could in principle bracket 

different cues in a different situation and hence act differently. However, bracketing of 

cues is informed by participants’ perception of their professional and organisational 

identity (Weick et al. 2005). Following the process of cues bracketing, participants 

relate the extracted cues to the repertoire of frames or certain institutional logics that 

participants hold (Jensen et al. 2009). Institutional logic can be understood as the 

organizing principles that underlie practices and belief systems within an institutional 
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setting, playing a powerful role in shaping individual’s interpretations and 

legitimizing their actions (Scott, 2001). Scott (2001:41) commented that: 

 “Individuals do construct and continuously negotiate social reality in everyday life, 

but they do so within the context of wider, pre-existing cultural systems: symbolic 

frameworks perceived to be both objective and external, that provide orientation and 

guidance.” 

However, important to note is that the impact of a meaning a group gives to a 

technology vary with their influence. For example have prominent individuals like 

executive champions, project leaders, or lead designers taken prominent roles in IT-

mediated change processes (see e.g. Newman and Sabherwal, 1996), which makes it 

difficult to isolate the interpretive process from power and political processes (Markus 

and Björn-Andersen, 1987). Accordingly, significant actors groups who have an 

influence over an organizations dominating ideas (Normann 1975), can be assumed 

shape the sense made of a new technology and by that the future use. 

METHOD AND CASE DESRIPTION 

The objective of the paper is to analyse what actors in in the building and construction 

industry can learn from other societal sectors when it comes to implementation and 

use of new technologies. The paper is based on a case of the introduction of 

telemedicine in a Swedish county, described in this section. In the discussion section, 

when references are made to the building and construction sector, this is based on 

studies presented elsewhere (see e.g.Jacobsson and Linderoth 2010) and informal 

discussions with representatives from the building and construction industry. 

When the telemedicine case study was conducted, recommendations from Yin (1994) 

and Eisenhardt (1989) were followed and the empirical material was therefore 

collected from a variety of sources, including qualitative data such as semi-structured 

interviews, participant observations, meeting participation, and document analysis, 

and quantitative data consisting of records of frequency of use of the telemedicine in 

the studied organization. The data collection began with meeting participation and 

interviews. Meeting participated in were project meetings and meetings with 

equipment suppliers. In addition did I together with the project group participate in 

visits by four different equipment suppliers where telemedicine systems were 

demonstrated. The objective with the introductory data collection was to gain 

knowledge of organizational members’ understanding of telemedicine with regard to 

a) for what specific purposes did they want to use the technology; b) how they wanted 

to use the technology; c) what did they want to achieve with technology use. Because 

the data collection began before project group members started to interact with the 

technology, and continued several years after the termination of the project, it is 

possible to analyse: 1) The original understanding held by project group members and 

other actors in the project context; 2) Discover how and if the understanding of the 

technology changed over time and if there is a changed focus on certain applications; 

3) Compare the understanding of technology among social groups not involved from 

the outset, with the understanding social groups involved at the outset. To trace the 

underlying institutional logics shaping the understanding of the technology was first 

done in the analysis of interviews, because (Coffey and Atkinson (1996:80): 

“...the analysis of narratives can provide a critical way of examining not only key 

actors and events but also cultural conventions and social norms.” 
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The data collection encompasses mainly two periods. During the first period between 

1994-1999 a comprehensive case study of a telemedicine project was accomplished 

with the aim of uncover actors’ expectations about the future use of technology and 

how the technology actually was deployed. In practice the project was divided into 

two-subprojects defined by the sites involved. The sub-project1 General Telemedicine 

(GTE) concerned communication between two health centres, one county hospital and 

one university hospital. The specialties involved were dermatology, orthopaedics and 

otorhinolaryngology (ear, nose and throat diseases). The second sub-project, 

telepathology (PAT), included pathology and cytology at the university hospital, and 

surgery and gynaecology at a county hospital. The data collection was undertaken 

during 1994 to 1999 (the equipment was purchased and installed in August 1996). 

