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Alignment and variation in managerial and 
professional perceptions of purpose, leadership roles 
and outcomes in a healthcare organisation’s change 

programme
Stiofán de Búrca

Health Systems Research Centre, Department of Sociology, University of Limerick

The aim of this paper is to clarify determinants of leadership effectiveness 
by examining key points of agreement and difference in managers’ and 
professionals’ expectations and experiences of organisational change in a 

out by an insider. A pluralist approach to methods (including interviews and 
records of meetings), and to managerial and professional levels and service 

approach. Six data groups, comprising 24 data sets, are processed through a 
short version paradigmatic analysis to yield an analytic text from the coded 
data to provide a narrative based on participants’ observations and responses. 
While there is agreement on positive organisational and service outcomes 

expectations and indications regarding primary attributes of leadership. Senior 

they are varied in their role contexts. Intra-domain tensions contrast with no 

alignments are in a shared purpose, leadership style and approach, and sense 
of being valued.

Introduction
Liz is at rest now, and her vibrant spirit hovers where once we saw that bright charming 
humanity that inspired us. Her external agency in early efforts in reforming mental health 

in normalising themselves and their charges in more humane settings. From keeper to 
therapist and holistic enabler she changed them, and even touched the souls of their 
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of the heart, mind and spirit fuelled our drive to contribute to the vulnerable whom she 

There has been a paucity of research on theories of change in healthcare settings 
(Pettigrew, Ferlie, & McKee, 1992). Of critical interest in the model health service change 
that Pettigrew et al. (1992) proposed was the availability of key people leading change, 
and the exercise of that leadership in a subtle and pluralist fashion. They emphasise 
‘leading change’ as against ‘leadership’ to denote the collective complexity and multi-
faceted aspect of leading change (p. 276). Their view is consistent with others who have 
argued that control has limited utility where bureaucratic and collegiate organisations 
co-exist in an uneasy mutual interdependence (Mintzberg, 1983; Yukl, 1998). 

As well as leading extremely complex organisations, healthcare managers 
have been subjected to waves of reforms and practices associated with new public 
management (Flynn & Strehl, 1996). It has been argued that the application of such 
managerial practices to the management of professionals has reduced the autonomy 
of professionals and restricted the centre to strategy, policy, and prioritisation (Ferlie, 
Ashbourner, Fitzgerald, & Pettigrew, 1996). This relationship between managers and 
professionals is central to the current study.

Their different orientations and arrangements tend to separate and disconnect them by 
promoting separate identities. This prevents the development of a common vision, and 
leads to the destruction of any sense of coherence and connectedness (Edmondstone, 
1986). Within the domains there are also practice status and hierarchical tensions. 
Medicine, as the archetypal profession, has strong socialisation and occupational 

can result in service delivery being organised to accommodate professional rather than 
public interests (Saltman & Figueras, 1997).

Nurses among others are categorised as semi-professional as they are supervised 

work of the professions (Etzioni, 1969). As such, they are more likely to succumb 

described as preservers of order around the patient treatment regime, integrators of the 
patient care system, and facilitators of the efforts of the multi-disciplinary team (Taylor 
& Taylor, 1994).

The difference between managers and professionals may be understood in 
Gouldner’s (1957/1958) terms as ‘locals’ and ‘cosmopolitans’, where managerial 
conformity is the result of embeddedness in the routines of bureaucratic life, and is 
subordinate to the organisation’s needs and the professional’s need, for the organisation 
is perceived strictly in terms of its support for professional activity. Professionals look to 
the professional college to provide recognition. Domains Theory (Kouse & Mico, 1979) 

responsible to the electorate; management addresses corporate accountability; and the 
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professionals seek the best services for clients. Smith (1984) has suggested that their 
different value sets can create tenuous antagonistic relationships and render irrelevant 
the management principles of hierarchy and control. 

