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ABSTRACT 

 

This study explores the nature of internal mediator and moderator influences 

through the perspectives of two major activity domains in the Mid-Western 

Health Board as a healthcare system in transition.  The general context of this 

case study relates to reform in the public service and in healthcare systems 

with particular reference to the Irish experience.  Theoretical perspectives 

clarify the nature of management and the professions and the tensions between 

them.  Models and approaches in the literature on organisational change and 

leadership are also examined.   

 

An inductive grounded research method, in this study, avoids a priori 

assumptions of leadership in a context of ambiguity and uncertainty.  This 

provides opportunity to discover alternative explanations of internal change 

influence.  The analytic framework is based upon category/paradigm analysis 

which relies on multiple data streams generated through two major activity 

domains (managerial and professional).  

 

The findings are presented as an emergent model which accounts for the 

various components, categories and the inter-linkages arising from the analysis 

of the respondents’ data.  These components are external and internal contexts, 

antecedent and actual experience from the perspectives of two major domains, 

emerging as three activity strands: mediator influence, mediating through 

people and the operational system.  The model’s holistic framework is 

therefore grounded in the domains’ interpretation of their experience of 

internal mediators and moderators of change.   

 

The relevant extant literature demonstrates the relevance of the emergent 

model as an explanatory and developmental framework.  It elucidates aspects 

of the internal logic of the organisation’s influencing capacity as mediators and 

moderators of change rather than imposing an external reductionist logic on 

participants’ experience.  Some recommendations for future research are 

indicated.  
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CHAPTER 1 

INTRODUCTION 

 

1.1  THE PURPOSE OF THE STUDY 

In this thesis, because of the researcher’s experience of organisational 

leadership in healthcare systems, he situates and explores the phenomenon 

contextually rather than commencing with a theory which he then attempts to 

falsify.  The nature of the organisation is therefore disclosed through a 

narrative which allows major themes to emerge.  The thesis is primarily 

concerned with discovering the nature of internal mediator and moderator 

influences through the perspectives of two major activity domains in the Mid-

Western Health Board as a healthcare system in transition.  The focus of this 

study is upon their ‘meanings’ or ‘interpretations’ as they experience change.  

The general context of the case study organisation is an embedded system 

which permeates and interacts with it. 

 

 

1.2  BACKGROUND TO THE STUDY 

The management of change in the healthcare system does not present, either in 

the media or evidence-based reports, as a rational linear activity although it is 

generally launched as a ‘programme’ of change.  The original eight Irish 

Regional Health Boards had exceptional structural stability since their 

formation in late 1970 in comparison with their neighbours in the UK’s NHS.  

However, in 1999 the Eastern Board was dissolved and a Regional Authority 

with ‘commissioning’ responsibility in relation to three area Boards and the 

Dublin Voluntary Hospitals came into being.  As recently as the 18
th

 June, 

2003 the Irish Government announced the abolition of the Regional Boards 

and the introduction of a single national authority.  This is the background to a 

research site which experienced serious cutbacks in the 1980’s, the 

consequences of which have continued to this day.  It was also the subject of a 

government experiment which resulted in the organisation having a part-time 

Chief Executive Officer for a period of nine years (1988-1996).  The 

organisational change programme initiated by the current CEO (also the 
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researcher) provides the immediate background to this study.  The Mid-

Western Health Board and its counterparts are complex health and personal 

social service systems which have not been the subject of inquiry in a change 

context previously. 

 

 

1.3  THE RESEARCH PROBLEM 

The challenge of reform in contexts of ambiguity and uncertainty in public 

health care systems raises recurring concerns about the controllability of such 

complex systems.  Acute hospitals in particular, not unlike research 

institutions, have been described as ‘unmanageable’ (Berry, 1995) and 

consequently require different problem solving technologies.  Conventional 

ideas of managerial control, and the presumption of leadership as an influence 

on individuals or groups, are therefore questionable in such contexts.  The 

generic notion of leadership in, as opposed to the leadership of, healthcare 

organisations is a useful concept in understanding change management in 

healthcare organisations.  However, an a priori assumption of the existence 

and nature of the phenomenon of leadership must be set aside as a totalising 

concept as this may create early closure on the key issues (Parry, 1998; 

Alvesson, 1996).  This may limit the opportunity to discover alternative 

explanations of what is occurring to influence change within the organisation.  

Thus, the influences of internal phenomena necessitate exploration and 

explanations which are grounded in respondents’ experience. 

 

 

1.4  POLICY AND SYSTEMS CONTEXT 

The policy, public service and healthcare system contexts are examined in 

Chapter 2.  This refers to general waves of change in public service, the 

presumption of convergence in new public management, healthcare reform and 

the more recent emphasis on public sector leadership.  Reform drivers and 

imperatives for change in healthcare systems are outlined with particular 

reference to the Irish system.  The latter is currently on the threshold of the 

most radical reforms in the organisation and management of its delivery 
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system since 1970.  Chapter 2 therefore further embeds the case study 

organisation in its broader national, international and public service context.  It 

clarifies contextual dimensions of the study as external influences which may 

challenge the organisation’s adaptive capability and resilience. 

 

 

1.5  THEORETICAL PERSPECTIVES 

There are two broad perspectives which provide conceptual explanations and 

facilitate the theoretical analysis of the empirical material in this case study.  

They are examined in Chapters 3 and 4.   Managerial considerations, such as 

competing conceptual frameworks of the public service and professional and 

managerial characteristics, and the organisational context, are examined in 

Chapter 3.  Theoretical aspects of organisational change which include change 

management and change issues, and leadership approaches, variation and 

considerations for a grounded approach are examined in Chapter 4.  

 

The literature survey confirms the need to examine theoretical perspectives 

which embed or position the phenomenon under investigation in relation to 

salient domains of knowledge.   

 

 

1.6  METHODOLOGY AND METHODS 

In determining an appropriate choice of methodology for this study current 

preferences and issues in organisational, management and leadership research 

are considered in Chapter 5.  A primary research interest in subjects’ meaning 

and interpretational systems to gain explanation by understanding indicates an 

ideographic methodology.  This is consistent with the emphasis in the new 

approach on the leader as ‘manager of meaning’ which requires a qualitative 

strategy (Bryman, 1997).  The choice of a grounded theory approach 

recognises that participation in research itself can change the nature of the 

phenomenon and is also oriented towards identifying and articulating 

overarching concepts and their causal linkages.  Ideas are organised through 

systematic analysis.  Its foundations are theoretical sampling and constant 



 4 

comparison which lead to theoretical saturation and a reduced set of 

categories.  There is no ‘purist’ single path of grounded theory methodology.  

The analytic framework (category-paradigm) which emerges in this study is 

resonant of Partington’s (2000) revised approach which relies on interview- 

based causal-theory rather than upon participant observation (Glaser and 

Strauss, 1967).  This fits with Bhaskar’s (1975) critical realist ontology. 

 

Methods of data acquisition in this ethnographic type case study are examined.  

The considerations surrounding the CEO as management researcher are 

discussed.  Two major activity domains (managerial and professional) provide 

the data groups and sets through multi-disciplinary focus groups (3 

managerial, 10 professional) involving 78 participants, semi-structured in-

depth interviews (7 managerial, 7 professional) and semi/open-questionnaires 

(13 managerial, 20 managerial/heads of discipline).  The data are therefore 

generated through multiple (data) streams: multi-level, multi-disciplinary and 

multi-method.  The managerial domain includes each level of management.  

The professional domain consists of senior clinicians and nurse managers and 

multi-disciplinary service groups.  Data collection and preliminary analysis 

were undertaken between November 1998 and September 2001.  Some 

participant observation was also undertaken by the researcher to inform the 

process and data analysis.  Examples of data content and analysis are included 

in Chapter 5 and Appendix 3.1 (with some general observations).  The product 

of this endeavour is a grounded analytic text (Appendix 3.4.1 and 3.4.2) which 

generates the ‘empirical story’ in Chapter 6. 

 

 

1.7  THE EMPIRICAL STORY 

The comprehensive findings of the research are presented in three sections.  

The first examines the organisation’s propensity to change in response to 

contextual influences (external and internal), the emergent order’s purpose, 

differentiation of responsibility, roles and their alignment of expectations and 

indications of leadership.  The second section describes the experience of 

change as a mediator influence, as mediating change through people and 
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through the operational system.  The third section explores the connection 

between the organisation’s internal propensity to change and the experience of 

change with reference to the emergent activity strands. 

 

 

1.8  THE CONCLUSIONS 

The findings are summarised in Chapter 7 as linked components in an 

emergent model (Fig.7.1).  The contextual dimensions, domains and activity 

strands which include mediator influence, mediating through people and the 

operational system are key components of the model of influences on 

organisational change.  These are related to the relevant literature and the 

composite model as an explanatory and developmental framework.  Finally, 

some opportunities for future research are examined.  They relate to contextual 

emergence, activity strands and domains as mediators and moderators of 

change, as well as the systemic value of the emergent model as an explanatory 

and developmental framework.   
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CHAPTER 2 

REVIEW OF POLICY AND SYSTEMS CONTEXTS 

 

2.0  INTRODUCTION 

In this Chapter a review of policy focuses on literature that provides context to 

this study of leadership in the Mid-Western Health Board, Ireland during the 

late 1990s and early 2000s.  The sections are:  

Waves of Change in the Public Sector (Development of the Civil Service, 

Reform of the Irish Public Service, New Public Management in Comparative 

Perspective, Leading Change in the  Public Sector) and Health and Healthcare 

Systems (Variation in financing systems, Global Changes in Healthcare, 

Reform of Health Care: The Irish Experience). 

 

 

2.1  WAVES OF CHANGE IN THE PUBLIC SECTOR 

2.1.1  Development of the Civil Service 

Historically, politically-led reformations have sought to cleanse the perceived 

shortcomings of the contemporary order.  These include Edmond Burke’s 

‘economical reform’ speech in 1780 and the Northcote-Trevelyan Report 

(1854).   

 

During the formative phase of public administration a clear separation of 

tenure, functions and responses between the civil service and politicians, 

public duty and private interest emerged (Butler, 1993).  The theory of 

separation (Woodrow Wilson, U.S) combined with the theory of bureaucracy 

(Max Weber, Germany) and the influence of the Northcote-Trevelyan Report 

(UK, 1854) created the traditional model of public administration.   

 

A rigid hierarchical system followed from a basis in rules, impersonality and 

neutrality.  Its attraction to scientific management (Taylor, 1911) fitted well in 

confirming its adoption of systematic control and the idea of ‘one best way’.  

Thus, an ordered structure of authority with command unified in one position 
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was designed to assure the integrity of substantial unanimity in the decision 

making of public service organisations (Ostrom and Ostrom, 1971). 

 

Growing concern about the power of the civil service and its perceived 

conservative traditions in a changing society, prompted the Fulton Committee 

Report of 1968.  This identified the need to separate policy development and 

its implementation, deficits in management training and expertise, isolated 

specialities and inadequate contact with the world outside Government.  Its 

recommendations on the principle of accountable management, the reduction 

of hierarchical levels and integrated units of management did not receive any 

enthusiastic governmental response until the advent of recessionary times and 

the Thatcher administration (Flynn, 1997: 31). 

 

2.1.2  Reform of the Irish Public Service 

In many essentials Ireland had inherited the Westminster system of 

Government and it had an intense centralism when that State was established 

in 1922.  The Public Service Organisation Review Group (Devlin Report, 

1969) identified impediments to policy development which related to 

confusion on the role of government departments and centralised operational 

management.  The ensuing debate followed the UK pattern but did not result 

in any substantial public service reform.  Similarly, the attempt at a change in 

emphasis from public administration to public management contained in the 

White Paper ‘Serving the Country Better’ (1985) foundered as the recession 

deepened in the late 1980s.  It had recommended the introduction of 

management systems based on corporate planning and had emphasised results, 

reduced costs and service performance.   

 

The 1994 Strategic Management Initiative (S.M.I.), later extended to the whole 

public service in 1997, was a response to public perceptions of poor 

performance and the need for Value for Money (VFM), lack of accountability 

and a need for better financial and personnel management.  The S.M.I. was to 

provide a better balance, management cohesion, commitment and a framework 

for key strategic decisions.  The report ‘Delivering Better Government– a 

programme of change for the Irish Civil Service’ (1996) aimed at improving 
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service delivery and performance management.  It built on the traditional core 

values of integrity, impartiality and equity.  It also set out the requirements for 

legislative change to clarify the allocation of authority, accountability and 

responsibility in the system.  This was exemplified in the Health (Amendment) 

(No. 3) Act, 1996 (Accountability Legislation).  Its objectives were to 

strengthen and improve arrangements in relation to financial accountability, to 

clarify roles of Health Board members and CEOs and to begin a process to 

remove the Department of Health and Children from detailed involvement in 

operational matters.  The Comptroller and Auditor General (Amendment) Act, 

1993 has extended the C&AG’s powers to scrutinise management 

effectiveness and VFM as well as to the Regional Health Boards. 

 

PA Consulting’s ‘Evaluation of the Progress of the Strategic Management 

Initiative- Delivering Better Government Modernisation Programme’ (2002) 

declared that the civil service in 2002 was a more effective organisation than it 

had been a decade previously.  It had ‘mapped out a transition path from a 

traditional administrative culture towards a more overtly managerial one – this 

journey, however, is by no means complete’ (p.7).  It noted that further 

progress was required in the evolution of human resource strategies and more 

structured arrangements to develop managerial and leadership capacity as a 

critical enabler of change.  This review did not extend to public service 

agencies generally.  Neither was it reflected in the recent reviews of the Irish 

health care system (see Section 2.2.2). 

 

2.1.3  New Public Management in Comparative Perspective 

Changes in management orientation and practice in the public service are 

relevant to the extent that they may have permeated the case study 

organisation.  At one level the question arises as to whether public service 

reforms impacted on traditional public administration generally and at another 

level what evidence of new public management, if any exists, in this case 

study (see Chapter 6, Sn. II, 6.7).  This section, nevertheless, provides a wider 

contextual view of NPM and its origins.  
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The key reforms identified by the OECD (1995) focus on results, increased 

value for money, devolution of authority, flexibility and strengthened 

accountability, a client orientation, change relationships between government 

levels, market features and strategic capacity.  While certain commonalities 

dominate, the apparent goal is to replace administrative, hierarchical and 

professional cultures by a private commercial market culture.   

 

Flynn and Strehl’s (1996) comparative European Study of Public Service 

Management observed many identical features of NPM.  They included 

improved accountability, more autonomous decentralised service, performance 

measures and targets, cost reduction and competition.  They state that a 

homogenous management practice is dependent on the local context.   

 

Pollitt (2002:290) believes that the jurisdiction of the New Public Management 

paradigm is limited.  In his view, ‘the correlation between the implementation 

of NPM reforms and macro-economic performance is hardly striking with the 

cases of Germany, Japan and the USA being three of the most successful 

economies over the last twenty five years and yet none of them are among the 

group which has implemented the most radical reforms’ (p.289).  The evidence 

of evaluation of reforms is limited.  There is no simple convergence between 

the proclaimed and actual change.   

 

Lynn’s (1996) sceptical view of claims that the reforms represent a paradigm 

shift (Osborne and Gaebler, 1992; Aucoin, 1990) is based on evaluations 

plagued by selection bias, evidence of modest change at best and 

administrative reform as a reflection of the ongoing process of nation building.  

He suggests that a more appropriate focus of inquiry might be the nature of 

transformations taking place around the world in democratic institutions and 

practices and the rule of law and law making.  Dunleavy and Hood (1994) also 

reject assertions of the inevitability of a new paradigm and describe 

alternatives which are based on the degree of system-wide rules of procedure 

and sectoral differences in public and private service provision.  Lynn’s (1996) 

assertion that there is little evidence of convergence on anything remotely 

approaching a new paradigm is reflected in Boyne’s (1996) review:  
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‘The Intellectual Crisis in British Public Administration’.  Boyne suggests that 

the sources of crisis in the old paradigm are political rather then intellectual.  

He concludes that the evidence shows that there have been incursions by new 

public management, but no invasion’ (p.692).  The shifts of paradigm are in 

the mind of central governments and academics but the recent history of the 

Mid-Western Health Board tells a different story.   

 

Change is a recurring phenomenon in the public sector.  There are many 

drivers for reform in healthcare systems generally.  In Ireland, nevertheless, 

there has been relative structural stability over a period of thirty years.  

Changes in management practice, described as ‘managerialism’ in the 

literature, are reported by managers in this MWHB study in the section on the 

‘mediation of change through the operational system’ (Management practice 

and structures:  Chapter 6, Sn. II, 6.7).  These are consistent with the public 

service management reforms referred to by the OECD (1995) and Flynn and 

Strehl (1996).  

 

2.1.4  Leading Change: Public Sector 

‘Public Sector Leadership for the 21
st
 Century’ (OECD, 2001) reports that 

member countries are finding something missing between existing public 

service cultures and the public interest.  A common response seems to be the 

attempt to promote a certain kind of leadership.  In terms of good public 

governance, the most important role of public sector leaders is to promote 

institutional adaptations in the public interest.  The leadership development 

strategies of OECD member countries range from a high level of control 

intervention in which future leaders are identified and nurtured to ‘market–

type’ approaches to developing and securing leaders.   

 

In the UK the Performance and Innovation Unit’s (Audit Commission PIU, 

2001) research paper on strengthening leadership within the public sector 

indicated a need for a shared understanding of what leader behaviours work in 

delivering public services.  Leadership deficits are attributed to a lack of 

leadership development, the thanklessness of so many leader roles and barriers 
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to good leadership.  The latter include risk aversion, a blame culture, lack of 

opportunities for reward/recognition and often unclear division of labour 

between politicians and officials.  The distinction between political and 

managerial leadership is a major theme in local government.  In the NHS the 

relationship between clinical and managerial leaders, clinical governance and 

the roles of non–Executives are important factors affecting change.  The PIU 

states that the leadership in complex change demands a visible and committed 

top team with a sense of purpose and collective responsibility for delivery.  

Command and control cultures disempower local ownership while delegated 

decision making creates powerful allies for change.   

 

An awareness of the nature of leadership or internal change influencers in the 

public sector and the context in which it is to be exercised, is essential for 

public service managers.  The creation of that awareness in the Mid-Western 

Health Board is an objective of this study.  Participants also emphasise the 

need to disperse leadership throughout the system so as to gain general 

commitment to and ownership of the Board’s vision and values. 

 

 

2.2  HEALTH AND HEALTHCARE SYSTEMS 

Health as a universal requirement has different priority statuses and responses 

which are historically and contextually determined by each nation.  Reforms, 

in response to various pressures on health care systems, occur within the 

broader contexts of public and private service management.  The World Health 

Organisation policy of ‘Health for All’ was launched in 1979 and a formal 

strategy adopted in 1982.  It has three main elements: the promotion of 

lifestyles conducive to health; the reduction of prevalent conditions and the re-

orientation of health care systems to cover whole populations (Ritsatakis et al., 

2000).  The core aim of health gain focuses on the reduction of preventable 

morbidity and mortality (in under 65s).  Ireland’s life expectancy is still below 

that of most other EU countries.  This is attributed to cardiovascular disease, 

cancer and accident rates.  There are also serious inequalities in health between 

groups and regions.  The most pressing priority is the significant difference in 
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mortality and chronic illness between occupational groups (O’ Sullivan and 

Butler, 2002).   

 

Life expectancy at birth in OECD countries (1998) ranges from 66.1 years 

(Hungary, Male) to 84 years (Japan, Female).  Irish male and female longevity 

are marginally less than their UK counterparts (Ireland 79.1 F, 73.5 M; U.K 

79.7, F 74.8 M,  OECD, 2001). 

 

2.2.1 Variation in financing systems  

Responsibility for financing of health care in 27 OECD countries (public 

funding as % of total health expenditure) ranges from 92.4% (Luxembourg) to 

44.8% (US) with Ireland at 76.8% and the UK at 83.3% (OECD, 2001).  In a 

five-country survey of inequities in health care Blendon et al., (2002) reported 

that four countries have universal health care systems but found variations in 

the part played by private insurance in each.  The US is the only country in this 

group with no universal system, with the exception of Medicare for the 

elderly.   

 

Publicly funded and delivered healthcare systems differ from private systems 

because governments make collective financial and purchasing decisions for 

the population.  The public budget is constrained.  Rationing is effected by 

queues as against purchase price in markets.  Market failure in healthcare 

provides a rationale for government intervention to provide public goods.  

Government failure arises from processes surrounding collective choice.  

Politicians may adopt policy positions which give precedence to political as 

against economic and social benefits (Scott, 2001:28-29).  Government 

regulation is a prominent feature of most healthcare finance and delivery 

systems.  Scott (2001:23) describes three categories of regulation – economic 

(market), social (safety) and subsidiary (medical/social security benefit 

programmes). The public sector’s politically defined goals and the private 

sector’s free-market influences, reflect different mechanisms of resourcing and 

accountability (Doherty and Horne, 2002).   
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No typology can easily classify different health care systems and reflect the 

diversity of public and private arrangements.  Jeremy Hurst (OECD, 1992) 

identified three broad systems:   

 

(i)  Private Reimbursement Model (financed via compulsory or voluntary 

insurance) 

(ii) Contract Model (financed via compulsory social insurance or taxation) 

(iii) Integrated Model (compulsory financed through income-related 

contributions and or general taxation). 

 

These reflect funding arrangements whereas de Gooijer (1996) differentiates 

systems on the basis of finance, as well as production of care and allocation 

mechanisms.  Scott (2001) identified three groups in seven countries.  They 

are: 

 

(i) traditional reliance on social insurance and private provisions 

(Netherlands, Germany) 

(ii) federal systems involving public and private insurance (U.S., which is 

primarily voluntary private insurance and, Canada and Australia) 

(iii) tax funding and significant public sector role in purchasing and 

provision (Ireland, UK, NZ). 

 

The foregoing generally situates the Irish health care system as a substantial 

public service provider in relation to other systems.  The availability of 

typologies is limited as according to Shortell and Kaluzney (1994: 11): ‘there 

remains relatively little systematic managerial research on health services 

organisations except for hospitals and to a lesser extent Health Maintenance 

Organisations and nursing homes’.  The Irish Health Boards’ remit has a social 

inclusion agenda which differentiates them from most healthcare providers.   

 

2.2.2 Global Changes in Healthcare 

This section provides a general overview of pressures for reform which also 

relate broadly to the Irish experience. 
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The macro-economic environment and the changing health needs of the 

population are two of the major pressures for health care reform.  The common 

underlying factors in the expansion of health care spending are ageing 

populations with the growth of chronic diseases and increasing need of care 

and the cost–increasing technological developments in healthcare (Kanavos 

and McKee, 1998).  There are major differences in spending among EU 

member states which do not reflect the wealth of individual countries.  

Macroeconomic policy in Western Europe, arising from European Monetary 

Union (E.M.U.) criteria led to sharp reductions in public sector spending, 

particularly in human services such as healthcare. Saltman et al., (1998) refer 

to the reduced state revenue available for the health sector, and the 

consequential pressure for change, through an increased role for the private 

sector in provision and in some cases, funding. 

 

A number of issues are clustered by authors.  Leatherman and Sutherland 

(1998) report on the wide variations in quality in access, treatment, medical 

error and healthcare disparities in the US.  The six issues identified by the 

Nuffield Trust in ‘Policy Futures: UK Health YEAR’ are: 

 

(i) public expenditure and financial sustainability, 

(ii) information and knowledge management, 

(iii) scientific advance and new technology, 

(iv) workforce education and training, 

(v) system performance and quality, 

(vi) efficiency, economy, effectiveness and equity. 

 

The conceptual framework adopted to scan the overarching issues includes 

determinants, interventions and outcomes (Dargie et al., 1999).   

 

The OECD’s ‘Reforms in Healthcare’, (1992) placed primary emphasis on 

economic and structural issues such as inappropriate financial incentives for 

providers, harmful monopolies and restrictive practices, unsuitable 

organisational and management structures and poorly designed regulatory 

mechanisms.  McPherson (OECD, 1990) had earlier drawn attention to two 
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factors which hindered resolution of the health care dilemma of medical care 

inflation continuing to outstrip retail price indices.  The first related to 

Friedson’s (1972) contention that the medical profession had taken, and was 

given, decision-making responsibility and power which was now being 

threatened.  The second related to the difficulty in answering many of the 

important questions.  Some of these refer to the growing complexity of 

healthcare arrangements with an increased demand for accountability 

(political, professional and managerial) and quality of care in public and 

private organisations (Scott, 2001). 

 

The uncertainty over reform principles is a central paradox which, according to 

Saltman et al., (1998), has contributed to a perception among national policy 

makers that it is more difficult to engage in health sector reform than any other 

area of public policy.  While the concept of health as a market commodity has 

not been adopted in any European country it has nevertheless been influenced 

by radical market oriented thinking and by New Public Management literature. 

These have shaped Public Sector Governance changes in several OECD 

countries (Scott, 2001).  Several strategic sets and analytic frameworks attempt 

to summarise the essence of healthcare reforms.  

 

Saltman and Figueras (1997) refer to four integration themes.  They are: 

 

(i) Change roles of the state and the market, 

(ii) Decentralisation to lower levels of the public sector, 

(iii) Patient empowerment, rights and choices, 

(iv) Evolution of Public Health role. 

 

They note that the UK NHS was based on competitive contracting imported 

from the US and which in turn influenced the content of health care reforms in 

several countries.  This has cross-over with Scott’s (2001) reference to the 

purchaser/provider split in a three strand set which also include managed 

competition (Germany and the Netherlands) and managed care (Canada).  The 

separation of public/private services was an important UK and New Zealand 

reform which established their public hospitals as stand-alone units and 
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opened up new attitudes to traditional services (p. 30).  In Germany and the 

Netherlands the system regulated competition among public and private 

insurers to deliver set core services.  A reduced direct provision role increased 

governments’ opportunity to focus on fiscal problems and strategies.  The case 

for government provision is weaker than funding and purchasing.  Scott (2001) 

refers to the international experience of greater success at cost containment by 

countries with a substantial funding role than those which rely extensively on 

private insurance markets. 

 

The issue of convergence in health care systems is hampered in de Gooijer’s 

(1996) view because of differences in cultural, social and political structures, 

the adequacy of relative determinants and lack of information.  The complexity 

of new health care arrangements also makes it difficult to classify particular 

services as unequivocally public or private (Scott, 2001).  Furthermore, there 

is little empirical evidence concerning the effectiveness of many reform 

policies.  Saltman and Figueras (1997: 2) maintain that in certain instances the 

debate has been driven more by ideology and rhetoric rather than by evidence 

of benefits.  In some countries increased competition and contestability among 

public and private sector organisations have been associated with higher 

transaction costs.  This raises questions regarding the jurisdiction of those 

choices (Scott, 2001). 

 

The implementation process in health care reform is particularly difficult.  

Staging constitutes a key element in achieving change.  Technically, health 

care reform is complex.  It needs a sound infrastructure with good information 

systems, management skills and resources to put new organisational 

arrangements in place, and collaboration or some form of consensus (Saltman 

and Figueras, 1997).   

 

Rathwell (1998) addresses neglected aspects of policy analysis: context, 

process and actors to examine the experience to date of health systems reforms 

in European and other countries.  He notes that the nature and scope of reform 

and its degree of success are strongly influenced by key characteristics of the 

government.  Strong stable majority governments such as the UK and New 
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Zealand are able to ensure adoption of reform policies.  Where coalition 

governments are the norm (Finland, Germany, the Netherlands and Sweden) 

reform has been more incremental than that introduced in Canada, New 

Zealand and UK.  The Dekker Report (the Netherlands) proposed a radical 

reform to drop comprehensive health care planning and rely on market forces 

for cost containment.  It realised only partial implementation (p. 386). 

 

The pace of change relates to political factors, the type of government, the role 

of social actors as supporters or opposers of change.  The process for 

determining the policy agenda is essentially political and value-laden (Walt, 

1998).  The UK reforms were more ideological rather than process based on 

sound empirical evidence.  They were enacted in spite of strong opposition 

from the British Medical Association (Rathwell 1998:387).  The restructuring 

of the New Zealand health system followed a similar pattern to that of the UK.  

The reforms were swift and went even further and faster.  In contrast, reforms 

in Finland, Germany, Netherlands and Sweden were more measured.  

Germany and the Netherlands adopted a gradualist strategic incremental 

change (Saltman et al., 1998).  Learning from experience (Saltman and 

Figueras, 1997) suggests seven factors that have played a central role in 

bringing about change: timing, financial sustainability, political will and 

leadership, strategic alliances, public support, process management and 

technical infrastructure and capacity (p. 259).  Periods of wide political and 

social transformation offer windows of opportunity for introducing change.  

The availability of financial resources is critical.  Firm government 

commitment and clearly focused leadership to achieving a reform programme 

is an essential aspect of success.   

 

A key to successful implementation is by establishing alliances of supporters 

and rendering the influence of others less effective.  Persuading the general 

citizenry of the need for reform can have an important enabling effect.  The 

technical ability to manage implementation includes assessing the 

environment, setting objectives, allocating responsibility using mechanisms 

such as legislation or financial incentives and pacing the process (p. 262). 
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The critical role of actors, at macro and organisational levels, and their 

internalisation of social values and norms is neither passive nor impervious to 

external forces (p. 358).  There cannot be one consensual model.  As Cameron 

(1986) observes, an effective organisation has simultaneous contradictory and 

even mutually exclusive attributes.  An organisation is thus fundamentally 

paradoxical. 

 

2.2.3  Reform of Health Care: The Irish Experience 

In the health care sector itself organisational review was infrequent.  The 

White Paper, ‘The Health Services and their Further Development’ (1966) had 

provided the basis for the Health Act, 1970 and the regionalisation of services.  

It also announced the removal of the last vestiges of the Poor Law ending the 

dispensary system and its replacement by a choice of doctor scheme (Robins, 

1997).  The idea of the Department of Health as the policy centre for the health 

services was in line with the Devlin Report (1969).  The regionalisation of 

healthcare services with executive agencies (Health Boards) and the adoption 

of staff-line manager relationships in administrative management were all new 

and untried innovations in 1970 (McKevitt, 1990: 27).  The Devlin 

recommendations were extended to other Departments but never reviewed to 

ensure their effectiveness.   

 

The Fitzgerald Report (1968) recommended a significant reduction in the 

number of acute hospitals in favour of larger hospitals on the grounds of 

safety, professional training and economics.  This initiated a public 

controversy which has continued to this day and has most recently been 

addressed in the Hanly Report (2003).  The lack of an objective statement of 

the mission of the Irish health care system prior to 1994 meant, in McKevitt’s 

opinion, that the general hospital segment had no defined role or rational 

system of allocation (McKevitt, 1990: 10).  Consequently, resource allocation 

was highly centralised in Dublin, the system lacked local responsiveness, and 

professionals created slack which they captured for their own benefit.  

McKevitt (1990: 9) complained that there had not been ‘a serious exploration 

within a well-grounded theoretical framework that links policy objectives, 
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performance measurement and investment decisions in the health care system 

as a whole’.   

 

The first attempt at setting direction for the health service was set out in 

‘Health: The Wider Dimension’ (1986).  It identified structural fragmentation, 

poor integration of service planning and provision and demonstrated a shift in 

departmental thinking.  This signalled a management system based on personal 

accountability, greater central control and the engagement of professionals in 

management.  In 1989, the Commission on Health Funding highlighted that 

solutions to problems lay in the way that services were planned, organised and 

delivered rather than the system of funding.   

 

The Comptroller and Auditor General (Amendment) Act, 1993 extended the 

C&AG’s remit to the Health Boards.  This has enabled high profile 

accountability to the State and transparency on an extensive range of 

healthcare issues.  In 1997, the Freedom of Information Act gave individuals 

access to publicly held information thus increasing transparency and 

accountability in the health services.   

 

The main theme of the Health Strategy: ‘Shaping a Healthier Future’ (1994) 

was to re-orientate the system to improve the effectiveness of the health and 

personal social services and to update management and organisational 

structures.  It adopted the service principles of equity, quality and 

accountability and addressed service groups and modalities, the delivery 

framework and the participants (users, providers).  The accountability of health 

boards, and of their chief executives, was made more explicit through the 

Health (Amendment) (No. 3) Act, 1996.  It also prescribed the adoption of 

annual service plans and reports and devolved the funding of non-statutory 

agencies to health boards.  The latter was initiated with the Mid-Western and 

Southern Boards funding of their non – statutory providers of disability 

services in their areas.  The Dixon and Baker (1996) review of health 

management development created a ten year management development 

strategy and led to the creation of the Office for Health Management.   
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The OECD’s (1997) report on the Irish health care system indicated that there 

was scope for further improvement through a more efficient resource 

allocation mechanism.  However, the Value for Money Audit of the Irish 

Health System (Deloitte and Touche, 2001) later acknowledged the continuing 

effects of the serious expenditure cutbacks of the late 1980s and the efforts of 

successive governments throughout the 1990s to remedy the severe under-

funding that took place in the previous decade.  It identified structural, 

capacity, IT and financial management issues.  The recommendations were 

explicitly recognised in the new national health strategy, ‘Quality and 

Fairness: A Health System for You’ (2001). 

 

The new strategy built on the original National Health Strategy: ‘Shaping a 

Healthier Future’ (1994) following a comprehensive stakeholder consultative 

process.  To the original principles of equity, quality and accountability it 

added ‘people-centredness’ and focused on national goals, change frameworks 

and a comprehensive set of related action points.  The strategy signalled a 

review of Health Board structures and proposed new statutory bodies such as 

the National Hospitals’ Agency, the Health Information and Quality Authority 

and Population Health Divisions at Department of Health and Children and 

Health Board levels.  This was accompanied by ‘Primary Care: a new 

direction’ (DoHC, 2001b) which proposed new primary care teams and 

networks designed to achieve greater healthcare integration. 

 

There are four policy challenges for the 2000s.  These comprise: 

 

(i) Need to re-focus the health services on effectiveness and 

appropriateness 

(ii) Updating structures through separating policy from operational 

management by devolving certain Department of Health and 

Children functions to Health Boards 

(iii) Develop an evidence-based strategic approach to decision-making 

(iv) Providing better service integration 
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Parston’s (2002) challenge to make the strategy work relates to the people, 

professions, politics and personnel.  In his view the strategy’s focus on goals is 

to harness the distinct commitment of those who work in the health system.  

The challenge to professionals is to tackle root causes and to innovate.  The 

tension between central direction and local control places local people at the 

heart of health improvement.  Parston suggests that new ways of integrated 

working should include the expertise, needs and the aspirations of people 

rather than simply new structures and processes.  Meanwhile continuing 

problems in relation to a contaminated blood crisis, organ retention issues, 

child abuse, waiting lists and A&E overcrowding and delays provided a 

backdrop to further reviews which are being currently finalised. 

 

At the time of writing the findings of three major reviews of the Irish 

healthcare system predict significant change.  ‘The Audit of Delivery Systems’ 

(Prospectus Report, 2003) indicates that extensive reforms are required going 

beyond structures to encompass areas such as supporting processes and 

legislative change.  The central theme of this report is the need to consolidate 

fragmented structures and functions so as to enable the health system to 

deliver sustained value for money and a high quality of service for consumers.   

 

The four major reforms are proposed: 

 

 the creation of a consolidated healthcare structure, 

 the development of supporting processes to strengthen the functioning of 

the consolidated structure, 

 the strengthening of governance and accountability across the system, 

 a reorganisation of existing agencies and their functions. 

 

The challenges of undertaking such a large – scale reform of the structures and 

functions require sustained leadership from the highest levels and co-ordinated 

effort from all agencies involved.  The actions entail the transfer of relevant 

functions of existing health boards and the Eastern Regional Health Authority 

(ERHA) to four Regional Health Offices. 
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The Commission on Financial Management (Brennan Report, 2003) also 

addresses the national management of the health service by recommending the 

establishment of an ‘Executive’ outside the Department of Health and Children 

consolidating many of the existing agencies within its functions.  An 

Executive Board, accountable to the Minister for Health and Children, is 

proposed, which will assume the corporate functions associated with the 

management of the health service.  Unlike the Prospectus Report, the Brennan 

Report retains the regional health boards with their CEOs and those of the 

major teaching hospitals providing national services and accountable to the 

CEO of the Executive.  Its recommendations also relate to a code of 

governance, service planning, rebalancing financial allocations, multi-annual 

budgeting, supplementary estimates, units of accountability in general 

hospitals, information technology, audit and the consultants’ contract. 

 

The National Task Force on Medical Staffing (Hanly, 2003) has completed its 

assessment and is due to report on: 

 

 the medical staffing needs of the Irish Hospital System in moving from a 

consultant – led to a consultant provided system 

 the implications of junior doctor working hours 

 the internal structure of acute hospitals and the organisation of hospital 

care. 

 

These recent reviews signal the most significant changes in the Irish healthcare 

system since 1971.  The proposed abolition of the Regional Health Boards and 

the implications of the Hanly Report for acute services in each region create a 

significantly different scenario for future studies of this type which seek to 

identify the nature of the organisation’s internal mediators and moderators of 

change.  At one level it removes the ‘local policy’ dimension in the three 

domains of activity and thereby confines the domains’ tension to the 

managerial/professional interests.   
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In the traditional corporate model elected representatives link populations into 

a process of formulation of needs, priorities and solutions in the management 

of health care systems.  In Ireland the broad spectrum membership of regional 

health boards encourages highly localised involvement in decisions (McKevitt, 

1990: 157).  The members' marked reluctance to reduce their direct 

involvement in health service provision is shared with politicians in Finland 

and Sweden (Saltman and Figueras, 1997: 257).  The de-politicisation of 

regional health care, however, as a consequence of its past record of corporate 

governance is now imminent. 

 

 

2.3 REFLECTION 

The conditional matrix is a macro-coding paradigm which directs the analyst 

to inquire into and specify the general conditions that may influence the 

phenonomenon.  In practice, however, few grounded theory studies include 

this conditional matrix.  (Locke 2001: 77) (see also Chapter 5: Methodology 

and Methods).  This Chapter outlines ‘the broad social, historical, and 

economic conditions that may have a bearing on and influence the 

phenomenon as prescribed by Strauss and Corbin’s (1990) conditional matrix.   

Reform in healthcare provision is alluded to in the respondents’ summary 

observations on pressures for change (see Chapter 6, Sn. I) and the 

professionals’ references to service change issues and responses (see Chapter 

6, Sn. II, 6.7).  The international macro-reforms, which include the 

introduction of market mechanisms, are not a part of the Irish public service 

experience.  There are, nevertheless, specific references to inadequacies in the 

Irish resource allocation mechanism for health services by McKevitt (1990) 

and the OECD  (1997).  These are reflected in the MWHB’s concerns 

regarding the relative underfunding of its services.  Those concerns are 

validated by Raftery’s (2001) report on ‘Funding Equity’ for the area and 

noted in the professionals’ references to service deficits in this story.  More 

recently, the national reform initiatives which post-date the empirical story 

(Chapter 6) have significant implications for services in the Board’s area and 

in particular, for acute services.  This study’s internal focus means that 
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although respondents refer to aspects of external influences which may impact 

on the organisation, the purpose of the study is to identify the internal 

mediators and moderators of change.  The emergent model nevertheless 

includes external influences. 
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CHAPTER 3 

LITERATURE SURVEY OF RELEVANT PERSPECTIVES 

 

3.0 INTRODUCTION  

The literature survey is discussed in this and the following Chapter.  In this 

Chapter, theoretical perspectives which clarify the nature of public 

management and related issues, such as the traditional public administration 

versus new public management debate and the tension between professionals 

and managers in healthcare, are examined.  This provides an understanding of 

these domains and the extent of convergence or dissonance in their 

perspectives on their expectations and experience of change. 

