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Abstract 
Purpose: The purpose of this paper is twofold: was to investigate the social identity of staff in a public hospital, utilizing a multi-identity context; and to identify, and theits  implications for intergroup relations in the framework of Social Identity Theory (SIT) and Contact Theory.   
Design/methodology/approach: A qualitative method was used. Data from 30 employees working in a medium-sized public hospital in Israel were collected using a semi-structured interview guide.
Findings: Using a thematic analysis approach, it was found that departmental identity wasis the most prominent social identity associated with theof hospital staff. This identity wasis significant in shaping the relations between the groups in the hospital and hads an impact on the quality of relationships between the groups. Specifically, our findings identifieddemonstrate the drivers of social identity that affect the quality of relationships among and between groups. Drawing on contact theory provides insightse intonables understanding the formation of social identity in a hospital context, as well as the possible resolution of anythe possible adverse impact on intergroup relations, either through direct or indirect contact. 
Research limitations/implications: While qualitative in nature and therefore limited in scope, based on contact theory, the authors, drawing on contact theory, discuss the impact of the layers of social identity in the complex setting of a hospital, and suggest a possible resolution mechanism for adverse intergroup relations.
Originality/value: The study of In the framework of hospitals, studying social identity in hospitals, and its complexities across departments, professions, ranks, and cultures has largely beenis overlooked, notwithstanding the well-established importance of social identityalthough its importance for establishing cooperative intergroup relations. has been established. Moreover, utilizing the contact theory and the principles of indirect contact not only facilitatesenables not only an understanding of the origin of adverse relations, but also helps arrive at a resolution to this problem. but also understanding its resolution. Thus far, contact theory has not been appliedwas not utilized to explain the identities within a hospital, and negative contact in general has received less scholarly attention, particularlywas overall less explored, in particular within a specific institutional setting. 
Moreover, this paper suggests a novel interpretation ofview on the relationship between contact theory and indirect contact by suggesting an extended theory viewpoint in which each of the two,  (i.e. contact theory and indirect contact,) sustain nourish each other in an organizational context.	Comment by Author: Consider the word complement.
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Introduction
In a hospital setting, staff members categorize themselves and others according toacross a range of organizational groups linked to expectations and perceptions about their role, competence, and communication. These groups may be from different professions (e.g., medicine, nursing, etc.), different specialties (e.g., emergency medicine, gastroenterology, etc.), and different levels (e.g., junior and senior doctors) acting and interacting together (Hewett, Watson & Gallois, 2015). In tThe hospital context, where group memberships are  hierarchical, firmly role-bound, and at the same time, departmentally based, makes intergroup dynamics become complex,. Consequently, hospital settings and their members represent and thus a  important sourceskey consideration for research on social identity and its implications,  on the quality of intergroup relations and, particularlyin particular social identity’s negative implications, which are of significant concern to medical organizations (Riskin et al., 2015) . 
Social Identity Theory (SIT)
The SIT was developed by Tajfel (Tajfel, 1978; Tajfel & Turner, 1986) to explain individual behavior as influenced by group memberships. SIT focuses on the group, with social identity defined as “that part of an individual’s self-concept which derives from his [sic] knowledge of his membership of a group (or groups) together with the value and the emotional significance attached to the membership” (Tajfel, 1978, p. 63). An individual is regarded as having a “‘binary self”’ comprised ofing both personal and social identities (Gallois, McKay & Pittam, 2005). Social identity has been conceptualized as the “‘social glue”’ through which individuals relate to their in-group and display continuing efforts on behalf of the collective group (Van Vugt & Hart, 2004). 
Focusing on the nexus between the individual and the group, this approach explores how individuals’ seeing themselvesourselves and others in terms of social categories affects theirindividuals’ perceptions, attitudes, and behavior. People categorize themselves and others as either members of an in-group (“‘us”’) or an out-group (“‘them”’), because (a) being part of a positively valued group enhances self-esteem, and (b) because categorization offers a meaningful way to organize one’s social world (Tajfel & Turner, 1979; Turner, Hogg, Oakes, Reicher, & Wetherell, 1987). IndividualsPeople also compare their group with those of others, often striving to maximize the positive distinctiveness of their own. When social identity is salient, people focus more on the shared attributes uniting group members rather than on the personal characteristics differentiating them. 
In previous research, SIT has been commonly used to highlight the motivation for individuals to identify themselves with a group and the desire for group distinctiveness (Hewstone, Rubin, & Willis, 2002; LaTendresse, 2000). This theory asserts that the motivation to identify oneself as a member of a group stems from a need for boosting their self-esteem. Self; with self-esteem enhancesing behaviors underlying the core processes involved in the formation of a social identity, including categorization, social identification and social comparison (Tajfel & Turner, 1979).  Indeed, SIT suggests that the perceptions of shared attributes engender group behavior, which, depending on the context, can be either positive (e.g., cooperation) or negative (e.g., discrimination) (Kreindler, Dowd, Star, & Gottschalk, 2012).