Clinicians claim that their involvement in management is constrained by time 

managerial roles is interpreted by some as an acceptance of managerial values aligned 
with their own concerns (Sheaf, 2000), the re-professionalisation of expertise (Thorne, 
2002), or, being bureaucratised by accepting responsibility in clinical directorates 
(Kitchener, 2000). There are some hybrid physician/manager successes such as 
higher performance standards and leadership skills, being attributed to physicians (as 
against non-physicians) in leader positions, and also when they are involved at a high 
level of organisational decision making (Shipper, Pearson, & Singer, 1998; Shortell, 
Morrisson, & Robbins, 1995). The emergence of hybridisation points to domain overlap 
in an alignment of professional and organisational interests and the multi-disciplinary 
ownership of executive teams led by dually competent clinicians. 

continuous change process in health service management and delivery, this study 
focuses on managers’ and medical professionals’ perceptions of their respective roles in 
the context of attempts to change a health service to make it more people-centred. This 
article reports part of a larger study of management of this change process, focusing 

tendency to change and/or its leadership effectiveness.

organisational change in both this board and in the health services generally. The Health 

provided a wide range of health and personal social services through many disciplines and 
agencies. Its variety of services and structures included a Regional Acute Hospital, and 
several institutional and community services. Certain aspects of the inherited order, such 

processes and a centralist organisational style, were challenges for the new corporate 
management.

would provide the most appropriate methodology (Denzin & Lincoln, 1998). An 
opportunistic case study involving participant observation was undertaken. Participant 
observation is seen as the source of authoritative interpretation in ethnographic 

professional practice in psychology (e.g., Etherington, 2004). There are also precedents 
in organisational research where the researcher held a responsible functional role, and 
where that duality (manager and researcher) reframed work as a learning laboratory 
(Coghlan & Brannick, 2001; Homa, 1998; Krim, 1988). 
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In this study, the CEO of the Health Board is also the researcher. The dual roles 
of CEO and researcher present both challenges and opportunities. As a daily ‘participant 
observer’ in a ‘complete member role’ the researcher has extensive access and insight 

organisations are unwilling to provide access to sensitive and traumatic events. In this 
study, familiarity with the organisation facilitates sampling and access within availability 
and time constraints for respondents and the researcher. In addition to primary and 
secondary access to actors, events, and archives, researchers in dual roles also have pre-
understanding of the valuable knowledge about the cultures and informal structures of 
their organisations. Coghlan and Brannick (2001) state that insider researchers use pre-
understanding of organisational knowledge and studies for personal and professional 
development. In second person research they work on practical issues of concern to 
the organisation in collaboration with colleagues and others. In third person research, 
understanding and theory are generated and extrapolated from the experience. The 
opportunistic adoption of projects already underway in an organisation (as in the change 
programme reported here) is undertaken by various professions for their own research 
project (Coghlan & Brannick, 2001).

Ethical issues arise from the nature of the relationship between the researcher, 

the moral sense and integrity of the researcher negotiating the social contract which 
leads his subjects to explore their lives” (Dingwall, 1980, p. 885). In this study, the 

participants in the research are based on mutual trust and honesty. One’s own attitude, 
behaviour, and management style in interpersonal and organisational relationships 
are critical factors in the issues under investigation. Ethics, according to Coghlan and 
Brannick (2001), involve not only not deceiving or doing harm, but being true to the 
process. Over time, this duality is accepted as another dimension of a multi-faceted 
role.
However, the members of the organisation may not regard their own manager as 
someone with whom they can extend full frankness. Moreover, the researcher-manager 
may not be able to be objective in analysing others’ accounts of his and related roles 
and behaviours. The methods adopted in this thesis were able, to an unusual degree, 
to rely on the organisation’s collegial perspectives, which were shared by many of the 
participants who were also senior managers. This may not always be the case.