 

These theoretical perspectives are linked to the empirical findings in Chapter 6 

and provide a framework for the theoretical analysis of the emergent model 

(which emerges from the analysis of the empirical data) which explains the 

phenomenon from the aggregated perspectives of the respondents.  The key 

elements of the model match the knowledge domains in the extant literature as 

summarised in the following table (see Table 3.1). 
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TABLE 3.1: MATCHING MODEL ELEMENTS AND LITERATURE  

 

Empirical Literature 

1. Contextual Influences: External (Ch. 6 Sn.I) 1. Policy and systems Context (Ch. 2) 

2.                                     : Internal 2. Leadership Theory.  Public Administration & New 

Public Management  

3. Major Internal Domains  3. Domain Theory 

Theory of Professionals 

Theory of Structure 

4. The Emergent Activity Strands  

(Ch. 6. Sns I/II/III) 

4. Activity Strands 

4.1 Mediator Influence 

 Shared Purpose 

 Domain Roles and responsibilities  

 Leadership 

4.1 Leadership and Change  

Theory of Professionals  

Domain and Role Theory 

 

4.2 Mediating Change through people  4.2 Diversity leadership 

Values, trust 

LMX theory 

Theory of Professions 

Change 

  Relationships   

  Ownership   Diversity leadership 

Domain Theory 

Theory of Professions 

Distributed Leadership 

Trust 

LMX Theory  

Systems 

Change: Resistance  

  Capability/ Capacity   NPM 

Stewart’s DCC 

Middle Management 

Change Leadership  

(Traits…) 

Change Theory 

Domain Theory 

Professional Leadership  

  Capacity   Change: Resistance  

Managerial Work 

Professional Bureaucracy 

4.3 Mediating Change through the operational system 

 Management Practice Service  

 

4.3 Managerial Roles 

Theory of Professions 

Management and Professions  

Quality Management  

  

  Structures   Structure and medical participation  

Social Relationships 

5.  The Emergent Model   Leadership Models and Theories  

Change Models/ approaches 

Systemic Models  

 

 

The extant literature in this Chapter  is presented under the following 

headings:  

1. Competing conceptual frameworks in the public service.  

2. Professionals’ and managers’ characteristics and the organisational context. 

 

 

3.1 COMPETING CONCEPTUAL FRAMEWORKS IN THE PUBLIC 

SERVICE 

3.1.1 The Traditional Model of Public Administration- some problems   

The traditional model which separated policy and administration no longer 

effectively described the reality of government’s focus on results, 

responsibility and effective management (Hughes, 1998: 51).  From a 
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governance perspective the traditional separation split policy making and 

implementation in a modern pluralist state (Clarke and Stewart, 1998).  The 

theory of separation of policy and administration over time has come to be 

described as a myth, as they became effectively fused, with each assuming 

responsibilities in the other’s domain (Caiden, 1982: 82).  In a complex and 

fluid environment the problems of political control and bureaucracy created 

inefficiencies, in comparison with more flexible forms of management 

(Hughes, 1998: 43).  In attempting to control by regulating the process, inputs 

and outcomes were inadequately addressed (Osborne and Gaebler, 1992: 14).   

 

The perceived rigid hierarchy in a bureaucracy charged with the direct 

provision of goods and services may have been appropriate to an environment 

of continuity and stability.  Over time there were attacks on the scale of 

activities, scope and the methods, particularly the bureaucratic, which were 

perceived as being mediocre and inefficient (Hughes, 1998).  This was coupled 

with a reaction to the significant growth in public expenditure in advanced 

capitalist democracies which increased from below 25% to over 45% of GDP 

in a couple of decades after World War II (Lane, 1997).   

 

Simon’s (1964) position is that bureaucracies are structured around policy-

oriented goals.  They are not inherently representative institutions and lack the 

imprimatur of elections.  While bureaucracies may be governed by democratic 

control, the influence of front-line managers in shaping policy by 

implementation of it within the reality of demands and resource limitations, 

had earned them the designation of ‘street-level bureaucrats’ (Lipskey, 1976). 

 

3.1.1.1 The call for reform 

The call for reform was more specifically associated with increasing costs, 

inefficient use of resources, consumer-provider dissatisfaction and inequity 

(Rathwell and Persaud, 2002).  Governments and the formal control of 

political leadership were also perceived as part of the problem.  A general 

perception of the purpose of public service reform was to reduce the role of the 

state, de-politicise many policy decisions in lieu of professional expertise 

(Massey, 1993: 7), and to end state monopolies by reducing government 



   

 28 

functions through marketisation and privatisation (OECD, 1991; Osborne and 

Gaebler, 1992).  In tandem with alternative modes of provision was the 

importation of management practices from the private sector.  The introduction 

of entrepreneurial skills and best practice management techniques would bring 

discipline and the inherent efficiencies of the market place to the activities of 

the state (Massey, 1993).  Instead of administration by rules and hierarchical 

authority, a managerial ethos in the public service, with a participatory and 

discretionary style, had the potential to improve relationships between 

hierarchical levels, agencies and units, decision processes, service quality and 

performance (OECD, 1991).  Public service organisations would, as a result, 

become more flexible with clear objectives, performance indicators, and 

outcomes, as the personal responsibility of managers (Pollitt, 1990: 59). 

 

The public perception of inefficient and often ineffective public service 

provision led politicians and their advisers to turn to the private sector, in the 

belief that the public and private sectors did not have to be organised and 

managed in fundamentally different ways (McLaughlin, Osbourne and Ferlie, 

2002).   

 

3.1.2.0  The ‘New Public Management’ Model 

As mentioned in Chapter 2 the NPM is a relevant consideration in this study to 

the extent that it is perceived as a contextual influence and may, as such, affect 

‘the orientation and nature of management practice in the case study 

organisation.  The new model in the public sector has been described as ‘New 

Public Management’ (NPM) (Hood, 1991).  The apparent shift from the 

traditional model of public administration to managerialism and the 

replacement of the theory of bureaucracy in the public sector by economic 

theories and provision by markets were direct challenges to the fundamental 

principles of public administration and its theoretical foundation.  This was 

understood as a major change of theory and function from ‘to serve and follow 

instructions’ to ‘control and gain results’ (Hughes, 1998: 52).  Lane (1997) 

refers to a continuing and almost obsessional concern amongst politicians 

across the world for public management reforms over the previous two 

decades.  He describes the issue of appropriate balance between the efficiency 
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and effectiveness of the public service and political accountability as an 

enduring dichotomy in the public administration v public management debate. 

 

Savoie (1995) suggests that ‘New Public Management’ (NPM) arose from a 

conviction that bureaucracy was broken and the private sector was the 

solution.  The operative concept in the National Performance Review’s (US) 

800 recommendations was that the public and private sectors are alike.  If 

bureaucracy was brought under control government could ‘balance the budget, 

eliminate poverty, reinvigorate the education system and cure male pattern 

baldness’. 

 

3.1.2.1 Views, Models and Reviews of NPM 

Although there is a considerable literature on the NPM model, Hood (1991), 

Ferlie et al (1996), Lane (1997) and Pollitt (2001) provide a balanced spectrum 

of perspectives. 

 

Hood (1991) links the rise of NPM to four other megatrends:  

 

 the attempt to slow down or reverse the growth in public spending  

 the shift towards privatisation and quasi-privatisation  

 the development of automation particularly information technology and  

 an international agenda of public management policy design, decision 

styles and intergovernmental co-operation (p.186). 

 

Its claim to universality is problematic as critics argue that different 

administrative values have different implications for fundamental aspects of 

administrative design.  Hood aligns his values’ sub-categories with appropriate 

organisational designs in keeping with contingency theory’s ‘fit’ (Burns and 

Stalker, 1961; Lawrence and Lorsch, 1967).  They are set out in the following 

table.   
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TABLE 3.2: ADMINISTRATIVE VALUES AND DESIGNS 

 Value Design 

1. Sigma (economy and parsimony) Fixed and checkable goals control 

emphasis on output in stable 

environmental conditions  

2. Theta (honesty and fairness) Process rather than output controls  

3. Lambda (reliability, robustness  

and adaptivity) 

A multiple objective organisation 

with a relatively loose coupling focus 

on input or process rather than 

measured output. 

Source: Hood (1991) 

 

Hood associates NPM primarily with sigma values doing more for less as a 

result of better quality management and a different structural design.  Dawson 

and Dargie (2002: 41) noted the inclusion of ethics, accountability, traditional 

public sector concepts and values in the late 1990s, which suggested a stronger 

‘public’ concept of NPM which affected values as well as management 

practice.   

 

Ferlie et al.’s models acknowledge contextual and sectoral differences.  They 

are: 

 

 the ‘efficiency drive’ of the early 1980s, 

 ‘downsize and decentralise’ as a reaction against bureaucratic 

organisation,  

 ‘in search of excellence’ as the application of strategic human resource 

management, a strong emphasis on culture and leadership, shared 

vision and values, 

 ‘a public service orientation’ in applying private sector management 

techniques in accordance with the traditional values of the public 

service. 

 

Lane’s (1997) review of the Deregulation, Privatisation and Marketisation 

(DPM) framework, argues that the public service needs to be reformed in a 
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fundamental fashion touching all government functions in allocation, 

redistribution and regulation.  It is more widely understood internationally 

through Osborne and Gaebler’s (1992) ‘Reinventing Government’ and the role 

of market forces as a mechanism within the public service’s internal markets.  

DPM’s appropriateness is tested in the purchaser-provider model, which 

according to Lane, has turned out to be more complementary to authority or 

hierarchy, than their substitute.   

 

Pollitt (2001) challenges Osborne and Gaebler’s (1992) belief in convergence.  

He notes that targets of convergence accepted by most commentators include a 

shift in focus from inputs and process to outputs and outcomes as in value 

priorities from universalism and equity to individualism and efficiency.  Pollitt 

proposes a concept of convergence which distinguishes between discursive 

strategies and accomplished practices.  His approach complements Powell and 

diMaggio’s (1991) ‘institutional isomorphism’ as an explanatory concept of 

the convergence of organisational forms (discursive, decisional, practice and 

results: coercive, mimetic, and normative).  Pollitt notes that ‘soft’ services 

such as education and some forms of health services fit NPM less well than 

activities with relatively uniform and measurable production processes.  He 

claims that convergence results are sparse and refers to variable factors in the 

analysis of management reform.   

 

3.1.3.0 Paradoxes within the NPM Paradigm 

This alludes to the potential conflict inherent in the new institutional 

economics dimension of freedom of choice and managerialism’s freedom to 

manage.  Hood’s original description of NPM as a set of ‘new’ administrative 

doctrines had competing conceptual frameworks within one paradigm.   

 

The marriage of opposites as described by Hood (1991) consists of the 

managerialism or neo-Taylorism (Pollitt, 1990) dimension which introduced 

private sector practices to manage professionals and to introduce performance 

measures and incentives to achieve results.  The other emphasises markets 

derived from public choice, rational choice and principal-agent theory (new 

institutional economics).  The centralising tendency of the former contrast with 
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the decentralisation and competition inherent in the latter.  Both of these 

strands in the NPM will be discussed in more detail in the following 

paragraphs. 

 

3.1.3.1  Managerialism  

Hughes (1998: 67) refers to managerial changes in the private sector which 

was once as bureaucratic as any government but moved earlier towards more 

flexible forms of management.  He includes a focus on results, strategic 

planning and management and to a lesser extent, on the adoption of private 

sector personnel practices and more formal means of evaluation.   

 

The presumption of superiority in the private sector as the basis of the call for 

a cultural shift from bureaucratic to entrepreneurial government is particularly 

evident in Osborne and Gaebler’s (1992) solution.  This means the transfer of 

government activities by privatisation and contracting out or, given that all 

such activities can not transfer, the next best solution is to transfer business 

management practices to government organisations.   

 

Public sector bureaucrats were perceived as administrators and as such, 

inferior to private sector managers.  According to Aucoin (1990), therefore, the 

primacy of managerial principles over bureaucracy had to be established.  The 

deconstruction of power as a prerequisite required extensive decentralisation, 

deregulation and delegation.  The empowerment of line managers necessitated 

authority and responsibility for policy and expenditure at lower, but reduced 

hierarchical levels, and a centre restricted to fundamental strategy, policy and 

prioritisation.   

 

Aucoin illustrates tensions between representative government and public 

administration in the following dimensions: centralisation-decentralisation, co-

ordination-deregulation and control-delegation.  In that regard he refers to 

some international attempts in 1988 to decentralise responsibility (Resource 

Management Initiative (R.M.I.)-UK, Financial Management Improvement 

Programme-Australia, Ministerial Authority and Accountability Scheme- 

Canada).  De-bureaucratisation as a managerialist strategy may be generally 
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facilitated by management structures and practices and by releasing 

capabilities in modern complex organisations (Peters and Waterman, 1982).  

However, it has to be combined with the traditional concerns of public 

administration such as the rule of law (Lane, 1997).   

 

There is, nevertheless, a difference in that public sector management is 

distinctive from management not similarly influenced by political authority.  

According to Rainey (1990) public management has become a form of 

political management and the relationship with political leaders has changed.  

An effective manager in his view is one who is a good political player and a 

skilled bureaucratic politician who must operate in a political environment. 

 

Pollitt (1990) is concerned about the revival of scientific management within 

managerialism while ignoring the development of organisational behaviour 

since Taylor.  That may be a superficial view in the context of an unclear 

specification of managerialism or his concern about the uncritical adoption of 

the worst features of private management and setting aside high ethical 

standards without developing a distinctive public management.  Hughes 

(1998) in contrast claims that Allison’s (1982) functions of general 

management (strategy, managing internal components and external 

constituencies) are now routinely carried out by public servants.  If the public 

sector is so different, he suggests that it may need its own theories and 

methods (p. 56). 

 

Stewart (1989b) argues that management is not the same in all situations and 

therefore takes a form contingent upon the context.  In the public sector 

demand is generally beyond the supply which is politically determined.  

Stewart’s position is that private and public management styles are different 

and distinctive.  Drucker (1991) also insists that ‘a healthcare institution is 

sufficiently different from other kinds of enterprises that simply adapting the 

management techniques available - techniques that largely developed out of 

the manufacturing industry - is not good enough’ (p. xiii) 
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The issue moves between difference and capability.  Alford (1993) contends 

that public service management is a more contingent activity which requires 

different approaches and methods in different circumstances.  In his view, a 

fundamental problem of the managerialist position is that it sees the political 

dimension as external whereas there are real conflicts which arise from 

political interference or conceding to interest groups.  This is consistent with 

the contingency perspective that a management structure and approach needs a 

degree of fit with the task and context (Burns and Stalker, 1961).  For 

example, the divisionalised model fits high performing private sector 

companies whereas the professional bureaucracy has been associated with 

complex stable environments (Robbins and Barnwell, 1989).  In a public 

service context there are usually distinct dimensions which renders private 

sector management approaches inappropriate.  These include more complex 

objectives, turbulence in the political environment, intricate accountabilities 

and more fragmented authority over resources (Alford, 1993). 

 

Savoie (1995) describes NPM as a flawed concept which fails to deal with 

accountability in government or to recognise the low level of tolerance in the 

political environment. 

 

Thomas’ (1993) view is that few studies have evaluated the success, failures 

and unintended consequences of public service organisations.  He is supported 

by Salaman (1981b: 60) who states that ‘serious empirical work on the real 

effects of re-organisation is not only deficient, it is non-existent’.  He suggests 

that administrative re-organisations could cut only a fraction of one percent of 

any given budget without cutting into the programmes themselves.  This aligns 

with Meiers (1980: 398) view that executive re-organisation along specified 

lines can reduce government employment and expenditure is more relative 

than absolute.   

 

3.1.3.2 The New Institutional Economics 

The other strand in NPM’s theoretical framework is the new institutional 

economics which embraces public choice, principal-agent and transaction 

costs theory.  The liberal economics of Thatcherism and the merits of a profit 
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seeking competitive economic system found consistent embodiment in the 

public choice theory (Flanagan and Spurgeon, 1996: 5).   

 

Pollitt (1993: 49) argues that managerialism is ‘the acceptable face of New-

Right thinking concerning the state and that ideological considerations may be 

part of the argument for reducing government through marketisation’.  He 

further claims that management objectives are primarily defined in economic 

terms and that a generic model of management was the driving force behind 

management change.  Economic rationalism underpins managerialism 

although its application to government may be ill conceived as provider-

consumer transactions are more complex and there are implications from the 

consumer-citizen perspective (Pollitt, 1990).   

 

(i)  Public Choice Theory 

Niskanen’s (1971) contribution to public choice theory sought to restore the 

power of representative executive authority so as to reposition it over the 

bureaucracy.  Its key assumption is a comprehensive view of rationality.  

Markets are better mechanisms for accountability.  Best outcomes are 

delivered through the maximum role of market forces and the minimum role of 

government.  Bureaucrats and politicians are motivated by their own self-

interest.  The application of micro-economic thought to political and social 

arenas become widely accepted because they fitted closely with everyday or 

common-sense views of bureaucracy (Dunleavy 1991: 147).  However, the 

results are mixed as markets do not work better under all circumstances 

(health, education, justice) and the assumption of individual rationality is too 

sweeping (Hughes, 1998).  Pollitt (2002) observes that leading social theory is 

essentially functionalist in structure.  Results are crucial so that institutional 

economics tends to explain organisational forms in utility maximisation.  From 

a social constructivist perspective change is not always driven by functional 

imperatives.  The logic of appropriateness in the evolution of organisation 

cannot be adequately explained solely by objective functions.  Nevertheless, 

new institutional economics provided a basis for replacing large inefficient 

hierarchies with internal markets. 

 



   

 36 

(ii) Principal-Agent Theory 

Principal-agent theory and public accountability are concerned with 

establishing an incentive structure to converge the objectives of the electorate 

as owners and public managers as agents (Vickers and Yarrow 1998: 13).  In 

the private sector this theory does not provide a complete answer to the general 

problem of accountability.  In the public sector factors such as competition, 

input or output-based contracts with profit-seeking agents may be problematic 

(Hughes, 1998: 13). 

 

(iii) Transaction Cost Theory 

An alternative perspective from the theory of transaction costs (Williamson, 

1986) proposes that some transactions in the public service would be less 

costly if contracted out while it follows that some in-house provision would 

actually be better.  Sheaf (2000) contends that hierarchies are likely to be more 

efficient than markets where there are recurrent purchasers and providers and 

when economic actors can make gains from centralising their activity under a 

single market structure.  In a market model, competition leads to Pareto 

Optimal allocation of resources and in affirming the autonomy of the market 

place government intervention in economic affairs must be minimal.  

Transaction costs however depend on the level of uncertainty and complexity 

surrounding the transaction.  Where they are likely to be high, hierarchical 

control is appropriate to minimise costs.   

 

Hood (1990) notes that public choice theory and managerialism are more 

concerned with economics than with policy and service provision.  The 

managerialist approach has not provided a clear set of principles on which to 

organise the public service.  Rathwell and Persaud (2001) concur on the basis 

that the current economic models are not sufficient in themselves to produce 

policies and programmes which balance economic considerations with broader 

policy goals.  They also point to a more complex principal-agent relationship 

and the requirement for trust in the public service as otherwise the relationship 

becomes dependent upon enforcement.  Agency assumes motivation by 

personal goals whereas Stewardship Theory defines agents as individuals 

whose motives are aligned with the objectives of their principles.  It embodies 
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two complementary aspects (internal and external control).  Consequently they 

refer to the poor response to the NHS Executive Codes (Governance and 

Accountability, 1994) and emphasise the need to get beyond restructuring as 

the political means for addressing concerns about the health care system and 

deal with what actually matters most which is the delivery of clinical services 

and actions that shape health.   

 

3.1.3.3 Dynamics without change in healthcare 

Sheaf (2000) refers to the special case of health care with professional bodies 

as labour market monopolies.  Consequently, allocative efficiency in 

healthcare markets is unattainable.  Governments and professional bodies have 

difficulty in specifying, monitoring and comparing the quality of alternative 

health care providers so that it would be naive to assume that individual 

consumers in a market can do so. 

 

Alford (1980) describes the political economy of healthcare as ‘dynamics 

without change’.  ‘The overwhelming fact about the various reforms of the 

health system that have been implemented or proposed… is that they are 

absorbed into a system which is enormously resistant to change’ (p.449).  He 

attributes the situation to a struggle between different major interest groups- 

‘professional monopolists controlling the major health resources, corporate 

rationalisers challenging their power, and the community population seeking 

better healthcare’.  Market, bureaucratic and equal health advocates of reform 

have inherent limitations.  The first two models stress certain core functions 

but neglect the way in which the groups representing these functions come to 

develop vital interests which sustain the present system and vitiate attempts at 

reform (p. 452).  The third model emphasises community control over the 

supply and deployment of health facilities.  It is not as powerful or as 

organised as the others and is ‘a classic instance (community participation) of 

the veto group process leading to stalemate’ (p. 464).  

 

3.1.4 Reflection 

This case study is illustrative of both the traditional model of public 

administration and changes in management practice in what have become its 
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current overarching aim of service quality for the Board’s population and 

excellence in professional practice, linked to an appropriate structural design.  

This is consistent with Hood’s (1991) sigma values.  The emphasis on 

organisational values in the empirical material also reflects shifts in NPM in 

the late 1990s , as reported by Dawson and Dargie (2002).  The management 

objectives to re-orient and to improve management practice are consistent with 

Hughes (1998) and the OECD’s (1991) interpretation of managerialist reforms 

in terms of results, strategic planning and management, human resources 

practices and the formal evaluation of performance.  While the influence of 

economic rationality and the role of market forces are not reflected in the 

participants’ observations there are indications of Ferlie et al.’s (1996) models 

in action.  These are reported in Chapter 6, Sn II as ‘mediating change through 

the operational system’ and reflect Ferlie et al.’s ‘efficiency drive’, ‘in search 

of excellence’ and ‘public service orientation’. 

 

 

3.2  PROFESSIONALS AND MANAGERS IN HEALTHCARE 

3.2.1.0 Overview  

Health systems are difficult, complex and challenging to manage.  Dawson 

(1999) refers to their unusual dynamics created by the interaction of five 

different worlds - scientific, professional, political, public and industrial.  The 

combination of a highly complex set of players, relationships, power, 

influence, change and uncertainty results in extraordinary complexity.  This 

following section looks at the domains of professionals and managers in the 

organisational context and reflects on the socialisation and occupational 

differences.  It is particularly relevant to the domains’ perspectives in this 

study.   

 

3.2.1.1 The Medical Profession  

(i) Socialisation  

Blankenship (1977) sets out five structural characteristics and attitudinal 

qualities of professions.  They are a full-time occupation which have training 
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schools that are controlled by members of the profession; an association 

defines membership and offers self-regulatory mechanisms; recognised 

licensing and a code of ethics that implies rights of autonomy and self 

governance.  The attitudinal qualities include a sense of commitment and 

dedication to the service of the public.  Dingwall and Lewis (1985) note, 

however, that medical sociology has relatively little to say about the 

professions’ restrictive economic practices, the under-play of political and 

commercial activities of doctors, the growth of specialities and the division of 

labour and knowledge.  The latter have consequential limitations of reciprocal 

dependence and vulnerability between participants (p.12).   

 

Johnson’s (1985: 245) career studies in medicine refer to studies of medical 

schools which provide insights on the process of translation from lay person to 

medic and focus on the first stages of medical careers as candidates are 

inducted into a new social position.  The many facets of professional 

organisation and behaviour were further illuminated in Mumford’s ‘Interns’ 

(1970).  Entry to medical school is largely determined through family 

influences or a significant event.  Financial considerations or the economic or 

political climate are important but lesser determinants of career choice.  

Johnson (1985: 255) refers to three main professional categories of influence.  

‘Stars’ are the most prominent clinicians with worldwide reputations but rarely 

accessible.  ‘Imprinters’ are individualists in personality or practice who are 

good communicators of well-respected ideas.  They are able to exercise 

influence both directly and indirectly.  ‘Role Modellers’ are good craftsmen, 

enthusiastic teachers and caring practitioners. 

 

Oleson and Whittaker (1968) refer to the multi-dimensional nature of 

professional socialisation.  The student finds many sources of information 

about the profession and acquires new views of self along with role 

behaviours.  Development socialisation (acquiring the adult role) coincides 

with re-socialisation (from lay to professional).  A third dimension, 

organisational socialisation, is provided by Manning (1977) which is a process 

by which an individual becomes a part of an organisation through the 

dimensions of social role and the organisation as a social structure.  
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Freidson (1994) outlines three aspects to the construction of shared identity:  

 

 career prospects and self-interest 

 shared experience (training, knowledge, expectations and commitment) 

 identification with occupation and co-workers. 

 

Professionals, it is assumed, are not tied to particular organisations for their 

careers but retain an extra-organisational independence. They are linked to 

particular bodies of knowledge and expertise and not to bureaucratic 

procedures and politics. 

 

The divisions between the public health, general practice and hospital sectors 

have a long history of often quite bitter disputes.  Horobin (1990) refers to the 

skilful exploitation of the latter two by Bevan in setting up the NHS.  The 

GPs’ insistence on independent contractor status and local competition for 

patients weakened their bargaining position with both their hospital colleagues 

and with government.  Hospital doctors had greater influence on recruitment, 

training and licensing, but because of bureaucratic and collegial control, had 

relatively less freedom over their work practices.  Specialists organised 

themselves earlier so that the rise to dominance of hospital medicine in the 

nineteenth century placed the GP in a position of clientship to the hospital 

while remaining in a patronage relationship with his own clientele (Horobin, 

1990: 96). 

 

Hospital medicine has become routinised but general practice has substantial 

elements of charisma and according to Rueschemeyer (1983: 81): ‘this poses 

problems for clients arising from the social control of expertise, the 

impersonality of bureaucratised hospital doctoring and the creeping 

paternalism of general practice are equally unacceptable’.  Freddi and 

Bjorkman (1989) describe GPs as gatekeepers which is consistent with 

Horobin’s reference to their mediator role between laymen and specialists.  

Doctors in general had to increasingly cede ground to government and 

administration over issues of policy and resource allocation.   
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(ii) Professional Autonomy  

A profession is distinct from other occupations in being given the right to 

control its work.  The grant of autonomy or self-control defines the character 

of a profession (Freidson, 1970a) although Johnson (1972:45) defines a 

profession as a means of controlling an occupation and focuses on its political 

and economic influence.  Self-control is secured by legal intervention and 

government guarantees which inhibit competition.  The bargain with society is 

the exchange of competence and integrity for the trust of the client and 

community with relative freedom from supervision and interference 

Rueschemeyer (1983).  Medical work is what medical workers say it is so that 

medicine, by common assent, is the archetypal profession (Horobin, 1990).  

Thus, clinical autonomy is ‘the ability of the physician to make autonomous 

decisions concerning the contents and the conditions of the medical working 

process’ (Freidson 1973: 368). 

 

Abbot and Wallace (1990) note that this professional autonomy is justified by 

self policing mechanisms constructed through internal standards maintained by 

the profession.  They question instead how occupational groups achieve the 

status of professional and in the process gain ascendancy over other 

occupations.  Freddi and Bjorkman (1989) suggest that the framework of 

medical professional autonomy occurs in the political environment of the 

public health complex which influences institutional arrangements and policy 

pre-dispositions.  Its institutional environment facilitates a type of 

organisational reality which characterises medical delivery systems.   

 

Factors identified by Döhler (1989: 181) which determine the degree of 

professional autonomy are: 

 

(i) the organisational structure of the healthcare system 

(ii) the dominant health policy and welfare state ideology 

(iii) the power position and major medical assumptions 

(iv) procedures for negotiating doctors remuneration 

(v) supervision or monitoring systems in clinical decision-making. 
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The NPM changes reflect a distrust of professional autonomy and are 

problematic in attempting to impose an ‘accounting logic’ which fits the ethos 

of the quasi-market approach or a hierarchical classical management approach 

to control (Laughlin, 1992). Ouchi (1979) explored the problem of achieving 

co-operation between individuals with dissimilar objectives and differentiated 

control through markets, hierarchies and clans.  Professions as clans, he 

suggests, co-ordinate behaviour through ritual and shared norms and values.  

The notion of professionalism relates to an attributed monopoly over an area 

of competence (Larson, 1977).  Professional dominance ensures that service 

delivery is often organised to accommodate professional interests and facilitate 

their dominance of the decision making process rather than the public 

(Saltman and Figueras, 1997:256) or organisational interest (Thompson, 

1967).  Professionals would therefore regard markets and hierarchies as 

inappropriate in the context of the control of their professional work.  The 

adoption of such approaches is, however, attractive to management as they 

offer a powerful control device and reduce the autonomy of the professionals 

(Broadbent and Laughlin, 2002).  A health economics perspective (Mooney 

and Ryan, 1993) sees control of professions as paramount and stresses 

organisational and structural responses to curb the influence of the doctors 

which results from the asymmetry of information in the market.  The 

imbalance of knowledge is in their favour so that limits to abuse can only be 

set by the medical profession.  Control of medical practice occurs through 

professional socialisation to certain ethical norms, standardised skill 

acquisition and practice based on patients’ needs.  Their utilisation of 

resources relates to their decisions as patients’ agents and consequently the 

assumption of control over health care systems (Saltman and Figueras, 1997).   

 

(iii) Involvement  

To encourage doctors into management they have to be convinced that their 

influence over resource allocation will be of benefit to patients and that the 

skills they acquire will be of benefit to them.  The reasons why they do not get 

themselves involved, such as time and negative peer pressure (Hearing et al., 

1999), are similar to the barriers to their participation in quality improvement – 

time, territory, tradition and trust (Berwick et al., 1992).   
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Smith and Simpson, (1995:4) note that ‘doctors tend to be poor leaders and are 

suspicious of those who ‘purport to be leaders… (and they are) more awkward 

in teams and organisations’.  This is particularly evidenced in the health 

quality literature. The lack of medical participation in, and leadership of, 

quality programmes is referred to in Berwick (1989), Shortell et al., (1995) and 

Øvertveit (1999).  Sachdeva (1996) places a responsibility on the profession to 

build a leadership culture into academic institutions and requires the 

profession to provide mentors, role models and teaching models. A culture 

which enables collaboration in the pursuit of the organisation’s mission and 

objectives and which develops strong physician leadership is prescribed by 

Shortell et al., (1990).  Acknowledging interdependency requires leadership 

which emphasises ‘the relation between collaborative work and good care and 

the need to be able to change how we work together if care is to be improved’ 

(Moss et al., 1998 : 51). Research findings on the leadership of change within 

healthcare systems emphasise the need for professional change leaders and the 

effectiveness of inter-professional groups (Fitzgerald and Dufour, 1997; 

Shortell et al., 1990; Pettigrew et al., 1992).  A US study of physician and non-

physician administrator leadership skills is noteworthy in that physician 

standards of performance were significantly higher than non-physicians except 

for managing financial drivers (Shipper et al., 1998). 

 

The autonomy of professionals can be seen as losing ground to the new cadre 

of general managers in healthcare and in attempts to reduce self-regulation by 

powerful professionals (Ferlie et al., 1996).  The medical adoption of quasi-

managerial roles in Clinical Directorates may be interpreted as either de-

professionalisation or professional adaptation.  This connects with Sheaf’s 

(2000) reference to an emphasis on behavioural change of professional 

workers in the UK public service and the imposition of managerial controls, 

the adoption of managerial values and the expectation of alignment with 

managerial concerns.  This demonstrates a change in existing power relations 

and an arena for conflict between managerialism and professionalism.  The 

NPM is not however about controlling professionals.  It also heralds new 

patterns of compromise or collaboration between managers and professionals.   
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(iv) Clinical Management Structures  

Organisational design defines power relationships and directs the flow and 

timing of information (Perryman-Starkey et al., 1999) and co-ordination needs 

that are created by the external environment and internal operations (Nadler 

and Tushman, 1988).  Structure is an operational vehicle to deliver the 

healthcare organisation’s strategy.  However, the notion of strategy loses a 

good deal of its meaning in the professional bureaucracy (Mintzberg, 1983).  It 

is an inflexible structure where change occurs by the slow process of changing 

the professionals.  Mintzberg observes that professional discretion enables 

some to ignore the needs of the organisation and do not generally consider 

themselves part of a team.  

 

The preferred design options include the divisional and matrix forms (Baker et 

al., 1994).  The integrated divisional structure was described in a report of the 

U.S. Advisory Board as the ultimate destination of most major U.S. health care 

systems.  Shortell et al., (1995) note that they foster early and ongoing 

physician involvement in strategic planning and implementation.  Multi-

divisional or confederations of strategic units, according to Battle (1993) are 

needed to harmonise efforts to deliver healthcare.  Design, as the degree of 

physician participation in decision-making, the frequency of medical staff 

committee meetings and the percentage of active physicians on contract, is 

positively associated with higher quality of care outcomes, such as lower 

standardised mortality rates (Shortell and LoGerfo, 1981).  The consequences 

of social organisation in hospitals, according to Roemar and Freidman (1971) 

‘must be judged largely by its effects on the behaviour of the average person’ 

(p. 285).  The best pattern of medical staff organisations in their research was a 

highly structured average hospital in a system of many hospitals in a 

geographic network.  Highly committed clinicians set the tone for all medical 

staff activities.  Traditional professional departmental structures worked 

against service integration.   

 

In 1984 the John Hopkin’s Hospital model (U.S.) was imported by Guy’s 

Hospital (U.K.).  That clinical management structure incorporated 

professionals into management activities.  Hospital consultants had to accept 
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responsibility for the financial consequences of the freedom to manage their 

own affairs (Harrison and Pollitt, 1994).  This is a necessary precondition for 

the effective management of budgets.  Harrison (1999) observed that a 

merging of professional and managerial roles was taking place in medicine.  

The paradoxical dimension emerged as doctors took on managerial 

responsibilities but implemented them within a framework of clinical 

autonomy.  Halford and Leonard (1999) refer to services being reshaped by 

‘creeping managerialism as a redistribution of managerial responsibilities 

across the professional hierarchy’ (p. 102).  A 1991-1995 study of U.K. 

hospitals’ development of the Clinical Directorate role (Kitchner, 2000) 

indicated that to some extent medical managers were bureaucratised and 

accepted individual managerial and community responsibility.  Earlier 

research (Scrivens, 1988; Buxton and Packwood, 1989) supported the model 

although no central direction had ever been issued on the subject of 

organisational design relating to the interaction of clinicians and management.  

Thorne (2002) describes doctors responding to the changes by creating new 

forms of expertise and extending their jurisdiction and domain as re-

professionalisation. 

 

In Ireland, the engagement of clinicians in management is reported in deBúrca 

(1998).  While some limited progress was reported by the Office for Health 

Management (2001) it is still a key issue identified by Brennan (2003).  The 

nature of the consultants’ contractual commitment to the public hospital 

system is also of some concern although it includes a requirement for 

collaborative planning, audit and a responsibility for the work generated for 

several years (McCarthy, 1992).  

 

3.2.1.2 Managers  

(i) Socialisation  

Vinnicombe (1987) suggests that the key determinants of managers’ 

characteristics are their individual personalities.  The four types are 

‘traditionalist’ (practical, reliable, systematic) ‘catalyst’ (charismatic, caring, 

enthusiastic, good with people), visionary (intelligent, creative, progressive), 

‘trouble-shooter/negotiator’ (pragmatic, problem-solving, responsive).  Each 
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has a role to play in organisational management.  Yet, the conformity of 

managers is explained by Merton (1957) as a result of embeddedness in the 

routines of bureaucratic life.  They infuse participants with appropriate 

structures and sentiments and reinforce them with definite arrangements.  

Thus, members are subordinated to the organisations’ needs and are anthitecal 

to the pursuit of self-actualisation and self-expression.  The structural model 

(work determines identity) and the agentic model (identity determines how 

you work) are insufficient according to Halford and Leonard (1999) to explain 

the changing picture of identities because of competing discourses (p. 115).  

Whyte’s (1957) study of ‘The Organisational Man’ revealed how employees 

of large bureaucratic organizations derived their personal identity and sense of 

personal worth from those organizations. 

 

The range of variation between managers and professionals may be understood 

through Gouldner’s (1957-8) ‘locals’ (administration) and ‘cosmopolitans’ 

(medics).  Professionals in the former category value organisational 

membership over membership of their profession (this idea may also be 

attributed to managers) whereas the latter’s need for the organisation is 

perceived strictly in terms of its support for professional activity.  They look to 

the professional college to provide recognition and are the most difficult to 

control. 

 

(ii) Roles 

Exworthy and Halford (1999) refer to the common assumption that what work 

managers do is quite distinct from that of professionals.  This presupposes that 

managers are committed to running bureaucracies and depend for their power 

and authority on their position in the bureaucratic hierarchy and on their 

knowledge of organisational policies and practice.  Professionals are thought 

to be committed to the provision of expertise and advice and to depend for 

their power and authority on specialist knowledge which supercedes the 

confines of any organisation’.  The main difference according to Savage et al., 

(1992) lies in their respective and distinctive cognitive or knowledge bases.  

They clarify this in relation to professionals’ dependency on cultural assets 

(derived from education and embodied in specialist knowledge) and managers’ 
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dependence on organisational assets (derived from practice, organisational 

experience and position in the organisational hierarchy).  The obvious 

conclusion was that relations (Ibid: 1) between managers and professionals 

would be marked by antipathy or even outright conflict.   

 

The role of public managers and systems of public administration are 

endogenous to the specific political systems in which they occur (Kaboolian, 

1998).  This is particularly so in the health care context.  Mintzberg (1983) 

observes that hospitals, as complex professional bureaucracies, lacked two 

important elements of classical management techniques, that is, the role of 

management to control activities and a possibility of standardisation 

(Broadbent and Laughlin, 2002).  Hospitals, government agencies and research 

institutes are described as ‘unmanageable’ by Berry (1995) as conflict between 

‘management’ and ‘labour’ is inevitable in these fields.  He suggests that these 

contexts require wholly new methods of problem solving.   

 

Managers were traditionally seen as conformist, self-interested and career 

motivated.  Under NPM they would challenge the power of professionals.  

Their focus on an accounting logic in the process of management control 

where there were limitations on ability to measure outputs or specify 

behaviour was problematic (Exworthy and Halford, 1999).    