Interviews were carried out on four occasions: in 1996, 1997, 1998 and 1999. In total 

62 interviews were carried out with 32 respondents (physicians, politicians and 

managing directors of hospitals). Multiple interviews were conducted with 15 

respondents. The data from second period encompasses seven formal follow up 

interviews (with physicians and the managers for the telemedicine support unit), on-

going informal contacts, and access to a record containing data from 1650 occasions 

between June 2003 and January 2006 when telemedicine has been used. Each time the 

system was used, the part initiating an interaction needed to fill in some data before 

s/he could log off the system. Data registered encompassed: date, time, host (who 

initiate the interaction), connected (who has been contacted), duration of contact, 

comments and person initiating the contact. The 1650 interactions were first analysed 

with regard to frequency of consultations conducted at medical clinics and health 

centres. Then data was analysed with regard to task: clinical or administrative use; 

with regard to between which hierarchical levels consultations have been conducted: 

inter-regional, regional, county, or health centre. Finally, the data record analysed can 

be regarded as evidence of what the technology is used for with regard to who has 

used it, who has been interacting with whom, and for what purposes. 

FROM VISIONS TO PRACTICE 

Table 1 and table 2 can be seen as illustrations of what happened during the ten first 

years when telemedicine was introduced in the county. During the time of the GTE 

project, September 1996 – December 1998, 156 consultations were conducted 

between the health centres and medical clinics involved in the project. 55% of the 

consultations conducted were ad hoc and 45 % were pre-planned. The consultations 

from health centres to the medical clinics were distributed as follows: 

Table 1: Medical clinics consulted by health centres 

Medical clinic Number of consultations 

Ear, nose and throat diseases 44 

Orthopaedics 41 

Dermatology 47 

Orthopaedics at County hospital 2 24 

Total 156 

 

A few years later another practice was established (table 2): 
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Table 2: Consultations between hierarchical levels, June 2003 and January 2006 

Hierarchical level Number of 

consultations  

% of total 

Hospital-Hospital, clinical  977  59% 

Hospital-Hospital, other  18  1% 

Hospital-Health Centre, 

clinical  

357  22% 

Hospital-Health Centre, other  105  6% 

Health Centre-Health Centre  193  12% 

Total  1650  100% 

Contrary to the original ideas that ad hoc consultations from health centres to hospitals 

would be dominating, the majority of consultations became planned and were 

conducted between hospitals. What is worth to note is that use at the health centres 

and the departments of orthopaedics and ear, nose and throat diseases, involved at the 

outset, more or less faded away. Accordingly, the question can be raised: What 

happened between 1994, when visionary ideas for telemedicine was launched, and 

2006 when another practice had been established? What happened on conceptual level 

is that actors extracted a mixture of cues, related them to their institutional logic 

and/or their daily practice, and took action. 

The “master” cue is telemedicine's distance bridging features. This is, a cue that gives 

people an idea about the technology’s core feature and its application in practice. In 

the first half of the 1990-ies, the major benefit of telemedicine use promoted in 

popular literature and practitioner conferences was the immediate access to medical 

specialists, regardless of the specialists' location. In the mid 1990-ies the author 

visited a number of telemedicine conferences where a standing item on the program 

was a medical specialist demonstrating a live session with one of his colleagues, 

usually in Tokyo or San Francisco. Telemedicine's distance bridging features were 

furthermore highlighted in the pioneering telemedicine projects in northern Norway 

(see e.g. Danielsen 1993). This region is similar to the studied county, sparsely 

populated with a number of health centres located more than 100 km from the nearest 

hospital. The understanding of telemedicine as a distance bridging technology was 

furthermore expressed in the overall goals formulated for the county's projects running 

between 1996 and 98. The goals, which can be seen as readymade cues, were to 

investigate to which degree telemedicine could: increase value for patients through 

access to medical specialists, without travel; support the development of competence 

in the organization; decrease the costs for the county; to investigate the long term 

effects that telemedicine may have on the structure of health care in the county. 