principles set out in Strauss and Corbin’s (1990) paradigmatic analysis, was used in 
this study to provide necessary rigour to the process of data collection and analysis. It 
included simultaneous data collection and analysis using constant comparative analysis 
and theoretical sampling in various organisational levels and settings. Using multiple 

survey and document analysis), six data groups which encompassed 24 data-sets were 
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Data collection and analysis took place over a period of two and a half years to capture 
a sense of what was changing. Focus groups, review sessions, and semi-structured 
interviews were conducted initially with corporate line and function managers and 
general managers. This was followed by semi-structured interviews with senior clinicians 
and directors of nursing from various specialities and then focus groups with ten multi-

variety of managers (e.g., general, functional, directors of services, care group managers, 
and heads of discipline). Thus, corporate, general, and mid-level management, as the 
managerial domain, had correspondence with senior clinicians and nursing, heads of 
discipline and multi-disciplinary professional groups as the professional domain. This 

acute and non-acute care in various service locations.
Interviews were transcribed and transcripts analysed using line coding, followed 

by focused coding. Categories were generated through these codes by comparison 
between data, incidents and contexts and concepts. Memo writing helped to identify 
patterns and clarify categories, and lead to theoretical sampling. The data groups were 

They provided the basis of an analytic framework and structure for the analytic text.

The need to change was stimulated by external factors and an internal awareness that to 
achieve its purpose, the organisation had to move from a directive style and traditional 
administrative orientation, which was reported to have alienated staff and inhibited 

was attributed to senior managers, and a professional practice dimension. The enabling 

organisation, improvement in relationships, ownership, the practice and performance of 
management, and relevant and effective structures. 

The common objective was to gain organisation-wide commitment to the new 
vision and values. Managers worked hard on this. For example, an assistant CEO initiated 
workshops for care group managers, and communicated with each group to achieve 
a sense of clarity and thinking on the desired outcomes. General managers conducted 

grapevine … a process of consultation which involved younger Consultants” and availed 

Professionals tended to look for their lead and examples from corporate management. 
For example, a Director of Nursing indicated that the CEO was the main change driver, 

people are converted to his philosophy.
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throughout the organisation in the light of the need to disperse ownership of the vision 
and values. Both professionals and managers connected leadership with the new 
ideology or vision and values. Managers related it to the objective of the creation of a 
dynamic, transparent, and accountable organisation, and the professionals to the process 
of developing skills/competence and the provision of corporate exemplars. There were 

inevitability of bureaucracy in a public service organisation.
The concept of leadership was not in common usage. Corporate accountability 

with service teams. Managerial leadership was systemic in nature. The professionals 

leadership diffusion with managers. Their prototypes or idealised leader models varied. 

possessed traits and attributes which gave credibility and which attracted and engaged 
others. For example, a Clinical Director suggested that, in his experience, respect and 

contextually determined.
The managers’ prototype was different from the norm and the associated 

personality traits were associated with change. They were: drive, energy, persistence 
and exceptional commitment to change as a constant in organisations. Maturity was 
also expected. The ability attributes were innovativeness, competence and cognisance 

Innate leadership in the professionals’ model included attributes which were 

and the essence of good leadership. Ability attributes included a strong popular vision, 

service organisation where there were many intelligent people. 
Both models shared the relational attribute of team motivator, but the 

professionals also linked it to effective performance. There were two contrasting 
professional perspectives on leadership relationships. Clinicians focused on the 
appropriate use of power and an awareness of its use by others. Directors of nursing 
emphasised empathy based on mutual trust and obligation. Both groups nevertheless, 
had a shared understanding of what attracts followers to leaders, namely, an affect of 