 

Stewart (1996: 10) concludes that the four main challenges to leaders in the 

NHS are to envision, to realise human potential, to respond and to help junior 

staff share in the excitement of change.  Her Templeton Tracer Study of 

District General Managers had published nine issues in 1987/88 on various 

managerial perspectives and relationships.  The Dawson et al., (1995) study of 

senior executives in the NHS noted that there was comparatively little talk 

about actively managing change in a flexible way (p. 122).  The weaknesses of 

the top teams lay in their own poor organisation, in their lack of a team or 

integrative approach and their poor communications with the rest of the 

organisation (p. 175).  The concept of leadership was mentioned more 

frequently in provider organisations and particularly by those with a clinical 

background.    
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Managerial Control: 

Management control and the efficacy of the control system are necessarily 

dependent on the nature of complexity in the organisation (McKevitt, 1990: 

51).  Drucker (1991) describes the modern hospital as ‘the most complex 

human organization ever attempted ... If the people in charge do not know how 

to take control they will be controlled by the institution’ (p. xii).  The 

challenge to management in a medical care system, McKevitt suggests, is a 

profound one when the incidence of uncertainty is so pervasive due to the 

efficacy of the many modes of treatment that are available due to the rapid 

technological and therapeutic advances in medical science and practice.  In a 

health care context multi-dimensional controls are required to adequately 

assess performance.  This inevitably leads to tension between professional 

autonomy and administrative requirements for accountability in public 

expenditure.   

 

The routine performance of Allison’s (1982) synthesis of the primary 

functions of general management (strategy, managing internal components, 

and managing external constituencies), as a public sector comparator model, 

does not address the issues involved in the management of professionals as 

internal components.  The centrality of actors in the policy process is 

particularly true of the medical profession which can have a major bearing on 

the implementation of policy.  Harrison and Pollitt (1994) concluded that 

although managerial control over health care professionals has increased, 

health professionals still exercise substantial control over their clinical 

departments and the supply of their labour.   

 

3.2.1.3 Nurses 

(i) Socialisation  

Etzioni (1969) categorised nursing and social work as semi-professional 

because their work is more supervised and applied as against the more 

theoretically informed and autonomous work of the professions.  Neither have 

autonomous control as practitioners over their work or developed an 

independent body of knowledge as a basis of expert professional practice.  

Abbott and Wallace (1990) suggest that the male dominated professions 
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(medicine) gain control over, and subordinate, female dominated occupations 

(nursing).  Nursing is seen as a traditional female role and is subordinate to 

medical control in popular imagery (Etzioni, 1969).  The ‘Nightingale’ nurse’s 

subordination included control of her moral behaviour.  The nurse and patient 

alike were subject to a strict and paternalistic regulation.  The system stressed 

deference to doctors, close supervision and unswerving devotion to duty.  

Davies (1985) asserts that the contemporary hospital continues to be both class 

dominated and patriarchal. 

 

Traditionally, nursing has not been regarded as a fully developed profession.  

As the largest single occupational group they were described by Salvage 

(1985) as: ‘the repositories and guardians of local custom and practice – the 

preservers of order around the patient treatment regime’.  This is a view which 

is mirrored in Taylor and Taylor (1994): ‘when appropriately managed, they 

are the integrators of the patient care system and facilitators of the efforts of 

the members of the multi-disciplinary team’. Strong and Robinson’s (1990) 

characterisation of doctors as ‘would not be led’ and nurses as ‘did not know 

how to lead – too deferential, too accepting of a bureaucratic chain of 

command’ reflects the closeness of the nursing professional hierarchy to the 

Taylorist Model. It also concurs with the Nursing Times (Dec. 20, 1991) 

reference to system failure because of a ‘lack of leadership at the top of 

nursing and the absence of a context for the required nursing delivery model’. 

 

(ii) Managerialism vs. Professionalism  

Salmon (1966) had reflected the views of the nursing elite who adopted a 

managerial solution which militated against nurses as autonomous 

practitioners (Abbott and Wallace, 1990).  The managerialist and 

professionalist faction fight continued through the Briggs Review (1972) and 

Project 2000.  In recent decades the nursing process emerged as a basis for 

autonomous nurse work but their desire for a higher status single portal was at 

variance with the need for management to sustain supply for service needs 

(Robinson, 1992: 36).  The new nursing is based on the notion that its work is 

therapeutic in its own right and not simply ‘maintenance work for doctors’ 

(Harrison, Hunter and Pollitt, 1990).  The drive to greater professionalism did 
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not match the traditional trait theories on professionalisation (Johnson, 1972).  

Semi-professionals, unlike professionals according to Lorentzon (1990: 55) 

‘tend to become increasingly involved in management as they climb the career 

ladder’ so that ‘those with weaker professional status are more likely to 

succumb to managerial influences’.  They further tend to create managerial 

hierarchies exclusive to themselves although since Griffiths (1983) this right 

has been modified (Harrison, Hunter and Pollitt, 1990: 66).  Salvage (1985) 

argues that professionalising nursing would lead to nurses identifying with 

doctors rather than other staff or friends or relations of the patients.  This could 

create barriers and impede teamwork.  She concludes that strategies to 

professionalise have more to do with an occupational group pursuing its own 

narrow interests than about meeting the needs of patients.  

 

 (iii) Priorities  

The nursing profession faces its own challenges.  In the U.S. they are defining, 

regulating, restructuring, supporting ethical decision-making, preparing nurse 

managers and accounting to the public for standards by compliance in clinical 

nursing practice (Taylor and Taylor, 1994).  In Ireland they have decided 

nursing priorities, redesigned nurse management, service delivery and 

information systems and facilitated interdisciplinary collaboration (McCarthy, 

1992).  In the U.K., the impact of successive institutional reforms and 

philosophies in the NHS on the professions were assessed in Walby and 

Greenwell (1994) and Harrison et al., (1992).  This is reflected in the evolution 

of a hybrid culture, that is the fusion of professional and managerial systems 

and ideologies rather than merely roles (Ashbourner and Fitzgerald, 1996).  

The adoption of a managerialist discourse, ideology and practices by the U.K. 

profession is described by Brooks (1999) as entering a phase of ‘bureaucracy, 

managerialism and knowledge creation’.  As in Walby and Greenwell, (1994), 

Brooks points to the lack of the important characteristics of autonomy of 

decision-making in the profession (where there is still rule bound internal 

hierarchy, lack of control of its client and subject to direction by others).   

 

McCarthy (1992) notes that contemporary nurse management research 

literature advocates a decentralised system of decision making and assigned 
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accountability to appropriate levels.  In her view, nurse leadership is required 

to create a work environment that facilitates and encourages involvement in 

the decision making process. Shared governance and co-operative decision 

making are also nurse leadership challenges identified by Brown (1992) while 

Wolf (1986) links transformation and leadership with the communication of 

trust through decentralisation and a participative management style. 

 

3.2.2.0 Tension: Managers and Professionals  

Post-Fordism increasingly fragmented production and consumption, and post-

bureaucratic control replaced hierarchy with decentralised authority 

emphasising outcomes as against rules, results and methods (Hoggett, 1991).  

The emergent issue in NPM is public service values and ethics.  The more 

explicit NPM measures of control and processes were interpreted as an erosion 

of the public sector value base (Dawson and Dargie, 2002).  This did not fit 

with the exhortations of Peters (1987) or Kanter (1987) regarding the creation 

of strong core values, mutual trust and a shared sense of mission.  In a 

paradoxical social system where it is not possible to directly control all the 

individual activities and tasks, the key organisational task is to co-ordinate the 

work of diverse professionals (Persaud and Rathwell, 2002).   

 

As noted earlier, traditional health care systems are complex professional 

bureaucracies where certain groups have greater power than other stakeholders 

(Mintzberg, 1983).  A clear acceptance of the role of management to control 

activities and a possibility of standardisation are missing particularly where 

professionals are involved in service delivery (Broadbent and Laughlin, 2002: 

96): ‘professionals are very sceptical of the possibility that the output measures 

can actually capture the essence of their practice.  They see the specification of 

their activities as infeasible, because of the tacit nature of the knowledge base.  

Arguably, just as scientific management provided a means of developing task 

control in the manual labour force, so the present changes are seeking to make 

visible certain aspects of professional activity to provide a means of control’ 

(p.105).  Power, technical autonomy and accountability are central to the 

issues.  Harrison et al., (1992) observe that ‘doctor power has frequently 

proven more than a match for managerial power’.  The difficulty for local 
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managers is the traditional dominance of medical practitioners in policy and 

services delivery (Flynn, 1992).  Their institutional power is described as a 

potent resource to maintain their primary accountability to peers as against 

administrators (Jones, 2000). The UK resource management initiative 

attempted to make clinicians responsible for budgets. However the Brunel 

study of pilot sites (Buxton and Packwood, 1989; Packwood et al., 1991) 

indicates that advances which occur are often due to the managers successfully 

drawing clinicians’ attention to external threats to the resources at their 

disposal.  The traditional technical autonomy of doctors created a dual 

hierarchy based upon the assumptions that administrative decision making can 

be separated from clinical decision making.  Medicare requirements in the US 

during 1970s and 1980s, however, imposed hospital management on clinical 

practice.  Today, technical autonomy over the nature and content of 

professional practice is no longer an absolute due to the impact of the market 

place and competition (Fitzgerald and Dufour, 1997).   

 

Because of the complexity of contemporary medicine, the great majority of 

physicians work in organisational environments which require highly 

sophisticated technologies and equally sophisticated structures (Freddi and 

Bjorkman, 1989).  The professional-bureaucratic conflict arises from opposite 

institutional forms.  The professional acts on autonomous judgement which is 

a problem for management whose task is to get others to do what one wants.   

 

The collegial character of professionals militates very much against the ability 

of outsiders to gain control (Harrison and Pollitt, 1994).  Peer as against 

hierarchical relationships protect the right to independent practice and 

responsibility to lead and co-ordinate other health professionals (Harrison and 

Schulz, 1989).  Thus occupational control curtails managerial attempts to 

affect organisational control.  There is a substratum of tension between the 

hospital administrator and the medical staff wherever leadership and 

innovation is being promoted (Roemar and Friedman, 1971).  The complete 

task of the professional as against the limited set tasks of the bureaucrat and 

their different aspirations and loyalties nevertheless have some sense of 

complementarity.   
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3.2.2.1 Values  

However, the forces that draw healthcare workers together paradoxically 

reinforce their differences (Glouberman and Mintzberg, 2001a).  Thus 

commitment to purpose and the advancement of knowledge have the potential 

to both unify and differentiate professionals.  Regrettably, professional 

protectionism and inter-professional rivalries too often stand in the way of 

developing more flexible service delivery (Parston, 2002).  Organisational 

values and norms and the professional autonomy which depends on them must 

co-exist.  Three values are in tension according to Saltman et al. (1998).  These 

are equity, individual autonomy and efficiency (societal, technical, allocative). 

Yet the intertwining of processes and structures creates an ensemble of 

organisational modalities and reinforces a specific set of values, perceptions 

and beliefs (p. 347).   

 

The achievement of a predictable level and type of performance in an 

organisation is dependent on the regulated conduct of activities so that the 

results accord with the goals and expectations.  Effectiveness and the nature of 

accountability in health care systems are, however, mediated through the 

relative competing strengths of professional independence and public 

accountability (McKevitt, 1990). 

 

3.2.2.2 Interaction  

The interaction between actors in health care delivery is defined according to 

Saltman and Figueras (1997) by four basic regulatory models: technocratic, 

professional, self-regulating market based and democratic.  Each emphasises a 

different set of values with the dominant model reflecting the health systems 

priorities.  Various classes and groups of individuals accordingly may seek to 

impose their own view of society to promote their particular interests.  The 

traditional expertise of technocrats relies on their specialised knowledge, and 

dominant position in public institutions, planning based on normative analysis 

and a command-control operational style.   

 

In an Irish context, Robins (1997) refers to the strong identification of 

voluntary hospital consultants with their hospital and professional values.  The 
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term ‘ethos of care’ describes their strong loyalty to the hospital and merges 

medical and hospital values.  The consultants favoured collegiate as against 

industry-based applications and the management-professional relationship was 

characterised by high levels of trust and mutual support.  A majority favoured 

professional control through Clinical Directorates and advocated a 

team/partnership approach.  Overall, the consultants rated managers highly and 

identified strongly with them.  Any tension in the relationship was blamed 

largely on external constraints.  The consultants were less defensive than their 

UK counterparts about the significant use of information and measurement in 

the management of hospitals and had a higher trust in management.  This 

perspective of Irish consultants contrasts with McKevitt’s (1990) observation 

regarding the clear divide between administrative management and 

professionals and the diminished role of the former due to the scope available 

to the consultants.  McKevitt also refers to the PA Consultants’ ‘Review of 

Medical Activities in Hospitals’ (Vol. 1, 1987) which indicated considerable 

variation in medical consultants’ departmental management practices. 

 

Exworthy and Halford (1999: 124) note the impression that professional-

managerial relations are diverse and unpredictable.  They identify three 

dimensions of the relationship upon which the research has focused:  the 

abstract/conceptual, collective and the individual.  Within individuals the 

professional-managerial role is increasingly blurring the distinctions between 

individual professional and managerial roles (p. 126).  The relationship 

between each of the three dimensions is seen as relational rather than 

hierarchical. 

 

In a public health care system there are different types of power interacting 

arising from position, expertise and political influences.  The nature of 

professional expertise and the process of monitoring the quality of professional 

services determine role in setting standards and audit.  Consequently, non-

professional managers cannot control the activities of professionals (Hearing et 

al., 1999).  Nevertheless, the ‘administrator-diplomat’ as a reactive facilitator 

in the pre-Griffith’s UK NHS era was ‘converted’ post-Griffiths to become a 
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proactive manager as a member of a new managerial cadre to challenge 

professionals’ claims to autonomy (Harrison and Pollitt, 1994). 

 

3.2.3.0 The Organisational Context 

This section focuses on the nature of the social organisation and its key 

internal players (professionals and bureaucrats) from theoretical perspectives 

and identifies issues of conflict and convergence in key models.  The 

bureaucratic and collegial organisations co-existing within the same social 

framework present a paradox of control and autonomy.    

 

3.2.3.1 A Social Organisation 

Stinchcombe (1965) identifies social organisations as ‘a set of stable social 

relationships deliberately created with the explicit intention of continually 

accomplishing some specific goals of purpose’.  Social control of behaviour to 

unite members’ efforts and the degree of influence or regulation of the social 

culture of members behaviour to unite their efforts to achieve organisational 

goals define its effectiveness level (Roemar and Friedman, 1971).  However, 

the assumption that organisations are reasonably autonomous, stable and 

equivalent over time and place does not reflect that they are permeated by the 

struggles, contradictions and inequalities of the wider society (Davies, 1985).     

 

(i) The Bureaucracy 

The classic bureaucracy is guided by codified norms and modes of action 

which are reliable and predictable in their programmed contexts so that to 

manage is to control (Freddi and Bjorkman, 1989).  It comes nearest to 

offering a complete theory of organisations and provides the tools for 

empirical analysis.  It is a legitimated order where power is defined as 

authority.   

 

Medical Fit 

The formal bureaucratic organisation has a hierarchical chain of command and 

defined duties which discourage innovativeness and autonomy (Bucher and 

Stelling, 1969).  In general, bureaucratic service organisations are 

characterised by goal consensus and well-defined unambiguous objectives 
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whatever about their adequacy of instrumentality in medical contexts (Freddi 

and Bjorkman, 1989: 23).   

 

Power  

Power is a central concept in understanding social structure as organisation is 

defined as having some determinate influence over action that takes place 

under the scope of its jurisdiction (Bittner, 1965).  Bureaucratic power is based 

on legalistic authority and compliance (Weber, 1947).  There are alternatives 

such as power cliques (Dalton, 1959) or power in collegial settings such as 

control through coercive, utilitarian or the social power of professionals 

(Etzioni, 1969).  French and Raven’s (1959) power taxonomy is more 

comprehensive (reward, coercive, legitimate, expert and referent).  Power 

stemming from formal authority as the perceived right to influence persons in 

other positions includes ‘the legitimate right to establish work rules, give work 

assignments, and direct the task behaviour of subordinates’ (Yukl, 1998: 179-

180).  It also involves the right to exercise control over resources.  Position 

power is based on legitimate authority, while personal power is based on 

expertise, loyalty and charisma.  Political power sources include control over 

decision processes, coalitions, co-operation and institutionalisation.   

 

The normative idealisation of the power taxonomy fails to recognise 

dysfunctional aspects such as the psychological patterns of members and its 

over-emphasis on formal goals.  Bureaucratic processes increasingly rely on 

rules and regulations to accomplish efficiency (Blankenship, 1977).  

Efficiency, particularly technical, presumes power over action within the 

jurisdiction based on the ‘gambit of compliance’ and ‘stylistic unity’.  These 

principles of discipline according to Bittner (1965) work against ‘centrifugal 

tendencies and heterogeneity’.   

 

Roles  

A social organisation in a Weberian description is a set of social relationships 

that is closed to or limited to certain members with specific roles enforced by 

particular others and influences the ordinary behaviour of individuals in 

predictable regular patterns (Weber, 1947).  Variation occurs in formalisation 
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and complexity depending on activity rationalisation and internal role 

differentiation (Blankenship, 1977).  Role theory is a conceptual framework in 

which roles serve as the boundary between the individual and the organisation 

and represent the expectations of the individual and the organisation.  Two 

major concepts from role theory are role conflict and ambiguity (Schuler et al, 

1977: 111).  The role episode (Katz and Kahn, 1966) points to the need to 

recognise that what individual jobholders do is shaped by the expectations that 

others have of their behaviour and that they way that they receive the role is 

part of a feedback loop to the role senders.   

 

In a UK – NHS study of newly appointed District General Managers Stewart 

(1991) observes that to understand the nature of a single role it is necessary to 

focus also on the manager’s relationship with the chairman and the domain 

occupied by the chairman. Kotter and Lawrence’s (1974) concept of domain 

(the area in which the jobholder has core responsibility for what he/she can do 

and which provides the boundary constraints to the potential domain) and 

Hodgson et al’s (1965) ‘role constellation’ were relevant to the study.  The 

latter refer to pairings as an effective way of sharing the inside and outside 

work so that there is complementarity of function which forms a relatively 

integrated whole.   

 

Domains  

Kouse and Mico’s (1979) domain theory which is based upon assisting the 

health sector with integration of services discovered differences between 

competing groups – policy, management and service.  Each domain 

approaches the issue of service integration differently.  Those in the policy 

domain respond to the needs and demands of the electorate by policy 

development.  Those in the management domain develop ways of meeting 

accountability issues (goals and resources).  Those in the service (professional) 

domain develop best services for clients within the confines of self regulation, 

occupational standards and expert knowledge, while also affiliating to a 

professional culture rather than to any specific organisation.  The domains 

promote a separate identity and prevent a common vision of the organisation 

which is often seen as each domain engaging in its own direction.  Each 
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domain developed mechanisms to legitimize and serve their individual 

domains which set each domain against each other.  The absence of a ‘shared 

reality’ or vision contributed to an identity crisis if clinical professional moved 

from the service domain to the management domain (Forbes and Prime, 2000: 

180-1). 

 

As a result of each domain being characterised by completely different values 

Smith (1984) noted the tenuous and often antagonistic relationships between 

the separate domains and the irrelevance of management principles of 

hierarchy and control.  Forbes and Prime (2000:181) cite Edmondstone (1986) 

who argued that the factors contained in Table 3.3 tended to separate and 

‘disconnect’ the three domains from each other, promoted separate identities 

and prevented the development of a common ‘vision’ which led to the 

destruction of any sense of coherence and connectedness. 

 

TABLE 3.3: DOMAINS IN HUMAN SERVICE ORGANISATIONS    

 Management  Professional Political  

Governing principles  Emphasis on comprehensive 

rational view of the world; 

mirrors industrial 

management  

Self-regulated ‘experts’ with 

competence to respond to the 

needs and demands of clients 

Parliamentary 

democracy  

Principle of legitimacy Hierarchical control and 

coordination  

Professional autonomy Consent of the 

governed 

Success measures  Efficiency and effectiveness, 

value for money 

Quality of care, professional 

standards, based on process 

rather than products 

Equity, impartiality 

and fairness  

Structural arrangements  Bureaucracy Collegial, individualized and 

client specific   

Representation  

Work technology  Linear work modes Largely indeterminable Negotiating and 

bargaining  

Norms  Conformity to rules  Nonconformist individuality  Acceptable public 

disagreement  

(Source: Edmondstone, 1986) 

 

(ii) Collegial Organisations  

The approaches adopted by dominant Weberian concepts did not fit 

organisations dominated by professionals.  The Weberian discussion 

emphasises control and supervision as against accountability and has no 

explicit treatment of professionals (Dingwall and Lewis, 1985) yet as Talcott 
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Parsons remarked (as cited in Davies, 1985), the authority of expertise 

constituted a special problem for bureaucratic organisations.  Collegial 

organisations are different from the Weberian bureaucracy in the centrality of 

professional members in interaction with others.  Such organisations’ goals 

involve sophisticated technologies and scientific procedures and place 

participants in uncertain problem situations which inevitably indicate 

structural inadequacy which requires self-correction based on control by 

professional peers rather than hierarchy (Freddi and Bjorkman, 1989: 24).   

 

Bucher and Stelling (1969) define the major characteristics of such 

organisations as follows:  

 

(i) role creation and negotiation 

(ii) spontaneous internal differentiation particularly amongst 

professionals 

(iii) competition and conflict for resources 

(iv) integration through a political process 

(v) shift in locus of power as various professionals move through 

the organisation. 

 

Both professional and organisational membership occur as parallel social 

processes (Blankenship, 1977) which connect through participation as the 

nexus of the respective socialisation processes.  Bidwell and Vreeland (1963) 

suggest that to maximise goal attainment the professional must be brought to 

identify strongly with the organisation.  To that end the principal means of 

control is incentives which centre upon professional values and commitments.  

The organisation must identify its goals with the values and aims of the 

profession so that organisational and professional performances are 

complementary.  The blending of occupational social controls and 

organisational authority enables control of professional staff. 

 

Bucher and Stelling observe that the professionals have different ideas about 

the organisation’s direction and problems and seek to influence its goals and 

policies to meet their own requirements. 
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A more fluxive view of organisation is proposed by Selznik (1948).  The 

influence of structure and functions is adaptive as co-operation enables the 

maintenance of a system of functionally inter-related roles.  The constant 

adaptation to the functional imperatives of the social system gives rise to co-

operation, manipulation and tensions (Bittner, 1965).  Strauss et al., (1963, 

1964) provide an alternative interactive arena model developed from a study 

on hospitals (U.S.) which proposes that the bases of concerted action (social 

order) must be reconstituted continually through negotiation as a characteristic 

of organisational life.   

 

3.2.4 Reflection: 

Domain theory (Kouse and Mico, 1979) underpins the potential for conflict 

and difference between managers and professionals in a ‘professional 

bureaucracy’ within a ‘machine bureaucracy’ (Mintzberg, 1983).  This relates 

primarily to the acute hospital sector within the Board.  Other services are 

more associated with ‘semi-professionals’ (Etzioni, 1969) and managers which 

create a different dynamic in their interaction.  The variety within the 

organisational context does not match readily with the ‘simple dichotomy’ of 

managers and professions as medics and as semi-professionals who, unlike 

professionals ‘ tend to’ become increasingly involved in management … (and) 

those with weaker professional status who are more likely to succumb to 

managerial influences’ (Lorentzon, 1990:55). 

 

Care Group Management and Clinical Directorates rely more on ‘hybrid’ than 

traditional administrators/managers.  This results in the re-professionalisation 

of the disciplines in managerial roles (Thorne, 2002) thereby metamorphising 

these management units as the new interface between the ‘bureaucracy’ and 

the collegial organisation.   

 

The empirical material in Sections I and II of Chapter 6 differentiates the 

managerial and professional perspectives on their expectations and experiences 

of change influences and influencers.  Differentiation is illustrated in their 

definitions of change objectives, roles and leader prototypes.  Their change 
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roles and actions emphasise the systemic nature of management as against the 

domain orientation of the professionals.   

 

Amongst these theories cited in the chapter Kouse and Mico’s (1979) domain 

theory provides an overarching conceptual framework which confronts the 

problem of difference which occurs in the managerial and professional 

domains.  On the other hand the references to managerialism are more related 

to the mediation through the operational system as changes in management 

practice and organisational structures.  In Table 3.1, page 26, the model’s 

components are matched with relevant extant literature.   
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CHAPTER 3 

LITERATURE SURVEY OF RELEVANT PERSPECTIVES 

 

3.0 INTRODUCTION  

The literature survey is discussed in this and the following Chapter.  In this 

Chapter, theoretical perspectives which clarify the nature of public 

management and related issues, such as the traditional public administration 

versus new public management debate and the tension between professionals 

and managers in healthcare, are examined.  This provides an understanding of 

these domains and the extent of convergence or dissonance in their 

perspectives on their expectations and experience of change. 

 

These theoretical perspectives are linked to the empirical findings in Chapter 6 

and provide a framework for the theoretical analysis of the emergent model 

(which emerges from the analysis of the empirical data) which explains the 

phenomenon from the aggregated perspectives of the respondents.  The key 

elements of the model match the knowledge domains in the extant literature as 

summarised in the following table (see Table 3.1). 
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TABLE 3.1: MATCHING MODEL ELEMENTS AND LITERATURE  

 

Empirical Literature 

1. Contextual Influences: External (Ch. 6 Sn.I) 1. Policy and systems Context (Ch. 2) 

2.                                     : Internal 2. Leadership Theory.  Public Administration & New 

Public Management  

3. Major Internal Domains  3. Domain Theory 

Theory of Professionals 

Theory of Structure 

4. The Emergent Activity Strands  

(Ch. 6. Sns I/II/III) 

4. Activity Strands 

4.1 Mediator Influence 

 Shared Purpose 

 Domain Roles and responsibilities  

 Leadership 

4.1 Leadership and Change  

Theory of Professionals  

Domain and Role Theory 

 

4.2 Mediating Change through people  4.2 Diversity leadership 

Values, trust 

LMX theory 

Theory of Professions 

Change 

  Relationships   

  Ownership   Diversity leadership 

Domain Theory 

Theory of Professions 

Distributed Leadership 

Trust 

LMX Theory  

Systems 

Change: Resistance  

  Capability/ Capacity   NPM 

Stewart’s DCC 

Middle Management 

Change Leadership  

(Traits…) 

Change Theory 

Domain Theory 

Professional Leadership  

  Capacity   Change: Resistance  

Managerial Work 

Professional Bureaucracy 

4.3 Mediating Change through the operational system 

 Management Practice Service  

 

4.3 Managerial Roles 

Theory of Professions 

Management and Professions  

Quality Management  

  

  Structures   Structure and medical participation  

Social Relationships 

5.  The Emergent Model   Leadership Models and Theories  

Change Models/ approaches 

Systemic Models  

 

 

The extant literature in this Chapter  is presented under the following 

headings:  

1. Competing conceptual frameworks in the public service.  

2. Professionals’ and managers’ characteristics and the organisational context. 

 

 

3.1 COMPETING CONCEPTUAL FRAMEWORKS IN THE PUBLIC 

SERVICE 

3.1.1 The Traditional Model of Public Administration- some problems   

The traditional model which separated policy and administration no longer 

effectively described the reality of government’s focus on results, 

responsibility and effective management (Hughes, 1998: 51).  From a 
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governance perspective the traditional separation split policy making and 

implementation in a modern pluralist state (Clarke and Stewart, 1998).  The 

theory of separation of policy and administration over time has come to be 

described as a myth, as they became effectively fused, with each assuming 

responsibilities in the other’s domain (Caiden, 1982: 82).  In a complex and 

fluid environment the problems of political control and bureaucracy created 

inefficiencies, in comparison with more flexible forms of management 

(Hughes, 1998: 43).  In attempting to control by regulating the process, inputs 

and outcomes were inadequately addressed (Osborne and Gaebler, 1992: 14).   

 

The perceived rigid hierarchy in a bureaucracy charged with the direct 

provision of goods and services may have been appropriate to an environment 

of continuity and stability.  Over time there were attacks on the scale of 

activities, scope and the methods, particularly the bureaucratic, which were 

perceived as being mediocre and inefficient (Hughes, 1998).  This was coupled 

with a reaction to the significant growth in public expenditure in advanced 

capitalist democracies which increased from below 25% to over 45% of GDP 

in a couple of decades after World War II (Lane, 1997).   

 

Simon’s (1964) position is that bureaucracies are structured around policy-

oriented goals.  They are not inherently representative institutions and lack the 

imprimatur of elections.  While bureaucracies may be governed by democratic 

control, the influence of front-line managers in shaping policy by 

implementation of it within the reality of demands and resource limitations, 

had earned them the designation of ‘street-level bureaucrats’ (Lipskey, 1976). 

 

3.1.1.1 The call for reform 

The call for reform was more specifically associated with increasing costs, 

inefficient use of resources, consumer-provider dissatisfaction and inequity 

(Rathwell and Persaud, 2002).  Governments and the formal control of 

political leadership were also perceived as part of the problem.  A general 

perception of the purpose of public service reform was to reduce the role of the 

state, de-politicise many policy decisions in lieu of professional expertise 

(Massey, 1993: 7), and to end state monopolies by reducing government 
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functions through marketisation and privatisation (OECD, 1991; Osborne and 

Gaebler, 1992).  In tandem with alternative modes of provision was the 

importation of management practices from the private sector.  The introduction 

of entrepreneurial skills and best practice management techniques would bring 

discipline and the inherent efficiencies of the market place to the activities of 

the state (Massey, 1993).  Instead of administration by rules and hierarchical 

authority, a managerial ethos in the public service, with a participatory and 

discretionary style, had the potential to improve relationships between 

hierarchical levels, agencies and units, decision processes, service quality and 

performance (OECD, 1991).  Public service organisations would, as a result, 

become more flexible with clear objectives, performance indicators, and 

outcomes, as the personal responsibility of managers (Pollitt, 1990: 59). 

 

The public perception of inefficient and often ineffective public service 

provision led politicians and their advisers to turn to the private sector, in the 

belief that the public and private sectors did not have to be organised and 

managed in fundamentally different ways (McLaughlin, Osbourne and Ferlie, 

2002).   

 

3.1.2.0  The ‘New Public Management’ Model 

As mentioned in Chapter 2 the NPM is a relevant consideration in this study to 

the extent that it is perceived as a contextual influence and may, as such, affect 

‘the orientation and nature of management practice in the case study 

organisation.  The new model in the public sector has been described as ‘New 

Public Management’ (NPM) (Hood, 1991).  The apparent shift from the 

traditional model of public administration to managerialism and the 

replacement of the theory of bureaucracy in the public sector by economic 

theories and provision by markets were direct challenges to the fundamental 

principles of public administration and its theoretical foundation.  This was 

understood as a major change of theory and function from ‘to serve and follow 

instructions’ to ‘control and gain results’ (Hughes, 1998: 52).  Lane (1997) 

refers to a continuing and almost obsessional concern amongst politicians 

across the world for public management reforms over the previous two 

decades.  He describes the issue of appropriate balance between the efficiency 
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and effectiveness of the public service and political accountability as an 

enduring dichotomy in the public administration v public management debate. 

 

Savoie (1995) suggests that ‘New Public Management’ (NPM) arose from a 

conviction that bureaucracy was broken and the private sector was the 

solution.  The operative concept in the National Performance Review’s (US) 

800 recommendations was that the public and private sectors are alike.  If 

bureaucracy was brought under control government could ‘balance the budget, 

eliminate poverty, reinvigorate the education system and cure male pattern 

baldness’. 

 

3.1.2.1 Views, Models and Reviews of NPM 

Although there is a considerable literature on the NPM model, Hood (1991), 

Ferlie et al (1996), Lane (1997) and Pollitt (2001) provide a balanced spectrum 

of perspectives. 

 

Hood (1991) links the rise of NPM to four other megatrends:  

 

 the attempt to slow down or reverse the growth in public spending  

 the shift towards privatisation and quasi-privatisation  

 the development of automation particularly information technology and  

 an international agenda of public management policy design, decision 

styles and intergovernmental co-operation (p.186). 

 

Its claim to universality is problematic as critics argue that different 

administrative values have different implications for fundamental aspects of 

administrative design.  Hood aligns his values’ sub-categories with appropriate 

organisational designs in keeping with contingency theory’s ‘fit’ (Burns and 

Stalker, 1961; Lawrence and Lorsch, 1967).  They are set out in the following 

table.   
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TABLE 3.2: ADMINISTRATIVE VALUES AND DESIGNS 

 Value Design 

1. Sigma (economy and parsimony) Fixed and checkable goals control 

emphasis on output in stable 

environmental conditions  

2. Theta (honesty and fairness) Process rather than output controls  

3. Lambda (reliability, robustness  

and adaptivity) 

A multiple objective organisation 

with a relatively loose coupling focus 

on input or process rather than 

measured output. 

Source: Hood (1991) 

 

Hood associates NPM primarily with sigma values doing more for less as a 

result of better quality management and a different structural design.  Dawson 

and Dargie (2002: 41) noted the inclusion of ethics, accountability, traditional 

public sector concepts and values in the late 1990s, which suggested a stronger 

‘public’ concept of NPM which affected values as well as management 

practice.   

 

Ferlie et al.’s models acknowledge contextual and sectoral differences.  They 

are: 

 

 the ‘efficiency drive’ of the early 1980s, 

 ‘downsize and decentralise’ as a reaction against bureaucratic 

organisation,  

 ‘in search of excellence’ as the application of strategic human resource 

management, a strong emphasis on culture and leadership, shared 

vision and values, 

 ‘a public service orientation’ in applying private sector management 

techniques in accordance with the traditional values of the public 

service. 

 

Lane’s (1997) review of the Deregulation, Privatisation and Marketisation 

(DPM) framework, argues that the public service needs to be reformed in a 
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fundamental fashion touching all government functions in allocation, 

redistribution and regulation.  It is more widely understood internationally 

through Osborne and Gaebler’s (1992) ‘Reinventing Government’ and the role 

of market forces as a mechanism within the public service’s internal markets.  

DPM’s appropriateness is tested in the purchaser-provider model, which 

according to Lane, has turned out to be more complementary to authority or 

hierarchy, than their substitute.   

 

Pollitt (2001) challenges Osborne and Gaebler’s (1992) belief in convergence.  

He notes that targets of convergence accepted by most commentators include a 

shift in focus from inputs and process to outputs and outcomes as in value 

priorities from universalism and equity to individualism and efficiency.  Pollitt 

proposes a concept of convergence which distinguishes between discursive 

strategies and accomplished practices.  His approach complements Powell and 

diMaggio’s (1991) ‘institutional isomorphism’ as an explanatory concept of 

the convergence of organisational forms (discursive, decisional, practice and 

results: coercive, mimetic, and normative).  Pollitt notes that ‘soft’ services 

such as education and some forms of health services fit NPM less well than 

activities with relatively uniform and measurable production processes.  He 

claims that convergence results are sparse and refers to variable factors in the 

analysis of management reform.   

 

3.1.3.0 Paradoxes within the NPM Paradigm 

This alludes to the potential conflict inherent in the new institutional 

economics dimension of freedom of choice and managerialism’s freedom to 

manage.  Hood’s original description of NPM as a set of ‘new’ administrative 

doctrines had competing conceptual frameworks within one paradigm.   

 

The marriage of opposites as described by Hood (1991) consists of the 

managerialism or neo-Taylorism (Pollitt, 1990) dimension which introduced 

private sector practices to manage professionals and to introduce performance 

measures and incentives to achieve results.  The other emphasises markets 

derived from public choice, rational choice and principal-agent theory (new 

institutional economics).  The centralising tendency of the former contrast with 
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the decentralisation and competition inherent in the latter.  Both of these 

strands in the NPM will be discussed in more detail in the following 

paragraphs. 

 

3.1.3.1  Managerialism  

Hughes (1998: 67) refers to managerial changes in the private sector which 

was once as bureaucratic as any government but moved earlier towards more 

flexible forms of management.  He includes a focus on results, strategic 

planning and management and to a lesser extent, on the adoption of private 

sector personnel practices and more formal means of evaluation.   

 

The presumption of superiority in the private sector as the basis of the call for 

a cultural shift from bureaucratic to entrepreneurial government is particularly 

evident in Osborne and Gaebler’s (1992) solution.  This means the transfer of 

government activities by privatisation and contracting out or, given that all 

such activities can not transfer, the next best solution is to transfer business 

management practices to government organisations.   

 

Public sector bureaucrats were perceived as administrators and as such, 

inferior to private sector managers.  According to Aucoin (1990), therefore, the 

primacy of managerial principles over bureaucracy had to be established.  The 

deconstruction of power as a prerequisite required extensive decentralisation, 

deregulation and delegation.  The empowerment of line managers necessitated 

authority and responsibility for policy and expenditure at lower, but reduced 

hierarchical levels, and a centre restricted to fundamental strategy, policy and 

prioritisation.   

 

Aucoin illustrates tensions between representative government and public 

administration in the following dimensions: centralisation-decentralisation, co-

ordination-deregulation and control-delegation.  In that regard he refers to 

some international attempts in 1988 to decentralise responsibility (Resource 

Management Initiative (R.M.I.)-UK, Financial Management Improvement 

Programme-Australia, Ministerial Authority and Accountability Scheme- 

Canada).  De-bureaucratisation as a managerialist strategy may be generally 
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facilitated by management structures and practices and by releasing 

capabilities in modern complex organisations (Peters and Waterman, 1982).  

However, it has to be combined with the traditional concerns of public 

administration such as the rule of law (Lane, 1997).   

 

There is, nevertheless, a difference in that public sector management is 

distinctive from management not similarly influenced by political authority.  

According to Rainey (1990) public management has become a form of 

political management and the relationship with political leaders has changed.  

An effective manager in his view is one who is a good political player and a 

skilled bureaucratic politician who must operate in a political environment. 

 

Pollitt (1990) is concerned about the revival of scientific management within 

managerialism while ignoring the development of organisational behaviour 

since Taylor.  That may be a superficial view in the context of an unclear 

specification of managerialism or his concern about the uncritical adoption of 

the worst features of private management and setting aside high ethical 

standards without developing a distinctive public management.  Hughes 

(1998) in contrast claims that Allison’s (1982) functions of general 

management (strategy, managing internal components and external 

constituencies) are now routinely carried out by public servants.  If the public 

sector is so different, he suggests that it may need its own theories and 

methods (p. 56). 

 

Stewart (1989b) argues that management is not the same in all situations and 

therefore takes a form contingent upon the context.  In the public sector 

demand is generally beyond the supply which is politically determined.  