The goals developed were broad enough to appeal to the actors concerned: patients, 

general practitioners, medical specialists, politicians, hospital managers, and tax 

payers. All interviewed: physicians, politicians and managing directors of hospitals 

shared the understanding of telemedicine expressed in the overall goals. In one sense 

or another it was possible to relate the bracketed cue to some core elements in varying 

actor groups' institutional logics. For example equal access to medical specialists, 

sharing of specialists' competence, and an efficient use of financial resources. But how 

goals would be reached was more unclear, even if the technical director was repeating 

at every project meeting that physicians needed to think about how telemedicine 
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should be used in their practice. One of the enthusiastic physicians stated that it was 

only the imagination that defined the limits, but the challenge was probably to 

convince the colleagues. Hence, the translation of the overall goals into practice 

implied that new ques would be bracketed and related to the institutional logic and 

daily practice. 

When project group members visited technology demonstrations by equipment 

suppliers during the winter and spring 1996 a new cue was bracketed, to get instant 

access to medical specialists. Project group members realized that emergent, ad hoc, 

consultations would be of great value for both the general practitioner and the patient, 

instead of the previous idea of pre-planned consultations. A medical problem could be 

solved “here and now”. However, the idea of ad hoc consultations was not 

uncomplicated. A general practitioner enacted another extracted cue from the daily 

practice and stated before telemedicine was implemented: 

“You understand rather fast, when you have tried to call the university hospital and 

get hold on a medical specialist, that this [telemedicine] will not function…..There 

must be a physician stand by, who you can call and who can walk to the room with the 

equipment.” 

A hospital director stated that that telemedicine would hardly solve the problem of 

accessibility to medical specialists. However, by drawing on an existing institutional 

logic, the manager for the GTE-project meant that they had through the years learnt to 

manage incoming telephone calls from health centres, so they would probably learn to 

manage incoming telemedicine consultations. However, this opinion was not 

commonly shared among specialist. For example did the dermatologist in the project 

even view planned consultations as hassles in the daily operations for a few reasons. 

First, they did not have a telemedicine unit at their clinic. Instead they had to walk 400 

m through the hospital to the video conferencing studio. Second, consultations 

initiated from health centres implied that medical specialists’ interpretive power, to 

decide whether a patient should get access to specialist competence or not was 

challenged. Thus, the institutionalized roles and relationships between hospital- and 

primary care was challenged at its bottom line, especially by ad hoc consultations. 

Hospital care would become a service provider to primary care, which would be a 

radical re-thinking of roles and relationships. In an interview with one of the most 

enthusiastic general practitioner 10 years after the project started he did the following 

analysis of why ad hoc consultations faded away: 

“Suddenly was the primary care coming and putting demands on the hospital care, to 

for example develop routines for managing incoming consultations from the primary 

care….or to develop services for the primary care” 

Another bracketed cue that challenged the institutional logic was the absent patient. 

Some dermatologist feared that telemedicine use would imply a drain of patient flow 

to the clinic. This fear was grounded in the fact that financial compensation was based 

on the number of patients visiting the clinic, as well as research activities was 

depending on a continuous flow of patients. Moreover did dermatologists, as well as 

many other medical specialists interviewed, emphasize the importance of the physical 

meeting with the patients. A dermatologist stated that: 

“….you need to touch, feel and smell the patient’s skin and show that you don’t think 

the skin is disgusting” 
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However, other medical specialists claimed that the physical presence of the patient 

could sometimes be overestimated, but they said that they would not speak out this 

opinion in front of colleagues. Thus, the present patient could be seen as an essential 

part in the creation of the clinical specialists' identity that became threatened by 

telemedicine. 