Studies focusing on the positive consequences of social identity suggest that social identity contributes to group cohesion and motivation (e.g., Ellemers, de Gilders, & Haslam, 2004), job satisfaction, health and wellbeing (Haslam, Jetten, Postmes, & Haslam, 2009), collaboration, altruistic behaviors, and positive group evaluations (Ashforth & Mael, 1989). Furthermore, recent longitudinal research indicates that social identification with a workgroup has a positive long-term impact on individuals’ health, wellbeing, and morale because it is associated with factors (e.g., support and appreciation) that protect individuals from burnout during demanding phases of group activity (Haslam, Jetten, & Waghorn, 2009). 
However, other studies claim that social identity may increase in-group bias under several circumstances (e.g., McGarty, 2001), such as through stereotyping of the outgroup and discrimination (Tajfel, 1978), as well as social competitiveness (Amiot & Sansfacon, 2011), and conflicts. One of the critical elements that impact the quality (i.e., positive vs. negative) of these interrelations, depends highly on the interrelations between social identity and contact theory (Shwed, Kalish, & Shavit, 2018).
Contact Theory
The cContact theory hypothesis began to evolveform after World War II. The theory posits that intergroup contact within a social context can increase positive intergroup emotions and empathy, decrease negative emotions (Pettigrew & Tropp, 2008) and have a positive effect on reducing prejudice and conflict between groups, increasingand increase favorable attitudes. and creating more optimal contact (Pettigrew, 1998). 
Numerous studies have shownshowed widespread general support for contact theory, suggesting that intergroup contact typically reduces intergroup prejudice and results in more optimal contact (Pettigrew, Tropp, Wagner & Christ, 2011). 
[bookmark: _Hlk61700567][bookmark: _Hlk13903088]However, in some cases, contact was found to exacerbate prejudice. To explain these findings, Allport (1954) adopted a “'positive factors”' approach and specified the critical situational conditions for intergroup contact to reduce prejudice. He suggested that the positive effects of intergroup contact occur only when four essential conditions exist: equal group status within the situation – that is, contact between those sharingothers who share a similar status; common shared goals with an active, goal-oriented effort; intergroup cooperation without intergroup competition; and the support of authorities, law or custom, which establishes norms of acceptance (Pettigrew, 1998; Pettigrew, Tropp, Wagner & Christ, 2011) that will shape a more favorable structure of intergroup relations (Dovidio, Eller, & Hewstone, 2011). Altogether, these conditions are expressed when direct contact between the different parties is optional.
However, when the direct encounters areis not optional, indirect forms of contact may play a crucial role in impacting intergroup attitudes (Visintin, Voci, Pagotto, & Hewstone, 2017) and thus, behaviors. 
[bookmark: _Hlk62232965][bookmark: _Hlk34816709] Indirect contact is a term which relates to various forms of contact that do not include face- to-face encounters between the in-group and the out-group. It is composed ofincludes three building blocks, two of which are related to a real possible interaction with the other group, with oneand one is based on the conceptualization of reality. The first building block, namely Eextended Ccontact, involves learning about an incident in which an in-group member befriendsis friends with an out-group member. The second building block, namely vVicarious cContact, is based on a real personal experience of observing an in-group member interact with an out-group member. Lastly, Iimagined cContact occurs when a member of a particular group could imagine an interaction with the other group (Dovidio et al., 2011). Research indicates that indirect contact can elicit positive intergroup attitudes, reduces barriers to future encounters, and improves the likelihood of successful direct contact (Stathi & Crisp, 2008). 

While contact theory is based on direct contact between groups of diverse  (national or)  cultural backgrounds, it has rarely been appliedwas scantly utilized in the organizational context that focuses focusing on interrelations between departments, which also differ culturally. Furthermore, the issues of literature regarding negative contact, as well as regarding intergroup contact within specific institutional settings and its applications to policy (Pettigrew, 2008), have largely been overlooked in the literature.was overlooked.	Comment by Author: Does this correctly reflect your meaning?
Given this context, the overallTaken together, the overreaching goal of this article is to illustrate how, according to the contact theory, and in the absence of contact structures according to the contact theory (Dovidio., et al. 2011) shape the intergroup identity and possibly the adverse relations between different hospital departments. Furthermore, resolutions for the negative impact of group social identity on these relations, based on direct and indirect contact frameworks, are suggested in order to facilitateallow the development of mechanisms to strengthen the collective organizational identity and to weaken the adverse effects of distinct social identities. 
Social Identity in the Health Context 
Healthcare providers are required to cooperate and collaborate for the purpose of providing patient care. They come from different professional, specialty, and cultural backgrounds. Each health profession and specialty has its own language, rules, and norms that are rarely shared with other professional disciplines (Watson, Hewett, & Gallois, 2012). 
Social identity, in an inter-professional workplace context, is an indicatorion of the group with which an individual primarily identifies with. Furthermore, the nature of groups within a healthcare environment means that an individual’s self-esteem is likely to hinge on the status of their in-group. Therefore, behaviors which enhance the status of the group may align with self-esteem enhancing behaviors, which occur onat an individual level (Thomson, Outram, Gilligan, & Levett-Jones, 2015).