Stewart’s position is that private and public management styles are different 

and distinctive.  Drucker (1991) also insists that ‘a healthcare institution is 

sufficiently different from other kinds of enterprises that simply adapting the 

management techniques available - techniques that largely developed out of 

the manufacturing industry - is not good enough’ (p. xiii) 
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The issue moves between difference and capability.  Alford (1993) contends 

that public service management is a more contingent activity which requires 

different approaches and methods in different circumstances.  In his view, a 

fundamental problem of the managerialist position is that it sees the political 

dimension as external whereas there are real conflicts which arise from 

political interference or conceding to interest groups.  This is consistent with 

the contingency perspective that a management structure and approach needs a 

degree of fit with the task and context (Burns and Stalker, 1961).  For 

example, the divisionalised model fits high performing private sector 

companies whereas the professional bureaucracy has been associated with 

complex stable environments (Robbins and Barnwell, 1989).  In a public 

service context there are usually distinct dimensions which renders private 

sector management approaches inappropriate.  These include more complex 

objectives, turbulence in the political environment, intricate accountabilities 

and more fragmented authority over resources (Alford, 1993). 

 

Savoie (1995) describes NPM as a flawed concept which fails to deal with 

accountability in government or to recognise the low level of tolerance in the 

political environment. 

 

Thomas’ (1993) view is that few studies have evaluated the success, failures 

and unintended consequences of public service organisations.  He is supported 

by Salaman (1981b: 60) who states that ‘serious empirical work on the real 

effects of re-organisation is not only deficient, it is non-existent’.  He suggests 

that administrative re-organisations could cut only a fraction of one percent of 

any given budget without cutting into the programmes themselves.  This aligns 

with Meiers (1980: 398) view that executive re-organisation along specified 

lines can reduce government employment and expenditure is more relative 

than absolute.   

 

3.1.3.2 The New Institutional Economics 

The other strand in NPM’s theoretical framework is the new institutional 

economics which embraces public choice, principal-agent and transaction 

costs theory.  The liberal economics of Thatcherism and the merits of a profit 
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seeking competitive economic system found consistent embodiment in the 

public choice theory (Flanagan and Spurgeon, 1996: 5).   

 

Pollitt (1993: 49) argues that managerialism is ‘the acceptable face of New-

Right thinking concerning the state and that ideological considerations may be 

part of the argument for reducing government through marketisation’.  He 

further claims that management objectives are primarily defined in economic 

terms and that a generic model of management was the driving force behind 

management change.  Economic rationalism underpins managerialism 

although its application to government may be ill conceived as provider-

consumer transactions are more complex and there are implications from the 

consumer-citizen perspective (Pollitt, 1990).   

 

(i)  Public Choice Theory 

Niskanen’s (1971) contribution to public choice theory sought to restore the 

power of representative executive authority so as to reposition it over the 

bureaucracy.  Its key assumption is a comprehensive view of rationality.  

Markets are better mechanisms for accountability.  Best outcomes are 

delivered through the maximum role of market forces and the minimum role of 

government.  Bureaucrats and politicians are motivated by their own self-

interest.  The application of micro-economic thought to political and social 

arenas become widely accepted because they fitted closely with everyday or 

common-sense views of bureaucracy (Dunleavy 1991: 147).  However, the 

results are mixed as markets do not work better under all circumstances 

(health, education, justice) and the assumption of individual rationality is too 

sweeping (Hughes, 1998).  Pollitt (2002) observes that leading social theory is 

essentially functionalist in structure.  Results are crucial so that institutional 

economics tends to explain organisational forms in utility maximisation.  From 

a social constructivist perspective change is not always driven by functional 

imperatives.  The logic of appropriateness in the evolution of organisation 

cannot be adequately explained solely by objective functions.  Nevertheless, 

new institutional economics provided a basis for replacing large inefficient 

hierarchies with internal markets. 
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(ii) Principal-Agent Theory 

Principal-agent theory and public accountability are concerned with 

establishing an incentive structure to converge the objectives of the electorate 

as owners and public managers as agents (Vickers and Yarrow 1998: 13).  In 

the private sector this theory does not provide a complete answer to the general 

problem of accountability.  In the public sector factors such as competition, 

input or output-based contracts with profit-seeking agents may be problematic 

(Hughes, 1998: 13). 

 

(iii) Transaction Cost Theory 

An alternative perspective from the theory of transaction costs (Williamson, 

1986) proposes that some transactions in the public service would be less 

costly if contracted out while it follows that some in-house provision would 

actually be better.  Sheaf (2000) contends that hierarchies are likely to be more 

efficient than markets where there are recurrent purchasers and providers and 

when economic actors can make gains from centralising their activity under a 

single market structure.  In a market model, competition leads to Pareto 

Optimal allocation of resources and in affirming the autonomy of the market 

place government intervention in economic affairs must be minimal.  

Transaction costs however depend on the level of uncertainty and complexity 

surrounding the transaction.  Where they are likely to be high, hierarchical 

control is appropriate to minimise costs.   

 

Hood (1990) notes that public choice theory and managerialism are more 

concerned with economics than with policy and service provision.  The 

managerialist approach has not provided a clear set of principles on which to 

organise the public service.  Rathwell and Persaud (2001) concur on the basis 

that the current economic models are not sufficient in themselves to produce 

policies and programmes which balance economic considerations with broader 

policy goals.  They also point to a more complex principal-agent relationship 

and the requirement for trust in the public service as otherwise the relationship 

becomes dependent upon enforcement.  Agency assumes motivation by 

personal goals whereas Stewardship Theory defines agents as individuals 

whose motives are aligned with the objectives of their principles.  It embodies 
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two complementary aspects (internal and external control).  Consequently they 

refer to the poor response to the NHS Executive Codes (Governance and 

Accountability, 1994) and emphasise the need to get beyond restructuring as 

the political means for addressing concerns about the health care system and 

deal with what actually matters most which is the delivery of clinical services 

and actions that shape health.   

 

3.1.3.3 Dynamics without change in healthcare 

Sheaf (2000) refers to the special case of health care with professional bodies 

as labour market monopolies.  Consequently, allocative efficiency in 

healthcare markets is unattainable.  Governments and professional bodies have 

difficulty in specifying, monitoring and comparing the quality of alternative 

health care providers so that it would be naive to assume that individual 

consumers in a market can do so. 

 

Alford (1980) describes the political economy of healthcare as ‘dynamics 

without change’.  ‘The overwhelming fact about the various reforms of the 

health system that have been implemented or proposed… is that they are 

absorbed into a system which is enormously resistant to change’ (p.449).  He 

attributes the situation to a struggle between different major interest groups- 

‘professional monopolists controlling the major health resources, corporate 

rationalisers challenging their power, and the community population seeking 

better healthcare’.  Market, bureaucratic and equal health advocates of reform 

have inherent limitations.  The first two models stress certain core functions 

but neglect the way in which the groups representing these functions come to 

develop vital interests which sustain the present system and vitiate attempts at 

reform (p. 452).  The third model emphasises community control over the 

supply and deployment of health facilities.  It is not as powerful or as 

organised as the others and is ‘a classic instance (community participation) of 

the veto group process leading to stalemate’ (p. 464).  

 

3.1.4 Reflection 

This case study is illustrative of both the traditional model of public 

administration and changes in management practice in what have become its 
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current overarching aim of service quality for the Board’s population and 

excellence in professional practice, linked to an appropriate structural design.  

This is consistent with Hood’s (1991) sigma values.  The emphasis on 

organisational values in the empirical material also reflects shifts in NPM in 

the late 1990s , as reported by Dawson and Dargie (2002).  The management 

objectives to re-orient and to improve management practice are consistent with 

Hughes (1998) and the OECD’s (1991) interpretation of managerialist reforms 

in terms of results, strategic planning and management, human resources 

practices and the formal evaluation of performance.  While the influence of 

economic rationality and the role of market forces are not reflected in the 

participants’ observations there are indications of Ferlie et al.’s (1996) models 

in action.  These are reported in Chapter 6, Sn II as ‘mediating change through 

the operational system’ and reflect Ferlie et al.’s ‘efficiency drive’, ‘in search 

of excellence’ and ‘public service orientation’. 

 

 

3.2  PROFESSIONALS AND MANAGERS IN HEALTHCARE 

3.2.1.0 Overview  

Health systems are difficult, complex and challenging to manage.  Dawson 

(1999) refers to their unusual dynamics created by the interaction of five 

different worlds - scientific, professional, political, public and industrial.  The 

combination of a highly complex set of players, relationships, power, 

influence, change and uncertainty results in extraordinary complexity.  This 

following section looks at the domains of professionals and managers in the 

organisational context and reflects on the socialisation and occupational 

differences.  It is particularly relevant to the domains’ perspectives in this 

study.   

 

3.2.1.1 The Medical Profession  

(i) Socialisation  

Blankenship (1977) sets out five structural characteristics and attitudinal 

qualities of professions.  They are a full-time occupation which have training 
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schools that are controlled by members of the profession; an association 

defines membership and offers self-regulatory mechanisms; recognised 

licensing and a code of ethics that implies rights of autonomy and self 

governance.  The attitudinal qualities include a sense of commitment and 

dedication to the service of the public.  Dingwall and Lewis (1985) note, 

however, that medical sociology has relatively little to say about the 

professions’ restrictive economic practices, the under-play of political and 

commercial activities of doctors, the growth of specialities and the division of 

labour and knowledge.  The latter have consequential limitations of reciprocal 

dependence and vulnerability between participants (p.12).   

 

Johnson’s (1985: 245) career studies in medicine refer to studies of medical 

schools which provide insights on the process of translation from lay person to 

medic and focus on the first stages of medical careers as candidates are 

inducted into a new social position.  The many facets of professional 

organisation and behaviour were further illuminated in Mumford’s ‘Interns’ 

(1970).  Entry to medical school is largely determined through family 

influences or a significant event.  Financial considerations or the economic or 

political climate are important but lesser determinants of career choice.  

Johnson (1985: 255) refers to three main professional categories of influence.  

‘Stars’ are the most prominent clinicians with worldwide reputations but rarely 

accessible.  ‘Imprinters’ are individualists in personality or practice who are 

good communicators of well-respected ideas.  They are able to exercise 

influence both directly and indirectly.  ‘Role Modellers’ are good craftsmen, 

enthusiastic teachers and caring practitioners. 

 

Oleson and Whittaker (1968) refer to the multi-dimensional nature of 

professional socialisation.  The student finds many sources of information 

about the profession and acquires new views of self along with role 

behaviours.  Development socialisation (acquiring the adult role) coincides 

with re-socialisation (from lay to professional).  A third dimension, 

organisational socialisation, is provided by Manning (1977) which is a process 

by which an individual becomes a part of an organisation through the 

dimensions of social role and the organisation as a social structure.  
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Freidson (1994) outlines three aspects to the construction of shared identity:  

 

 career prospects and self-interest 

 shared experience (training, knowledge, expectations and commitment) 

 identification with occupation and co-workers. 

 

Professionals, it is assumed, are not tied to particular organisations for their 

careers but retain an extra-organisational independence. They are linked to 

particular bodies of knowledge and expertise and not to bureaucratic 

procedures and politics. 

 

The divisions between the public health, general practice and hospital sectors 

have a long history of often quite bitter disputes.  Horobin (1990) refers to the 

skilful exploitation of the latter two by Bevan in setting up the NHS.  The 

GPs’ insistence on independent contractor status and local competition for 

patients weakened their bargaining position with both their hospital colleagues 

and with government.  Hospital doctors had greater influence on recruitment, 

training and licensing, but because of bureaucratic and collegial control, had 

relatively less freedom over their work practices.  Specialists organised 

themselves earlier so that the rise to dominance of hospital medicine in the 

nineteenth century placed the GP in a position of clientship to the hospital 

while remaining in a patronage relationship with his own clientele (Horobin, 

1990: 96). 

 

Hospital medicine has become routinised but general practice has substantial 

elements of charisma and according to Rueschemeyer (1983: 81): ‘this poses 

problems for clients arising from the social control of expertise, the 

impersonality of bureaucratised hospital doctoring and the creeping 

paternalism of general practice are equally unacceptable’.  Freddi and 

Bjorkman (1989) describe GPs as gatekeepers which is consistent with 

Horobin’s reference to their mediator role between laymen and specialists.  

Doctors in general had to increasingly cede ground to government and 

administration over issues of policy and resource allocation.   
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(ii) Professional Autonomy  

A profession is distinct from other occupations in being given the right to 

control its work.  The grant of autonomy or self-control defines the character 

of a profession (Freidson, 1970a) although Johnson (1972:45) defines a 

profession as a means of controlling an occupation and focuses on its political 

and economic influence.  Self-control is secured by legal intervention and 

government guarantees which inhibit competition.  The bargain with society is 

the exchange of competence and integrity for the trust of the client and 

community with relative freedom from supervision and interference 

Rueschemeyer (1983).  Medical work is what medical workers say it is so that 

medicine, by common assent, is the archetypal profession (Horobin, 1990).  

Thus, clinical autonomy is ‘the ability of the physician to make autonomous 

decisions concerning the contents and the conditions of the medical working 

process’ (Freidson 1973: 368). 

 

Abbot and Wallace (1990) note that this professional autonomy is justified by 

self policing mechanisms constructed through internal standards maintained by 

the profession.  They question instead how occupational groups achieve the 

status of professional and in the process gain ascendancy over other 

occupations.  Freddi and Bjorkman (1989) suggest that the framework of 

medical professional autonomy occurs in the political environment of the 

public health complex which influences institutional arrangements and policy 

pre-dispositions.  Its institutional environment facilitates a type of 

organisational reality which characterises medical delivery systems.   

 

Factors identified by Döhler (1989: 181) which determine the degree of 

professional autonomy are: 

 

(i) the organisational structure of the healthcare system 

(ii) the dominant health policy and welfare state ideology 

(iii) the power position and major medical assumptions 

(iv) procedures for negotiating doctors remuneration 

(v) supervision or monitoring systems in clinical decision-making. 
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The NPM changes reflect a distrust of professional autonomy and are 

problematic in attempting to impose an ‘accounting logic’ which fits the ethos 

of the quasi-market approach or a hierarchical classical management approach 

to control (Laughlin, 1992). Ouchi (1979) explored the problem of achieving 

co-operation between individuals with dissimilar objectives and differentiated 

control through markets, hierarchies and clans.  Professions as clans, he 

suggests, co-ordinate behaviour through ritual and shared norms and values.  

The notion of professionalism relates to an attributed monopoly over an area 

of competence (Larson, 1977).  Professional dominance ensures that service 

delivery is often organised to accommodate professional interests and facilitate 

their dominance of the decision making process rather than the public 

(Saltman and Figueras, 1997:256) or organisational interest (Thompson, 

1967).  Professionals would therefore regard markets and hierarchies as 

inappropriate in the context of the control of their professional work.  The 

adoption of such approaches is, however, attractive to management as they 

offer a powerful control device and reduce the autonomy of the professionals 

(Broadbent and Laughlin, 2002).  A health economics perspective (Mooney 

and Ryan, 1993) sees control of professions as paramount and stresses 

organisational and structural responses to curb the influence of the doctors 

which results from the asymmetry of information in the market.  The 

imbalance of knowledge is in their favour so that limits to abuse can only be 

set by the medical profession.  Control of medical practice occurs through 

professional socialisation to certain ethical norms, standardised skill 

acquisition and practice based on patients’ needs.  Their utilisation of 

resources relates to their decisions as patients’ agents and consequently the 

assumption of control over health care systems (Saltman and Figueras, 1997).   

 

(iii) Involvement  

To encourage doctors into management they have to be convinced that their 

influence over resource allocation will be of benefit to patients and that the 

skills they acquire will be of benefit to them.  The reasons why they do not get 

themselves involved, such as time and negative peer pressure (Hearing et al., 

1999), are similar to the barriers to their participation in quality improvement – 

time, territory, tradition and trust (Berwick et al., 1992).   
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Smith and Simpson, (1995:4) note that ‘doctors tend to be poor leaders and are 

suspicious of those who ‘purport to be leaders… (and they are) more awkward 

in teams and organisations’.  This is particularly evidenced in the health 

quality literature. The lack of medical participation in, and leadership of, 

quality programmes is referred to in Berwick (1989), Shortell et al., (1995) and 

Øvertveit (1999).  Sachdeva (1996) places a responsibility on the profession to 

build a leadership culture into academic institutions and requires the 

profession to provide mentors, role models and teaching models. A culture 

which enables collaboration in the pursuit of the organisation’s mission and 

objectives and which develops strong physician leadership is prescribed by 

Shortell et al., (1990).  Acknowledging interdependency requires leadership 

which emphasises ‘the relation between collaborative work and good care and 

the need to be able to change how we work together if care is to be improved’ 

(Moss et al., 1998 : 51). Research findings on the leadership of change within 

healthcare systems emphasise the need for professional change leaders and the 

effectiveness of inter-professional groups (Fitzgerald and Dufour, 1997; 

Shortell et al., 1990; Pettigrew et al., 1992).  A US study of physician and non-

physician administrator leadership skills is noteworthy in that physician 

standards of performance were significantly higher than non-physicians except 

for managing financial drivers (Shipper et al., 1998). 

 

The autonomy of professionals can be seen as losing ground to the new cadre 

of general managers in healthcare and in attempts to reduce self-regulation by 

powerful professionals (Ferlie et al., 1996).  The medical adoption of quasi-

managerial roles in Clinical Directorates may be interpreted as either de-

professionalisation or professional adaptation.  This connects with Sheaf’s 

(2000) reference to an emphasis on behavioural change of professional 

workers in the UK public service and the imposition of managerial controls, 

the adoption of managerial values and the expectation of alignment with 

managerial concerns.  This demonstrates a change in existing power relations 

and an arena for conflict between managerialism and professionalism.  The 

NPM is not however about controlling professionals.  It also heralds new 

patterns of compromise or collaboration between managers and professionals.   
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(iv) Clinical Management Structures  

Organisational design defines power relationships and directs the flow and 

timing of information (Perryman-Starkey et al., 1999) and co-ordination needs 

that are created by the external environment and internal operations (Nadler 

and Tushman, 1988).  Structure is an operational vehicle to deliver the 

healthcare organisation’s strategy.  However, the notion of strategy loses a 

good deal of its meaning in the professional bureaucracy (Mintzberg, 1983).  It 

is an inflexible structure where change occurs by the slow process of changing 

the professionals.  Mintzberg observes that professional discretion enables 

some to ignore the needs of the organisation and do not generally consider 

themselves part of a team.  

 

The preferred design options include the divisional and matrix forms (Baker et 

al., 1994).  The integrated divisional structure was described in a report of the 

U.S. Advisory Board as the ultimate destination of most major U.S. health care 

systems.  Shortell et al., (1995) note that they foster early and ongoing 

physician involvement in strategic planning and implementation.  Multi-

divisional or confederations of strategic units, according to Battle (1993) are 

needed to harmonise efforts to deliver healthcare.  Design, as the degree of 

physician participation in decision-making, the frequency of medical staff 

committee meetings and the percentage of active physicians on contract, is 

positively associated with higher quality of care outcomes, such as lower 

standardised mortality rates (Shortell and LoGerfo, 1981).  The consequences 

of social organisation in hospitals, according to Roemar and Freidman (1971) 

‘must be judged largely by its effects on the behaviour of the average person’ 

(p. 285).  The best pattern of medical staff organisations in their research was a 

highly structured average hospital in a system of many hospitals in a 

geographic network.  Highly committed clinicians set the tone for all medical 

staff activities.  Traditional professional departmental structures worked 

against service integration.   

 

In 1984 the John Hopkin’s Hospital model (U.S.) was imported by Guy’s 

Hospital (U.K.).  That clinical management structure incorporated 

professionals into management activities.  Hospital consultants had to accept 
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responsibility for the financial consequences of the freedom to manage their 

own affairs (Harrison and Pollitt, 1994).  This is a necessary precondition for 

the effective management of budgets.  Harrison (1999) observed that a 

merging of professional and managerial roles was taking place in medicine.  

The paradoxical dimension emerged as doctors took on managerial 

responsibilities but implemented them within a framework of clinical 

autonomy.  Halford and Leonard (1999) refer to services being reshaped by 

‘creeping managerialism as a redistribution of managerial responsibilities 

across the professional hierarchy’ (p. 102).  A 1991-1995 study of U.K. 

hospitals’ development of the Clinical Directorate role (Kitchner, 2000) 

indicated that to some extent medical managers were bureaucratised and 

accepted individual managerial and community responsibility.  Earlier 

research (Scrivens, 1988; Buxton and Packwood, 1989) supported the model 

although no central direction had ever been issued on the subject of 

organisational design relating to the interaction of clinicians and management.  

Thorne (2002) describes doctors responding to the changes by creating new 

forms of expertise and extending their jurisdiction and domain as re-

professionalisation. 

 

In Ireland, the engagement of clinicians in management is reported in deBúrca 

(1998).  While some limited progress was reported by the Office for Health 

Management (2001) it is still a key issue identified by Brennan (2003).  The 

nature of the consultants’ contractual commitment to the public hospital 

system is also of some concern although it includes a requirement for 

collaborative planning, audit and a responsibility for the work generated for 

several years (McCarthy, 1992).  

 

3.2.1.2 Managers  

(i) Socialisation  

Vinnicombe (1987) suggests that the key determinants of managers’ 

characteristics are their individual personalities.  The four types are 

‘traditionalist’ (practical, reliable, systematic) ‘catalyst’ (charismatic, caring, 

enthusiastic, good with people), visionary (intelligent, creative, progressive), 

‘trouble-shooter/negotiator’ (pragmatic, problem-solving, responsive).  Each 
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has a role to play in organisational management.  Yet, the conformity of 

managers is explained by Merton (1957) as a result of embeddedness in the 

routines of bureaucratic life.  They infuse participants with appropriate 

structures and sentiments and reinforce them with definite arrangements.  

Thus, members are subordinated to the organisations’ needs and are anthitecal 

to the pursuit of self-actualisation and self-expression.  The structural model 

(work determines identity) and the agentic model (identity determines how 

you work) are insufficient according to Halford and Leonard (1999) to explain 

the changing picture of identities because of competing discourses (p. 115).  

Whyte’s (1957) study of ‘The Organisational Man’ revealed how employees 

of large bureaucratic organizations derived their personal identity and sense of 

personal worth from those organizations. 

 

The range of variation between managers and professionals may be understood 

through Gouldner’s (1957-8) ‘locals’ (administration) and ‘cosmopolitans’ 

(medics).  Professionals in the former category value organisational 

membership over membership of their profession (this idea may also be 

attributed to managers) whereas the latter’s need for the organisation is 

perceived strictly in terms of its support for professional activity.  They look to 

the professional college to provide recognition and are the most difficult to 

control. 

 

(ii) Roles 

Exworthy and Halford (1999) refer to the common assumption that what work 

managers do is quite distinct from that of professionals.  This presupposes that 

managers are committed to running bureaucracies and depend for their power 

and authority on their position in the bureaucratic hierarchy and on their 

knowledge of organisational policies and practice.  Professionals are thought 

to be committed to the provision of expertise and advice and to depend for 

their power and authority on specialist knowledge which supercedes the 

confines of any organisation’.  The main difference according to Savage et al., 

(1992) lies in their respective and distinctive cognitive or knowledge bases.  

They clarify this in relation to professionals’ dependency on cultural assets 

(derived from education and embodied in specialist knowledge) and managers’ 
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dependence on organisational assets (derived from practice, organisational 

experience and position in the organisational hierarchy).  The obvious 

conclusion was that relations (Ibid: 1) between managers and professionals 

would be marked by antipathy or even outright conflict.   

 

The role of public managers and systems of public administration are 

endogenous to the specific political systems in which they occur (Kaboolian, 

1998).  This is particularly so in the health care context.  Mintzberg (1983) 

observes that hospitals, as complex professional bureaucracies, lacked two 

important elements of classical management techniques, that is, the role of 

management to control activities and a possibility of standardisation 

(Broadbent and Laughlin, 2002).  Hospitals, government agencies and research 

institutes are described as ‘unmanageable’ by Berry (1995) as conflict between 

‘management’ and ‘labour’ is inevitable in these fields.  He suggests that these 

contexts require wholly new methods of problem solving.   

 

Managers were traditionally seen as conformist, self-interested and career 

motivated.  Under NPM they would challenge the power of professionals.  

Their focus on an accounting logic in the process of management control 

where there were limitations on ability to measure outputs or specify 

behaviour was problematic (Exworthy and Halford, 1999).    

 

Stewart (1996: 10) concludes that the four main challenges to leaders in the 

NHS are to envision, to realise human potential, to respond and to help junior 

staff share in the excitement of change.  Her Templeton Tracer Study of 

District General Managers had published nine issues in 1987/88 on various 

managerial perspectives and relationships.  The Dawson et al., (1995) study of 

senior executives in the NHS noted that there was comparatively little talk 

about actively managing change in a flexible way (p. 122).  The weaknesses of 

the top teams lay in their own poor organisation, in their lack of a team or 

integrative approach and their poor communications with the rest of the 

organisation (p. 175).  The concept of leadership was mentioned more 

frequently in provider organisations and particularly by those with a clinical 

background.    
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Managerial Control: 

Management control and the efficacy of the control system are necessarily 

dependent on the nature of complexity in the organisation (McKevitt, 1990: 

51).  Drucker (1991) describes the modern hospital as ‘the most complex 

human organization ever attempted ... If the people in charge do not know how 

to take control they will be controlled by the institution’ (p. xii).  The 

challenge to management in a medical care system, McKevitt suggests, is a 

profound one when the incidence of uncertainty is so pervasive due to the 

efficacy of the many modes of treatment that are available due to the rapid 

technological and therapeutic advances in medical science and practice.  In a 

health care context multi-dimensional controls are required to adequately 

assess performance.  This inevitably leads to tension between professional 

autonomy and administrative requirements for accountability in public 

expenditure.   

 

The routine performance of Allison’s (1982) synthesis of the primary 

functions of general management (strategy, managing internal components, 

and managing external constituencies), as a public sector comparator model, 

does not address the issues involved in the management of professionals as 

internal components.  The centrality of actors in the policy process is 

particularly true of the medical profession which can have a major bearing on 

the implementation of policy.  Harrison and Pollitt (1994) concluded that 

although managerial control over health care professionals has increased, 

health professionals still exercise substantial control over their clinical 

departments and the supply of their labour.   

 

3.2.1.3 Nurses 

(i) Socialisation  

Etzioni (1969) categorised nursing and social work as semi-professional 

because their work is more supervised and applied as against the more 

theoretically informed and autonomous work of the professions.  Neither have 

autonomous control as practitioners over their work or developed an 

independent body of knowledge as a basis of expert professional practice.  

Abbott and Wallace (1990) suggest that the male dominated professions 
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(medicine) gain control over, and subordinate, female dominated occupations 

(nursing).  Nursing is seen as a traditional female role and is subordinate to 

medical control in popular imagery (Etzioni, 1969).  The ‘Nightingale’ nurse’s 

subordination included control of her moral behaviour.  The nurse and patient 

alike were subject to a strict and paternalistic regulation.  The system stressed 

deference to doctors, close supervision and unswerving devotion to duty.  

Davies (1985) asserts that the contemporary hospital continues to be both class 

dominated and patriarchal. 

 

Traditionally, nursing has not been regarded as a fully developed profession.  

As the largest single occupational group they were described by Salvage 

(1985) as: ‘the repositories and guardians of local custom and practice – the 

preservers of order around the patient treatment regime’.  This is a view which 

is mirrored in Taylor and Taylor (1994): ‘when appropriately managed, they 

are the integrators of the patient care system and facilitators of the efforts of 

the members of the multi-disciplinary team’. Strong and Robinson’s (1990) 

characterisation of doctors as ‘would not be led’ and nurses as ‘did not know 

how to lead – too deferential, too accepting of a bureaucratic chain of 

command’ reflects the closeness of the nursing professional hierarchy to the 

Taylorist Model. It also concurs with the Nursing Times (Dec. 20, 1991) 

reference to system failure because of a ‘lack of leadership at the top of 

nursing and the absence of a context for the required nursing delivery model’. 

 

(ii) Managerialism vs. Professionalism  

Salmon (1966) had reflected the views of the nursing elite who adopted a 

managerial solution which militated against nurses as autonomous 

practitioners (Abbott and Wallace, 1990).  The managerialist and 

professionalist faction fight continued through the Briggs Review (1972) and 

Project 2000.  In recent decades the nursing process emerged as a basis for 

autonomous nurse work but their desire for a higher status single portal was at 

variance with the need for management to sustain supply for service needs 

(Robinson, 1992: 36).  The new nursing is based on the notion that its work is 

therapeutic in its own right and not simply ‘maintenance work for doctors’ 

(Harrison, Hunter and Pollitt, 1990).  The drive to greater professionalism did 
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not match the traditional trait theories on professionalisation (Johnson, 1972).  

Semi-professionals, unlike professionals according to Lorentzon (1990: 55) 

‘tend to become increasingly involved in management as they climb the career 

ladder’ so that ‘those with weaker professional status are more likely to 

succumb to managerial influences’.  They further tend to create managerial 

hierarchies exclusive to themselves although since Griffiths (1983) this right 

has been modified (Harrison, Hunter and Pollitt, 1990: 66).  Salvage (1985) 

argues that professionalising nursing would lead to nurses identifying with 

doctors rather than other staff or friends or relations of the patients.  This could 

create barriers and impede teamwork.  She concludes that strategies to 

professionalise have more to do with an occupational group pursuing its own 

narrow interests than about meeting the needs of patients.  

 

 (iii) Priorities  

The nursing profession faces its own challenges.  In the U.S. they are defining, 

regulating, restructuring, supporting ethical decision-making, preparing nurse 

managers and accounting to the public for standards by compliance in clinical 

nursing practice (Taylor and Taylor, 1994).  In Ireland they have decided 

nursing priorities, redesigned nurse management, service delivery and 

information systems and facilitated interdisciplinary collaboration (McCarthy, 

1992).  In the U.K., the impact of successive institutional reforms and 

philosophies in the NHS on the professions were assessed in Walby and 

Greenwell (1994) and Harrison et al., (1992).  This is reflected in the evolution 

of a hybrid culture, that is the fusion of professional and managerial systems 

and ideologies rather than merely roles (Ashbourner and Fitzgerald, 1996).  

The adoption of a managerialist discourse, ideology and practices by the U.K. 

profession is described by Brooks (1999) as entering a phase of ‘bureaucracy, 

managerialism and knowledge creation’.  As in Walby and Greenwell, (1994), 

Brooks points to the lack of the important characteristics of autonomy of 

decision-making in the profession (where there is still rule bound internal 

hierarchy, lack of control of its client and subject to direction by others).   

 

McCarthy (1992) notes that contemporary nurse management research 

literature advocates a decentralised system of decision making and assigned 
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accountability to appropriate levels.  In her view, nurse leadership is required 

to create a work environment that facilitates and encourages involvement in 

the decision making process. Shared governance and co-operative decision 

making are also nurse leadership challenges identified by Brown (1992) while 

Wolf (1986) links transformation and leadership with the communication of 

trust through decentralisation and a participative management style. 

 

3.2.2.0 Tension: Managers and Professionals  

Post-Fordism increasingly fragmented production and consumption, and post-

bureaucratic control replaced hierarchy with decentralised authority 

emphasising outcomes as against rules, results and methods (Hoggett, 1991).  

The emergent issue in NPM is public service values and ethics.  The more 

explicit NPM measures of control and processes were interpreted as an erosion 

of the public sector value base (Dawson and Dargie, 2002).  This did not fit 

with the exhortations of Peters (1987) or Kanter (1987) regarding the creation 

of strong core values, mutual trust and a shared sense of mission.  In a 

paradoxical social system where it is not possible to directly control all the 

individual activities and tasks, the key organisational task is to co-ordinate the 

work of diverse professionals (Persaud and Rathwell, 2002).   

 

As noted earlier, traditional health care systems are complex professional 

bureaucracies where certain groups have greater power than other stakeholders 

(Mintzberg, 1983).  A clear acceptance of the role of management to control 

activities and a possibility of standardisation are missing particularly where 

professionals are involved in service delivery (Broadbent and Laughlin, 2002: 

96): ‘professionals are very sceptical of the possibility that the output measures 

can actually capture the essence of their practice.  They see the specification of 

their activities as infeasible, because of the tacit nature of the knowledge base.  

Arguably, just as scientific management provided a means of developing task 

control in the manual labour force, so the present changes are seeking to make 

visible certain aspects of professional activity to provide a means of control’ 

(p.105).  Power, technical autonomy and accountability are central to the 

issues.  Harrison et al., (1992) observe that ‘doctor power has frequently 

proven more than a match for managerial power’.  The difficulty for local 
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managers is the traditional dominance of medical practitioners in policy and 

services delivery (Flynn, 1992).  Their institutional power is described as a 

potent resource to maintain their primary accountability to peers as against 

administrators (Jones, 2000). The UK resource management initiative 

attempted to make clinicians responsible for budgets. However the Brunel 

study of pilot sites (Buxton and Packwood, 1989; Packwood et al., 1991) 

indicates that advances which occur are often due to the managers successfully 

drawing clinicians’ attention to external threats to the resources at their 

disposal.  The traditional technical autonomy of doctors created a dual 

hierarchy based upon the assumptions that administrative decision making can 

be separated from clinical decision making.  Medicare requirements in the US 

during 1970s and 1980s, however, imposed hospital management on clinical 

practice.  Today, technical autonomy over the nature and content of 

professional practice is no longer an absolute due to the impact of the market 

place and competition (Fitzgerald and Dufour, 1997).   

 

Because of the complexity of contemporary medicine, the great majority of 

physicians work in organisational environments which require highly 

sophisticated technologies and equally sophisticated structures (Freddi and 

Bjorkman, 1989).  The professional-bureaucratic conflict arises from opposite 

institutional forms.  The professional acts on autonomous judgement which is 

a problem for management whose task is to get others to do what one wants.   

 

The collegial character of professionals militates very much against the ability 

of outsiders to gain control (Harrison and Pollitt, 1994).  Peer as against 

hierarchical relationships protect the right to independent practice and 

responsibility to lead and co-ordinate other health professionals (Harrison and 

Schulz, 1989).  Thus occupational control curtails managerial attempts to 

affect organisational control.  There is a substratum of tension between the 

hospital administrator and the medical staff wherever leadership and 

innovation is being promoted (Roemar and Friedman, 1971).  The complete 

task of the professional as against the limited set tasks of the bureaucrat and 

their different aspirations and loyalties nevertheless have some sense of 

complementarity.   
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3.2.2.1 Values  

However, the forces that draw healthcare workers together paradoxically 

reinforce their differences (Glouberman and Mintzberg, 2001a).  Thus 

commitment to purpose and the advancement of knowledge have the potential 

to both unify and differentiate professionals.  Regrettably, professional 

protectionism and inter-professional rivalries too often stand in the way of 

developing more flexible service delivery (Parston, 2002).  Organisational 

values and norms and the professional autonomy which depends on them must 

co-exist.  Three values are in tension according to Saltman et al. (1998).  These 

are equity, individual autonomy and efficiency (societal, technical, allocative). 

Yet the intertwining of processes and structures creates an ensemble of 

organisational modalities and reinforces a specific set of values, perceptions 

and beliefs (p. 347).   

 

The achievement of a predictable level and type of performance in an 

organisation is dependent on the regulated conduct of activities so that the 

results accord with the goals and expectations.  Effectiveness and the nature of 

accountability in health care systems are, however, mediated through the 

relative competing strengths of professional independence and public 

accountability (McKevitt, 1990). 

 

3.2.2.2 Interaction  

The interaction between actors in health care delivery is defined according to 

Saltman and Figueras (1997) by four basic regulatory models: technocratic, 

professional, self-regulating market based and democratic.  Each emphasises a 

different set of values with the dominant model reflecting the health systems 

priorities.  Various classes and groups of individuals accordingly may seek to 

impose their own view of society to promote their particular interests.  The 

traditional expertise of technocrats relies on their specialised knowledge, and 

dominant position in public institutions, planning based on normative analysis 

and a command-control operational style.   

 

In an Irish context, Robins (1997) refers to the strong identification of 

voluntary hospital consultants with their hospital and professional values.  The 
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term ‘ethos of care’ describes their strong loyalty to the hospital and merges 

medical and hospital values.  The consultants favoured collegiate as against 

industry-based applications and the management-professional relationship was 

characterised by high levels of trust and mutual support.  A majority favoured 

professional control through Clinical Directorates and advocated a 

team/partnership approach.  Overall, the consultants rated managers highly and 

identified strongly with them.  Any tension in the relationship was blamed 

largely on external constraints.  The consultants were less defensive than their 

UK counterparts about the significant use of information and measurement in 

the management of hospitals and had a higher trust in management.  This 

perspective of Irish consultants contrasts with McKevitt’s (1990) observation 

regarding the clear divide between administrative management and 

professionals and the diminished role of the former due to the scope available 

to the consultants.  McKevitt also refers to the PA Consultants’ ‘Review of 

Medical Activities in Hospitals’ (Vol. 1, 1987) which indicated considerable 

variation in medical consultants’ departmental management practices. 

 

Exworthy and Halford (1999: 124) note the impression that professional-

managerial relations are diverse and unpredictable.  They identify three 

dimensions of the relationship upon which the research has focused:  the 

abstract/conceptual, collective and the individual.  Within individuals the 

professional-managerial role is increasingly blurring the distinctions between 

individual professional and managerial roles (p. 126).  The relationship 

between each of the three dimensions is seen as relational rather than 

hierarchical. 

 

In a public health care system there are different types of power interacting 

arising from position, expertise and political influences.  The nature of 

professional expertise and the process of monitoring the quality of professional 

services determine role in setting standards and audit.  Consequently, non-

professional managers cannot control the activities of professionals (Hearing et 

al., 1999).  Nevertheless, the ‘administrator-diplomat’ as a reactive facilitator 

in the pre-Griffith’s UK NHS era was ‘converted’ post-Griffiths to become a 
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proactive manager as a member of a new managerial cadre to challenge 

professionals’ claims to autonomy (Harrison and Pollitt, 1994). 

 

3.2.3.0 The Organisational Context 

This section focuses on the nature of the social organisation and its key 

internal players (professionals and bureaucrats) from theoretical perspectives 

and identifies issues of conflict and convergence in key models.  The 

bureaucratic and collegial organisations co-existing within the same social 

framework present a paradox of control and autonomy.    

 

3.2.3.1 A Social Organisation 

Stinchcombe (1965) identifies social organisations as ‘a set of stable social 

relationships deliberately created with the explicit intention of continually 

accomplishing some specific goals of purpose’.  Social control of behaviour to 

unite members’ efforts and the degree of influence or regulation of the social 

culture of members behaviour to unite their efforts to achieve organisational 

goals define its effectiveness level (Roemar and Friedman, 1971).  However, 

the assumption that organisations are reasonably autonomous, stable and 

equivalent over time and place does not reflect that they are permeated by the 

struggles, contradictions and inequalities of the wider society (Davies, 1985).     

 

(i) The Bureaucracy 

The classic bureaucracy is guided by codified norms and modes of action 

which are reliable and predictable in their programmed contexts so that to 

manage is to control (Freddi and Bjorkman, 1989).  It comes nearest to 

offering a complete theory of organisations and provides the tools for 

empirical analysis.  It is a legitimated order where power is defined as 

authority.   