The presumption of leadership, its availability, and levels of autonomy or limitations were 

professional, and intrinsic factors which moderated their development as leaders. There 
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political system, technology, media and stakeholder expectations, combined with an 
inherited order which was centralist and administrative in orientation. Clinicians were 
suspicious of traditional management and not attracted by the reward system to become 
involved in management. They were protective of their clinical autonomy and time was 
prioritised to meet the demands of their clinical workload. They were also sensitive to peer 
pressure. Directors were cautious about the Department of Health because of previous 
experiences, and had a sense of past disempowerment due to hierarchical control within 
their own profession. They were described by some managers as advocates on behalf 
of their profession rather than as accountable service managers. Each group referred to 
a reluctance to take decisions, and an uncertainty about taking control and ‘buying in’ 
to local ownership. Clinicians attribute their reluctance to a lack of training and role 
models, although some have concerns about professional standards and the absence of 
clinician leaders. One lamented the lack of good role models, with the result he felt that 

level”. Disempowerment in nursing was associated with a traditional hospital role which 

an acceptance of their lot in silence in the past. The younger nurses however were not so 
tolerant, and would not accept adverse conditions. Managements’ traditional image as 

of managerialism. The current management and the professions expected managers to 
provide change leadership, and to engage in the practice of modern management. A 
balance has to be struck in any case, in a clinician’s view, between ‘administrative’ and 
‘clinical’ leadership.

traits, and relational attributes. As noted above, change leadership was primarily located 

one with ultimate responsibility to see it (change) through”. The CEO had previously 

He was supported by like-minded colleagues at corporate level whose commitment to 
change had also been demonstrated in their past experience. Two assistant CEOs shared 

skills, and a sense of the people and the organisation. Although some could not relate to 
the vision that he communicated, others described it as inspirational, one commenting 

interested in informing the vision, and in understanding the organisation from the bottom 
up.

In the professional domain, change leadership was associated with a young 
clinician who undertook a lead role in the area hospital executive, directors of nursing in 
mental health care, and senior professionals in child care. The directors were committed 
to major service change. It was indicated in their communication of the vision and values, 
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support and accessibility in anticipating and solving problems.
While many had good interpersonal skills, the abrasiveness of some clinicians, 

and the controlling behaviour of a director of nursing, were challenged by directors. 
There was also incongruity in some professionals’ characteristics such as: having vision 

of political sensitivity; and, demanding while encouraging initiative and responsibility. 
Intra-discipline relationships were emphasised in nursing, although there was a 

colleagues and subordinates. Most of the directors valued mutual trust and obligation in 
their management-staff relationships. They demonstrated this by supporting their staff in 
problem situations. This attitude resonated at ward management level.

Managers’ and professionals’ matched expectations and indications of leadership 
provided an indicator of their congruity in primary (both have matched expectations and 
indications) and secondary (different expectations have matched indications) alignments. 

and teamwork and the secondary set, namely, (managers’) energy, drive, enthusiasm, 
integrity and a participative style combined with (professionals’) vision, respect, good 
interactive behaviour, awareness of people, and communications. Thus, the managers’ 

informal service leadership, and responsiveness to patients. 
Systemic change leadership related primarily to the management domain, 

although there was some limited clinician involvement and change-ownership indicated 
by mental health directors of nursing and senior child care professionals’ in respect of 
their services. The professional domain expected change leadership of managers.

A change from an autocratic to a participative style was expected by sub-corporate 
managers so as to gain staff’s commitment to the new ideology and to provide them with 
a guide in their leadership role.

There were different perceptions of the corporate style. Senior managers felt 
that there was a positive change to openness and empowerment, while general managers 
noted a tendency to be prescriptive and centralist. There were also different perceptions of 
the CEO’s style as one senior manager described it as ‘hands-on’ and a general manager 
experienced it as ‘hands-off’. Both domains believed that different styles were necessary 
to match situational needs and/or context. In acute care, where staff had strong opinions 
and degrees of power and authority, a more robust style, with appropriate systems, rules 

in the dominant style was noted. Managers described it as open and empowering, and 
professionals as strong and visionary. Values and continuous learning were the new 
hallmarks of the organisation, and they had transformed the staff sense of being valued 
and the way they worked. 
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The enabling objectives were intended to improve organisational cohesion and 
commitment to purpose with particular reference to relationships and ownership. A 

management level.
Managers had different views of the pace of change, concerns about staff buying 

to service levels. Corporate communications used concepts and language which were 
not familiar to staff. Furthermore, mid-managers were perceived by senior managers 
at times to obstruct change, and they in turn were perceived to be prescriptive rather 
listening to understand other view points.