Professional identity is the relatively stable and enduring constellation of attributes, values, motives, and experiences in terms of which people define themselves in a professional role (Warren & Braithwaite, 2020). Professional identity can be viewed as important in organizations that are composed ofcomprising individuals with diverse areas of expertise. Ashforth, Harrison and Corley's (2008) literature review of identity in organizations posits that there is an essential human desire to expand the self-concept to include connections with others and to feel a sense of belonging towith a larger group, which is anamely professional identity. In the workplace, professional identity becomes a complicated social activity (Willettes & Clarke, 2014). These perceptionsnotions can be identified in hospitals settings. Callan et al. (2007) found that the source of the hospital staff's identity is the professional sub-cultures, namely, medicine, nursing, and administration, and determinedfound that these identities affected the staff’s openness to change and job satisfaction. Hewett, Watson, Gallois, Ward, and Leggett (2009) investigated the impact of physicians' professional identity on the communication between these professionalsthem, and, as a result, on the quality of medical care given to patients. Drawing on SIT, the research revealed that the staff specialty constituted the primary group identity, and that patient charts, which are —supposedly repositories of objective information,— were rife with examples of intergroup competition and in-group enhancement. The study also showed how inter-specialty competition to “‘own”’ (or disown) patients could threaten safe care and couldmay have led to lead to a patient’s death. The authors argued that interpersonal skills training would be an inadequate remedy for physicians’ dysfunctional communication, since the problem resulted not from a lack of skill but from the active expression of group identities (Hewett et al., 2009). 	Comment by Author: Are you referring to a specific example- if so, this phrasing is fine. Or are you referring to a general scenario in which this could happen? If so, it should read: …and could lead to a patient’s death.
Contact Theory in the Healthcare Context
Contact theory posits that contact between people creates understanding and minimizes intergroup conflicts. Contact in hHealth care teams is reflected in a number ofsome ways: teams musthave to cooperate and exchange resources over group boundaries to respond effectively to patients’ needs; two groups can workworking on a shared project; groups can collaborate on tasks demanding such collaborationperformance on tasks that require collaboration between groups (Richter, West, Van Dick & Dawson, 2006). 
As services are tailored around patients’ needs, different work groups are often required to cooperate with each other for a number of purposes. This includes covering for staff shortages, providing patient services out of normal working hours, and providing complementary patient treatment from groups with different professional orientations (Richter et al., 2006). 
Indeed, in their study of contact between Italian hospital workers and foreign patients, Pagotto, Voci and Macolan (2010) found that contact at work could be a powerful means of reducingto reduce prejudice, duethanks to its abilitycapacity to evoke changes in affective responses.  
Contact theory can be utilized to understand and reduce inter-group conflicts by fFocusing on the dark side of interrelations and the potential dynamics of conflicts between groups, contact theory can be utilized to understand and reduce intergroup conflicts (Dovidio et al., 2011). This is also true for intergroup relationships within the hospital. For example, Carpenter and Dickinson (2016), who studied contact theory within the framework of inter-professional education, argued that when brought together, group members have the opportunity to learn about each other and dispel the negative stereotypes which are presumed to hamper inter-professional collaboration in practice. The study proposed that focusing on intergroup relations and contact variables cwould increase the chances of the planned contact havingto have a positive effect on attitudinale change (Carpenter & Dickinson, 2016). 
Dovidio and colleagues (2011) suggested that shared goals, cooperation, equity of status and support are the cornerstones ofto contact, and shape positive intergroup relations. According to them,, while  the lack of these might trigger imbalance, which in turn, leads to conflicts. In hospital frameworks, the lack of cooperation between groups and the lack of management support will lead to conflicts due to the In the framework of hospitals, it is reasonable to assume that the differentiation in the status of different jobholders, such as medical doctors, nurses, and maintenance employees, which is accompanied by different departmental goals. , lack of cooperation between groups, and lack of management support, will lead to conflict.   It is possible to resort to indirect mediated contact in order to foster inter-group empathic processes inIn cases where many of the contact attributes are missing:: statuses are  is  unoften not equal, goals can be conflicting, and support in intergroup processes are not a priority , it is possible to resort to indirect mediated contact in order to foster intergroup empathic processes (Batson & Ahmad, 2009).

Given this backgroundTaken together, it is reasonable to assume that in the hospital frameworkframework of hospitals, investing efforts in direct and indirect contact strategies is crucial for decreasing the imbalance between different social identitiesy holders.
In light of the precedingis review, the present research contributes to expanding the theory of social identity in organizations in general and in a hospital context in particular. The social identitiesy of the hospital staff wereis examined, as well as theirits negative impact on group relations and the impact of contact as a remedy.
The Present Study 
The present study aims at exploringed to explore the dynamics of social identities and intergroup relations in a medium-sized hospital. We conducted an exploratory qualitative inquiry to seek rich, in-depth perceptions of social identities expressed in differentiating feelings and behaviors. Specifically, we asked the following research question: 
How do the social identity and the inter-groups distinctions reflect on the perception of the members of the groups and the relations within it? 

Method
Research Design and Sample
We conducted a qualitative research study inIn an attempt to comprehensively examine the social identity of staff in a hospital work environment., we conducted a qualitative research. Qualitative research frameworks require call upon researchers to: study phenomena in their natural settings; to understand and interpret the world constructs of individual participants; to  attach considerablemuch importance to personal knowledge, views and perspectives; and to note the meanings attributed by participants to personal experiences (Creswell, 1998; Patton, 1990; Sabar Ben-Yehoshua, 1999; Shkedi, 2004). The iInterviews provided descriptions and examples that comprehensivelyholistically revealed the complexity of the phenomenon, including its causes and consequences.  