Nevertheless, in the specialists' daily working situation, the presence of the patient 

was not non-negotiable. At the dermatology clinic the interpretive power was regained 

and alternative cues were bracketed. A new physician, who later became the head of 

the clinic, became responsible for telemedicine issues and identified a new 

application. She initiated a project investigating if telemedicine could solve staffing 

problems at the dermatology clinic at a district hospital 140 km away from the 

university hospital. The idea was that the nurse at the district hospital should take 

pictures of patients’ skins, send the pictures to the university hospital where the 

dermatologist examined the pictures at the same time as s/he was in contact with the 

patient via telemedicine and further treatment was discussed. As the current situation 

was, the dermatologist departed by bus at 06.00 in the morning to the district hospital 

two to three times per week. At the hospital they meet and examined patients the 

whole day and in the late afternoon, they spent another two hours by the bus. This 

duty was rotating among dermatologists, but even if they got compensated with one 

day off, this duty was not popular. When finished, the project was considered to be a 

great success, as the dermatologists’ discomfort with catching the bus at 06.00 in the 

morning was removed. No one involved complained about the fact that the patient not 

was physically present.  

In the PAT-project the applications concerning ad hoc consultations also faded away. 

Arguments against the method was based on an institutional logic, but one reason was 

not rooted in the institutional logic. The application frozen section procedure is a 

pathological laboratory procedure to perform rapid microscopic analysis of a 

specimen and is most often used in ontological surgery. This is, a surgeon can get a 

rapid answer whether a specimen contains cancer or not. Even if surgeons interviewed 

were positive to the method, a number of arguments based on institutional logic were 

highlighted. The surgeons at the district hospital who should use the technology were 

sceptical if they could trust the answers, because the method was not scientifically 

validated. The method became rather soon validated scientifically by the manager for 

the PAT-project, and the results showed that there was no significant differences 

between the traditional frozen section procedure and diagnosing via tele-pathology. 

Concerns were also raised about how the patients would react if they were given the 

answer “cancer” half an hour after a specimen had been taken. The surgeons' felt a bit 

ambivalent, because no studies were known regarding patients reactions in these 

cases. The author was however informed by a physician, who worked with 

telemedicine in another county that studies existed, telling that the sooner a patient got 

the result of the analysis, the better it was, even if the result was negative for the 

patient. But discussing the coming treatment should be waited with. A few years after 

the first study, the author discussed an alternative explanation for the ambivalence 

among surgeons with some physicians and nurses. The idea was that if a test confirms 

cancer, the surgeon need more time to prepare mentally for giving the bad news, than 

the five to ten minutes they have from they got the answer of the analysis until they 

should give a patient the answer. Some physicians and nurses agreed with the idea, 

whereas some physician disagreed. 
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Another successful application was medical rounds, or medical conferences between 

medical specialists and laboratory specialists. In the PAT-project, pathology 

conferences between the clinic of gynaecology at the county hospital and pathologists 

and oncologists at the university hospital, was successful and became a part of the 

routine activities, and the application was adopted at another county hospital. One 

reason for the success, implicitly mentioned in interviews, was that all medical 

specialists had participated in these kind of activities and the most well-known, the 

radiology round had been present for more than hundred years. Another reason 

mentioned among pathologists and gynaecologists was the organizational routines 

established for facilitating conferences. For example, conferences were held at the 

same time, the same day in the week, and detailed routines were set up for how to 

report a case that should be discussed at the conference. Additionally was it important 

to engage medical specialists with the right competencies for the topics discussed, in 

order to provide the participating gynaecologists with a perceived value of 

participating in the conference. Moreover, at the outset conferences were used as a 

mean for gynaecologists' competence development, but after a year gynaecologists 

understanding of pathology conferences changed from that of a mean for competence 

development, to an integrated part of the operations. The manager of the department 

said that he sometimes heard gynaecologists discussing a patient case saying: “Let’s 

wait to the conference until we decide on further treatment.”  