The enacted role of professionals in managing the process in Acute Care 
Services was limited. There was little evidence of action by some heads of discipline, 
and others who had participated in the regional meetings with management. Their local 
feedback was poor in content and process, because, as some explained, they did not 
have time. As a result, staff from acute care, in particular, who wanted to hear about 
the vision for the service, the reasons for change, and their role, were unclear on these 
matters. Various strategies were proposed by managers to improve the performance of 

greater clarity, transparency, and effective communications. Actions and interventions 

and heads of discipline. The drive for change, nevertheless, had to be sustained by senior 
managers, as there were continuing demands on everybody’s time to deal with daily 
operational matters without any real increase in available resources. 

In due course, managers reported progress in relational development between senior 
management, clinicians, and the new structures. Stakeholder participation in processes 
gave them better understanding of change and systems, and it also improved their morale. 
The involvement of clinicians in management structures and general practitioners in 
hospital decision processes was reported by medical personnel. Nursing referred to the 

a result of an open and facilitatory style. Managers referred to the CEO’s record in 

staff was more empowered and enthusiastic to make decisions and take responsibility 
for the good of the organisation. They observed a positive change in the way people 

authority. Directors and heads of discipline noted an emergent ownership in nursing 
which contrasted with the earlier reference to hierarchical control in that profession. 
Structural change included a better corporate level arrangement with decentralised line 
and functional management. Both professionals and managers referred to the positive 
impact of care group management and executive teams in all services, which enabled 
integrated management to support integrated care. These were facilitated by gradually 
engaging professions at all levels in management processes, such as the service planning/
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infrastructures were reported by the professional domain. External awards, published 
research, and customer-orientated initiatives were indicative of the emergence of a 

The exploration of alignment and variation in professionals’ and managers’ perspectives 
of their presumed determinants of effective change provide insight to their theories-
in-use. The multiple perspectives and methods combine to generate plausible and 

theoretical level of theory building in this case study.
Domain differences (i.e., between managers and professionals), as explained by 

Edmondstone (1986), Kouse and Mico (1979), and Smith (1984), are a product of their 

different professional socialisation processes and levels of autonomy, it also helps to 
clarify occupational differences in their organisational socialisation (Manning, 1977). 
That is evident in senior managements’ accountability for the whole system, and a focus 
on population health and social gain; in other managers’ and professionals’ service 
and practice contexts and orientations. As a result of their implicit theories and leader 
prototypes, the professionals and mid-managers look to corporate leadership to sustain 
the change management project. 

Professionals’ and managers’ common goal of leadership development and 
diffusion had different emphases. Managers sought a positive style to transform the 

primary orientations. The related objectives of improvement in relationships, ownership, 
structures, and the practice of management derived primarily from managers’ inputs, 
and again illustrated their domain’s organisational concerns, although they had support 
from senior nursing, and some clinicians and service groups. The latters’ references 
to managers in their descriptions of leadership indications are generally positive, even 
though both domains’ trait and task conceptualisations of leadership are traditional in their 

(public and clinical/professional), clinical leadership (position, professional, and 

Domains Theory’s (Kouse & Mico, 1979) pre-occupation with interfaces and 

of intra-domain tensions. Those tensions illustrate hierarchical problems of status and 
distance within and across disciplines and their settings. They occur mainly in internal 
and external relationships associated with the Regional Acute Hospital, and include 
tensions attributed to hierarchical control in nursing (see, for example, Davies, 1985), 
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in the nurse and non-nursing relationship, and in general practitioners’ frustrations with 
their hospital- based colleagues. The latter concurs with Horobin’s (1990) reference to 
the early dominance of hospital medicine, which left general practitioners in clientship 
to the hospital. 