Between January and March 2017, sSemi-structured, in-depth interviews were conducted with 30 participants in a medium-sized adult hospital for adults in Israel. The hospital   employs about 890 employees, including doctors, nursing and paramedical workers, and administration and maintenance workers. The staff included membersconsists of different religions and ethnic groups. The hospital is a peripheral hospital, typically catering tofor middles and lower class and below populations.

 . In accordanceline with previousformer guidelines (Bowen, 2008; Kerr, Nixon, & Wild, 2010), data saturation was reached after 30 interviews, when main themes related to the study (such as the dominant social identity, the perception of outgroups and issues related to contact) werehad been repeated. Furthermore, and more generally, a sample of 30 has been acknowledged as beingwas noted to be more than adequate forin qualitative research (Mason, 2010). 	Comment by Author: Should this read existing?
The interviewee sample was drawn from various departments and sectors in the hospital (medical, nursing, administration and para-medical), and was intended to provide a a wide as wide as possible examination of the various levels of social identity. The interviewees were randomly sampled by the hospital administration in accordance withdherence to this qualificationstipulation, and the research team ensured made sure that the sample reflected the sought-after diversityis. Eleven medical departments, about half of the administrative departments, and about half of the paramedical departments, were represented in the sample.  
Thus, the respondents were managers and employees from different departments and ward levels as specified in Table 1. Fifteen of the participants were women, and 15 were men. Job tenure ranged from 6 months to 40 years. 
[Insert Table 1 about here]
Data Collection and Interview Design
[bookmark: _Hlk61902333]Common guidelines for open-ended questions, structured and based on the literature review and aiming to explore the role that social identity and contact play in the hospital context, were used. The interviews were flexible with regards to the order of the questions, the time allocated for each question, and the discussion ofdiscussing emerging topics. The thematic interview guide included the following themes: strengths and weaknesses of the hospital and department;, feelings abouttowards the hospital and the hospital’s image;, the employee’s main identities;, the relationships within the department;, and the contact and relationships between the departments. Each interview lasted about one hour and was conducted during working hours in a private room in the hospital. The interviews were conducted by the three researchers.
Permission to conduct the study was obtained from the hospital’s vice-CEO of the hospital, the chief doctor, and the heads of the department heads. All participants were required to sign informed- consent forms. Before submitting these forms, the researchers assured participants that participation in the study was voluntary, that refusal to participate would have no effect on their careers, and that confidentiality and anonymity would be maintained throughout all stages of the study. All references to personal data were omitted from research records.
Data Analysis
Data were analyzed using thematic analysis (Weber, 1990) by encoding central themes and identifying patterns that emerged from them, and which were related to the respondents’ perceptions of social identity and its consequences. The data analysis process included two stages. In the first stage, each researcher reviewedwent over the interviews that she or/ he had conducted, performed lengthwise analyseis, and encoded central themes. This stage is vital for preserving the context and content of the interviewees’s statements. In the second stage, all the interviewers performed transverse analysis that identified general patterns of themes and provided a comprehensive picture of perceptions and concepts. In order to maintain inter-rater reliability, Cohen's Kappa (k) reliability (Cohen, 1960) was utilized. The raters (i.e., interviewers) were asked to rate their agreement with the corresponding authors’ thematic analysis. The k values were interpreted as follows:, k < 0.20, poor agreement; 0.21 < k < 0.40, fair agreement; 0.41 < k < 0.60, moderate agreement; 0.61 < k < 0.80, good agreement; 0.81 < k < 1.00, very good agreement. Results of 0.61 < k < 1 were considered acceptable for the current study. Consequently,The meaning is that only themes and interpretations which reached or exceeded the threshold of 0.60, were presented as part of the results.

Results
[bookmark: _Hlk62213983]The analyses resulted in two main themes with accompanying sub-themes (see Table 2), indicating antecedents to social identity that create intergroup relations characterized by negative feelings and behaviors.  
[Insert Table 2 about here]
1. [bookmark: _Hlk13810711]Social Iidentity – Antecedents   
[bookmark: _Hlk13810748]Several social identities emerged from the analysis: organizational (the hospital versus other hospitals);, role (doctors, interns, nurses, maintenance);, seniority (senior doctors, junior doctors, and interns),; and cultural groups. In additionHowever, departmental identity was found to be an especially  significant social identity factor.	Comment by Author: This wording makes the meaning unclear – do you mean departmental identify was NOT found to be a significant social factor; or, that , In addition, departmental identity was found to be a …… The material following this paragraph indicates that the second meaning is correct.
The findings indicated a distinct social identity of the respondents related to their department. The department, even more than  the hospital, was their anchor or/ reference, before the hospital, as they expressed feelings of pride and belonging and aspirations of development and uniqueness within their departments. 