DISCUSSION 

The objective of the paper has been to analyse what actors in the building and 

construction industry can learn from other societal sectors implementing and using 

new ICT. By taking the point of departure in the concepts of sense making and 

institutional logics, facilitated the identification of a flow of bracketed cues from 

actors’ interactions with telemedicine in practice. These cues were related to parts of 

actors institutional logics, identity, and practice, and created meaning and guided 

further action. However, the influence of institutional logics weakened considerably if 

significant actor groups perceive that technology could solve some problem in the 

daily practice, or if technology was perceived to create considerable dis-comfort.  

At the outset a “master” cue, the technology’s distance bridging feature, is identified 

and further translated by technology advocates, conscious or not, into a number of 

bracket cues these are broad enough to be aligned with institutional logics of actor 

groups concerned, implying that a priori resistance is avoided. By drawing parallels to 

BIM, the question can be raised weather it “exists” a master cue for BIM? When 

saying that telemedicine is about bridging distance, people can rather easy get an idea 

about the technology’s core feature, and imagine some practical application. But if the 

“master” cue for BIM is “object based information”, how does that make sense to 

people in an industry where problems and their solution should be on a very practical 

level (see Löwstedt and Räisänen 2014). Or, is BIM’s master cue something that 

should “introduce significant changes in the industry for all stages of the construction 

process” (see Eastman et al 2011), how well received will such a cue be among 

contractors who strive for “becoming to remain the same” (see Löwstedt and 

Räisänen 2014)? Thus, by comparing the early introduction of BIM and telemedicine, 

telemedicine is launched as something harmless, whereas if the discourse on BIM is 

linked to construction practice, BIM might be perceived as something not “concerns 

us”, or even as something threatening. Thus, what is of central importance for the 

acceptance of an application is that a bracketed cue can trigger a sense a making 

process where the technology is seen as solution of some perceived problem, and/or is 
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aligned with the institutional logic. Clash controls can be seen as a bracket cue easy to 

make sense of and connect with an institutional logic, keeping the budget and time 

plan. However, when it comes to 4D- and 5D-BIM challenges might be greater. If the 

time plan is incorporated in the model (4D-BIM) and the plan should make sense for 

production managers, they need to have an influence over the time plan. However, this 

group might be difficult to mobilize because they are occupied with another project 

when the time plane would be outlined. An alternative would be to try to standardize 

the production process more. This might, however, be perceived as threat to the site 

managers semi-autonomous nature. Thus, applications these challenge significant 

actor groups' identity, like doing pre-surgery judgement via telemedicine, or requires 

re-organization of work processes, like managing urgent consultation in the 

telemedicine case, or strive for a far reaching standardization of the production 

process in construction, will not easily be accepted. 

A central difference between telemedicine and BIM is that the former at the outset is 

embedded into the daily practice when applications are tested and experimented with. 

BIM on the other hand has from the outset more been a concern for a development 

department somewhere, or scholars testing different applications, these might be years 

ahead of practice. Thus, in these cases it will be very demanding to implement some 

BIM-application into a practice where actors want practical solutions to practical 

problems. On the other hand, in the telemedicine case, an application that is tested and 

accepted among the actors concerned can seamlessly become a part of work 

processes. A BIM-application tested in a project might have a potential, but when it 

should be implemented, there will be a new project with new actors who might 

bracket other cues than actors who tested the application. 

CONCLUSIONS 

The immediate conclusion is that the use of technology is heavily shaped by 

significant actor groups' sense making of the technology, that is grounded both an 

institutional logic and what benefits or disadvantages the group perceive from 

technology use. What can be learnt from the telemedicine case is the importance of 

analysing underlying reasons to why an application is accepted or not. In the case an 

application not might accepted in a significant actor group, an analysis of underlying 

reasons is needed, as well trying to find alternative interpretations these not are felt as 

a threat by the group. 

REFERENCES 

Aranda-Mena, F., Crawford, J., Chevez, A., and Froese, T. (2008) Building information 

modeling demystified: does it make business sense to adopt BIM? “CIB W78 2008 

International Conference on Information Technology in Construction” Santiago, 

Chile. 