 

Medical Fit 

The formal bureaucratic organisation has a hierarchical chain of command and 

defined duties which discourage innovativeness and autonomy (Bucher and 

Stelling, 1969).  In general, bureaucratic service organisations are 

characterised by goal consensus and well-defined unambiguous objectives 
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whatever about their adequacy of instrumentality in medical contexts (Freddi 

and Bjorkman, 1989: 23).   

 

Power  

Power is a central concept in understanding social structure as organisation is 

defined as having some determinate influence over action that takes place 

under the scope of its jurisdiction (Bittner, 1965).  Bureaucratic power is based 

on legalistic authority and compliance (Weber, 1947).  There are alternatives 

such as power cliques (Dalton, 1959) or power in collegial settings such as 

control through coercive, utilitarian or the social power of professionals 

(Etzioni, 1969).  French and Raven’s (1959) power taxonomy is more 

comprehensive (reward, coercive, legitimate, expert and referent).  Power 

stemming from formal authority as the perceived right to influence persons in 

other positions includes ‘the legitimate right to establish work rules, give work 

assignments, and direct the task behaviour of subordinates’ (Yukl, 1998: 179-

180).  It also involves the right to exercise control over resources.  Position 

power is based on legitimate authority, while personal power is based on 

expertise, loyalty and charisma.  Political power sources include control over 

decision processes, coalitions, co-operation and institutionalisation.   

 

The normative idealisation of the power taxonomy fails to recognise 

dysfunctional aspects such as the psychological patterns of members and its 

over-emphasis on formal goals.  Bureaucratic processes increasingly rely on 

rules and regulations to accomplish efficiency (Blankenship, 1977).  

Efficiency, particularly technical, presumes power over action within the 

jurisdiction based on the ‘gambit of compliance’ and ‘stylistic unity’.  These 

principles of discipline according to Bittner (1965) work against ‘centrifugal 

tendencies and heterogeneity’.   

 

Roles  

A social organisation in a Weberian description is a set of social relationships 

that is closed to or limited to certain members with specific roles enforced by 

particular others and influences the ordinary behaviour of individuals in 

predictable regular patterns (Weber, 1947).  Variation occurs in formalisation 
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and complexity depending on activity rationalisation and internal role 

differentiation (Blankenship, 1977).  Role theory is a conceptual framework in 

which roles serve as the boundary between the individual and the organisation 

and represent the expectations of the individual and the organisation.  Two 

major concepts from role theory are role conflict and ambiguity (Schuler et al, 

1977: 111).  The role episode (Katz and Kahn, 1966) points to the need to 

recognise that what individual jobholders do is shaped by the expectations that 

others have of their behaviour and that they way that they receive the role is 

part of a feedback loop to the role senders.   

 

In a UK – NHS study of newly appointed District General Managers Stewart 

(1991) observes that to understand the nature of a single role it is necessary to 

focus also on the manager’s relationship with the chairman and the domain 

occupied by the chairman. Kotter and Lawrence’s (1974) concept of domain 

(the area in which the jobholder has core responsibility for what he/she can do 

and which provides the boundary constraints to the potential domain) and 

Hodgson et al’s (1965) ‘role constellation’ were relevant to the study.  The 

latter refer to pairings as an effective way of sharing the inside and outside 

work so that there is complementarity of function which forms a relatively 

integrated whole.   

 

Domains  

Kouse and Mico’s (1979) domain theory which is based upon assisting the 

health sector with integration of services discovered differences between 

competing groups – policy, management and service.  Each domain 

approaches the issue of service integration differently.  Those in the policy 

domain respond to the needs and demands of the electorate by policy 

development.  Those in the management domain develop ways of meeting 

accountability issues (goals and resources).  Those in the service (professional) 

domain develop best services for clients within the confines of self regulation, 

occupational standards and expert knowledge, while also affiliating to a 

professional culture rather than to any specific organisation.  The domains 

promote a separate identity and prevent a common vision of the organisation 

which is often seen as each domain engaging in its own direction.  Each 
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domain developed mechanisms to legitimize and serve their individual 

domains which set each domain against each other.  The absence of a ‘shared 

reality’ or vision contributed to an identity crisis if clinical professional moved 

from the service domain to the management domain (Forbes and Prime, 2000: 

180-1). 

 

As a result of each domain being characterised by completely different values 

Smith (1984) noted the tenuous and often antagonistic relationships between 

the separate domains and the irrelevance of management principles of 

hierarchy and control.  Forbes and Prime (2000:181) cite Edmondstone (1986) 

who argued that the factors contained in Table 3.3 tended to separate and 

‘disconnect’ the three domains from each other, promoted separate identities 

and prevented the development of a common ‘vision’ which led to the 

destruction of any sense of coherence and connectedness. 

 

TABLE 3.3: DOMAINS IN HUMAN SERVICE ORGANISATIONS    

 Management  Professional Political  

Governing principles  Emphasis on comprehensive 

rational view of the world; 

mirrors industrial 

management  

Self-regulated ‘experts’ with 

competence to respond to the 

needs and demands of clients 

Parliamentary 

democracy  

Principle of legitimacy Hierarchical control and 

coordination  

Professional autonomy Consent of the 

governed 

Success measures  Efficiency and effectiveness, 

value for money 

Quality of care, professional 

standards, based on process 

rather than products 

Equity, impartiality 

and fairness  

Structural arrangements  Bureaucracy Collegial, individualized and 

client specific   

Representation  

Work technology  Linear work modes Largely indeterminable Negotiating and 

bargaining  

Norms  Conformity to rules  Nonconformist individuality  Acceptable public 

disagreement  

(Source: Edmondstone, 1986) 

 

(ii) Collegial Organisations  

The approaches adopted by dominant Weberian concepts did not fit 

organisations dominated by professionals.  The Weberian discussion 

emphasises control and supervision as against accountability and has no 

explicit treatment of professionals (Dingwall and Lewis, 1985) yet as Talcott 
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Parsons remarked (as cited in Davies, 1985), the authority of expertise 

constituted a special problem for bureaucratic organisations.  Collegial 

organisations are different from the Weberian bureaucracy in the centrality of 

professional members in interaction with others.  Such organisations’ goals 

involve sophisticated technologies and scientific procedures and place 

participants in uncertain problem situations which inevitably indicate 

structural inadequacy which requires self-correction based on control by 

professional peers rather than hierarchy (Freddi and Bjorkman, 1989: 24).   

 

Bucher and Stelling (1969) define the major characteristics of such 

organisations as follows:  

 

(i) role creation and negotiation 

(ii) spontaneous internal differentiation particularly amongst 

professionals 

(iii) competition and conflict for resources 

(iv) integration through a political process 

(v) shift in locus of power as various professionals move through 

the organisation. 

 

Both professional and organisational membership occur as parallel social 

processes (Blankenship, 1977) which connect through participation as the 

nexus of the respective socialisation processes.  Bidwell and Vreeland (1963) 

suggest that to maximise goal attainment the professional must be brought to 

identify strongly with the organisation.  To that end the principal means of 

control is incentives which centre upon professional values and commitments.  

The organisation must identify its goals with the values and aims of the 

profession so that organisational and professional performances are 

complementary.  The blending of occupational social controls and 

organisational authority enables control of professional staff. 

 

Bucher and Stelling observe that the professionals have different ideas about 

the organisation’s direction and problems and seek to influence its goals and 

policies to meet their own requirements. 
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A more fluxive view of organisation is proposed by Selznik (1948).  The 

influence of structure and functions is adaptive as co-operation enables the 

maintenance of a system of functionally inter-related roles.  The constant 

adaptation to the functional imperatives of the social system gives rise to co-

operation, manipulation and tensions (Bittner, 1965).  Strauss et al., (1963, 

1964) provide an alternative interactive arena model developed from a study 

on hospitals (U.S.) which proposes that the bases of concerted action (social 

order) must be reconstituted continually through negotiation as a characteristic 

of organisational life.   

 

3.2.4 Reflection: 

Domain theory (Kouse and Mico, 1979) underpins the potential for conflict 

and difference between managers and professionals in a ‘professional 

bureaucracy’ within a ‘machine bureaucracy’ (Mintzberg, 1983).  This relates 

primarily to the acute hospital sector within the Board.  Other services are 

more associated with ‘semi-professionals’ (Etzioni, 1969) and managers which 

create a different dynamic in their interaction.  The variety within the 

organisational context does not match readily with the ‘simple dichotomy’ of 

managers and professions as medics and as semi-professionals who, unlike 

professionals ‘ tend to’ become increasingly involved in management … (and) 

those with weaker professional status who are more likely to succumb to 

managerial influences’ (Lorentzon, 1990:55). 

 

Care Group Management and Clinical Directorates rely more on ‘hybrid’ than 

traditional administrators/managers.  This results in the re-professionalisation 

of the disciplines in managerial roles (Thorne, 2002) thereby metamorphising 

these management units as the new interface between the ‘bureaucracy’ and 

the collegial organisation.   

 

The empirical material in Sections I and II of Chapter 6 differentiates the 

managerial and professional perspectives on their expectations and experiences 

of change influences and influencers.  Differentiation is illustrated in their 

definitions of change objectives, roles and leader prototypes.  Their change 
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roles and actions emphasise the systemic nature of management as against the 

domain orientation of the professionals.   

 

Amongst these theories cited in the chapter Kouse and Mico’s (1979) domain 

theory provides an overarching conceptual framework which confronts the 

problem of difference which occurs in the managerial and professional 

domains.  On the other hand the references to managerialism are more related 

to the mediation through the operational system as changes in management 

practice and organisational structures.  In Table 3.1, page 26, the model’s 

components are matched with relevant extant literature.   
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CHAPTER 4 

LITERATURE SURVEY: ORGANISATIONAL CHANGE  

AND LEADERSHIP APPROACHES AND MODELS 

 

This Chapter considers two major areas in the literature on organisation 

studies.  They are organisational change, including change management and 

change issues, and leadership approaches, variations and additional 

considerations.  These theoretical perspectives are relevant to two activity 

strands in the emergent model (see Fig. 6.1): „mediator influence‟ and 

„mediating change through people‟. 

 

The extant literature in this Chapter is presented under the following headings:  

1. Organisational Change including change management and change issues 

2. Professionals‟ and managers‟ characteristics and the organisational context. 

 

4.1 ORGANISATIONAL CHANGE  

This section is relevant to the role of leaders or mediators of change in relation 

to their involvement and approach to the change project.  It considers strategic 

change/management, change modes and models and a systemic approach and 

normative models relevant to healthcare systems. 

 

4.1.1.0 Strategic Change 

4.1.1.1 Definitions of strategy 

Strategy is a mediating force between the organisation and its environment.  It 

is primarily concerned with external, rather than internal problems and its 

choices of product mix and market (Ansoff, 1984).  Johnson and Scholes 

(1997) define strategy as the direction and scope of an organisation over the 

long term in an ideal manner which matches its resources to the changing 

environment, and in particular to its market and customers so as to meet 

stakeholders‟ expectations.  In an American healthcare context, Shortell et al., 

(1985: 220) define strategy as „the plan and activities developed by an 

organisation in pursuit of its goals and objectives particularly in regard to 

positioning itself to meet external environmental demands relative to its 
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competition‟.  The common context of competition is indicative of a market 

environment which is primarily relevant to private enterprise. According to 

Porter (1980) strategic content concerns choices such as market penetration 

and development, service refinement, new product, service development and 

growth internally and externally.   

 

4.1.1.2 Strategic levels 

Levels of strategy are differentiated by Johnson and Scholes (1997) and 

Shortell et al., (1985).  The former refer to corporate, business and operational 

levels and the latter to corporate, business and functional levels.  „Corporate‟ 

defines the business that organisations should pursue.  „Business‟ is understood 

as „how‟ the organisation should compete in the business selected and 

„functional‟ defines the basis on which the organisation will support the 

corporate and business level strategies.  Strategy, Evans (1986) suggests, can 

have several dimensions at any level: environmental, substantive, 

organisational, managerial and change.  In his view, the role of the strategic 

manager is to co-ordinate the development of these multiple strands while 

recognising their mutual interdependence and interaction.   

 

4.1.1.3 Strategic management 

Executive leadership plays a key role in modifying the basic organisational 

orientation to fit changes in the environment (Miles and Cameron, 1982).  A 

key variable in differentiating the successful from the unsuccessful, Doz and 

Prahalad (1987) observed, was the ability of a single person in a leadership 

position to articulate a new version that organisational members accepted.  

 

Shortell et al., (1985) identify reasons for strategy creation and change: 

 perception of performance and/or dissonance gaps, 

 changes in the external environment and/or organisational leadership. 

 

They refer to the major influences affecting strategy implementation as 

characteristics of the strategy, the environment and internal organisation 

factors (the programme, organisation and implementers). 
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The problem of managing incoherence and segmentation and the ability to hold 

an organisation together while simultaneously re-shaping it prompted 

Pettigrew and Whipps‟ (1991) model of strategic change.  This involves the 

continuous interplay between ideas about the context, process and content of 

change.  From this eight receptivity factors were derived which create „a linked 

set of conditions which provide high energy around change‟ (Pettigrew et al., 

1992: 275).  These are relevant to organisational change in healthcare systems.  

They include the availability of key change leaders, a supportive organisational 

culture, effective managerial-clinician relations, clear goals and priorities, co-

operative inter-organisational networks and a fit between the change agenda 

and locale.  

 

Strategic change nevertheless challenges comfort zones, the current web of 

resources, skills and technologies and requires new organisational and 

managerial characteristics (Peters and Tseng, 1983). 

 

In the public domain strategic management „has to be grounded in a richer 

political process which involves the public in debating, bargaining and 

balancing, as conflicting interests are weighted and judged‟ (Ranson and 

Stewart, 1994).  The development of a strategic management approach in 

public health care is an attempt, in Parston‟s (1986) view, to import ideas from 

the private to the public sector with sensitivity to the special characteristics of 

managers in a political environment.  To achieve a high rate of strategic 

change, policy development must be combined with systems innovation to 

equip the organisation to handle accelerated change (Stocking, 1987).  The 

proactive role, style and actions of senior management and others who shape 

and promote organisational change and management processes which span the 

whole organisation need to be explored, according to Pettigrew et al., (1988).   
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Pressures for Change  

There are statutory and political limits on how far executives can go when it 

comes to devising and leading strategies in the public service.  Joyce (1999) 

refers to the requirement for inter-agency work to address the needs and 

problems of communities and the engagement of highly educated professionals 

who have strong expectations of being consulted and who will only consent to 

change if they think it is a good idea.  The evolution of strategic management 

as a „total business approach‟ which embraces the whole process, from 

developing an organisational vision, subsequent business and operational 

planning through to implementation and review does not have correspondence 

in the public sector because of different ownership, resourcing and 

accountability.  (Jones and Bates, 1996). 

 

Environmental shifts create the main pressure for change (Lamb and Cox, 

1999) although Pettigrew (1987) suggests that strategic change occurs 

infrequently.  Zajac and Shortell (1989) report that prior strategy is a major 

discriminator between healthcare organisations that changed strategies and 

those that did not.  This is similar to the „defender‟ in Miles and Snow‟s (1978) 

strategic typologies (prospector, analyser, defender and reactor) and whose 

seminal cross-sectional study included hospitals.   

 

Strategic management in health systems is conditional and situational 

(Pressman and Wildavsky, 1973; Shortell and Kaluzney, 1984; Zajac and 

Shortell, 1989).  This is similar to the emphases in organisational change or 

innovation on the variable characteristics and types of strategies for 

implementing change (Daft, 1978; Kanter, 1985).  In explaining why radical 

structural change has been patchy and unsuccessful in the NHS, Hunter (1986) 

refers to priority groups, the power of the periphery and the failure of 

conventional top-down models to explain the behaviour of local agencies.   

 

The adoption of the „Health and Social Gain‟ strategy in Ireland for the 

healthcare system reflected similar initiatives in other jurisdictions (de Búrca, 

1994).  National systems however have a super-ordinate effect.  A UK survey 

of public sector managers‟ reactions to change suggests that 95% of the forces 
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driving managerial and organisational change are external (Talbot, 1994: 23).  

This is illustrated in the introduction of a market system and business planning 

in the UK-NHS (Carr and Donaldson, 1993: 50) and shifts in the political 

philosophy of the government in power such as in ‘Primary Care: Delivering 

the Future’ (DoH, 1996d).  National or public ownership limits strategic 

choices.  In a US study Anderson et al., (1996) examined two virtually 

autonomous hospitals in an integrated network who adopted dramatically 

different change strategies and targeted outcomes.  However, their shared 

lessons concluded that „all processes affect patients and the bottom line‟ (p. 29) 

and „culture and systems must be aligned with the total change effort‟ (p. 34). 

 

4.1.2.0 Change Management  

„Managing change in large and complex organisations is arguably the single 

greatest challenge for the leaders of today‟ (Brown, 1992: 13).   

 

Garside (1998: 56) claims that change management has become devalued 

across sectors because „sound strategic thinking and development are being 

subsumed under the term‟.  Few publications address change processes within 

healthcare organisations.  A difficulty arises in the development of models and 

learning from the experience of practitioners.  This is partially explained by 

Moss and Garside, (1995) as being due to healthcare managers‟ focus on 

immediate solutions to problems with little opportunity to develop long-term 

organisational change strategies.  Furthermore, the nature of professional 

influence within healthcare produces constraints that differ from those 

experienced in industrial organisations.  Pettigrew et al., (1992) noting the 

failure of „centralist dictats‟ in the NHS to be translated into local reality, 

shifted attention to how assignments have been locally constructed, interpreted 

and activated (p. 151).  Pettigrew et al., concluded that change occurred when 

leaders turned segmentalist structures and cultures around and introduced more 

integrative modus operandi.  The NHS case studies in the 1992 publication 

explore how medical and managerial stakeholders line up in the face of major 

organisational change such as the emergence of medical leadership and the 

significant impact of general management on the management-clinician 

relationship.  Legitimacy, leadership and control issues arise where clinicians 
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are „rarely the initiators of strategic organisational change‟ but more likely to 

be „reactors to change‟ 

 

4.1.2.1 Culture Change  

Brown (1992) in a study of the Resource Management Initiative (RMI) (NHS-

11 hospitals and one region) observed that change makers must be more than 

managers, they must be transformational leaders.  However, few of the project 

managers realised that leadership was an important issue and clinicians saw 

RMI undermining their position as undisputed arbiters of what was good for 

patients.  This typifies the problem of altering the existing culture, especially 

one as strong as that of the NHS.  It also demonstrates the need to have change 

that is complementary to the existing culture. Handy‟s (1985) systems for 

classifying culture change (power, role, task and person) suggest that the four 

ideal types may present in different parts of the organisation.  He suggests a 

cultural hybrid which creates a federally structured organisation which is 

essentially post-Fordist.  The relationship of the centre (strategic tasks) to 

constituent units (operational) is mainly cultural.  Harrison et al (1992: 80) 

note a key feature of the traditional hybrid NHS culture as „political and 

managerial control operated at arms length in reaction to resource committing 

decisions by doctors‟.  As the medical profession does not fit well in the 

command-control structure of NHS managers the latter must recognise the flat 

decentralised network of specialised units which are held together by 

contractual relationship within a broad strategic plan.   

 

Currie‟s (1997) evaluation of the impact of management development on 

culture change in a large acute hospital presented different stakeholder 

perspectives.  The hospital‟s CEO saw leadership as a key lever in changing 

middle management who were seen as a blockage to the changes.  Many of the 

participants felt uncomfortable with leaving their professional values behind 

and taking on what they perceived as a new set of managerial values.  Kerber‟s 

(1997) US study of staff evaluations and perceptions of organisational culture 

and implications for performance improvement in mental health care yielded 

themes such as perceptual differences and understanding, interdependency, 
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ambiguity, complexity of change as an emotional process and relevant 

information.   

 

Major shifts in organisational culture were associated with higher levels of 

staff participation in decision processes and staff having a much clearer sense 

of the goals and strategic direction in Hill and McNulty‟s (1998) study.  The 

nature of the organisation as a nurse/midwifery educational institution meant 

that it was much more appropriate to address management styles and 

influencing strategies to drive through substantial changes in working 

arrangements and in the culture of the staff. 

 

4.1.2.2 Change Modes and Models  

(i) Analytic Frameworks 

The development of management thought and practice can be historically 

tracked: classical school, human relations approaches, contingency theory and 

the like.  An alternative model is the Huczynski (1993) framework which 

considers developments in management thought and practice in the following 

models: rational, social, psychological and entrepreneurial.  Burnes (1996) 

favours this alternative model as the standard template fails to analyse the 

range of influence that controls and shapes the nature of work or reflects 

social, economic and political ideas.  He originally focused upon the 

theoretical foundations of change management as „three schools of thought that 

form the central planks of management theory‟ (Individual Perspective, Group 

Dynamics and Open Systems Schools) (1992: 152).  He formulated an 

alternative model of the process so as to link managerial choice, trajectory and 

change (Burnes, 1996). 

 

Pettigrew et al., (1988) further challenge modes of analysis of organisational 

change on the grounds that „much research in organisational change is 

ahistorical, aprocessual and acontextual in character… often preoccupied with 

the intricacies of narrow changes rather than a holistic and dynamic analysis of 

changing‟ (p.300).  Collins (1998) advocates Pettigrew‟s axioms (as stated 

above) as guides for evaluation.  He examines four theoretical frameworks 

which differ on the nature of society and organisations: unitarist, pluralist, 
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radical and Marxist.  In the unitarist view managers are leaders and 

organisations are essentially co-operative, integrated harmonious wholes.  The 

pluralist view acknowledges conflict as a key dynamic.  Organisations are 

composed of competitive interest groups and the process of bargaining brings 

change and development.  The radical view examines inequalities in power 

distribution.  The Marxist view tends to focus on inequalities of social class 

and economic power.  General classification of organisational change (see 

Appendix 2) may be reduced to planned, contextual/processual and systemic 

models. 

 

(ii) Planned Change  

Dawson (1994) observes a move from change triggers to planned approaches 

to change such as Lewin‟s 3-step model and the principles and policies 

advocated by the Organisational Development movement.  Lewin‟s (1947) 

model and forcefield analysis (1951) forms the basis of most phased change 

models and programmatic approaches. Lewin (1958) argued that a successful 

change project should involve three steps: 

 

 Unfreezing -  the present level 

 Moving – to the new level 

 Re-freezing – the new level. 

 

As these steps are relatively broad, writers have expanded the number of steps: 

Seven Phase model of Planned Change (Lippitt et al., 1958) 

Eight Phase Model (Cummings and Huse, 1989) 

 

Burnes (1992) notes Lewin‟s alignment with the Group Dynamics School of 

behaviour as a function of the group environment. Consequently successful 

change is only achievable where groups discard or unlearn their usual 

behaviour or thought patterns. Lewin‟s forcefield analysis argues that the better 

strategies for implementing change rest on reducing the restraining forces but 

does little to consider several issues central to the process of managing change.   
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Change „recipes‟ and phased models have an underlying premise that such 

approaches will promote success in implementing change.  Empirically based 

models reflect the trial and error of experience (Kotter, 1996) and the 

reflections of transforming leaders (Bennis and Nanus, 1985; Tichy and 

Devanna, 1986).  The common change strategies emerge from organisational 

need, have a vision/purpose which is shared and communicated, trust is 

created, people are involved, new structures are developed and change is 

institutionalised (see Table 4.1).  There are some variations in the prescribed 

models such as social architecture and shared meaning (Bennis and Nanus, 

1985) as against structure (Tichy and Devanna, 1986; Eccles, 1994); 

concordance and trust with integrity and direction (Bennis and Nanus, 1985) 

and involve (Burnes, 1992) empower (Kotter, 1996) coalitions (Tichy and 

Devanna, 1986; Kotter, 1996). 

 

TABLE 4.1: SOME PHASED CHANGE ‘RECIPES’       

Bennis and Nanus 

(1985) 

Tichy & Devanna 

(1986) 

 

Burnes (1992) Eccles (1994) Kotter (1996) 

 Organisational 

need 

 Recognise the 

need for change 

 Assess the type 

of change 

required 

 Purpose  Create a sense of 

urgency  

 

 Clear vision   Creation of a 

shared vision 

 Create an 

ambitious vision 

 Initiative   Form a guiding 

coalition  

 Shared meanings - 

social architecture 

 New compatible 

coalitions  

 Develop 

strategies  

-create 

preconditions 

for change 

-a flexible culture 

 Concordance 

and trust 

 Create and 

communicate the 

vision  

 Created trust - 

integrity, direction 

 New roles  Plan and 

implement  

 Leadership 

capabilities  

 Empower people to 

act on the vision 

 Consistent 

implementation  

 Establish new 

structures  

 Involve those 

concerned 

 Structure   Create short-term 

wins  

 Creative self 

development  

 Institutionalise 

changes  

 Keep up the 

momentum 

continuously to 

improve  

 Build on action 

and success 

 Consolidate 

improvements to 

produce further 

change  

     Institutionalise the 

new approach  
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Kotter‟s (1996) eight steps for organisational transformation are based on his 

examination of nearly one hundred cases.  He later reflected that most people 

did not handle large–scale change well and made predictable mistakes mostly 

because they had little exposure to highly successful transformations.  He notes 

(Kotter and Cohen, 2002: 1) that „people change what they do less because 

they are given analysis that shifts their thinking than because they are shown a 

truth that influences their feelings… especially in large–scale organisational 

change‟. Thus the central issue is not strategy, structure, changing the 

behaviour of people but instead is mostly speaking to people‟s feelings and 

building identity with the organisation (Yukl, 1998).   

 

Collins (1998) describes phased models as under-socialised as they are based 

on rational, sequential processes and offer simplistic and politically naïve 

prescriptions and assume that all factors are under the control of management.  

Individuals are not seen as human agents and interpreters of events so that 

issues of control and conflict are omitted.  Buchanan and Badham (1999:186) 

also refer to criticisms of such rational – linear models because „organisations 

rarely operate in such a tidy and predictable manner, particularly with respect 

to strategic change‟.  These models imply that an organisation exists in 

different states at different times and that planned movement can occur from 

one to another.  Edmonstone‟s (1995) challenge to programmatic change 

approaches in healthcare is based upon their reliance on education, training, 

and often driven by an exclusive core group who are insensitive to history, 

culture and priorities of organisational sub-systems.  His alternative is to 

encourage dispersed leadership as effective change starts at the periphery and 

is led by local leaders and not headquarters.  Continuous process based change 

does not follow hierarchical principles.  This approach nevertheless requires 

top level management support which is not distracted by the latest crisis. 

 

(iii) Contextual/Processual Perspective 

Burnes (1992) in examining various models of change, emphasises that the 

fundamental difference revolves around the degree of positive involvement of 

those who are expected to change. Action research sees them as driving the 

process and being fully involved while the step or phase approaches see the 
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change adopters in a less pro-active light.  These reflect Tayloristic as against a 

Behaviouristic ethos. Burnes (1996) reflects that „most managers are driven by 

expediency and operate in a responsive mode‟ (p. 342). He consequently 

revised his approach to the study of emergent and processual models of 

change. In emergent models of change, the process is ongoing as attempts to 

align the organisation and its environment cannot adequately anticipate the 

actions and reactions of actors (Collins, 1998).  A midway model is proposed 

by Burnes, (1996) that links managerial choice and the management of change 

through three interdependent organisational processes – choice, trajectory and 

change.  The analysis of contextual and temporal factors clarifies trajectory 

choice.  

 

Dawson‟s (1994) support for a processual approach to change management 

recognises external and internal triggers which reflect similar influences in this 

case study.  To understand the process of change he argues that there is a need 

to consider the context, the substantive change, the process, political activity 

and the interaction of these factors (Dawson, 1996).  He argues that external 

factors often shape the substance of change and internal factors facilitate the 

construction of the substantive change. 

 

Shifts in the overall nature of activity in the health care system impact on both 

individuals and the operational system. Hutchins‟ (1995) „three dimensions of 

development in a moment of practice‟ state that at any single moment of 

human practice, processes of operational or systems development can be 

distinguished from processes of personal development which in turn can be 

distinguished from processes that shape the overall character of an activity. 

The activity system model developed by Engeström (1987) can be used at a 

general level to review long-term historical shifts in the nature of an activity or 

to support detailed ethnographic studies of group work and expertise. This 

holistic unit of analysis explores relations between subjects, communities and 

the objects they are working at by highlighting the factors through which such 

relations are mediated. 
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4.1.2.3 Reflection:   

The change project referred to in the Case Study indicates a preference for a 

contextual/processual approach, which is favoured by Burnes‟ (1996); Collins 

(1998); Dawson (1994, 1996) and Edmonstone (1995).  The empirical story 

illustrates Hutchins‟ (1995) and Engeström‟s (1987) three dimensions of 

development in the organisation as an activity system engaged in a change 

process.  They have the potential to provide an empirically grounded basis for 

the next wave of organisational change and development. 

 

4.1.2.4 Systemic approaches to change in healthcare systems 

Long-term change in healthcare organisations requires a culture-shift which 

may be enabled by clinical governance and relevant models which support the 

delivery of service excellence. 

 

(i) Clinical Governance  

The UK NHS embraced the principles of good governance and clinical 

governance initiatives.  The Trusts were required to establish clinical 

governance for continually improving the quality of the service and 

safeguarding high standards of care by creating an environment in which 

excellence in clinical care will flourish (Donaldson, 1998: Donaldson and Muir 

Gray, 1998).  The imperative to adopt and implement such a macro initiative is 

well founded in the light of past attempts to reform and high profile lapses of 

standards of care (deBúrca, 2000).  However, the Irish response to date is weak 

on evidence of change actions although the implementation of a national 

accreditation scheme and the growth of the quality movement indicate some 

commitment within the system.  These external/internal building blocks of 

clinical governance go beyond individual clinical behaviour.  In the UK, 

Spurgeon and Latham (2002) also refer to the development of accreditation 

schemes and also to the assignment of accountability to the UK CEO which 

reinforces an organisation-wide focus on governance. 

 

Leadership in clinical governance provides a significant opportunity to gain 

improvements for patients by pulling together different components and 

strands from the clinical and managerial worlds (Garside, 1999).  Sutherland 
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and Dawson (1998) state that it must nevertheless contend with the doctor-

manager stereotypes through shared leadership and accountability so that 

changing role types and leader styles is inevitable. 

 

(ii) Systemic Change Models  

The popular models are Total Quality Management, Business Process Re-

engineering and the Business Excellence Model (European Foundation for 

Quality Management).  The importation of business models such as total 

quality management, into healthcare organisations is problematic (Joss, 1998; 

deBúrca, 1998; Gröl, 1996; Joss and Kogan, 1995).  TQM is described by Joss 

and Kogan (1995: 37) as „an integrated corporately-led programme of 

organisational change designed to engender and sustain a culture of continuous 

improvement based on a customer-oriented definition of quality‟.  They 

concluded that only one or two sites in the UK NHS had successfully adapted 

their approach to encompass the diversity of services provided by the NHS.  

The failure of TQM is attributed to: 

 

 poor conceptualisation and implementation in an area where the 

intrinsic nature of the work would make it difficult for any systemic 

induced change to taken hold (Joss, 1998: 281) 

 a pluralist culture and „political‟ organisation (Curtis, 1993) 

 an inappropriate senior management style (Atkinson, 1990) 

 a lack of clinical and senior executive leadership (Bataldon and Stoltz, 

1993) 

 

Success in implementing TQM depends on the level of physician involvement, 

the commitment of competent corporate and clinical leadership employing a 

context-sensitive, multi-dimensional model which differentiates yet connects 

central and service segment roles (deBúrca, 1998). 

 

The acceptance of a continuous and radical change focus, as advocated by 

Hammer and Champy‟s (1993) „Business Process Re-engineering‟ has not 

gained as much popularity in the public as in the private sector.  Packwood et 



 75 

al.‟s (1998) study of its application in a hospital suggest that it is difficult to 

attribute gains to BPR.  It becomes very similar to other quality initiatives, 

such as TQM when a more incremental approach is adopted.  Successful BPR 

also tends to downplay the human cost of redundancies and so on (Stebbin‟s et 

al., 1998). 

 

The EFQM model, in contrast, has been commended by the UK Government 

as the framework for delivering governance in the NHS.  It is a recognised 

international, evidence-based tool for assessing organisational practice 

development and evolution.  Jackson (1999) reports several UK healthcare 

organisations that are systematically using this model which has been modified 

to enhance its suitability to healthcare.  Its non-prescriptive framework 

recognises that there are many approaches to achieving sustainable excellence.  

It embraces the whole of the organisation (Arcelay et al., 1999) and Naylor 

(1999) notes its use in effectively managing change within clinical support 

systems by combining sound leadership, a committed team and a robust quality 

management tool.  Its leadership style enables a high level of ownership and 

continuous improvement according to Ruiz et al., (1999).  The process is 

driven by self-assessment which provides opportunity to integrate total quality 

management into normal operations. 

 

4.1.2.5 Reflection 

Systemic approaches provide a normative reference against which to reflect 

this case study‟s holistic perspective of internal change influences as 

represented in the Emergent Model (see Fig. 7.1).    

 

4.1.2.6 Some Change Issues 

Potential problem areas identified in the literature are examined as a basis for 

reflection on this study‟s empirical story. They focus on values, innovation, 

communications, resistance and middle-management:   
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(i) Values  

Profound change in organisations combines inner shifts in people‟s values, 

aspirations and behaviours with outer shifts in processes, strategies, practices 

and systems according to Senge et al., (1999).  They emphasise change in 

thinking and learning as essential elements of organisational change capacity 

(p. 15).  The personal dimension is significant as Deming (1986) noted: 

„nothing changes without personal transformation‟.  Changes in hierarchy, 

technology, communications and networks are only effective to the degree that 

these structural changes are associated with changes in the psychology of 

employees (Schneider, Brief and Guzzo, 1996).  The power and political 

dimensions of change arise in uncertainty so that change agency has to have 

political skill to intervene in the political processes of the organisation and deal 

with criticism and challenge and cope with resistance (Buchanan and Badham, 

1999: 18).  Successful change is about renegotiating certain dominant values 

and attitudes to introduce new systems and sub-systems and involves a person 

or group influencing the organisation according to their values (Kakabadse and 

Parker, 1984: 182).   

 

(ii) Innovation 

Innovation theories have much in common with theories on change both at the 

individual and organisational level (Klazinga, 1996).  Five types of people who 

may influence the process of adoption are identified by Rogers (1983): 

innovators (venturesome), early adopters (respectable), early majority 

(deliberate), late majority (sceptical) and laggards (traditional).  Individuals 

„involved in imposed and emergent processes report constructions and 

perceptions of each process which are qualitatively different even in the tightly 

knit management teams responsible for overseeing them‟ (King and Anderson 

1990:20).  „Shared meaning‟ is critical to the innovation process.  Loveridge 

and Starkey (1992) describe managerial inertia, lack of coherent strategic 

direction and an „abnormal‟ hierarchical structure and doctors‟ power as 

problematic for innovative healthcare leaders.  Conflict and powerful groups 

are inevitable.  Contingency theoretic approaches in the study of change seek 

to establish general associations.  
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(iii) Middle management and change 

Managers and employees recognise that vision and leadership drive successful 

change.  „Leaders‟, according to Strebel (1996), do not always acknowledge 

the need for individuals, including middle managers, to commit to bring about 

effective change.  They misjudge the effect of different perspectives – change 

as opportunity or as disruptive and intrusive – on their relationship with 

subordinates.  A pessimistic view of middle managers suggests that there is an 

apparent lack of consensus around the role of middle managers in 

organisational change (Currie, 1996).  Their dissatisfactions include being in 

the middle of a long hierarchy, having to cope with conflicting expectations, 

loss of technical expertise and career disillusionment (Dopson and Stewart, 

1990; Goffee and Scase (1986).   

 

Middle managers with low or negative commitment to the strategies 

formulated by senior management create significant obstacles to effective 

implementation.  Guth and MacMillan, (1986) argue that middle managers are 

motivated more by their perceived self-interest than by organisational interest 

unless they coincide.  Divergence in interest is very likely unless their 

commitment is regarded as a critical component of effective strategy 

implementation. 

 

Nonaka (1988) notes the complementarity between top and middle 

management.  The former creates the vision while the latter creates and 

implements concrete concepts to solve and transcend the contradictions arising 

from gaps between what exists and what the desired future is.  Nonaka 

attributes the role of agents for the organisation‟s „self-renewal‟ process to 

them. 

 

Commitment is defined as a willingness to exert high levels of effort on behalf 

of the organisation and a sense of identification with the organisation‟s 

objectives so that the individual and organisational goals are closely aligned 

(Buchanan, 1974; Morris and Steers, 1980).  Some of the characteristics 

associated with high levels of commitment are trust in senior management, 

satisfaction with the degree of participation in decision-making and high levels 
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of organisational decentralisation (Buchanan, 1974).  A key factor related to 

commitment is „political access‟ that is, being able to raise and secure attention 

to issues (Mohrman, 1979) which is closely related to March and Olson‟s 

(1983) „organisation of attention‟ (getting issues on to the management 

agenda). Guth and MacMillan (1986) emphasise that General Managers have 

to take on board the essentiality of middle management commitment, to take 

their demands seriously and find solutions to conflicts over strategy and policy. 

 

Research on middle management requires a richer in-depth understanding of 

the changing roles of middle managers within specific contexts, according to 

Redman et al., (1997).  Insufficient attention has been paid to industry and 

organisation specific developments (Dopson and Stewart, 1990).  Huy‟s (2001) 

six-year study of middle managers recognises their valuable contribution to the 

realisation of radical change that goes largely unrecognised by most senior 

executives.  He describes the middle manager as an entrepreneur (with value 

adding ideas if heard), a communicator (leveraging the influence networks), a 

therapist (attuned to employees‟ moods and ensuring momentum is 

maintained), and a tight-rope artist (manages the tension between continuity 

and change).  In the NHS for example, the influence of middle managers is 

mainly limited to modifying strategy, in Currie‟s (1999) view, because 

increasingly business planning is implemented in a top down way because of 

financial constraints in the NHS.  He concludes that the trend in the NHS to 

attack and de-layer middle management in the interests of adding value to 

direct patient care may be misplaced since they have a crucial role in strategic 

change processes. Johnson and Scholes (1997) suggest that because of middle 

managers‟ involvement in the process, their contacts and competences they can 

provide a real benefit in the development and implementation of strategy.  

 

(iv) Communication 

Tourish and Hargie (1998) argue that effective communication between 

managers and staff is essential to organisational success particularly during 

times of change.  There is overwhelming evidence of failure to devise and 

execute effective internal communications both in the public and private 

sectors.  Harkness (2000) refers to a variety of surveys which conclude that 
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two thirds of organisations do not link employee communications to business 

strategy because there is no link to the bottom line.  Two thirds of employees 

do not believe their senior managers. CEOs rank communications as the No. 1 

oversight in change programmes and over a quarter of companies which had 

restructured in the previous five years had failed to draw up a detailed 

communications plan.  Strong and Robinson (1990) contend that fundamental 

problems in information transmission are endemic in the dominant hierarchical 

culture of the NHS.   