For example, a department head related thatsaid, “As head of [x] department, I am less interested in what goes on in other departments. What interests me is that my department develops. I see other departments such as Cardiology and others, and I want mine to develop too.”. According to SIT, as can be learnedwe learn from his remarks, the departmental identity was sharpened by the salience of the other departments that constitute out-groups. A nurse employed in nursing administration admittedstated that, “Many heads of departments see their department as unique.”.  Similarly, another nurse in the Neonatal Department proudly declared thatsaid, “I tell every pregnant woman to come to us at [name of hospital]. I know she will get excellent care. I am proud to be part of this department, proud of the relationships between the staff.”.
Identification with the department was expressed by high in-department solidarity (above professional roles) and low inter-departmental solidarity, as demonstrated by statements of two physicians in two different departments. These statements also demonstrate that when contact is applied through cooperation within departments, it overcomes the boundaries of hierarchy and status boundaries. Similarly, when the status is not dominant (i.e., equality is salient), the staff’s focus is different. 
The excellent relationships between the physicians and the nurses; we include them in morning rounds…. Intensive Care has an excellent nursing team. They choose the team, the shifts. The head nurse navigates the work and the people, but she consults us… We also give them lectures, share information, things that it is essential they know, training. The physicians and nursing staff in the department have a good relationship.
We insist on professionalism, that everyone in the department knows all the patients, unlike other departments. Everyone knows the two to ten patients they take care of. We do morning rounds and afternoon rounds. People do not look at their niche, but that we all know everything and everyone. The same goes for the nurses. Naturally, the head nurses sit in morning meetings, and there is a nurse on morning rounds. It is crucial that a nurse is present and knows everyone, to be on top of things before they develop, because that happens fast… We have relationships among the staff; we respect each other. There is no ego. You see ego in many departments. Ego can destroy a department. We do not have an ego.
The latter physician described his department in comparison to other departments, thus, – according to SIT, – creating social identity and categorization. 
A physician in the medical center’s administration summarized the priority of the department over the priority of the medical center. By doing so, he emphasized a lack of shared goals that are needed for positive contact between departments: “Department heads are not always committed to the organizational spirit, but rather to their department. They are committed to their patients on the department level.”. 
Two primary sources of departmental identity, which were also found to be barriers for contact, were identified: professionalism and status;, and management approach.
[bookmark: _Hlk13810794]1.1 Perceived professionalism and status 
Beyond the social identity formed by belonging to the same department, participants had a strong sense of their disciplinary and professional memberships; specialization was the most salient professional identity for them, and its quality affected the department's prestige. Consistent with SIT, respondents made intergroup comparisons and categorized specialists from other departments as out-group members. The differences between the prestige of groups produce social identities.
A cardiology physician used a professional criterion to describe the differences of status between the departments, which impact the cooperation and quality of contact: “There are two good departments - Gynecology and Cardiology, and it is difficult for us to work with less professional physicians. Today there is atropine, which is a kind of enzyme, and they do not use it…. They do things that are not professional enough or the best practice, and we have to deal with it and fix it…”. 
Another expression of the salience of different statuses and their impact on the outgroup perception was best summarized by a physical therapist (part of the paramedical sector):  
Do the patients get what they need and deserve? I do not know… as far as the workforce, some departments are excellent: Mouth and Jaw, Cardiology, Maternity and Obstetrics, they are all competent departments. You see physicians that studied in Israel there, experts in their field. You open a newspaper and see their names. On the other hand, in other departments – Orthopedics, Surgery, the level is not very high. Many physicians studied abroad, in Greece, Romania, Lithuania, rather than Israel, the US or Australia. In Orthopedics, only one studied at Hadassah [a prestigiouse Israeli medical school], and you can see the difference. 
Similarly, another physician, the head of a department, concludedstated: “It depends on the department. Some have an excellent reputation and some less so.”. Another physician added: “We do not have a good image; however, we have”’ flagship’” departments, some of the best in the country, that work admirably while other do not. For instance, the emergency waiting area is always crowded, and that negatively affects the overall image.”. 
According to SIT, the degree of a department’s prestige reinforces the group’s social identity, while at the same time serves as a barrier for establishing contact with other groups.  
1.2 [bookmark: _Hlk13811124] Differential management attitude 
The findings indicate that the various departments compete for the management’s support, and thate a differential management attitude operates as a factor forof departmental social identity. At the same time, as managerial support is needed for intergroup contact, the distinguishing support promotes an imbalance in status, which in turn reinforces the departmental identity. 
This was reflected in statements made by staff members holding different roles:
In general, employees are heard, but in my department, we feel rejected. They give more to profitable departments. That is how our management works. For instance, some departments were given a dishwasher; we did not get one. It is mainly we feel that they do not remember us, that we are abandoned up here. They remember us only when they need us… to sign off on someone’s rehabilitation. (Nurse in a department).
 
Management is not attentive to my needs, for instance, regarding equipment. I sometimes get the impression that we do not get priority. I will give you some examples. For instance, the refrigerator of the patients’ families broke down. So, they took the staff’s refrigerator, and for over a month, I have been asking for a refrigerator, and nothing… The same goes for the cooler. I brought a cooler from home for the department. Management never says, “Let us see what you need, and we will fix it.” (Physician).