Ciborra, C. U. (1996) Introduction: What does groupware mean for the organizations hosting 

it? In C. U. Ciborra (Ed.), “Groupware and teamwork” (pp.1-19). Chichester: John 

Wiley and Sons. 

Coffey, A. and Atkinson, P. (1996) “Making sense of qualitative data”. London: Sage. 

Danielsen, T. (1993) The challenge of computer-meditated communication in health care. 

“Telektronikk”, 72-77. 

Dubois, A. and Gadde, L. E. (2002) The construction industry as loosely coupled system: 

implication for productivity and innovation. “Construction Management and 

Economics”, 20(7) 621-631. 



Linderoth 

1154 

 

Estman, C., Teicholz, P., Sacks, R., and Liston, K. (2011) “BIM Handbook: A Guide to 

Building Information Modeling for Owners, Managers, Designers, Engineers and 

Contractors”. Chichester: Wiley. 

Eisenhardt, M. K. (1989) Building Theories from Case Study Research, “The Academy of 

Management Review”, 14(4) 532-550. 

Griffith, T. L. (1999). Technology features as triggers for sensemaking. “Academy of 

Management Review”, 24(3) 472-488. 

Harty, C. 2005. Innovation in construction: a sociology of technology approach. “Building 

research and Information”, 33(6) 512-522 

Jacobsson, M. and Linderoth, H.C.J. (2010) The influence of contextual elements, actors' 

frames of reference and technology on the adoption and use of ICT in construction 

projects: a Swedish case study. “Construction management and Economics”, 28(1) 

13-23. 

Jensen, T.B., Kjærgaard, A., Svejvig, P. (2009) Using institutional theory with sensemaking 

theory: a case study of information system implementation in healthcare. “Journal of 

Information Technology”, 24(4) 343–353. 

Lucas Jr, H.C. (1975) “Why information systems fail”, New York, Columbia University 

Press. 

Löwstedt, M. and Räisänen, C. (2014) Social identity in construction: enactment and 

outcomes. “Construction Management and Economics”, 32(11), 1093-1105. 

Markus, M. L. and Benjamin, R. I. (1997) The magic bullet theory in IT-enabled 

transformation. “Sloan Management Review”, 38 (2) 55-68. 

Markus, M. L., and Bjørn-Andersen, N. (1987) Power over users: Its exercise by system 

professionals. “Communications of the ACM”, 30 498-504. 

Markus, M.L. and Robey, D. (1988) Information technology and organizational change: 

Causal structure in theory and research. “Management Science”, 34(5) 583-598. 

Newman, M., and Sabhewal, R. (1996) Escalation of commitment to information systems 

development: A longitudinal investigation. “MIS Quarterly”, 20 23-54. 

Normann, R. (1975) “Skapande företagsledning”. Stockholm: Bonniers. 

Orlikowski, W. J. (1996). Improvising organizational transformation over time: A situated 

change perspective. “Information Systems Research”, 7 (1), 63-92. 

Orlikowski, W. J., and Gash, D. C. (1994) Technological frames: Making sense of 

information technology in organizations. “ACM Transactions on information 

systems”, 12(2) 174-207. 

Porac, J. F., and Thomas, H. (1990) Taxonimic mental models in competitor definition, 

“Academy of Management Review”, 15(2) 224-240, 

Scott, W. R. 2001. Institutions and organizations, 2.nd ed. Thousand Oaks, CA: Sage. 

Weick, K. E., Sutcliffe, K. M., Obstfeld, D. (2005) Organizing and the process of 

sensemaking. “Organization science” 16(4) 409-421. 

Yin, K. R. (1994) “Case study research: Design and methods” [Second Edition], Sage 

Publishing, Beverly Hills, CA.

http://as.wiley.com/WileyCDA/Section/id-302477.html?query=Paul+Teicholz
http://as.wiley.com/WileyCDA/Section/id-302477.html?query=Rafael+Sacks
http://as.wiley.com/WileyCDA/Section/id-302477.html?query=Kathleen+Liston