 

Employee communications is a relatively recent research topic in NHS 

management.  Harrison et al., (1992) review of NHS management research 

contains no reference to any published study of internal communications.  

Subsequent research indicates that overall, communications in the NHS is very 

weak.  Lloyd (1994) associates it with the poor performance of NHS Trusts.  

Tourish and Hargie (1998) report that people in different sectors feel under-

informed about key change issues; basic channels of communication are 

generally underused and perceptions of poor communications extends to senior 

managers themselves. 

 

Various types of strategic alliances and inter-organisational co-operation, 

involving collaborative and transactional relationships, mutually supportive 

relationships and a more open and transparent attitude to communication are 

central to refocusing effort (Cravens et al., 1996).  This approach is on the 

increase within the NHS according to Ferlie and Pettigrew (1996) who state 

that less emphasis is being placed on managing through formal structures and 

more on the role of social relationships.   

 

The failure of many change efforts have however been attributed to an 

organisation‟s failure to forward plan and establish a sense of urgency by 

taking advantage of emerging opportunities and communicating this 

information broadly and dramatically (Kotter, 1995).   
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(v) Resistance to Change 

Resistance to change is one of the most ubiquitous of organisational 

phenomena (Schein, 1998) and is predictable and potentially beneficial in 

major complex change (Buchanan and Badham, 1999: 17).  The adoption of 

prescriptive, rational approaches as opposed to emergent, experimental 

approaches to change implementation is a statement of preference for an 

atomistic over a fluxive understanding of „reality‟ (Doherty and Horne, 2002: 

53).  This in turn situates definitions of resistance to change.  Ansoff (1998: 

207) describes it as „a multi faceted phenomenon, which introduces 

unanticipated delays, costs and instability into the process of strategic change‟.  

Zaltman and Duncan (1997: 63) define it as „any conduct that serves to 

maintain the status quo in the face of pressure to alter the status quo‟.  It is a 

label generally applied by managers to the perceived behaviour of organisation 

members who seem unwilling to accept or help implement an organisational 

change (Coghlan, 1993). 

Organisational change inevitably requires encouraging individuals to enact 

new behaviours compliant with organisational goals.   

 

Sources of resistance 

One half to two thirds of all corporate change efforts fail according to Maurer 

(1996: 56) who attributes this to resistance as a critically important contributor 

to failure.  Strebel (1996) argues that many employees neither seek nor 

welcome change, while top-level managers see it as an opportunity.  

Individuals are reluctant to abandon „comfort zones‟ and those responsible for 

change often underestimate just how difficult it can be to drive people out of 

their comfort zones (Kotter, 1995).  Common sources of resistance are 

depicted in the following table:  

 

TABLE 4.2: SOME SOURCES OF RESISTANCE    

Kotter and Schlesinger, (1979) Eccles (1994) 

 parochial self-interest 

 misunderstanding 

 lack of trust 

 different assessments of what change is needed 

 low tolerance for change  

 loss, power-cut  

 ignorance, disbelief 

 mistrust, anxiety  

 comparison 

 alienation, frustration, demolition, inhibition, 

contamination, inadequacy. 
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The resistance of managers is likely to take the form of risk aversion as change 

challenges managers‟ capacity for emotional resilience in Buchanan and 

Boddy‟s (1992) view.  Their quadrant model of the scale (small, large) and 

centrality (peripheral, central) of change differentiates the nature of the task 

and helps in anticipating the level of resistance to change. 

 

In public service organisations Doherty and Horne (2002: 41) note that there is 

still a tendency to be mechanistic and resistant to change.  They elaborate on 

this view with reference to adherence to bureaucratic habits, a tendency to push 

decision making upwards which conflicts with approaches that seek to increase 

self control and self direction, difficulties due to multiple level of authority, 

accountability and reporting, conflicting agendas, structures and values and 

inadequate financial support for change management.   

 

Kanter (1985) refers to people not having time or resources, limited abilities, 

different assessments of the help they are given, lack of awareness of what 

they need, not being trusting and being angry.   

 

Approaches to resistance 

Coghlan (1993) suggests a „person-centred‟ approach as any other will 

ultimately lead to increased alienation and resistance.  Resistance to change is 

not only normal, but in some ways even desirable, as change triggers a debate 

or competition between ideas (Buchanan and Badham 1999: 40-41).  It is best 

dealt with by regarding it as a healthy, self-regulating manifestation which 

requires strategies and tactics to work with rather than attempting to annihilate 

or overcome it.  Organisations viewed as negotiated orders (Strauss et al., 

1963-64) are typically the result of processes of influencing, trading, 

bargaining and compromise.  Doherty and Horne, (2002) emphasise that the 

first stage to reduce resistance is to understand it and recognise that the 

psychological contract governs how employees expect to work and what they 

are expected to achieve (p. 43).  In the cognitive model, Argyris, (1990) 

grounds resistance to change in the psychological structure of organisations as 

low in openness, trust and risk taking and high in conformity and mistrust 

which create defensive routines and increase the propensity to resist change.  
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The management of relationships requires an understanding of social relations 

amongst diverse and interdependent groups whose co-operation or compliance 

is required.  Where there is likely to be conflict, necessary power and influence 

have to be applied.  

 

Failure to address the „fundamental psychology‟ of the organisation on the 

other hand is a key reason why so many change efforts fail (Schneider et al., 

1996).  Attention to the organisation‟s beliefs and norms enables an increased 

possibility of employee participation and hence more conducive behaviour 

(Carswell and McAlister, 1993).  A shared vision translates paper strategies 

into a way of life and empowers people to change.  Without it, Kotter (1995) 

states that any transformation effort potentially dissolves into a list of 

confusing and incompatible projects.  Kakabadse and Parker (1984: 182) offer 

a different perspective.  In their view, „change is not about truth or an open 

sharing of views (instead) it is about renegotiating certain dominant values and 

attitudes… to introduce new systems and sub-systems‟.   

 

The effective change agent has what Mintzberg (1983) refers to as „the will 

and the skill‟ to engage in the political processes of the organisation.  

Buchanan and Badham (1999: 21) argue that organisational politics is an 

autonomous naturally occurring phenomenon which cannot be eroded or 

managed away.  Their survey of aspects of the organisational change process 

identified the importance of the role of the politically skilful change agent who 

is able to intervene in the political process of the organisation, influence 

decisions and cope with resistance (p. 18) and be prepared, when appropriate, 

to go beyond communication, education and negotiation to include more subtle 

and forceful methods to overcome resistance‟ (p. 175).   

 

Change levers and change equations 

Some change models from the NHS literature are presented as change levers 

and change equations.  Moran and Brightman, (1998) propose a model to help 

change leaders understand why resistance to change is guaranteed.  To reduce 

it, the model highlights the personal side of the process and the need to provide 

a safe environment for people to react, experiment with and internalise the 
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proposed change.  Change occurs with many small adjustments to four change 

levers: beliefs, skills, values and behaviours at personal, professional and 

organisational levels.  Incremental change is a key factor in tying change to 

clear and specific performance requirements.  Leading change is a shared 

responsibility which requires empathy and good communication skills.  The 

top provides vision and creates the required structure, encourages participation 

and generates support to build critical mass from the bottom up.  This model 

seeks a metamorphosis in the concept of leadership management, employee 

involvement, the organisation of work and resource utilisation. 

 

Upton and Brooks‟ (1995) formula for successful change management [f (D, 

V, S) > R]
1
 combines Dissatisfaction with the present, Vision of a more desired 

future and knowledge of first Steps, which must be greater than Resistance.  If 

any of the three factors are missing, change will not take place.  Stages are 

prescribed (scope, diagnose, vision, analyse gap, manage transition, handle 

resistance, stabilise the new situation).  Leader change influence is dependent 

upon maximising personal and interpersonal behaviour skills which may 

require behaviour modification and modelling the espoused values and goals in 

ways which engender commitment and enthusiasm. A similar change equation 

for overcoming resistance is proposed by Ewles and Simnett, (1995).  

Behaviour, as a dominant theme is evident as the underlying objectives are 

concerned with the modification of behavioural patterns of members of the 

organisation so as to improve the ability of the organisation to cope with 

changes in the environment. 

 

The dynamics of organisational change are not adequately captured by a 

simple equation (formal goals with rationality and reason and opposition with 

irrationality and personal failings).  The cultural and structural consequences of 

major change are dependent on the political nature/implications of alternative 

                                                 
1
    f-  Function 

      D- Dissatisfaction 

 V- Vision 

 S-  Steps 

R- Resistance 
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organisational designs and the sources and consequences of controversy cannot 

be simply sidelined (Buchanan and Badham, 1999: 168).   

 

4.1.2.7 Reflection: 

Resistance is predictable and potentially beneficial.  Different people have 

different rates of adoption.  In healthcare, the abnormal hierarchical structure 

and „doctor power‟ impede change.  Overall, communications in the NHS is 

very weak.  Successful change involves influencing values, effective 

communications, high levels of trust in senior management and understanding 

social and political relationships and the fundamental psychology of the 

organisation is critical. 

  

 

4.2.0 LEADING AND CHANGE 

The presumption of leadership as a universal and totalising concept, which has 

significant explanatory power and also utility in practice settings, is 

problematic.  Multiple contexts and paradigms have demonstrated over a 

century of endeavour that there is no simple answer.  As Mencken‟s Law states 

for every complex problem there is a solution which is simple, neat, plausible – 

and wrong!  This complex phenomenon is reflected in an equally complex 

literature of the subject. 

 

4.2.1 Definitions, concepts, and classifications/stages 

The complexity of this concept is illustrated in sixty five different 

classification systems developed to define leadership‟s dimensions over a 

period of fifty years (Fleishman et al., 1991) and an increase from 3000 

references cited in Stogdill‟s first edition of the Handbook on Leadership 

(1974) to 7,500 in the third edition (Bass, 1990).  Four decades of research on 

leadership had produced a bewildering mass of findings but the endless 

accumulation of empirical data had not produced an integrated understanding 

of leadership (Bass, 1990).   
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4.2.1.1 Definitions  

Most definitions have tended to coalesce around a number of elements which 

can be discerned from Stogdill‟s (1950: 3) definition: „Leadership can be 

considered as the process (act) of influencing the activities of an organised 

group in its efforts towards goal setting and goal achievement‟.  He later 

generalised leadership in terms of variables that account for the differentiation 

and maintenance of groups‟ roles (p.16) and commented that there were as 

many different definitions of leadership as researchers who attempted to define 

the concept (Stogdill, 1974).  Bass (1990) commented that ‘the search for the 

one and only proper and true definition of leadership seems to be fruitless, 

since the appropriate choice of definition should depend on the methodological 

and substantive aspects of leadership in which one is interested‟ (p. 18).  He 

nevertheless defined leadership „as an interaction between two or more 

members of a group that often involves a structuring or restructuring of the 

situation and the perceptions and expectations of members‟ (p. 19).  Leaders 

are agents of change and leadership occurs, according to Bass (1990), when 

one group member modifies the motivation or competencies of others in the 

group.  The impact of leader influence on group behaviour to achieve its goals 

became the core interest of leadership research and theory up to the mid-1980s.  

Later definitions included „sense making‟ on behalf of others as „managers of 

meaning‟ and leadership as symbolic action (Smircich and Morgan, 1982; 

Pfeffer, 1981). Luthan‟s (2002: 575) definition of contemporary leadership is 

to „align people towards common goals and empower them to take the actions 

needed to reach them‟.  The defining difference in orientation separates 

leadership from management in that the former is associated with „change‟ and 

the latter is grounded in the „present state‟ (Zaleznik, 1977; Kotter, 1990).  The 

true leader in contrast to the manager has resolved the conflicts of his id, and 

superego has developed the strong ideals embodied in his confidence and self-

determination.   
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4.2.1.2 Concepts of leadership 

The concepts identified by Bass (1990) embrace leadership as personality, 

behaviour, interaction, influence (persuasion, induce compliance, group 

process, power relation) task related (initiation structure, instrument of goal 

achievement, differentiated role) and combinations of those elements.  His 

survey of the better known theories and models is grouped as follows: 

 

 Personal and situational (great man, trait, situational, personal-situational, 

psychoanalytic, political, humanistic) 

 Interaction and social learning (leader-role attainment, reinforced-change, 

path- goal, contingency) 

 Interactive processes (multiple-linkage model, multiple- screen model, 

vertical-dyad linkage, exchange, behavioural, communication) 

 Perceptual and cognitive (attribution, information processing, open-

systems analysis). 

 

Theories of leadership attempt to explain the factors involved either in the 

emergence of leadership, or in the nature of leadership and its consequences.  

Models reconstruct reality but, unfortunately, according to Bass (1990) 

leadership theories sometimes obscure the facts.  He proposes a solution which 

is based on Glaser and Strauss‟ (1967) „grounded theory‟: e.g. „if a theory of 

leadership is to be used for diagnosis, training and development, it must be 

grounded theory - grounded in the concepts and assumptions that are 

acceptable to and used by managers, officials, and emergent leaders‟ (Bass, 

1990: 37).  Yet, he has a dilemma relating to the loss of generality and the 

opportunity to employ standardised measurements arising from the application 

of this method (p. 37).   

 

Like definitions of leadership, Yukl (1998) notes that conceptions of leader 

effectiveness differ and „the criteria selected to evaluate leadership 

effectiveness reflect a researcher‟s explicit or implicit conception of 

leadership‟ (p. 6).  He also observes that most commonly used objective 

measures of effectiveness relate to task performance or goal attainment and 
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subjective measures which include ratings of effectiveness obtained from the 

leader‟s superiors, peers, or subordinates.  

 

4.2.1.3 Evolutionary Stages 

Leadership theories and models have been classified and categorised in several 

ways.  Van Seters and Field (1989) provide a broad framework against which 

to measure existing leadership theories as eras or evolutionary stages.  It 

focuses upon personality (great man and trait period), influence (power 

relations and persuasion), behaviour (early, late and operant), situation 

(environment, social status and socio-technical) and contingency (contingency, 

path-goal, situational, multiple-linkage normative theory).  It then proceeds to 

transactional (exchange, role development) and transformational (charisma, 

transforming, self-fulfilling prophecy).  In addition it recognises issues of anti-

leadership  (ambiguity and substitute) and culture (7- S framework, theory Z, 

in search of excellence, self-leadership). 

 

Northouse‟s (1997) more recent review and analysis of leadership research 

present a variety of approaches as they evolved historically which are: 

important personal characteristics, psycho-dynamic (insight), style (do and 

act), situational (style adaptation to follower and setting), contingency (style 

matches characteristics of the situation), path-goal (style provides for follower 

„shortcoming‟ in a setting), leader-member exchange (relationship as key in the 

interaction process) and transformational (behaviours and factors).    

 

Yukl (1998) utilises a classification according to the types of variables 

emphasised in a theory.  These major lines of research include the following 

approaches: trait, behaviour, power-influence, situational and integrative.  He 

treats leadership as a specialised role and as a social influence process.   
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His levels of analysis in leadership theory are: 

 

 Intra-individual processes (some leader traits and skills, self-management) 

 Dyadic processes (reciprocal influence process, leader-member exchange) 

 Group processes (role in a task group and contribution to group 

effectiveness, teams, self-managed groups, multiple–linkage models) 

 Organisational processes (structural design, determining authority 

relationships, co-ordinating operations, strategic leadership). 

 

4.2.2 Leadership research: a wider context 

Organisational theory is an interdisciplinary field which focuses on the actions 

of organisations as total entities and deals with questions of organisation 

structure, processes and outcomes within social/economic contexts.  In 

contrast, the field of organisational behaviour examines the behaviour of 

individuals and groups within the context of organisations.  Its relevant 

dependent variables are measures of individual or subunit behavioural 

reactions whereas organisation theory takes primary dependent variables such 

as effectiveness, efficiency and environmental relations (Bedeian, 1994).  Its 

dominant issues and directions in recent years relate to organisational 

effectiveness, organisation – environment relations, organisational learning and 

organisational decline.  Leadership is not a discrete topic in organisational 

behaviour as it connects with other topics such as motivation in influencing 

people‟s behaviour, communications and power, politics and conflict.   

 

Leadership researchers may appear to disconnect their subject from the larger 

bodies of knowledge in which it is situated.  This may be partially explained in 

so far as the subject is a major area of interest among social scientists and in 

particular psychologists (Bass, 1990; Hollander, 1992) organisational theorists 

(Nadler and Tushman 1990; Pfeffer, 1977) sociologists (Roberts and Bradley, 

1988), political scientists (Burns, 1978; Willner, 1984) and psychoanalysts 

(Kets de Vries, 1994; Zaleznik, 1990). 
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Northouse (1997) notes that the influence, group and goal interplay of concepts 

tended to dominate much of the history of leadership theory and research.  In 

organisational and social psychology, the study of behaviours in field and 

laboratory projects centred upon leader–follower interactions.  Cognitive 

science explored leader-follower thoughts and feelings; organisational science 

increased in sophistication the examination of leadership as contingent on the 

context in which it occurs. 

 

The problem of incomparable analytical and empirical work has 

unintentionally contributed to the conflicting evidence on the role of leadership 

in organisations (Yukl, 1998).  A comprehensive and integrative framework is 

required to understand the phenomenon.  A brief overview of 

contemporaneous leadership and organisation theories and strategy evolution 

which suggests some overlapping influences is set out in Appendix 2.  

 

4.2.3 Major Approaches to Leadership  

There are two major „paradigms‟, one which can be described as the 

development of the traditional approach incorporating trait, behavioural, 

contingency, and leader-member-exchange models.  The second „paradigm‟ 

entitled „The New Leadership‟ includes transformational – transactional and 

dispersed leadership.  The latter moves on to emergent leadership in complex 

organisations.   

 

4.2.3.1 The Traditional Approaches  

(i) The Traits Approach  

The „Great Man‟ and trait approach was preoccupied with the notion of unique 

qualities.  It was assumed that leaders could be set apart as possessing specific 

traits which differentiated them from followers.  Carlyle‟s (1884) essay on 

heroes tended to reinforce the concept of the leader as a person who is 

endowed with unique qualities that capture the imagination of the masses.  

Personality theorists tended to regard leadership as a one-way effect which 

they equated with strength of personality (Bowden, 1926) or a combination of 

traits to induce others to accomplish a given task (Allport, 1924; Tead, 1929; 

Bennis, 1959).  Although some traits, such as intelligence, were more often 
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than not associated with leadership success, the general pattern of research 

evidence indicated that no common set of “success” characteristics seemed to 

exist.  (Steers et al., 1996).  Luthan‟s (2002) however states that there is 

general agreement that conscientiousness has the strongest positive correlation 

with job performance.  This is one of the “Big Five” (Five–Factor Model) – 

conscientiousness, emotional stability, agreeableness, extroversion and 

openness to experience – which have held up in many analyses and cultures 

over the years (Barrick and Mount, 1991).   

 

Stodgill‟s reviews (1948, 1974) examined the output of trait studies (288) 

produced during the periods 1904 – ‟48 and 1949 – ‟70.  He concluded that 

traits were not a sufficient condition of leadership.  Characteristics of the 

situation and of followers and the leader relationship with them were also 

relevant.   

 

Managerial Studies  

Research on managerial motivation identifies three underlying needs, power 

(influencing people and arousing emotions in them), affiliation (enjoyment in 

social interaction) and need for achievement (McClelland, 1975).  In large-

scale bureaucratic organisations Miner (1965) demonstrated a significant 

correlation between managerial motivation and advancement. Boyatzis (1982), 

through critical incident research on competences, differentiated effective from 

ineffective managers.  Effective managers had a strong efficiency orientation 

(achievement motivation, high standards, concern for task objectives) and a 

strong socialised power orientation (strong self control and motivated to satisfy 

need for power in socially acceptable ways).  Other relevant aspects of 

personality for effective leadership by managers in large organisations are 

integrity (Mc Call and Lombardo, 1983b), emotional maturity (Bass, 1990), 

internal locus of control (Rotter, 1966) self confidence (Bass, 1990; Tichy and 

Devanna, 1986; Bennis and Nanus, 1985) and energy level and stress tolerance 

(Yukl, 1998).    

 

Key managerial skills for effectiveness are interpersonal (human relations), 

conceptual (cognitive complexity) (Bass, 1990) and technical (McCall and 
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Lombardo, 1983a).  High level positions require cognitive complexity.  

Luthans et al., (1988) major study on successful and effective managers 

categorise four managerial activities – communication, traditional 

management, HR management and networking.  The largest relative 

contribution comes from human oriented activities (communications and 

HRM).   

 

Hamlin‟s (2002) study and comparative analysis of managerial and leadership 

effectiveness in an NHS Trust hospital indicate that managers and subordinates 

all identify and agree on what is important in determining effectiveness. Their 

choice of organisation, planning, active supportive leadership giving and 

interpersonal skills is in accord with effective managers in healthcare in the 

USA (Shipper et al., 1998).   

 

Interpersonal skills best differentiate effective from ineffective managers 

regardless of the situation.  They are essential for the development of co-

operative relationships and influencing people and means a person has ability 

to understand someone‟s motives, values and emotions (Boyatzis, 1982).  

Conceptual skills include strategic planning, organising, problem solving and 

developing a mental model of the organisation.  Cognitive complexity includes 

the ability to develop categories for classifying things, identify complex 

relationships and develop creative solutions to problems (Yukl, 1998:  

254).   

 

Revival of the Trait Approach  

Stogdill (1974) recognised that his (1948) and Mann‟s (1959) review had 

sounded the death-knell of the trait approach.  In the main, the validity of the 

evidence was challenged with regard to the firm association of general 

qualities and abilities with effective leadership (Bennis and Nanus, 1985; 

Bryman, 1986).  A renaissance of the trait approach arose primarily from a 

meta-analysis of the Mann (1959) studies by Lord et al., (1986) although it 

may be argued that they differed from the early trait researchers they defined 

traits as „perceiver constructs‟.  The new interest is also evident in the Locke et 

al., (1991) study of successful leaders, Hunt‟s (1991) study of leaders mental 
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pre-dispositions and arguably, the „heroes‟ of the new leadership paradigm:  

„the great man theory is currently espoused by those who show how faltering 

business corporations are turned around by transformational leaders‟ (Bass, 

1990: 38).  

 

Kirkpatrick and Locke (1991) cite research which uses a variety of methods 

and indicates that certain core traits contribute significantly to business 

leaders‟ success.  These are honesty and integrity, leadership motivation 

(personalised versus socialised), drive (achievement, ambition, energy, 

tenacity, initiative), self-confidence (including emotional stability), cognitive 

ability and knowledge of the business.   

 

They also refer to other traits such as charisma, creativity/originality and 

flexibility which have „less clear-cut evidence of their importance to 

leadership.  Effective leaders may have charisma however, this trait may only 

be important for political leaders‟ (p. 56).  They conclude that leaders are not 

like other people and that there is much more to being an effective leader than 

the possession of a collection of traits.  In their formulation, traits „endow 

people with the potential for leadership‟ while such activities as creating a 

vision „actualise this potential‟ (1991: 56).  

 

There are still some advocates of the trait approach who place more emphasis 

on the selection rather than the development of leaders.  The Myers-Briggs 

Type Indicator remains a significant leader in this field.  The most significant 

trait of all remains charisma although two significant aspects remain 

unresolved (social relationship versus individual trait; reliance on charismatic 

leadership versus ability of followers to participate in the resolution of their 

collective problems (Heifetz, 1994)).   

 

(ii) The Behavioural/Style Approach 

The research in the behavioural school addresses two general sub-categories: 

the nature of managerial work which relies on descriptive methods and leader 

behaviour which has relied mainly on survey research and questionnaires.   
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Managerial Work  

Carlson (1951) and Mintzberg (1973) refer to the hectic pace and varied 

content of managerial activity.  It contrasts significantly with Taylor (1911) 

and Fayol‟s (1949) scientific management.   

 

Behavioural Orientations  

Task and relational dimensions reflect a preoccupation of psychologists with 

this duality over several years from the late 1940s.  The dominant behavioural 

orientations arising from the Ohio and Michigan leadership research were 

initiating structure/task and consideration/relationship.  Consideration relates 

to the extent to which leaders promote camaraderie, mutual trust, liking and 

respect in the relationship between themselves and their subordinates.  

Initiating structure denotes the degree to which leaders organise work tightly, 

structure the work context and provide clear cut definitions of role 

responsibility.   

 

The Ohio and Michigan approaches have had a considerable impact upon 

leadership researchers and also upon the development of ideas about what 

leaders should do in order to enhance their effectiveness.  Examples of a 

normative approach influenced by the Ohio and Michigan studies include the 

Managerial Grid (Blake and Mouton, 1964).  There is a clear resemblance 

between the two grid dimensions (concern for production and concern for 

people) and the Ohio State preoccupation with consideration and initiating 

structure (Bryman, 1986: 77).  The „hi-hi leader‟ describes the leader who 

exhibits high scores on both task and people dimensions (Managerial Grid 

Theory).  Similarly, the idea of System 4 developed by Likert (1961, 1967) is a 

systematic development of the ideas and research generated by the Michigan 

Leadership Studies. 

 

Bryman (1992a) outlines the problems identified with the style approach as 

inconsistent findings, problems of measurement, causality, group, informal 

leadership and the absence of situational analysis.   
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Like trait research, behaviour research has a tendency to look for simple 

answers to complex questions.  Yukl (1998) proposes that in future research it 

is essential to pay more attention to the overall pattern of leader behaviour as 

against being too preoccupied with any particular component.  His three factor 

taxonomy groups specific behaviours as an integrating framework.  A mix of 

task, relations and change oriented behaviours (TRC) affect leadership 

effectiveness subject to the type of environment and the effectiveness of the 

current strategy (Yukl, 1997). 

 

(iii)  Contingency Theories 

The absence of situational factors in research moderated the relationship 

between leader behaviour and various outcomes.  Stogdill (1948, 1974) had 

emphasised the importance of the situation in the study of leadership traits.  

Contingency theories of effective leadership seek to explain how the effects of 

leadership vary due to situational moderator variables.  They address a major 

deficit in the trait and behavioural approaches and draw attention to the notion 

that there are no universally appropriate styles of leadership.  The principal 

theories are: 

 

 path-goal (House, 1971; House and Mitchell, 1974) 

 situational (Hersey and Blanchard, 1977) 

 contingency-LPC (Fiedler, 1967) 

 multiple-linkage model (Yukl 1981, 1989) 

 cognitive resources (Fiedler, 1986, Fiedler and Garcia, 1987) 

 

Path-goal theory 

This theory mainly represents an application of „the expectancy theory‟ of 

work motivation (people choose levels of effort at which they are prepared to 

work).  Some findings for instrumental and supportive leadership enhanced 

subordinate satisfaction under different conditions of task structure.  

Subordinate performance was a more important determinant of leader 

behaviour than vice versa (Green, 1979).  It was contingent upon situational 

factors such as the personal characteristics of subordinates and environmental 
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forces.  The leader‟s choice of supportive, directive, participative and 

achievement oriented behaviours responded to the subordinates needs to make 

the path to his goals smooth (House, 1971; House and Mitchell, 1974).   

  

The conceptual deficiencies of path-goal theory limit its utility.  Yukl (1994: 

269-270) refers to the overly complex and seemingly unrealistic description of 

human behaviour, role ambiguity, inadequate explanation of influence 

processes and limited motivational factors.  The effects of leader behaviour are 

considered separately and also conceptualised in broad categories.   

 

Situational theory 

Different patterns of leader behaviour are prescribed depending on the maturity 

of the subordinate (Hersey and Blanchard, 1977). The model is based upon 

four categories of directive and supportive behaviours (high directive/low 

supportive is the basis for a directing style). The degree to which a subordinate 

has the competence and commitment necessary to accomplish a given task or 

activity is described as the development level. Its emphasis on leader flexibility 

addresses the issues of subordinate needs and an adaptive style of leadership 

(Northouse, 1997).  The leader style is adapted to the assessed development 

level in context.  While the models practicality and prescriptive nature is useful 

for practitioners there are major flaws in its theoretical basis. The framework 

has failed to generate much research and suffers from a lack of empirical 

confirmation (Bryman, 1992a).  In general, the percentage of cases with results 

which match the models‟ prescriptions are very low and narrow scope such as 

subordinate maturity limit its utility (Yukl, 1994: 272). 

 

Contingency model – Least Preferred Co-worker 

Fiedler‟s (1967) contingency model of leadership effectiveness relates 

leadership style to the favourability of the situation.  Its development parallels 

the drift from universalistic theories of organisation in the 1960s to the gradual 

adoption of „it all depends‟ style of thinking (Lawrence and Lorsch, 1967).  It 

suggests that leadership effectiveness depends on how well the leadership style 

fits the context.  Different leadership situations require different leadership 
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styles (Fiedler, 1967: 13).  The theory suggests that situations can be assessed 

by three factors, leader-member relations, task structure, and position power. 

 

The least preferred co-worker (LPC) scale developed by Fiedler is derived 

from an operational measure of interpersonal relationships for investigating a 

therapeutic relationship.  Interpersonal perception scores are based on the 

assumption that the way in which one person perceives another will affect his 

relations with him.  Accuracy in perception has little evidential support as 

more interpersonal judgements are coloured by misperceptions and wishful 

thinking (highly reliable and stable over time). 

 

The LPC score and the three situational variables are intended to predict 

whether or not a leader is going to be effective in a particular setting. Task 

motivated leaders are more effective in group situations which are very 

favourable or unfavourable and a relationship orientation is more effective in 

intermediate situations. 

 

The major contribution of the theory is the emphasis on situational factors.  

Interest waned over the years as the model and the methods used were strongly 

criticised.  This related to weak empirical support, arbitrary determination of 

interpretations of situation favourability.  It does not explain how LPC score 

affects group performance (Yukl, 1998 : 285), neglects medium LPC although 

it is more effective in a majority of situations (Kennedy, 1982) and treats task 

structure as a given although research suggests that modifying task structure 

has up to ten times the effect on group performance as leader LPC score 

(O‟Brien and Kabanoff, 1981). 

 

Cognitive Resource Theory 

The performance of a group is determined by a complex interaction of two 

leader traits (intelligence and experience), one leader behaviour (directive) and 

two aspects of leader situation (interpersonal stress and the nature of the 

group‟s task).  Fiedler (1986) and Fiedler and Garcia (1987) attempt to link CR 

Theory to the LPC-contingency model by proposing that LPC scores may be 

the primary determinant of directive behaviour in high and low stress 
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situations.  The most controversial aspect of the theory is that leadership 

effectiveness is predicted by intelligence in low stress situations and by 

experience in high stress situations.  Fiedler and Garcia (1987) do not provide 

a complete test of the theory‟s propositions and most validation studies rely on 

surrogate measures of experience. 

 

The multiple-linkage model 

Yukl‟s (1981, 1989) model describes in a general way the interacting effects of 

managerial behaviour and situational variables on the intervening variables that 

determine the performance of a work unit.  Situational variables constrain 

managerial behaviour and moderate its effects, directly influence intervening 

variables and determine the relative importance of intervening variables.  Such 

variables interact to determine the effectiveness of a group or organisational 

sub-unit.  A serious deficiency in one may lower the effectiveness of others.  

Yukl (1998: 276) cites the determinants of individual and group performance 

based on theory and research (Likert, 1967, Porter and Lawler, 1968, 

Hackman, Brousseau and Weiss, 1976).  They are: subordinate effort, ability 

and role clarity, organisation of the work, co-operation and teamwork, 

resources and support, external co-ordination. 

 

A basic proposition of the theory is that leader actions to correct deficiencies in 

the intervening variables will improve group performance.  Some aspects of 

the situation limit a leader‟s discretion in making changes (p. 280).  Aspects of 

the situation influence the current levels of each intervening variable 

independent of the leader.   

 

The formal reward system and intrinsically motivating properties of the work 

itself influence subordinate effort.  Ability is affected by selection, prior 

training and prior experience, co-operation and teamwork by the size of the 

group, stability, similarity and effort.  Resource adequacy is dependent on 

prosperity and external co-ordination on special integrating mechanisms such 

as cross-functional committees.    
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The leader‟s capability in the short-run is limited by position, power, 

organisational policies, technology and legal restrictions.  In the long-term 

leaders‟ action to reduce constraints have direct but delayed and indirect 

effects on intervening variables (p. 282). 

 

This model is more complex and comprehensive than earlier theories yet is 

more a general framework than a refined theory.  Leader influence, actions and 

the interaction of variables are not specified.  Little evidence exists to evaluate 

the utility and validity of the model (Yukl, 1994: 282). 

 

FIG. 4.1: CAUSAL RELATIONSHIPS IN THE MULTIPLE LINKAGE MODEL  

 

Leader 

Behaviour 

Intervening Variables  

Subordinate effort  

Role clarity and task skills 
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Cohesiveness and cooperation  

Resources and support 
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External coordination  
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Situational 

Variables  

Criteria of 

Unit 

effectiveness 

Situational Variables 

(“Substitutes”) 

(Source: Yukl, 1998) 
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4.2.3.2 Leader Style Variation  

Systems theory was used by Bass and Valenzi (1974) to construct on open-

systems model of leader-follower relationships.  The model proposes that 

leader style (directive, manipulative, consultative, participative or delegative) 

depends on their perceptions of the system‟s inputs and within-systems 

relations.  The style variations on these premises are based upon a range from 

„more power and information‟ (directive) to „information and no power‟ 

(manipulative).  This model was used to demonstrate that leaders do not use 

just one style or even a fixed combination of styles as in the Ohio „Hi-Hi‟ duet. 

 

Bryman (1986: 116–121) cites evidence as follows that leaders do not adopt 

single, inflexible styles: 

 

TABLE 4.3: LEADER STYLE VARIATION  (% STUDY POPULATION)  

Author Single Dual Multiple 

 

Bass and Valenzi (1974) 

 

2% 

 

1% 

 

90%+ 

 

Hill (1973) 

 

14% 

 

- 

   

   - 

 

Heller and Wilpert (1981) 

 

1% 

 

- 

 

72% (British) 

58% (German) 

           

 

Leaders rarely have fixed styles and respond to the contexts with which they 

are faced.  Factors which Bryman (1986) identifies as influencers of the 

leader‟s style are the specific task at hand, the general nature of the task, 

performance and performance-related attributes of subordinates and leader 

power as an important constraint on, and determinant of the style adopted. 

 

Goleman (2000) claims that until recently virtually no quantitative research has 

demonstrated which precise leader behaviours yield positive results. From his 

research six distinct leadership styles from different components of emotional 

intelligence affect the work atmosphere (coercive, authoritative, affiliative, 

democratic, pacesetting, coaching).  Leaders who get best results do not rely on 
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one style although the authoritative style has the most positive effect with 

affiliative, democratic and coaching following close behind.  The authoritative 

style is the most effective in driving the six key factors which influence 

organisational work climate (flexibility/innovation, sense of responsibility to 

organisation, level of standards set, performance feedback/rewards, clarity of 

mission and values and level of commitment to a common purpose). 

 

(i) Leader- Member Exchange  

The Vertical Dyad Linkage (VDL) approach by Graen (1976) is in opposition 

to most earlier theories which assumed that leaders behave in the same way 

toward all group members.  Behavioural descriptions from group members, on 

that premise, could be averaged.  The VDL is a social interaction/exchange 

theory whereby members find social exchange rewarding.  Dansereau et al., 

(1975) apply Jacobs (1970) distinction between leadership and supervision: 

„the greater the latitude initially given to the member to negotiate job-related 

matters, the higher is the probability that the supervisor is attempting 

leadership and the lower is the probability that he is using supervision with his 

member‟ (Dansereau et al., 1975: 50).   

 

Dansereau et al., found that the in-group members received more leadership 

attention, expressed higher levels of intrinsic work satisfaction and better 

interpersonal relations with their supervisor.  Out-group (little latitude) types 

are less compatible with the leader and are not interested in taking on new and 

different responsibilities.  Bryman (1986) suggests that there may often be a 

middle group which experiences both high and low latitude relationships on 

different occasions (p. 117-8).  Later studies focused on leader-member 

exchange (LMX) and organisational effectiveness (Graen and Uhl-Bien, 1995) 

and how exchanges between leaders and subordinates can be used for 

„leadership making‟ (Graen and Uhl-Bien, 1991).  A three phase development 

(stranger, acquaintance and mature partnership) is suggested by these authors 

for leaders who wish to create networks of partnerships throughout the 

organisation for the benefit of its goals as well as subordinates own career 

progress.  The final phase is marked by a high degree of mutual trust, respect 

and obligation toward each other.  In effect partnerships are transformational in 
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that they assist leaders and followers in moving beyond their own self-interests 

to accomplish the greater good of the team.  

 

This is a strong descriptive theory which validates the experience of how 

people within organisations relate to each other and the leader.  It is the only 

leadership approach that makes the concept of the dyadic relationship the 

centre of the leadership process.  Effective leadership emphasises the 

importance of communication which is characterised by mutual trust, respect 

and obligation (Northouse, 1997).  A criticism of the theory is that it supports 

the development of privileged groups in the work place and does not indicate 

strategies for accessing the in - group if one chooses (McClane, 1991). 

 

4.2.3.3 The New Leadership 

(i)  Transformational – Transactional  

A major paradigm shift in leadership research took place after the mid – 1970s 

(Bryman, 1992a; Shamir et al., 1993).  Attention moved to an emphasis on 

exceptional leaders who have extraordinary effects on their followers and 

eventually on social systems.  Such leadership - alternatively called 

„charismatic‟, (House, 1976, Conger and Kanungo, 1988), „visionary‟, 

(Sashkin, 1988; Westley and Mintzberg, 1989) „transformational‟, (Bass, 1985; 

Tichy and Devanna, 1986), or new leadership (Bennis and Nanus, 1985; 

Kotter, 1990) - is claimed to affect followers in ways that are quantitatively 

greater and qualitatively different than the effects specified in past theories‟ 

(Shamir et al, 1993: 1).  Charisma is a central concept in all of them, either 

explicitly or implicitly.  The transformational concept however encompasses 

the other concepts.  

 

Burns (1978) study of political leadership introduced the distinction between 

transforming and transactional leadership.  Burns transforming leadership is a 

process in which „leaders and followers raise one another to higher levels of 

morality and motivation‟ (p. 20).  It may be exhibited by anyone in the 

organisation in any type of position.  He differentiated these types of 

leadership from influence based on bureaucratic authority which emphasises 
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legitimate power and respect for rules and tradition as against influence based 

on exchange or inspiration.   