 
As head of a department, there are many things I need but do not get. I have not received new employees for three years. Either there are no job vacancies available, or they go to other departments like Vascularo-Cardiology, which just opened, or Gynecology… (Physician, head of a department). 
2. [bookmark: _Hlk13811854]Intergroup relations: - Feelings and behaviors
It was found that the dominance of the departmental social identities described above creates intergroup relations characterized by competitive relationships, biases, and negative feelings and behaviors. Those relationships are reflected in the respondents’ descriptions of the difficulties they encounter when attempting to cooperate and their stereotypical perceptions of other departments.  A few themes that werehave been identified are found in the following sections.:  
[bookmark: _Hlk13812287][bookmark: _Hlk14105658]2.1 Competition and concealment of information 
It wasis evident that situations that required cooperation between departments created difficulties, and wereare perceived as a form of competition. It also appearsseems  that professional identity wais less salient than the departmental one. A nurse in the nursing administration department described the general atmosphere among nurses responsible for various fields in nursing administration:
This corridor, where there are many general nurses and nurses with other roles, accreditation, has been given the name “The Pure Souls Street.” They play dirty games, lots of ego wars.
Similarly, another nurse in the nursing administration department described a situation in which she was required to cooperate with a fellow nurse, and how each one of them tried to gain the most credit and benefit for her department:
The nurses here in nursing administration are competitive. They do not give all the information or do not help, so that I am less successful. For instance, if I work on emergency protocols, and work with the nurse in charge of emergency protocols, there is friction; for example, who will present the presentation and who will get the credit. The fields are intertwined and affect each other, so there is intrigue, high identification of each department with itself.  
According to SIT, in situations of competition, group lines are drawn more sharply, values and norms are underscored, and we/they differences between we and they are accentuated.
2.2 [bookmark: _Hlk13812394]Competition over resources 
Participants described conflicts between departments over resources (such as rooms, operatingon rooms, materials, and time), which reflected either actual low resources or relative deprivation. Nurses from the Ggynecology Ddepartment discussed competition over rooms. Each department staff felt that the patients should be admitted to other departments as their own departmentsy were busier and more crowded. 
Some interviewees described a conflict over operating rooms, with each department attempting to claimclaiming the better (morning) hours, and arguing that their surgeries were much more urgent. 
2.3 Feelings of deprivation and lack of appreciation 
The department’s social identity wasis expressed by the mutual feelings of its members regarding their place and status in the hospital. The interviews reflected a sense of deprivation in specific departments, as well as feelings of a a lack of appreciation that they felt. This demonstrates inequality in status, but it is also an expression of lower status holders expressingthat express their desire to feel part of a shared goal, which is mandatory for contact.  
An employee in one of the housekeeping departments expressed these feelings:
We are essential, too; we want to contribute and move forward, we want to be seen and involved. We have a lot to give, and we should be given a chance, even if we do not have a degree and we work in housekeeping. It is a workplace that we are proud of, and we want to contribute to it. (An employee in one of the housekeeping departments).
[bookmark: _Hlk13812476]2.4 A sense of hostility between the departments, provocation, teasing 
The distinct departmental identities created relationships repleteloaded with negative feelings and defiant behaviors between members of various departments. Stereotypes wereare used to describe members of the out-group as additional evidence of the superiority of the departmental identity vs. the professional one. A nurse in the Gynecology Department told us: 
Our relationships are not ideal. It is not that we do not greet each other when we walk by in the corridor. I have friends there too. They tried to hold team-spirit training, but everyone thinks that the other department does not do anything. I never think what someone else is doing, but if someone comes by and says, all you do here is drink coffee all day, it upsets me, and I want to be rude. If I am drinking coffee, it means I can. We know what we are doing. 

Another nurse added:
There should be rotation; one or two midwives go to maternity, and we go to them. Even if I am not a midwife, I can be in the emergency room or reception, and understand the other side, what they do. It would improve the relationships, and help them understand what we have to do. 

Discussion
This research aimed to investigate the dynamics of social identities and intergroup relations in a hospital, which is a highly heterogeneous group context with many different aspects of identity, within the framework of contact theory. The findings indicated  the dominance of departmental in-group identity and its centrality in staff’speople’s perceptions. The study, which was conducted within athe hospital, further identified the level of perceived professionalism as a source of strengthening departmental identity and as a barrier for contact. The differential management attitude to the various departments also served as a driver for the salience of departmental identity. Additionally, these factors were manifested in the intergroup relationships between departments, namely, the daily work in the hospital. In light ofFollowing these findings, the utilization of contact theory and indirect contact strategies as a remedy forto a negative intergroup interpersonal relationship is discussed.   
Social Identity and Intergroup Relations   
Our findings indicated that all interviewees classified their social identity as based first on the department to which they belonged.first based on their departmental belonging. Additionally, two drivers, namely professionalism and differential managerial attitude, contributed to forming their departmental social identity. This meansThe meaning is that members of the highly-valued departments wanted to preserve their esteemedhigh professional image, and therefore differentiate themselves from less appreciated and less professionally valuedperceived departments, which affectedimpacts their attitudes and behaviors towards these outgroups. Previous studies have similarly shown that preserving a high professional image leads to intergroup conflicts (Cuhadar & Dayton, 2011; Rubin & Hewstone, 2004). The perception of the department’s professionalism forms its image, and this was also found to predict discrete social identity. The SIT framework helps to elucidateunderstand the motivation of groups to distinguish themselves, indicatingand here the insight is that the differentiation is aimed at maintaining the department’s professional image. 