Managers also share problems of internal domain tensions, not unlike those 
experienced by their professional colleagues. Although there are initial reports of 

in the management and professionals’ relationships. This contrasts with reports in the 
relevant literature (Broadbent & Loughlin, 2002) which acknowledges the inevitability 

of reciprocal engagements in projects and processes by some clinicians although others 
would like local managers to be more decisive.

Over time, the engagement of professionals in new management structures and 
processes became evident. They shared the experience of their international colleagues 

is a comment on the perversity and paradox of empowerment in a bureaucracy which 

responsibility. This is explained with regard to the nature of public accountability and 

approach to change. Both domains express their limitations and constraints in developing 
their leadership capacity with reference to systemic, professional, and intrinsic factors. 
This has resonance in Berwick’s (1989) explanation of clinicians’ failure to provide 

trust.
Variation in aspects of professionals’ and managers’ views of purpose, roles 

extends to some managers’ pre-occupations with routine responsibility. At one level, 
this provides essential variety so as to maintain the enterprise in transition. From another 

connected, even though varied as to focus, context, and primary orientation (Jacobs & 

Management and professional perspectives on the main outcomes of the change 
process relate to the attributed aim and its enabling objectives. Both agree on progress. 
The professionals are more explicit in their reports of positive experiences arising from 
the new style and approach in the organisation. They refer to a transformation which 

structures and various service developments. Managers share their traditional activity 
domain with professional colleagues who participate in organisational processes that 

shared purpose.
Concepts and knowledge, which are relevant to theory and practice, are best 

grounded in context, particularly if the contexts are complex adaptive systems presenting 
as institutions of the State. Variation and alignment are necessary, as variety and diversity 
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enrich opportunities for growth and development in messy real world situations. 
However, the inevitability of paradox, uncertainty, and ambiguity is present, even in 
role-compliant bureaucracies. Organisational cohesion is dependent on shared values, 
beliefs and connectedness, and not on conventional notions of control and controllability 
or leadership. What is problematic (and may be explained by further research on inter- 
and intra-domain relationships and connectivity) is the management of the activities 
of certain professions by other disciplines, and the need for duality and pluralism in 
accountability and competencies in complex systems.

methodology employed. The choice of topic and title of the overall project is indicative 
of the CEO/researcher’s approach in adopting an alternative strategy to examining 

meanings and interpretive systems to gain insight into their embedded explanations and 
understandings. This recognised the problems of managerial control in complex adaptive 
systems such as healthcare organisations, and the use of totalising concepts such as 
leadership that limit the possibility of alternative explanations of what is occurring.

Participation in research in any role can change the nature of the phenomenon 
under investigation. In the case of a CEO/researcher there were potentially greater 

programme included concepts of organisational learning and the creation of a learning 

evidence–based in their practice and in the dissemination of outputs of research 
enterprises. This was compatible with the adoption of an internal researcher role by the 
CEO, and had the resonance of attempting to be the change one wished the organisation 
to become! References to leadership as an imposition of a version of social reality were 
avoided in so far as possible. This facilitated the exploration of a full range of internal 

the same time, the broader scope of the project created more demands in the comparative 
data analysis stage.

A major challenge was the need for constant vigilance in managing one’s 
own subjectivity while exploring and being attentive to others’ alternative views 
and explanations of a shared reality. At the same time, like-minded managers’ and 
professionals’ intersubjective acceptance of norms in expectations and understandings 

engagements that had the primary objective of data collection. In group contexts, 
participating managerial colleagues interacted with other participants in the normal 
way. The research role limited the nature of the CEO’s participation to non-directive 
engagement.

endless cul de sacs that may be avoidable are entered. Expert guidance is a must in 
embarking on such enterprises, as the research becomes both an individual and corporate 
enterprise. Legitimacy and relevance is not usually contested. However, rigour in 
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and competing role issues overtake on waves of precedence and urgency creating 
postponement and discontinuity. Inevitably, role duality has its own inherent tensions!
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