 

(ii) The US Version  

The Bass (1985) transformational model expanded and refined the works of 

Burns (1978) and House (1976). His model describes transactional and 

transformational leadership as a single continuum as against Burn‟s initial bi-

polar position.  They are distinct, but not mutually exclusive, processes. The 

transactional leadership is an exchange relationship which is based upon 

contingent reward and management by exception (active and passive).  It is not 

necessarily a relationship that binds.  The transformational leader‟s effect on 

followers is that they feel trust, admiration, loyalty and respect for the leader 

and are motivated to do more than originally expected.  Transformational 

leadership is primarily a dyadic perspective with direct influence on the 

subordinate but also influences organisational culture.  Influence is downward 

on subordinates with changing groups and organisations as a by-product of 

individual change.   

 

Burns regards leadership as a distributive process effecting change at macro 

and individual levels.  Transformational behaviour includes idealised influence 

(charisma) inspirational motivation (communicating an appealing vision, 

providing symbols to focus effort and model behaviours), intellectual 

stimulation (creativity and innovativeness) and individualised consideration 

(supportive climate) (Bass and Avolio, 1990a).  These jointly interact and 

activate follower‟s motivation and increase their commitment.  In a meta-

analysis of 39 studies leader behaviours correlated more strongly and 

consistently with leadership effectiveness than transactional behaviours.  

Contingent reward correlated with leader effectiveness in some studies but 

passive management by exception did not enhance leader effectiveness.  The 

results of the survey were consistent with the view that effective leaders 

emphasise transformational behaviours but also use relevant transactional 

behaviours (Lowe et al., 1996). 
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Gasper‟s (1992) comprehensive and integrative review of the literature on 

transformational leadership stated that the most significant revelation of the 

study was the parallel in leadership factors which make up the Multi-Factorial 

Leadership Questionnaire (MLQ) and the findings of qualitative research 

(Bennis and Nanus, 1985; Tichy and Devanna, 1986).  Vision, inspiration and 

positive interaction with consideration for people have a positive effect on 

people and organisations.  Gasper‟s study, however, did not reveal a 

relationship between transformational leadership and organisational culture. 

 

US studies of leadership in nursing conclude that the most successful 

leadership has both transformational and transactional elements (Dunham and 

Klafehn, 1990; Kilker, 1994) with high values on, and preference for, the 

transformational. This highlights the importance of involving and empowering 

in the nursing profession. 

 

It is difficult to define clearly the parameters of transformational leadership.  

Northouse (1997) notes a tendency to see it from a trait perspective although 

House and Bass emphasise that it is concerned with leader behaviours.  It tends 

to overlap with other similar conceptualisations such as charismatic and 

visionary.  Unlike contingency and situational leadership it does not provide a 

clearly defined set of assumptions about how to act in a particular situation in 

order to succeed. Bass and Avolio (1990a) suggest that it can be taught to 

individuals at all levels within an organisation, based on strengths and 

weaknesses identified by using the Multi-Factor Leadership Questionnaire 

(MLQ).   

 

Charisma is a necessary ingredient of transformational leadership.  In the Bass 

and Avolio study (1994) it represented 66% of the response variance as against 

intellectual stimulation‟s 6.3% and individualized consideration‟s 6%.  

Charisma is centred in the personality of the leader according to Zaleznik and 

Kets de Vries (1975).  They state that the „maximum‟ man leads by charisma 

whereas the „minimum‟ man „leads‟ by consensus.  Katz and Kahn (1978) 

emphasised social distance as an important variable which intensifies leader 

image.  Weber‟s sociological perspective emphasised social context so that 
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issues of personal attributes and relational dynamics between leaders and 

follower were largely ignored (Conger and Kanungo, 1988).  Suggestions of 

emergence in contexts of turmoil were rejected by Willner (1984) who argued 

that charisma is a relational and perceptual phenomenon.   

 

Westley and Mintzberg (1989) related visionary leadership to strategic 

management.  Their assumptions of strategic vision are different from those of 

the traditional leadership literature (visioning as a three stage process – 

envisioning, communicating, empowering followers to enact the vision) which 

posits enormous control in the hands of the individual leader.  Instead, they 

assume that visionary leadership and style is dynamic, interactive and takes 

strategic content and contexts into consideration (p. 18).   

 

Their research suggests that „it is a mistake to treat leaders as possessing 

superhuman qualities.  They are the product of their times, of their followers, 

of their opportunities‟ (p. 30). Concepts of strategy introduce consideration of 

market forces, environmental pressures, and organisational imperatives which 

form the leadership for visionary initiatives:  „strategic vision is part style, part 

process, part content and part context, while visionary leadership involves 

psychological gifts, sociological dynamics and the luck of timing … They are 

the product of the historical moment‟ (p. 30). 

 

(iii) The UK Version  

The Metcalfes‟ (2000) exploratory investigation into the nature of leadership in 

local government and the NHS in the U.K., was a key response to the NHS 

Executive paper, ‘Leadership for Health: The Health Authority Role’ (1999).  

It extols the transformational approach and its potential in developing the new 

NHS. By asking the recipients and ultimate arbiters of leadership 

effectiveness-the staff of the NHS - how they perceive leadership, a very 

different model is presented.  The study debunks the „charismatic superman‟ 

required of leadership and instead emphasises what the leader does for the 

individual such as empowering, valuing, supporting and developing.  There is 

„a far greater sense of proximity and openness, humility, vulnerability and 

organisational embededness‟ in the UK, where the leader tends to be accessible 
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and perceived as a „servant leader‟ as against the US model of the distant, 

charismatic hero (Alimo-Metcalfe and Alban-Metcalfe, 2000: 20). The sense 

of followership in the US literature is absent from the UK approach.   

 

The authors compare and contrast their model [Transformational Leadership 

Questionnaire – Local Government Version (TLQ-LGV) with the US model 

(MLQ- Bass and Avolio, 1994).  „Individualized consideration‟ which emerged 

as the last of the influential factors in the MLQ analysis has great similarity 

with „general concern for others‟ in TLQ.  The latter was the first and most 

important factor explaining twice as much variance as the remaining eight 

factors put together.  The UK approach also gives a clearer picture of 

leadership as a social influence process (Bass, 1985, Bass and Avolio, 1994; 

Parry, 1998; Yukl, 1994) which demonstrates the connectedness of the leader 

and individual. 

 

In the complexity of the role of leadership in the NHS transactional 

competences are insufficient as leadership is fundamentally about engaging 

others as partners in developing and achieving a shared vision and in enabling 

a fertile, supportive environment for creative thinking.  The description of 

„servant-leader‟ fits aptly to the UK model (Alimo-Metcalfe and Alban-

Metcalfe, 2000).   

 

Transformation:  An Alternative View 

Transformational leadership from Tourish and Pinnington‟s (2002) perspective 

is associated with the visionary hero and with corporate cultism.  Their concern 

is that such models are overly concerned with the achievement of corporate 

cohesion to the detriment of internal dissent.  They conclude that more 

inclusive and participative models of leadership and decision-making 

processes are required.    

 

The handling of dissent is one of the most problematic aspects of 

transformational leadership theory.  Managers frequently view resistance as 

something to be overcome rather than useful feedback.  Tourish also refers to 

illusions in leadership.  People have a tendency to exaggerate the contributions 
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of designated leaders (Pfeffer, 1977; Meindl, 1995).  Sense making in 

organisations is often driven by flexibility rather than accuracy (Weick, 1995).  

The saliency of leader behaviours is exaggerated and subordinates have a 

tendency to ingratiate themselves with people of higher status.  It is a small 

step in Tourish‟s view to assume that an organisation‟s successes are the result 

of the leader‟s efforts while its problems derive from uncontrollable external 

forces.  In the Hamlin NHS study (2002) the single most important criteria for 

success are soft managerial effectiveness criteria and active supportive 

leadership.  The two (of nine) factors against which none of the criteria could 

be mapped were strategic focus and development/transforming issues typically 

addressed by senior managers as against mid and first line managers.   

 

4.2.3.4 Dispersed Leadership 

Leadership theories evolved from a trait based to a behavioural style approach.  

Later, contingency approaches sought to fit the leader or the decision to the 

situation.  Some theorists attempted to identify alternatives or substitutes for 

leadership.  The „visionary‟ hero (transformational, charismatic) emerged with 

positive power to engage followers.  Dispersed leadership is a reaction to the 

tendencies exhibited by some New Leadership writers to focus on heroic 

leaders, individuals rather than teams and a pre-occupation with leadership at 

the highest levels.   

 

The use of qualitative data collected from leaders at the top of their 

organisations however suggests a focus on leadership „of‟ as against „in‟ 

organisations (Bennis and Nanus, 1985; Tichy and Devanna, 1986).  Stewart‟s 

research has shown that leadership involves not just relationships with 

subordinates but also peers, senior members of the organisation and individuals 

outside the organisation.  Thus to study leadership, she suggests, it must be 

studied in all of the various areas in which managers are leading, including 

leadership as a shared rather than individual responsibility and the importance 

of context to leadership effectiveness (Stewart, 2003; den Hartog, 2003; 

Kroeck, 2003).    
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(i) Organisational Level Leadership  

Combining open-systems theory and Jaques‟ (1978) general theory of 

bureaucratic organisations, Jacobs and Jaques (1987) formulated a theory to 

explain the requirements of leadership at different levels of large bureaucratic 

organisations.  This „levels‟ differentiated leadership contrasts with the cult of 

the hero as Great Man or transformational leader.  At each level, the role of 

leadership is to ensure uncertainty reduction and resource adaptive changes.  

At successively higher levels they must have the capacity to deal with more 

uncertain and more abstract concepts with longer time spans for 

accomplishment and evaluation. The three lower levels focus on increasing 

productivity.  At the next two they maintain and improve organisational 

arrangements.  At the highest levels leadership is involved with strategic 

decision-making.  

 

Nadler and Tushman (1990) refer to the complementarity of leadership 

approaches in effecting organisational re–orientation.  The necessity for 

charismatic and instrumental leadership creates a dilemma.  The solution is in 

involving others in leadership roles.  There are three potential leverage points 

for the extension of leadership: 

 

 the senior team  

 broadening senior management  

 the development of leadership throughout the organisation. 

 

The latter entails the definition of managerial competence (the skills, 

capabilities and capacities needed), resourcing, socialisation, education, career 

management and seeding talent (p. 93).   

 

Luthans (2002) noted that no one is ever in control of complex systems.  He 

proposes an alternative of leadership communities.  These include the 

executives as the designers and mentors (ref. also Senge, 1990) who are 

responsible for the overall organisational climate; the local line managers as 
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the most important people who decide on time utilisation, innovation and 

integration and the networkers who spread the new ideas.   

 

Social Learning and Cognition (SLC) in organisations forms the basis of Sims 

Jr. and Lorenzi‟s, (1992) new leadership paradigm.  Fundamentally, SLC 

theory is based largely on the concept called a contingency of reinforcement in 

which three elementary components of a behavioural interaction are the 

antecedent, the actual and the consequence of the behaviour (p. 268): „While 

organisational structures, policies, and other more formal, impersonal 

organisational characteristics are used to implement control over employee 

actions SLC is more concerned with personal control that involves the 

individual manager and those subordinate employees that report directly to that 

manager‟ (p. 267).  In influencing employee behaviour a system that 

emphasises positive models of control has the dual advantage of optimising 

both effectiveness and individual freedom and dignity (p. 278).  The firm 

ethical base for the use of SLC is openness, positive influence and increased 

emphasis on exploring and developing the self- management behaviour of 

employees.  This underpins Sims Jr. and Lorenzi‟s integrated model of 

leadership.   

 

The cognitive-behavioural perspective is especially salient to issues of self – 

management which the authors view as the cutting edge of management theory 

and practice.  This underpins their notion of Super Leadership: „most effective 

managers will be those who can lead others to lead themselves‟ (p. 289).  This 

idea has similarity with Leader-Member-Exchange (LMX) theory‟s focus on 

how exchanges between leaders and subordinates can be used for „leadership-

making‟ (Graen and Uhl-Bien, 1991).  Self-leaders have the initiative and 

sense of self-responsibility to react to changing conditions.  The Super Leader 

emphasises building follower self-efficacy, modelling of self-management and 

teamwork and frequently initiating self-managed teams to push responsibility 

down to the lowest levels of the organisation.     

 

The hierarchical view of leadership is manifested in the idea that a large part of 

a leader‟s role is to behave in ways that best control or direct the behaviour of 
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followers.  By tying leadership to leaders, the structural assumptions of 

hierarchy, and an influence process differentiates leaders and followers on a 

dimension associated with power (Vanderslice, 1988: 678).  Perceptions of 

power are often linked to perceptions of responsibility and those perceptions 

influence behaviour.  Where there is no authority hierarchy all leadership 

responsibilities are shared among the members (Yukl, 1998: 366).    

 

Katzenbach and Smith‟s (1993), „real teams‟ of people with complementary 

skills are committed to a common performance purpose, performance goals, 

and approach for which they hold themselves mutually accountable.  Sims Jr. 

and Lorenzi‟s (1992) leader of real teams facilitates and disperses leadership 

throughout the team and Kouzes and Posner‟s (1993) credible leaders turn their 

constituents into leaders.  Their credibility factor is a combination of crucial 

attributes which they based on an extensive nationwide survey.  The majority 

admire and look for leaders who are honest competent, forward-looking and 

inspiring.  Honesty, grounded in trust, was selected more often than any other 

leader characteristic.   

 

The extension of the practice of leadership beyond the normal preserve of 

formally appointed leaders such as networking and influencing skills is 

advocated by Hosking (1991) and Knights and Willmott (1992).  The potential 

of these ideas is to diffuse leadership within organisations as against limiting it 

to the „very few‟ of some New Leadership approaches. 

 

 

4.3 TOWARDS CONTEXTUALLY GROUNDED LEADERSHIP 

THEORIES   

Leadership models and approaches have evolved from the certainty and 

simplicity of „Great Man‟ theory to a predominantly systems thinking 

perspective.  More recently proponents of participative self-organisation 

provide an alternative to and contradict systemic self-organisation.  This has 

implications for conventional understanding of leadership as a cult idealisation 

which reduces differentiation and “lumps all other roles together as 

“followers” giving a highly simplistic view of interaction…” (Griffin, 2002: 
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219).  The perspective of complexity and emergence in organisations focuses 

attention on everyday interaction between people in their local situation in the 

living present.  In ethical interaction roles emerge, including the roles of 

leaders.  Against a background of organisational complexity this section 

surveys a variety of considerations which suggest the need for grounded 

theories of leadership in substantive settings.  Thus variety encompasses 

leadership and management, power and empowerment, values, diversity, 

distance, context, political aspects, substitutes for and implicit theories of 

leadership.   

 

4.3.1 Leadership and Diversity 

Diversity perspectives (embedded intergroup relations theory: Alderfer, 1986; 

social identity theory; Tajfel, 1978), pose challenges to many of the traditional 

assumptions of organisation and management and potentially point to biases 

and limitations of mainstream leadership theories and practice.  Organisational 

groups are based on division of labour and hierarchy of authority which shape 

members‟ views.  Identity groups, that is groups into which people are born 

and which shape their view of the world through shared historical experiences, 

are usually embedded in organisational groups.  In contrast mainstream 

leadership theories and research view leadership as intrapersonal (personality 

characteristic) and interpersonal (leader-follower/group members) but rarely 

inter-group.  Chen and Van Velsor (1996) suggest that diversity leadership 

must consider the impact of social group identities, socio-psychological 

processes, political aspects of leadership and follower perspectives.  In 

addition existing leadership models, according to Di Tomaso and Hooijberg 

(1986) should be „expanded to incorporate adaptive problems, process 

orientation, political engagement and creating and changing structures‟ (p. 

186).  

 

4.3.2 Leadership and Distance  

An understanding of the role of interpersonal distance in organisations is 

essential to comprehend the workplace dynamics and processes underpinning 

the influencing effect of leadership.  Most theories of organisational leadership 

focus on direct leadership (Shamir, 1995; Yukl, 1999).  Yet, how leaders are 



 111 

perceived and accepted by followers depends on the level of analysis at which 

leader outcomes are evident.  This is partially explained by distance.  Leader 

distance is a moderator of the type of charismatic leadership that might emerge 

(Shamir, 1995) and a neutraliser of the effect of leader behaviour on others 

(Kerr and Jermier, 1978).  Antonakis and Atwater (2002) propose an integrated 

cross-level model of leadership distance „to untangle the dynamics of the 

leadership influence process‟ (p. 673).  Support for the validity of the nine 

factors in the Multi-factorial Leadership Questionnaire (MLQ) model depend 

on data from contextually similar conditions.  Follower identification with and 

trust in the leader is affected by distance.  Charismatic leadership becomes a 

symbol of identification and propensity to trust is a function of the trustees 

ability, benevolence and integrity (Antonakis and Atwater (2002: 673 and 

679).   

 

For the direct follower, the leader is proximal and performance can be 

observed and evaluated.  Indirect followership occurs with avuncular/manor 

house/distal leaders and socially/virtually distal leaders.  Leader influence 

flows from individual level relations (proximal), individual/group relations as a 

cascading effect through subordinate leaders (avuncular/manor house/distal) 

and group relations (distal).  The contextual variables as antecedents of the 

emergence of leader distance are span of control, task characteristics and 

follower abilities, national, organisational culture and implicit motives (need 

for power, achievement and affiliation- McClelland, 1975).  Leader-follower 

distance can contribute to or detract from leadership effectiveness.  Success is 

contingent on actively managing the degree of distance leaders maintain from 

followers depending on contextual factors (Antonakis and Atwater, 2002). 

 

Shamir (1995) cites Katz and Kahn‟s (1978) social distance as a necessary 

condition for attribution.  He suggests that distant leaders possess a strong 

ideological sense of their mission (Great Man and visionary charisma of 

transformational leaders).  In contrast, close leaders are sociable, open, 

considerate of others, have a sense of humour, a high level of expertise and 

performance standards.  
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The social contagion theory of charismatic leadership contends that follower‟s 

attributes of charisma are not solely depending on interactions with the leaders, 

but rather, they are strongly influenced by their interactions with peers and 

other followers (Meindl, 1990).  The spread of charismatic effects among 

followers is expected to parallel the social structure of the organisation.   

 

4.3.3 Leadership and Context  

A contextual approach to leadership emerged initially in conjunction with 

systems and macro perspectives.  Its premise is that the idea of effective 

leadership depends on a wide range of environmental and organisational 

conditions. Traditional approaches start by discussing individuals and what 

they do in a context which is defined bureaucratically.  Biggart and Hamilton 

(1987: 437) argue that „leadership is embedded in social and cultural beliefs 

and values… (and) cannot be fully understood apart from the context in which 

it exists‟. Their institutional perspective includes legitimacy principles, the 

dominant structures of authority, the impact of norms and historical legacies.  

Consequently, they insist that leadership studies must recognise it as a 

relationship among persons embedded in a social setting at a given historic 

moment (p. 439).  In their view, „all actors, but perhaps especially leaders, 

must embody the norms of their positions and persuade others in ways 

consistent with their normative obligations‟ (p. 435). 

 

Osborn et al.‟s (2002) contextual theory of leadership also argues that 

leadership is embedded in context and is socially constructed (p. 798).  

Leadership is not only the incremental influence of a boss toward subordinates 

but more important it is the collective influence of leaders in and around the 

system.  Hierarchical levels interact with their contexts (stability, crisis, 

dynamic equilibrium and the edge of chaos).  Stability relates to lower levels; 

mid-levels experience less stable conditions often perceived as crises; dynamic 

equilibrium occurs at strategic level.  Rather than just focusing on top 

management and its choices at the edge of chaos, Osborn et al suggest that one 

must look at the whole system and its leadership (p. 823).  
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Bryman et al., (1996) explore the significance of context for the New 

Leadership literature because of „an almost alarming lack of interest in the 

influences of context on the capacity of the leader to achieve the outcomes that 

he/she intended at the outset‟ (p. 852).  They refer to an exception in Roberts 

and Bradley‟s (1988) contrasting contexts on the outcomes of a school district 

superintendent‟s leadership and note Pettigrew and Whipp‟s (1991) 

observation that leadership is acutely context sensitive (in particular to leading 

change).  Pettigrew et al., (1992) argue for organisational research which is 

contextual, processual and historical.  They are also concerned about the New 

Leadership‟s excessive tendency to concentrate on the key leader to the virtual 

exclusion of others and their roles in successful transformation.  The Bryman 

et al., (1996) case studies suggest that there may be contextual constraints on 

the extent to which patterns of behaviour associated with the New Leadership 

can be exhibited (resource availability, amount of autonomy).  Four factors 

seemed to be responsible for an inclement context - trust, resource dependence, 

external relationship, support for the leader‟s vision and time/ability to 

function.   

 

(i) Professional Context  

Alvesson (1992) notes the tendency of the leadership literature to neglect the 

cultural and organisational context of leadership in general.  That is for 

example, apart from Biggart and Hamilton (1987) who stress the normative 

ties (principle of domination and culture) between leaders and followers and 

the institutional context of these relationships.  Alvesson conceptualises 

leadership as social integrative action which reflects the nature of a loosely 

coupled organisation and partly as an expression of the context in which it 

occurs.  This definition does not presume that organisational members 

normally share a unitary and unique culture.  He argues that „most leadership 

styles are severely constrained by, and draw upon, the cultural and ideological 

context of the organisation‟ (p. 188).  He refers to Selznik‟s (1957) clear 

distinction between the institutional manager and the human relations manager 

from which he deduces three sorts of orientations in management and 

leadership (institutional, social, structural - not mutually exclusive) and their 

derived hybrids (social integrative, socio-technical and techno-visionary).   
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Alvesson‟s call for an integrative style is supported by Mumford et al., (2002) 

in relation to the leadership of creative people. Given their strong professional 

identity it may prove difficult for leaders lacking technical expertise to 

represent the group adequately, communicate effectively with group members, 

appraise needs and concerns, assess interactions and develop and mentor junior 

staff.  

 

In a professional adhocracy or bureaucracy therefore, the surrender of people‟s 

ability (power and control) to define their reality to others is unlikely.  

Consequently, patterns of organisation that replace hierarchical leadership with 

patterns of more equalised interaction in which each has an obligation to define 

what is happening, and respond accordingly, changes the very basis of 

organization (Smircich and Morgan, 1982).  Such arrangements increase the 

adaptive capacity of organisation through what Emery and Trist (1972) have 

described as a redundancy of functions.  Adaptive capacities have to be 

developed at the level at which they are needed, increasing the learning and 

adaptive ability of the whole.  Smircich and Morgan suggest that autonomous 

work groups and leaderless situations of all kinds present concrete 

opportunities for the study of emergent principles of organisation that offer an 

alternative to dependency relations.    

 

4.3.4 Leadership: political aspects 

Organisations are political to the degree that resources are scarce or unclaimed, 

there is decision and goal ambiguity, complexity (technological and 

environmental) and change (Miles, 1980).  Pfeffer (1992: 29) notes that large 

organisations in particular are like governments in that they are fundamentally 

political entities and to understand them one needs to understand 

organisational politics.  

 

Chen and Van Velsor (1996: 288) note that in leadership research power is 

more likely to be depoliticised as influence or as ability to accomplish the 

collective goals of the organisation.  Power inequality and conflict of interests 

are legitimate concerns of diversity research, while leadership research 



 115 

(Ammeter et al., 2002) is beginning to focus on organisations as political 

arenas (Mintzberg, 1983).  

 

The conventional view is that workplace politics is an inherently divisive 

phenomenon.  It is instead a purposeful attempt to generate, maintain or alter 

shared meaning (Sederberg, 1984).  Leaders as „managers of meaning‟ 

(Smircich and Morgan, 1982) socially construct reality for themselves and 

followers.  It involves „a complicity or process of negotiation through which 

certain individuals, implicitly or explicitly, surrender their power to define the 

nature of their experience to others‟ (p.  258).  The key challenge for a leader is 

to manage meaning in such a way that individuals orient themselves to the 

achievement of desirable ends (p. 262).  The power relations embedded in a 

leadership role oblige others to take particular note of the sense-making 

activities emanating from that role.   

 

A strong corporate culture implies that meaning is shared to a great extent in 

an organisation.  Symbolic interactionism (Blumer, 1969) views meaning as 

arising in the process of interaction between people.  Like organisations 

meanings are social constructions that are formed by people as they interact.  

Brown (1978: 382) states that „realities are not external to human 

consciousness out there waiting to be recorded.  Instead the world as humans 

know it is constituted intersubjectively.  The facts of this world are things 

made in the usual sense.  Instead they are construed through a process of 

symbolic interaction‟.  The creation of shared meaning in organisations comes 

about through social interaction but it is also influenced to a great extent by 

those people in organisations who hold power (Giddens, 1979).   

 

A working model (Towards a Political Theory of Leadership) developed by 

Ammeter et al., 2002 specifies antecedents, mediators, moderators and 

consequences. The antecedents explain leader motivation and potential to 

successfully engage constituents in shared meaning. Contextual influences 

include organisational structure, culture, accountability, leader position and 

knowledge of prior episodes. Leader antecedents include attributes, political 

will and skill cognitions, social capital and interpersonal style. Target 
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antecedents include status, power and personality of the audience/individual 

political action/ behaviour as proactive, reactive or symbolic and focused at 

individual, coalition and network levels. The leader‟s interpersonal style and 

influencing behaviour moderate actions. The consequences of political 

behaviour are in the leader and targeted outcomes. The proposed model 

emphasises leadership traits and their behaviour manifestations and elaborates 

a process model. Leader representation captures the essence of the model‟s 

process dynamics and emphasises the importance of multiple constituencies 

and the need to demonstrate effectiveness to each of them (see Fig 4.2). 

 

FIG. 4.2   A POLITICAL MODEL OF LEADERSHIP  

 

 

(i) Emergent Leadership  

Meindl (1995) makes the point that “much of the trouble with conventional 

leadership research is attributable to the conceptual difficulties encountered 

when theorists and research scientists attempt to impose outside, objective, 

third party definitions of what is inherently subjective” (p. 339).  He advocates 

the return of leadership study to a focus on what actors and observers construct 

as a normal part of their social experience (p. 340).   

 

Meindl‟s (1995) social–constructionist approach to leadership sees it as an 

emergent phenomenon.  Followers construct their experiences in terms of 
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leadership concepts (leader – follower relationship).  Emphasis is placed on 

discovering when and under what conditions alternative forms of leadership 

emerge as the way that followers make sense of and evaluate their 

organisational experiences.  It is not assumed that the construction of 

leadership is an integral part of formal, hierarchical relationship (p. 332).  At 

the individual level various individual and situational factors combine to 

produce a level of psycho – physiological arousal in followers which in turn 

influence the kinds of leadership constructions that emerge.  At group level 

there are additional social processes that cause the constructions of individual 

members to become a collaborative, negotiated, intersubjectively shared 

system of leadership concepts that link and unify followers within the group.  

These processes are those traditionally labelled as “social influence” arising 

out of the interactions that take place among fellow group members (p. 336).   

 

4.3.5 Leadership and Management  

Gallup‟s approach to leadership is based on the study of human talent and 

various related measures within the leader‟s constituency and also research 

distinguishes leadership from management.  Leaders successfully bring a 

constituency to a commonly shared destination.  Zaleznik (1990: 9) argues that 

managers and leaders are different in “what they attend to and in how they 

think, work and interact”.  Above all, “they have different personalities and 

experience different developmental paths from childhood to adulthood”.  

Leaders are “twice born” individuals who endure major events that lead to a 

sense of separateness that may be a necessary condition for the ability to lead.  

In transformational – transactional theory the latter dimension is associated 

with traditional management, in an exchange relationship with „followers‟ 

(Burns, 1978; Bass and Avolio, 1994).   

 

Steers et al., (1996: 202) however, assert that leadership approaches have 

ignored the broader managerial roles which leaders must perform.  Managers 

perform a multitude of roles.  Carlson (1951) and Mintzberg (1973) refer to the 

hectic pace and varied content of managerial activity which contrasts 

significantly with Taylor and Fayol‟s scientific management.   
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Many activities are reactive; there are multi-interactions, disordered decision 

processes and adaptive planning.  Mintzberg‟s managerial roles in three 

general categories (interpersonal, informational and decisional) locate the 

leader role within the interpersonal category although it pervades all 

managerial activities.  He states that „the influence of managers is most clearly 

seen in the leader role.  Formal authority vests them with great potential 

power; leadership determines in large part how much of it they will realise‟ 

(Mintzberg, 1990: 165).  He refers to the indirect exercise of the role as „to 

motivate and encourage employees, somehow reconciling their individual 

needs with the goals of the organisation‟ (p. 168). 

 

Stewart‟s (1967) theory of demands, constraints and choices locates change 

leadership in a cyclical process where choices are limited by demand and 

constraints. This is compounded by an increasing cultural diversity in the 

workforce which requires consideration, empathy, respect and an 

understanding of the values, beliefs and attitudes of people from different 

backgrounds (Yukl, 1998: 33). 

 

When leadership is viewed from a managerial perspective instead of „the 

isolated way in which it has been treated‟ Steers et al., (1996) suggest, 

„leadership theory and practice may begin to make serious progress in helping 

us better develop managers for enhanced leadership effectiveness‟ (p. 203).   

 

A focus on leadership as an aspect of management addresses practising 

managers‟ interest in issues surrounding delegation and employee participation 

in decision – making processes.  For example, Schriesheim and Neider (1988) 

report that a middle – ground delegational strategy is superior to various forms 

of autocratic, consultative and participative leadership.  Their research builds 

upon the classic decision – making framework of Vroom and Yetton (1973) 

(decision tree, model of decision style in various situational constraints) and 

Leana‟s (1987) studies on differences in the use of delegation and participation 

on the part of managers (decision situation and employee characteristics).   
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4.3.6 Power and Empowerment  

Formal sharing of legitimate authority however focuses upon one of five 

classic types of power (Reward, coercive, legitimate, referent and expert – 

French and Raven, (1959).  Contingency approaches suggest that 

organisational position may also give control over resources, information (or 

extensive access to characteristics).  The degree to which targets can be 

influenced can have an important moderating impact on the types of power that 

can be successfully used (dependency, uncertainty, personality intelligence, 

gender, age, culture – Reitz, 1987).  Kelman‟s (1958) compliance, 

identification and internalisation processes of attitude change support French 

and Raven‟s sources of power (reward, coercive/compliance; 

referent/identification and expert, legitimate/internalisation).  Kelman‟s 

internalisation had the longest – lasting impact and does not need surveillance 

or salience.  The agent has credibility and relevance.  This has implications for 

professional service organisations. 

 

Empowerment although similar to traditional delegated authority has unique 

characteristics.  Employees are encouraged to use their own initiative and have 

the authority and resources (Taylor and Ramsey, 1991).  It creates a shared 

purpose among employees, encouraging greater collaboration, and delivers 

enhanced value to customers. Empowerment assumes employee willingness to 

accept responsibility.  There is also the dilemma of relinquishing as against 

maintaining control.  These contrasting values create role conflicts that must be 

resolved (Klagge, 1998).  According to Gagliardi (1999) empowerment and 

participation work best when they open new avenues for action among all 

members.  Trust building is vital and matches the principles of empowerment.  

Distrust disrupts change.  Professional and collaborative relationships are built 

across functional and hierarchical lines when there is trust (Luthans, 2002: 

446).  Empowerment has become more associated with distributed or dispersed 

leadership and „real teams‟ (Sims Jr. and Lorenzi, 1992; Katzenbach and 

Smith, 1993).  Its formal linkage with management activity is not so apparent. 
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4.3.7 Values  

Organisational vision and values are usually intertwined to define 

organisational purpose and key ethical dimensions (Collins and Porras, 1998) 

which sustain its delivery.   

 

Deal and Kennedy (1982) note that values are the bedrock of any corporate 

culture.  They are the company‟s philosophy for attaining success, and they 

provide guidelines for day–to-day behaviour.  A clear difference between 

successful and unsuccessful corporations is the sharing of values (Peters and  

Waterman, 1982). 

 

Burns‟ (1978) transforming leader raised his/her own and the followers‟ 

standard of ethical behaviour.  Transactional leaders are concerned with modal 

values (responsibility, fairness, honesty, trustworthiness) which are found in 

the means of an act.  Transforming leaders are concerned with end values such 

as liberty, justice and equality (Ciulla, 1999).  In Servant Leadership 

(Greenleaf, 1977) people follow servant leaders freely because they trust them 

and they also try to morally elevate followers.  The nature of trust issues that 

arise in organisations is shaped by evolution in organisational forms and 

management philosophies.  Traditional models of authority assume that 

workers lack the ability for self direction and are instrumentally motivated.  In 

more recent human resource models workers can be creative and self–directed 

and so managers need to create an environment in which workers can be 

trusted (Kramer and Tyler, 1996).  Trust as a multidimensional construct is 

founded on the notions of vulnerability and expectations or beliefs that the 

latter party is competent, open, concerned and reliable (Mishra, 1996).  Three 

behaviours posited to be influenced by trust – decentralised decision making, 

undistorted communication and collaboration – are expected to have a 

subsequent influence on trust.  Peters (1987: 627) argues that “the uncertainty 

of the environment can be swiftly dealt with only if the firm can fall back upon 

the certainty of relationships among people and among groups – in other 

words, upon trust and integrity”. 
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4.3.8 Leadership: Complexity and Emergence 

Traditional leadership has been leader–centric.  In diversity and complexity 

highly centralised leadership may be less effective due to the limitations of any 

one leader‟s individual views, the multiplicity of competing views and the 

complex nature of member interactions (Chen and Van Velsor, 1996).  From 

complexity theory organisational life is systemic (both predictable and 

unpredictable).  „Fitness‟ replaces the traditional notions of goals, strategies 

and performance (Osborn et al., 2002: 803).  Causal analysis is virtually 

impossible because of the inordinate number of variables that contribute to any 

event.  Diversity is a productive base given the difficulty of predicting change 

in the environment.  Connectedness is inescapable so that attending to one 

element such as leadership is inadequate.  Self–organising principles support 

the emphasis on distributed leadership where order is built from relationships 

rather than enforced by structures (Griffin, 2002).  Complexity science 

broadens the view of leadership as individual interpersonal influence to stress 

collective influence processes for managing dynamic systems and inter–

connectivity extending to the environment.  Apex leadership encourages the 

emergence of distributed intelligence and network leadership at the edge of 

chaos provides links to emergent structures (Osborn et al., 2002).  

 

Boundary conditions affect the degree and focus on change.  In stability, 

leadership serves as a mediator of structural and other variables.  In crisis, the 

positive or negative conditions in a system feed on themselves.  In dynamic 

equilibrium, co–evolution of strategy and patterning of attention is the 

responsibility of strategic leadership.  At the edge of chaos, organisations face 

a dynamic and unpredictable environment.  Feedback is non – linear so that 

small changes could have large consequences for subsequent operations.   

 

 Stacey, Griffin and Shaw (2000) challenge systems thinking as „the dominant 

voice in organisation and management theory, which speaks in the language of 

design, regularity and control‟ (Griffin, 2002: x).  In this language, they 

suggest, managers stand outside the organisational system which is thought of 

as an objective, pre–given reality that can be modelled and designed, and they 

control it.  Senge (1990) broadens the traditional idea of leader to one that 
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includes a theory of participation in systemic wholes.  The leader (designer of 

the system steward of its functioning and teacher of teams) is both outside and 

inside the organisation defining the systemic whole and an internal participant 

as against the traditional perspective of the leader being outside the system as 

an autonomous individual.  Yet, Griffin (2002) observes that systems thinking 

and the theory of the learning organisation are highly limited by the way they 

ignore matters which are pervasive in everyday life.  The theory of complex 

responsive processes is not participation in a whole but the participation of 

persons in communicative interaction with each other in which they create the 

meaning of their interaction.  Griffin also challenges Wheatley‟s (1999) idea of 

organisations as living systems.  She understands participation and 

communication (similar to Senge) as individuals engaged in healthy 

organisational relationships when they participate in processes at the higher 

level of the organisational whole (complex adaptive systems).  From a 

participative perspective, members of complex networks cannot stand outside 

of them to objectify and model them.  Their inter–subjective voice jointly 

constructs and emphasises the radically unpredictable aspects of self–

organising processes and their creative potential (Griffin, 2002: xi).   

 

This way of thinking about social interaction reflects Mead‟s (1934) contention 

that actors are participants in experience rather than observers of experience 

the nature of which is self-organising and sense making.  By applying 

scientific thinking (dominant systems thinking) actors, in his perspective, have 

come to regard themselves as both having experience and also being able to 

detach from the experience so as to manipulate and change it.  Griffin (2002) 

refers to recent findings in the natural sciences which undermine concepts that 

have been taken from them to support key notions of what organisations are 

and how they change.  The central issue, for example, in quantum mechanics 

was the paradox of science participating in and observing a system at the same 

time.  This paradox is resolved in second order cybernetics in which the 

observer is incorporated into the system thereby creating a wider system.  The 

result is that everything is connected to everything in a transcendental system 

incorporating everything.  Griffin supports Ilya Prigogine‟s (1997) new view 

of self-organisation which accepts rather than eliminates paradox.  Order and 
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disorder are present at the same time.  Organisations both change and then stay 

the same „both forming as (as cults) and we are forming them….They are both 

simple (explicit procedures) and complex (unstructured networks)‟ (p. 12).   

 

The ethical consequences of participative self–organisation has implications 

for acting and leading in organisations.  Leaders „would not just be individuals 

outside the system observing the system, forming visions for its development 

and making plans for strategy and change, but would paradoxically be 

participants and observers at the same time… in the paradoxical processes of 

perpetually constructing the unknown future‟ (Griffin, 2002 : 17).  When ethics 

is understood from this perspective the notion of leadership as a simple 

distinction between the leader and followers is challenged.  Leadership themes 

emerge in the ongoing process of group interaction in which personal and 

collective identities are iterated and potentially transformed (Griffin, 2002: 

193).  Consequently, if the concept is to have utility, it must be grounded in 

subjects‟ understandings in their substantive settings (Glaser and Strauss, 

1967).    

 

4.3.9 Substitutes for Leadership 

Some writers on leadership are sceptical whether or not leaders can make a 

difference in organisational performance (Salencik and Pfeffer, 1977; Meindl 

et al., 1985).  This reflects the argument that people are biased toward over 

attributing to leaders influence on events that are complex and difficult to 

understand (Shamir et al., 1993).   

 

Kerr and Jermier (1978) identify two kinds of situations that reduce the 

importance of leadership influence.  The characteristics of the task, subordinate 

or organisation may serve as substitutes or neutralisers for leader behaviour.  A 

simple or interesting task may serve as substitute for supportive leadership.  

Professionals (such as doctors) do not need to be engaged by leaders to do high 

quality work.  They are internally motivated by their values, needs and ethics.  

Inflexible group/organisational policies or rules can serve as neutralisers or 

substitutes.  Substitutes are aspects of the situation that cause intervening 

variables to be at optimal levels.  Neutralisers prevent leaders from acting in a 
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specified way or nullify the effects of leaders‟ actions.  For example, a lack of 

authority to reward effective performance is a situational constraint.  

 

Supportive and instrumental leader behaviour may be neutralised when 

subordinates are geographically dispersed with infrequent leader contact or a 

highly cohesive work group provides mutual psychological support (Yukl, 

1994: 275). 