Furthermore, the high costs of medical care create struggles over budgets and resources in hospitals. Under these conditions, the present study shows that management’s support of the various departments is essential, and is a predictor of social identity. SIT theorizes that when individuals identify with their group, their wellbeing is intertwined with the group’s wellbeing (Van Vugt & Hart, 2004), and the group’s status is significant forto their wellbeing. Management’s deferential attitude toward various departments creates an experience of a particular hierarchy amongbetween the departments, which is reflected in feelings of rejection, discrimination, superiority, etc. among the members of those departments. An insight provided by SIT in this context relates to the social structure of the groups, seen in status and power differences between them, and is one of the elements of social categorization (Kreindler, Dowd, Star, & Gottschalk, 2012). 
Additionally, it seems that these drivers shape intergroup relations. A frustration-aggression effect could be identified in departments that felt other departments stood the way of in their way to their professionalism, creating further conflict amongbetween departments. While there was increased and positive contact within departments (both within and across professional roles and statuses), which was manifested throughWhile the contact within the department is typically high and positive (both within and across professional roles and statuses), manifested  in solidarity and an in-group bond, the opportunity for between-department contact was found to be minimal, artificialforced and mostly conflictedual. These conflicts could be either actual or relative, and, forto the most part, they nurtured ourish the departmental social identity, prevented cooperation between the groups, and evoked mutual negative behaviors and feelings. These findings also demonstrate a lack of shared goals. Previous findings have supported the propositionnotion that such a lack of shared goals impacts the quality of relationships (Lloyd, Schneider, Scales, Bailey & Jones, 2011). In the healthcare sector specifically, Specifically to the healthcare sector, and consistent with this in line with this notion,, Thomson et al. (2015) found that focusing on one’s specific sector’s goals instead of the patient’s or the team’s goals affects the quality of communication between teams and their overall ability to provide the best care for patients.  Considered together,All in all, these distinct identities created intergroup relationships in which each department was a sort of sub-organization, struggling to build its status within the hospital, to attain resources and develop, and to obtain a bettergain a higher image and gain more appreciation from the management. Therefore, the relationships between the departments were typically characterized by hostility, provocation, and a sense of discrimination and lack of appreciation.
Spotlight on Contact Ttheory spotlight
CollectivelyAltogether, these findings corroborate the broad framing of contact theory, the theoretical framework of the current article. The lack of shared goals, the divisiveseparative managerial attitude, and the differentiation of status based on professionalism and prestige are evidence that three out of four building blocks upon which, which contact is based upon according to contact theory principles (Dovidio et al., 2011; Visintin et al.,2017), are missing in the hospital context. 
Furthermore, three further variables which are considered necessarywere noted to be needed to ensure success in contact, were found to be missing in the hospital setting: positive expectations of all participants;, a concern for and understanding of group differences as well as similarities; and the perception that other members (the out-group) are typical and not merely exceptions to the stereotypes. Thus, the application of intergroup contact theory to IPE may provide a theoretical framework to guide the development of effective IPE for students (Mohaupt et al., 2016). It is therefore important for the healthcare organization to be aware of and improve the underlying conditions required for positive direct contact.	Comment by Author: This highlighting has not been removed, assuming the authors have a reason for it.F	Comment by Author: This is the first time this acronym appears – please spell it out first.
In their absence of the above-described variables necessary to ensure contact, SIT predictions are strengthened, and departmental identity is reinforced. According to contact theory, when direct contact is absent or malpracticed, indirect structures of contact might increase the likelihood of the establishment of contact (Visintin et al., 2017). Yet, However, our findings indicate the absence of these mechanisms of indirect contact (i.e.,  eExtended cContact; vVicarious cContact; iImagined cContact) as well. In their absence, adverse relations between departments were found to dominate the inter-group relations.
The underlying assumption of contact theory, which is structured within Visintin et al.'s (2017) notions, broadly posits hierarchical relationships between direct and indirect contact, in which only in the absence of direct contact structures, are indirect structures of contact are utilized. In contrast, weWe, in contrast believe that direct and indirect contact mechanisms together shape a comprehensive framework of complementary building blocks that can work togetherinterplay in the process of the formation of social identities. In a complex realitiesy such as hospitals, it maymight be that indirect contact structures will become prominent even in the presence of direct mechanisms. For exampleinstance, it is possiblecould be that in some departments, members will observe intergroup friendships and make friends from other departments, even more, when direct contact structures, such as shared goals, are present. Although in the current study,studied case both are missing, we see the importance of this possibilitysuch notion and, thus, we integrated it intowithin our discussion of practical implications.
Practical Iimplications
Given the evidence,Taken together, it seems that implementing direct and indirect strategies that conformin line with both contact theory and indirect contact might reshapechange the departmental identity into a reshaped comprehensive hospital identity. 
Firstly, shared goals, such as mutual responsibility for patient care, should be clearly identifieddeclared and emphasized by management, equality between departments should be maintained, and support to lower status departments should be givenm.  are promoted). Based on the understanding that all departments are equal and vital for the hospital, these steps can serve as the basis for cooperative status and help establish a and shared identity will be set. 
Inter-departmental cooperation should be embedded in daily practice, encouraged and rewarded promoting direct contact. 
1. Additionally, the likelihood for positive contact will be greater if, through HR practices and internal communication, management promotes situationsincidents in which intergroup contact is made, and allows and even promotes these situations throughincidents by staff exchange, the likelihood for positive contact will be set.  In this respect, these opportunities for intergroup contact could be advancedelevated through HR projects in which employees from different departments join other departments for short periods of time to other departments.
2. Additionally, using indirect contact, organizational practices should foster learning about actual incidents in which an in-group member cooperated with an outgroup member (eExtended indirect contact), or describe future situations in which professionals from different departments they may have to cooperate (imagined indirect contact)professionals from different departments to imagine. In these cases, the organization should more directly encourage the existence of those situationsinstances, encourage their occurrence and communicate and/ reward  these occurrences through anthe organizational reward system. 	Comment by Author: Does this change accurately reflect your meaning?
Generally,All in all, in the healthcare context, in which intergroup relations are important, but are often lacking, these practices will elevate both direct and indirect contact mechanisms interchangeably. This propositionSuch notion challenges the underlying assumptions of contact theory. As emphasized previously,stressed before, and in contrast to the theory, we do not see that contact and indirect contact are separate structures, but, rather, preferably two strategies that can nourish sustain each other. Management support is needed for both direct and indirect contact, and the ability to imagine contact is based on management statements and practices, as well as on the utilization of shared goals. 	Comment by Author: Consider complementt
Contribution
The results of this study contribute to the literature in several ways. Although previous research has examined social identity in hospitals (Penman, 2015; Thomson et al., 2015), and among specializations in the medical sector (Hewett et al., 2009), to the best of our knowledge, the departmental social identity that emerges from investigation of all the sectors – medical, nursing, administration and para-medical – has not yet been studied so far.  
An additional contribution of this study relates to extending SIT to analyzeits its external causes and outcomes, in contrastcontrary to previous studies that have focused on the internal factors and implications of social identity.  Existing literature has detailed the intergroup factors that create social identities, such as group characteristics and motivation to belong (Amiot & Sansfaçon, 2011; Brown, 2000; Callan et al., 2007), and has also notedpointed to its in-group consequencesproducts, such as affecting the individual’s sense of self-worth in the group and group cohesion (Brown, 2000). The present study added to these the effect of out-group elements on the forming of social identity formationies in an organizational context, such as the management’s differential management’s attitude and status of departments.	Comment by Author: I changed this for better wording
Theoretically, this article points to a more dynamic structure of contact in which direct and indirect components of contact sustainnourish each other. Such interpretation is different from the hierarchical structure in which, in the absence of direct contact, indirect contact serves as a substitute (Pettigrew, Tropp, Wagnerc, & Christ, 2011). The possibilitynotion that both can be implemented as an extended and flexible contact theory framework in the organizational platform is overlooked. Nonetheless,, although  in the organizational context, a mixture of these direct and indirect strategies can be applied in order to enhance favorablepromotive and positive intergroup relations.
Limitations 
One limitation of this work is that it was performed in one hospital, i.e., one organization. On the one hand, this limitation can helpcould preserve data homogeneity and ensure control of various contextual variables. On the other hand, it raises the question of whether the findings were the result of the organizational culture of this specific hospital, or perhaps due toof inter-sectorial relationships unique totypical of this hospital. Future research could investigate other medical centers and other types of organizations, such as schools, universities, etc., in order to enrich the data and enable more conclusive statements.
 
Additionally, our conclusionthe conclusion drawn in the next paragraph is based on the assumption that employing strategies of direct and indirect contact can successfully addressis the answer to the problems highlighted throughout the article. Still,, yet we should note that these statements should be tested longitudinally and empirically in order to draw a clear line between drivers and outcomes. Additionally, future research would benefit from a mixed methods or quantitative approach.  
Conclusion 
The key conclusion of this study is that improving the communication and cooperation using direct and indirect contact strategies within the framework of daily work in a hospital in the framework of a hospital's daily work requires the strengthening of the shared social identity of all hospital teams. In this way,, so that the shared identity it can becomeis the dominant factor for all employees,, and so that departmental social identities do not damage the cooperation between departments., using direct and indirect contact strategies. 
This study has revealedpointed to the layers of social identity in the hospital, which serve as different circles of belonging for the employees. It also demonstrated, and  the need to expand the employees’ circle of belonging from the department level to the hospital level, in order to tryin an attempt to improve the hospital’s daily work and achieve the organization’s goals. Future studies might examine how organizational social identity could be instilled in the employees to enhance identification with the organization, thereby bridging departmental social identities. Rovio-Johansson and Liff’s (2012) paper showed how to achieve greater cooperation in a multi-professional team through the use of verbal abilities. The iInvestigation of organizational communication mechanisms in our research context could significantly contribute to understanding and bridging the individual departmental identities. 
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