 

Some situations have many neutralisers so that it is difficult for leadership to 

succeed (Howell et al., 1990).  Leader functions may be shared among 

members of a group (Bowers and Seashore, 1966) or in self managed groups 

members assume responsibility for leader functions (Howell et al., 1999).  As 

leader substitutes increase, formal leadership is merely replaced by peer 

influence or alternative levels of leadership.  Empirical research has found 

support for some aspects of the theory such as the direct effect of situational 

variables on subordinate satisfaction or motivation (Podsakoff et al., 1995). 

 

Its conceptual weakness, according to Yukl‟s review (1998: 276), is in the lack 

of detailed rationale for each substitute and neutraliser including causal and 

explanatory processes and more specific behaviours. 

 

4.3.10 Implicit Leadership Theories 

A number of studies have confirmed the role of implicit theory in leadership 

research (Lord et al., 1986; Bryman, 1987).  In reviewing the relationship 

between diversity and the demands of leadership Di Tomaso and Hooijberg 

(1996) conclude that there is a need to examine the assumptions underlying 

current models of leadership.  They claim that in many ways leadership 

theories have been formed on the basis of implicit theories.  They refer to Lord 

et al‟s (1986) literature review which found that the traits of dominance, 

intelligence and masculinity are most closely associated with perceptions of 

leadership and leadership emergence.  In reviewing the Ohio and Michigan 

studies and in particular the problem associated with questionnaires, Bryman 

(1986) comments: “people seem to carry around in their heads a view of 

leadership which they deploy in respect of answering questionnaires relative to 
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both imaginary and real leaders” (p.74).  Rush et al., (1977) observed that the 

ratings of leaders are contaminated by subordinates‟ implicit theories.  The 

evidence suggests that respondents manipulated performance cues downgrade 

their assessments of both „consideration‟ and „initiating structure when the cue 

for good performance leaders tend to be evaluated „hi–hi‟.  Weiss and Adler 

(1981) confirmed a tendency to describe an imaginary supervisor in terms of 

the conceptual structure of the Michigan approach regardless of the cognitive 

complexity of subjects.  Lowe et al., (1996) suggest that the effects of 

stereotypes and attribution biases in rating the behaviour of leadership who are 

known to be effective, limits research using Bass and Avolio‟s (1994) 

measurement instrument (MLQ – transformational/transactional leadership).     

 

The leadership categorisation approach argues that a leader‟s effectiveness is 

determined in large part by others‟ perceptions of him or her, and that these are 

based primarily on fixed pre-formed leadership prototypes.  Like stereotypes, 

prototypes are believed to provide perceivers with a set of expectations 

regarding a person‟s appropriate traits and behaviours.  Leadership is 

something that followers confer on leaders rather than something that leaders 

exhibit in the abstract (Lord and Maher, 1990:11).  As the prototypical group 

member, the leader best epitomises the social category of which he/she is a 

member (Turner, 1991).  Haslam (2001: 69) observes that the prototypicality 

of exactly the same exemplar for exactly the same category will vary as a 

function of the social context within which categorisation takes place.  He 

further states that it is based on „a match of the characteristics of the person to 

abstractions or features common to category members so that perceivers use 

degree of match to this readymade structure to form leadership perceptions‟ 

(p.71). 

 

4.3.11 Reflection 

The trait approach is particularly relevant to the study of interest because of the 

primary reliance by respondents on traits to describe persons in influencing 

positions.  This reflects a traditionalist focus on leadership and perhaps a 

reliance on effective managerial traits. 
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Yukl‟s (1997) three factor taxonomy (task, relations and change oriented 

behaviours) groups specific behaviours as an integrating framework which 

affects leadership subject to the type of environment and current strategy.  The 

traits indicated in this study are mainly task and relationship oriented with 

some change behaviours associated with management and innovation with 

clinicians.  The interacting effects of managerial behaviour and situational 

variables on the intervening variables in Yukl‟s (1989) multiple-linkage 

models determine the performance of a work unit.  The model is of interest to 

this study, as a more comprehensive and general framework than other 

leadership theories.   

 

Leader style variation as illustrated by Bass and Valenzi (1974), Bryman 

(1986) and Goleman (2000) is indicated by senior managers and supported by 

them and senior clinicians as appropriate to circumstance.  While 

transformational leadership is of interest, the UK version which is grounded in 

the NHS and local government experience has a greater sense of proximity, 

openness and organisational embeddedness.  Its clearer picture of leadership as 

a social influence process which demonstrates the connectedness of the leader 

and individual is more relevant to this study than the US‟ „super-hero‟.  

Dispersed leadership is of particular interest as a key change objective in the 

study.  Stewart (2003) suggests it must be studied in all of the various areas in 

which managers are leading, including leadership as a shared responsibility 

and the role of context to leadership effectiveness.  Luthans‟ (2002) alternative 

of leadership communities and Sims Jr. and Lorenzi‟s (1992) integrated model 

of leadership and Alvesson‟s (1992) integrative style are also relevant to the 

emergent model in this study.  The latter utilises a contingency of 

reinforcement based upon three elementary components of a behavioural 

interaction - antecedent, actual and the consequences of the behaviour.   

 

Various contextual considerations also arise which are not usually 

encompassed in the well-known theoretical/approaches to leadership such as 

diversity, distance, professional context, political aspects, empowerment, 

values, complexity and emergence. Of particular interest is Ammeter et al.‟s 

(2002) antecedents, mediators, moderators and consequences in their „political‟ 
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model of leadership.  Its components are very similar to those of the emergent 

model in this study.  A grounded approach is suggested which is capable of 

encompassing a multitude of variables both situational and moderator.   

 

Leadership viewed from a managerial perspective overcomes the more limited 

approaches traditionally adopted in research on the subject.  It also facilitates 

an alternative to leader-centric studies as attending to one element such as 

leadership is inadequate.   

 

In the context of complexity and emergence of leadership causal analysis is 

problematic. This is illustrated in the emergence of the three activity strands as 

mediating influences in this case study.  Substitutes for leadership are also 

indicated by the professionals as peer, and professional influence and 

responsiveness to client needs.  Di Tomaso and Hooijberg (1996) claim that 

many leadership theories have been formed on the basis of implicit theories.   

This issue is addressed in the case study with reference to the domains‟ 

convergence (see 6.3.3), variation in their prototypes‟ traits, behaviours (see 

6.4.2 and 6.8.2.2) and domain styles (see 6.3.4).  Haslam‟s (2001) reference to 

leadership categorisation as a function of social context and Turner‟s (1991) 

epitomization of the leader as prototypical group member are demonstrated in 

domain leader differentiation.  There is nevertheless a level of alignment to 

support the delivery of their shared purpose. 

 

The theoretical perspectives examined in this and the previous chapter provide 

relevant material which is applied to the empirical story as an emergent model.  

There are priorities and necessary choices in assessing the model against the 

extant literature in light of the considerable theoretical and empirical material 

which is available of those analysed. 

 

As indicated at the end of Chapter 3, Table 3.1 matches the model‟s 

components with relevant extant literature.  In this chapter, the relevant 

theories are related to both the traditional and new leadership models, 

particularly in respect of their relevance to the mediator strand.  The domain 

prototypes and the extent of convergence in their primary, secondary and 
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tertiary alignments have resonance with trait (e.g. Stogdill, 1974; Lord et al., 

1996; Locke, 1991) and style (e.g. Likert, 1961, 1967), theories of leadership, 

although the managerial type extends to change leadership.  The latter is 

situated in the new leadership and attributed mainly to the transformational 

concept (Bass, 1985; Bass and Avolio, 1990a; Alimo-Metcalfe and Alban-

Metcalfe, 2000).  Integrated models such as Yukl‟s multiple linkage model and 

Sims‟ Jr. and Lorenzie‟s (1992) socio-cognitive model and Ammeter et al., 

(2002) political model of leadership have a particular interest in assessing the 

similarities and additions arising in the emergent model. 

 

Also related to the mediator influence strand are contextual-processual 

approaches to change (Dawson, 1994, 1996; Collins, 1998; Pettigrew et al., 

1988).  Change issues arising in that context relate to values (Senge et al., 

1999; Kakabadse and Parker, 1984), middle management (Dopson and 

Stewart, 1990; Currie, 1996; Strebel, 1996), communication (Tourish and 

Hargie, 1998, Harkness, 2000; Strong and Robinson, 1990), resistance to 

change (Schein, 1998; Doherty and Horne, 2002). 

 

The experiential aspect of the emergent model (see Figure 6.1, p.230 and Table 

6.1, p.204) reflects Hutchins‟ (1995) and Engestrom‟s (1987) three dimensions 

of development in the organisation as an activity system. 
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CHAPTER 5 

METHODOLOGY AND METHODS 

 

„Go to the practical people and learn from them: then synthesise their 

experience into principles and theories; and then return to the practical people 

and call upon them to put these principles and methods into practice so as to 

solve their problems and achieve freedom and happiness‟ (Chairman Mao: 

cited in Foy, 1994: xv). 

 

 

5.1 QUALITATIVE vs QUANTITATIVE PARADIGMS CONSIDERED  

This Chapter addresses the choice of methodology and methods appropriate 

for this study.  The research strategy and its implementation are described and 

learning points from the research experience are summarised (Refer to 

Appendix 3.1).  It further provides an overview of current preferences and 

issues in organisational, management and leadership research. 

 

The management domain „is essentially dependent upon the social sciences in 

that its concern is primarily with the macro/micro behaviour and activities of 

human beings‟ (Gill and Johnson, 1991: 27).  Questions of methods are 

secondary to questions of paradigm which Guba and Lincoln (1994: 105) 

define as the basic belief system or worldview that guides the investigator not 

only in choices of method but in ontologically and epistemologically 

fundamental ways.  The causal model of the hypothetico- deductive method 

fits with the natural sciences but their fundamental difference with the social 

world is in the subjective quality of human action which has an internal logic 

of its own (Laing, 1967: 53).  Thus, ideographic methodologies emphasise 

induction in the analysis of subjective accounts.  Theory grounded in empirical 

observations usually takes account of subjects‟ meaning and interpretational 

systems to gain explanation by understanding.   

 

Philosophical orientation determines the „mode of engagement‟ (Morgan, 

1983: 19) warranted in research.  An ideographic methodology is the 
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appropriate form of social inquiry to the nominalist who rejects the imposition 

of versions of social reality upon subjects.  The assumption of a theory- neutral 

observational language fails to consider the process of perception (Habermas, 

1974b) and the theory-laden nature of observation (Hanson, 1958).   

 

In choosing a research strategy there is, according to Bell and Newby, (1977: 

9), widespread recognition of the view that „idiosyncrasies of person and 

circumstances are at the heart, not the periphery of the scientific enterprise‟.  

The ethnographer is concerned with the character of the particular context and 

the survey methodologist with probability.  Mintzberg (1979a: 583) for 

example, believes that simpler, more direct methodologies (rather than concern 

with rigour) produce more useful results than those which have been 

significant in only the statistical sense.  He looks for the synthesis of elements 

into patterns rather than categories coming from „mechanical data reduction 

technologies‟ (p. 588).  Multi-method strategies accept that all research 

approaches may have something to offer provided the contribution of each 

approach can be identified (triangulation, Denzin, 1970: Campbell and Fiske, 

1959).  Although, multi-methods are extremely time consuming and costly. 

 

The multi-disciplinary nature of management determines the methods used and 

arises from uncertainties in the managerial task.  Gill and Johnson (1991) 

describe the management research process as „a messy interaction between the 

conceptual and the empirical world, deduction and induction occurring at the 

same time‟.  In a review of US management literature, Podsakoff and Dalton 

(1987) suggest that there is a relatively limited set of research strategies and 

analytic procedures that represent the methods of choice.  Discipline-based 

preferences are frequently the source of methodological choice.  They are 

critical of the relatively restricted range of „normal science‟ methodologies to 

the problems that organisational practitioners face.  They, together with 

Bryman (1988a), observe that a great deal of organisational research exhibits 

many of the characteristics of quantitative research.  Bryman refers to the 

dominant modernist influence in the literature on organisational and leadership 

theory with „objective‟ measures which demonstrate the researcher‟s attraction 

to methods of physical science and the existence of a world that exists 
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independent of our knowledge of it.  „Today, methodology in the social 

sciences is regarded with developing frequency as synonymous with the study 

of advanced quantitative procedures and a methodologist as one who is 

expertly versed in the knowledge and use of such procedures‟ (Blumer, 1969: 

24).   

 

The majority of leadership research has been conducted within the tradition of 

quantitative research which facilitates the correlation of leadership variables to 

outcomes (Bass, 1990).  Bryman et al. (1996: 288) observe that quantitative 

research on leadership offers huge advantages to the researcher who wants 

clear cut specification of causal connections between different types of leader 

behaviour and variable outcomes.  There is a propensity to favour instrument 

development over an over-simplified notion which results in limited 

dimensionality such as „task‟ and „people‟ (Bryman, 1986).  Filley et al. (1976: 

152) similarly challenge the preoccupation with „initiating structure‟ and 

„consideration‟ because instruments exist which produce quick studies and 

quick results.   

 

Podsakoff and Organ (1986) note that the self-report is well nigh ubiquitous as 

a form of data collection in organisational behaviour and management 

research.  They refer to problems associated with their use (common method 

variance, consistency motif and the social desirability issue).  There are no 

direct means of cross-validating people‟s descriptions of their feelings or 

intentions.  A reliance on self-reports, such as the completion of 

questionnaires, is also criticised by Hamlin (2002) as they limit the 

opportunity for the discovery of ambiguities of work tasks and social relations.  

This view is shared with Finch (1986) in relation to survey research which 

focuses upon causable explanations derived from correlations but which 

cannot deal with the social meanings thus described.  The ideal of objectivity 

in social science distorts social reality according to Alvesson (1996) who 

observes that by forcing research subjects to respond to prestructured, 

standardised, easily processed alternatives, subjectivity is suppressed.    
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Reason and Rowen (1981: xiv) note the growing discontent in the late 1960s 

and 1970s with the deterministic positivistic approach based on „reductionism 

and quantophoria‟.  Allport (1954) had argued that the uniqueness of an 

individual personality could not be captured by means of quantified 

explanations as the approach over simplifies the complexities of the real world 

and misses major factors of importance that are not easily quantified.  In 

qualitative research the focus is on meaning whereas in quantitative research 

the researcher attempts to measure variables.   

 

The Academy of Management (US) (2000) is critical of the too narrow, 

method driven approaches which are not responsive to real organisational 

needs or simply irrelevant.  It emphasises the need for the academic 

community to explore new research methods and calls for papers on 

practitioner and practice-grounded management research.  This re-echoes the 

UK-US Academy‟s debate in the 1980s which called for research which is 

meaningful for theory and practice (Lawler III et al., 1985).  Gibbons et al., 

(1994: 7) takes up this theme by bringing together the „supply side‟ of 

knowledge, including universities, with the „demand side‟ including 

businesses.  This interdependence of theorists and practitioners is referred to 

by Partington (2000: 91) in respect of the call for more inductive, theory 

building studies and a shift towards management theories which place at centre 

stage the active role of managers. 

 

Qualitative research had little influence on the field until the drift towards the 

New Leadership approach in the 1980s and the growing interest in 

organisational culture.  During the 1990s leadership researchers called for 

more qualitative approaches (Avolio, 1995; Yukl, 1994, Bryman, 1992a; Bass, 

1990).  Bryman (1997: 287/8) refers to the emphasis in the new approach on 

the leader as „manager of meaning‟ which requires „a methodological strategy 

which involves observation, in-depth interviewing and the detailed 

examination of documents, all of which are associated with qualitative 

research‟.  This approach sees leadership through the eyes of leaders and 

followers.  It is also acutely sensitive to the contexts and processes of 

leadership.  Bryman (1997) notes that: „through the use of a single case over 
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time or the judicious comparison of cases, the qualitative researcher is able to 

highlight specific features of context and how they impinge on leader‟ (p. 

288).   

 

Three approaches to qualitative data analysis are noted by Miles and 

Huberman (1994): interpretivism (the phenomenologist‟s way of 

understanding through empathy), social anthropology (ethnographic method 

such as grounded theory) and collaborative social research.  The two 

contrasting foundations that ground qualitative research are realism and social 

constructivism (Banister et al., 1994: 3).   

 

 

5.2 THE USE OF GROUNDED THEORY  

Leadership as understood by (internal) organisational actors is a subjective 

concept.  Bass (1990: 37) suggests that „if a theory of leadership is to be used 

for diagnosis, training and development, it must be grounded theory, grounded 

in the concepts and assumptions that are acceptable to and used by managers, 

officials and emergent leaders‟ (Glaser and Strauss, 1967).   

 

Grounded theory which derives directly from empirical data has its origins in 

the Chicago School tradition of symbolic interactionism.  Symbolic 

interactionism rests on the premises that: action is taken on the basis of 

meaning of how we define a situation and how we think others will view our 

actions; meaning comes from social interaction and is handled in and modified 

through an interpretive process (Blumer, 1969: 2).  However, whereas 

„interactionists regard (observation of) human interaction as their basic source 

of data‟ (Denzin, 1989: 5) grounded theory generation includes additional data 

sources such as interviews, written reports and documents that relate to the 

research phenomenon.  It implicitly or explicitly recognises that capacity for 

participation in the research act itself to change the nature of the phenomenon 

and is also oriented towards identifying and articulating overarching concepts 

and their causal linkages as explanations of patterned behaviour.  Its founders, 

Glaser and Strauss (1967), drew from qualitative and quantitative 
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methodological frameworks.  Grounded theory aims to organise ideas which 

emerge from analysis of the data through systematic analysis of documents, 

interview notes, or field notes by continually coding and comparing data to 

produce a „well constructed theory‟ (Strauss, 1987: 22/3).  The researcher 

rather than commencing with a theory which he or she attempts to verify, 

commences with an area of study.  It is directed towards making sense of the 

data and giving them a structure to determine their meaning and significance 

for the actors.  Rigorous data coding procedures are used to increase the 

validity of data interpretation.  Glaser and Strauss (1971: 176) offered four 

criteria which theory must satisfy in order to be considered useful: fit the real 

world; work across a range of contexts; be relevant to the people concerned 

and be readily modifiable.   

 

The foundations of grounded theory are theoretical sampling (the process of 

data collection is controlled by the emerging theory) and the constant 

comparison method of joint data coding and analysis.  Incidents of phenomena 

in the data are coded into categories.  Theoretical properties and their 

dimensions are developed by comparing incidents with one another and with 

properties of the category that resulted from initial comparisons of incidents.  

The theoretical sampling and constant comparison processes lead towards the 

theoretical saturation of a reduced set of categories within the boundaries of 

the emerging theory.  Memos record ideas relating to categories themselves 

and form the basis of the written theory.  Strauss later prescribed detailed 

procedures for coding and analytical devices such as the paradigm model and 

the conditional matrix (Strauss and Corbin, 1990).  The complexity of the 

symbolic interactionist view of the role of causality in theory is to be seen in 

Strauss and Corbin‟s paradigm model, where causal conditions are linked to 

action not through cognition but more indirectly via „phenomenon‟ „context‟ 

and „intervening conditions‟ (see Tables 5.1 and A.3.1.1). 
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TABLE 5.1: GROUNDED THEORY ANALYSIS  

Paradigm Model Conditional Matrix 

 

(A) 

 

Causal Conditions 

 

 

(1) 

 

International  

 

(B) 

 

Phenomenon 

 

 

(2) 

 

National  

 

(C) 

 

Context 

 

 

(3) 

 

Community 

 

(D) 

 

Intervening conditions 

 

 

(4) 

 

Organizational & Institutional  

 

(E) 

 

Action/ interaction strategies 

 

 

(5) 

 

Sub-organizational and Sub-institutional  

 

(F) 

 

Consequences 

 

 

(6) 

 

Group, Individual, Collective  

   

(7) 

 

Interaction 

 
   

(8) 

 

Action  

 

Source: Strauss and Corbin (1990) 

 

The paradigm model is a systematised cause-and-effect schema which the 

researcher uses to explicate relationships between categories and sub-

categories.  Strauss (1987) advocates the use of coding paradigms as heuristics 

to help researchers integrate their categories.  The coding paradigm sets 

conceptual categories in particular relationships to each other and emphasises 

action and structural conditions.  The paradigm attempts to take categories and 

to put them in motion.  It enables researchers to account for the consequences, 

structural conditions, interactions surrounding and tactics for a certain action 

(Locke, 2001).  The actions, issues, responses and outcomes/progress analysis 

in this study corresponds with the paradigm.  To aid the identification of 

relationships between conditions, consequences, actions and interactions 

Strauss and Corbin (1990) recommend the graphical tracing of conditional 

paths on a conditional matrix 

 

In illustrating the grounded theory approach Glaser and Strauss (1967: 8) 

emphasised that their principal aim was to stimulate others to codify and 

publish their own methods for generating theory.  Given „the divergent 

approaches of Glaser and Strauss and Corbin, and the degree of choice and 

non-specificity of method steps recommended by both sets of authors, it is 

neither conceptually possible nor arguably desirable to outline or require 
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allegiance to some “purist” single path of grounded theory methodology‟ 

(Parker and Roffey, 1997: 235).   

 

Partington (2000: 92) notes that this widely mentioned theory-building 

approach has seen relatively little productive discussion in management 

literature.  To focus on the concerns of managers and also match the needs of 

stimulus-organism-response research based on retrospective data, he revised 

the approach to an assimilable causal model and classifications in a narrowed 

version of the conditional matrix.  The reduced model represents the S-O-R 

model of cognition. 

 

TABLE 5.2: PARTINGTON’S REVISED APPROACH     

Paradigm Model Conditional Matrix 

Environmental Stimulus 

 

(1) External organizational context  

Cognition 

 

(2) Internal organizational context 

Management Action 

 

(3) Individual and collective  

 (4) Action  

Source: Partington (2000)  

 

The pivotal strategy of symbolic interactionism is participant observation.  In 

this study, as in Partington (2000), interview data are a primary source of 

material.  Partington anchors interview-based causal-theory-building research 

in a third theory of reality.   

 

This allows the specification and refinement of explanations of cause and 

effect which:  

 

(1) exist in the form of „mechanisms‟ which may not be consciously perceived 

by research subjects or theoretically preconceived by researchers, which 

therefore may act independently of thought and which are only accessible 

through the creative speculation by the researcher of plausible alternatives 

whose „truth‟ is ultimately dependent on consensual validation by 

informants;  
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(2) from data which do not necessarily explicitly link the elements of the 

paradigm model (for example when even the stimuli are sometimes 

unperceived by the informant, let alone the underlying causal mechanism); 

 

(3) from data which are not based on direct observation by the researcher. 

 

Bhaskar‟s (1975) critical realist ontology matches these requirements.  He 

argues that reality exists in three overlapping domains: the empirical 

(experiences or observed events), the actual (events whether observed or not) 

and the real (the underlying tendencies or mechanisms which may in a given 

situation give rise to events or may lie dormant, being cancelled out by other 

forces):  „…statements of laws are tendency statements.  Tendencies may be 

possessed unexercised, exercised unrealized, and realized unperceived by men; 

they may also be transformed‟ (Bhaskar, 1975: 18). 

 

Miles and Huberman (1994) favour transcendental realism which accepts that 

social phenomena occur not only in the minds of people but also in an 

objective world where stable relationships exist that give people understanding 

of identity and social life.  This is similar to Watson‟s (1994a: 79) internal 

realism which sees a reality beyond the individual but which exists „through 

social and cultural processes whereby human beings make sense of the world‟.   

 

Parker and Roffey (1997) summarise the relationships between the central 

criteria and evaluating the empirical grounding which are derived from Glaser 

and Strauss (1967: 237) and Strauss and Corbin (1990).  The latter emphasise 

that their criteria are meant as guidelines only (p. 257). 
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TABLE 5.3: EMPIRICAL GROUNDING   

  Evaluation questions  Applicability criteria  

1. Data sourced concepts 1. Fit 

2. Concepts identified/related 2. Understanding  

3. Conceptual density 3. Understanding 

4. Variation for conditions 4. Generality 

5. Broader conditions incorporated  5. Generality 

6. Processual change 6. Control 

7. Significance  7. Control 

Source: Parker and Roffey (1997: 235) 

 

5.3 THREATS AND RESPONSES  

Different methods have differing inherent strengths and weaknesses which 

derive from the validity and reliability of findings.  The scientific method‟s 

strengths relate to the ideal experiment‟s internal validity and reliability, the 

survey research‟s population validity and reliability and ethnography‟s 

ecological validity.  Their weaknesses include the low ecological and 

population validity of experiments and survey research‟s relatively weak 

internal validity and lack of naturalism.  Ethnography has limited population 

validity, difficulty in establishing internal validity and the problem of 

reliability because of its inductive and unstructured methods.  Methodological 

choices involve trade-offs.   

 

Three general criteria are used to evaluate the validity of research findings.  

Internal validity, which relies upon stimulus-response causality and external 

validity which requires population and ecological validity.  The former is 

concerned with sample generalizability and the latter with the extent to which 

it is possible to generalize from the actual social context of the research to 

other contexts and settings.   

 

Reliability refers to the consistency of results obtained in research (Gill and 

Johnson: 1991: 121-2).  In quantitative research, the concept of validity refers 

to the ability of the test used to measure the actual construct it claims to be 

measuring.  The concept of reliability refers to the robustness of the test in its 

capacity to produce similar findings in different situations or when carried out 
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be different researchers.  Grounded theory and qualitative analysis employ a 

different understanding of these concepts.  Different criteria for judging the 

plausibility of qualitative research are, for example, „trustworthiness‟ (Lincoln 

and Guba, 1989).  Some of the safeguards that protect against unconstrained 

subjectivity are, reporting all of the steps taken in the data analysis and 

interpretation, and the raw material to be available for readers (Sherrard, 

1997).  Stiles‟ (1993) review of reliability and validity in relation to qualitative 

research provides the following criteria: 

 

 the adequacy of information about the context of the study and the 

procedures involved 

 the extent to which conceptualisation is grounded in the data 

 the credibility of the researcher  

 the degree to which participants have been empowered by their 

involvement  

 the success with which conclusions have been triangulated against 

alternative sources. 

 

Methodological pluralism is thought to overcome the bias inherent in a single-

method approach as it eliminates different aspects of a problem (Smith, 1975).  

However, such pluralism is founded upon „realist‟ assumptions about the 

ontological status of social reality (Burrell and Morgan, 1979).  In this study, 

the use of semi-structured or open-ended questionnaires and the employment 

of the paradigm model of analysis (Strauss and Corbin, 1990) is arguably neo-

positivistic in a predominantly qualitative methodology.   

 

The main threats to validity and reliability in field study research according to 

McKinnon (1988) are observer-caused effects on the phenomenon under study, 

observer bias in interpretation, limitations to data access and acceptance of 

actors‟ statements at face value.  Strategies to deal with these threats include 

spending a substantial length of time in the field, the use of multiple data 

sources and observation methods and care with respect to the researchers‟ 

behaviour in the field.  Rigour and transparency are the hallmarks of good 
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quantitative and qualitative research (Eisenhardt, 1989, Yin, 1994).  Research 

methodology according to Miles (1979: 596) should create pathways that are 

„auditable, confirmable and credible‟ rather than simply reliable and valid. 

 

In this study the dual roles of CEO and management researcher present both 

challenges and opportunities.  As a daily „participant observer‟ in a „complete 

member role‟ he has extensive access and insight to the field of inquiry.  The 

participant observer, according to Douglas (1976), can penetrate the various 

complex forms of misinformation and evasions that are considered endemic in 

most social settings.  The potentially most rewarding research topics are often 

the most inaccessible as organisations are unwilling to provide access to 

sensitive and traumatic events.  The higher the status of the researcher the 

more access he has to networks, particularly downward through the hierarchy.  

In this study, familiarity with the organisation as a research site 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 MWHB change programme) are 

undertaken by various professions for their own research project (Coghlan and 

Brannick, 2001).  In a „complete member role‟ the researcher‟s normal 

functional role in the organisation is extended (Adler and Adler, 1987). 

 

In a knowledge-learning organisation according to Drucker (1993) people 

learn most when they teach and in the information age every enterprise has to 

become a learning and teaching institution.  Consequently, senior 

management, including the CEO, have to master research competencies to 

enable organisational learning as cognitive and behavioural changes which 
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support performance improvement (Garvin, 1993).  The essence of the new 

role in organisational stewardship (guiding ideas, core values, mission and 

continuous evolution of vision) is the CEO as researcher-designer.  Senge 

(1990) proposes that the CEO‟s focus of research is in understanding the 

organisation as a system and understanding the internal and external forces 

driving change.  As designer, the CEO designs the learning processes 

throughout the organisation whereby managers come to understand these 

trends and forces.  Necessary reflexive self awareness is required on the part of 

the „grounded theory‟ researcher (Strauss and Corbin, 1990).  Alvesson (1996) 

maintains that no data can be viewed as unaffected by the construction of the 

researcher and, of relevance to this study, emphasises the avoidance of 

premature application of totalising concepts (such as leaders and leadership).   

To exhibit reflexivity Covaleski and Dirsmith (1990: 548) advocate that 

researchers: 

 

1. hold the presumptions of their own perspective in abeyance or recognise 

that they harbour these presumptions 

2. understand their own everyday reality  

3. recognise that the research act impinges on a subject‟s reality (what the 

subject espouses may be specifically influenced by the research act and 

theories in use may be altered) 

4. recognise that existing theories in use and espoused theories may be 

different. 

 

As suggested by Watson (1994b: 79) it is important to locate the researcher‟s 

position within the context of the study.  This is indicated epistemologically by 

the adoption of an ethnographic (multi-method/level) research strategy and it is 

ontologically located by reference to Bhaskar‟s (1975) critical realism and 

Watson‟s (1979) internal realism.  

 

The ethical issue arises from the nature of the relationship between the 

researcher, the organisation and the respondents.  In the final analysis „ethical 

fieldwork turns on the moral sense and integrity of the researcher negotiating 

the social contract which leads his subjects to explore their lives‟ (Dingwall, 
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1980: 885).  In this study, the CEO as management researcher recognises that 

ethical behaviour in dual roles benefits from reflexivity and reflectivity.  

Authentic relationships with peers and subordinates as 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.  Krim (1988), Coghlan (1996) and Holian (1999), who 

were also in responsible functional roles, reported their duality as researchers 

in their own organisations.  Management research evidence requires close 

attention to the „people‟ implications of the research report.  The CEO‟s 

managerial responsibilities and the researcher‟s ethical duties may come into 

conflict although, as Homa (1998) suggests, combining the dual role of Chief 

Executive and Management Researcher can genuinely reframe work as a 

learning laboratory.   

 

However, the members of the organisation may not regard their own manager 

as someone with whom they can extend full frankness.  Secondly, the 

researcher-manager himself may not be able to be objective in analysing 

others‟ accounts of his and related roles and behaviours.  Participants‟ value 

and conceptual systems are inevitably affected by those laid down for the 

organisation by its chief executive.  It might be difficult for them to step aside 

from their influence.  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 significant participants.  This may not always be the case.  

 

An understanding of and fluency in management research is important in 

building evidence based management in the context of application, social 

accountability, reflexivity, heterogeneity and diversity (Gibbons et al. 1994:3).  

It also enhances managerial competence in the analysis and judgement of 

competing versions and emphases in subjective and intersubjective 

presentations of reality. 
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5.4 METHODS OF DATA ACQUISITION AND ANALYSIS  

5.4.1 The Ethnographic Case Study 

Theory developed from case study research according to Eisenhardt (1989b: 

548/9) is „likely to have important strengths like novelty, testability and 

empirical validity, which arise from the intimate linkage with empirical 

evidence… it is particularly well-suited to new research areas or research areas 

for which existing theory seems inadequate‟.  The latter view is supported by 

Yin (1998) who also emphasises that a strong advantage of the method is its 

ability to deal with contextual conditions as many social phenomena are not 

easily distinguished from their contexts (p. 236). 

 

The ethnographer is a human instrument who conducts research in a native 

environment and uses various methods and techniques to ensure the integrity 

of data (Fetterman, 1998).  Interviewing is the ethnographers‟ most important 

data gathering technique.  It is most valuable when the person engaged in 

fieldwork comprehends the fundamentals of a community from the insider‟s 

perspective as the questions are more likely to conform to the native‟s 

perception of reality.  All interviews have some generic kinds of question.  

Open and closed questions help discover and confirm the participants‟ 

experience and perception.  Interview protocols and strategies respect the 

individual and his/her culture.  Key actors play a pivotal role linking the 

fieldworker to the community.  Construction of checklists relies on some 

knowledge from the field to ensure appropriateness and usefulness, but are 

flexible.  Tape recorders should be used judiciously and with consent.  

Transcribing tapes is extremely time consuming and tedious but necessary for 

analysis which is often iterative and cyclical (Hammersley and Atkinson, 

1983; Taylor and Bogdan, 1984). 

 

Focus group research is particularly useful for exploratory research when little 

is known about the phenomenon of interest.  It mitigates the hierarchical status 

of senior managers as researchers.  It involves a group discussion of a topic 

that is the focus of the conversation.  A professional moderator directs the 

discussion and promotes interaction.  Focus groups may produce a rich body 
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of data in the respondents‟ own words and context with a minimum of 

artificiality.  Stewart and Shamdasani (1990) refer to a variety of research 

needs which lend themselves to the use of focus groups: obtaining general 

information about a topic of interest; learning how respondents talk about the 

phenomenon of interest and generating research hypotheses.  Advantages 

include pace and scale of data collection, researcher-respondent interaction, 

synergistic effect and a useful vehicle for facilitating a common understanding 

of issues and problems.  Limitations arise in respondent interaction or bias 

introduced by a dominant or opinionated member.  The design of the research 

has to include the likely dynamics produced by any combination of 

individuals.  A balance is also important in the moderator‟s direction which 

may influence what is important to members of the group and the researcher.  

The analysis is determined by the research question and purpose of research.  

The mechanics of focus group interviews are described by Krueger (1988) and 

Morgan (1983). 

 

Questionnaires are qualitatively different from interviews because of the 

distance between researcher and respondent and the absence of any verbal 

exchange or clarification.  While they are the most formal and rigid form of 

exchange they are the only realistic way of gaining insights from many people 

simultaneously.  The questionnaire is a product of the ethnographer‟s 

knowledge about the system.  Its structure and question type (survey, specific, 

open, closed) may pre-empt its content analysis.  The nature or characteristic 

of the data generated is influenced by the researchers imposed (but informed) 

view of the situation (Krippendorf, 1980). 

 

5.4.2 Data collection 

The research site is a rich complex organisational terrain which offers a variety 

and diversity of perspectives on the topic or phenomenon under investigation 

(refer to the outline organisation diagram- Fig. 5.1, p.145).  Representativeness 

and generalisability as canons of the objectivistic mode of inquiry are not 

requirements of the phenomenological-interpretivistic tradition.  The general 

mapping of the research site, from the writer‟s experience, suggested the 

potential levels and locations of the inquiry so that the selection of participants 
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followed the principles of Layder‟s (1998) „purposeful‟ sampling (adaptive 

theory) to map the territory for inquiry and Strauss and Corbin‟s (1990) 

„theoretical‟ sampling (grounded theory).  Time, opportunity and 

appropriateness also determined the selection of and access to the field sites.   

 

 

FIG. 5.1:  THE ORGANISATION: OUTLINE DIAGRAM  
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The study‟s exploration of the internal influencing phenomena through the 

perceptual lenses of the two major activity domains (managerial and 

professional) focused the selection of the study population.  

 

The data groups and associated data sets, participant reference, method and 

time-frame are set out in table 5.4 entitled Mid-Western Health Board Data 

Groups.  The management and professional data groups relate to different 

levels and organisational locations.  The management levels are, senior (DG I, 

3. Finance/ Procurement  1 (a) Child Care/Protection, Child Health  

 HR  Child/Adolescent Psychiatry  

 ISIT  Disability  

 Technical  1 (b) Adult Mental Health,  

4. Child Care  Elderly Care 

 Child Health   

 Disability  1 (c) Primary Care/Welfare/ Environment  

 Mental Health    

 Elderly  2. Includes area acute hospitals  

 Primary care    
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II), general (DG I, II, VI), middle/regional (DG V, VI) and middle/area (DG 

VI).  The professional levels are senior clinicians and Directors of Nursing 

(DG III), heads of discipline (DG VI) and service groups (DG IV).  There is 

some domain overlap insofar as some of the professionals are also members of 

area or local service management.  These data groups provide a broad 

spectrum of managerial and professional interpretations of their expectations 

and experiences.   

 

TABLE 5.4: MID-WESTERN HEALTH BOARD – DATA GROUPS  

   
Data 

Group 

No. Data 

Sets 

Participants  Method  Time-Frame 

I 4  3 ACEOs, 4 FNs. 

 3 ACEOs, 3 GMs 

 2 ACEOs,1 FN, 3 GMs 

 3 ACEOs, 3 FNs 

3 Focus Groups/ 

Reviews 

 
1 Questionnaire  

(Semi-Structured) 

1999: Feb. Mar. Apr. 

 

 
1999: June 

II 2  3 ACEOs 

 4 GMs 

Semi-Structured 
Interviews  

1999: Feb (1), Mar. (2) 
Apr. (4) 

III 2  4 Clinicians  

 3 Directors of Nursing  

Semi-Structured 

Interviews 

1999: Aug (1) 

2001: Jan (2), Apr. (4) 

IV 10  Acute Regional (26)/ Area 
(15) 

 Elderly (9), Mental Health 
(6), Child (4) and Primary 

Care (6) 

10 Focus Groups  

(multi-disciplinary) 

1998: Nov (1), Dec (4) 

1999: Mar (1), May 
(2), Sept (1) 

2000: May (1) 

V 1  7 Middle Managers 
(Regional) 

Questionnaire  

(Semi-Structured)  

1999: June 

VI 5  4 GMs 

 5 CGM‟s 

 5 FNs 

 3 Dirs. 

 3 HoD 

Questionnaire  

(Semi-Structured)  

2001: July 

I-VI 24 3 ACEOs 

4FNs 
4 GMs 

5 CGMs 

3 Dirs 
 

7 Mid 

Mgrs 
4 Clins 

3 DNs 

3 HoD 
68 SG 

13 Focus Groups (78) 

14 Semi-Strd. Ints.  
3 Questionnaires (33) 

Nov. 1998 – July 2001 

Key:      

ACEO: Assistant CEO HoD: Heads of Discipline 
FNs: Heads of Function CGMs: Care Group Managers 

Dirs: Directors of Services  SG: Service Group 

 

Data collection and preliminary analysis were undertaken during the period 

November 1998 to September 2001.  An initial site visit conducting service 

(focus) group multi-disciplinary session provided the opportunity to test the 

approach to, and the relevance of, the subject matter of the inquiry in the 

respondents‟ experience.  It clarified the participants‟ sense of organisational 

influences, influencers, constraints and opportunities.   
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The development and refinement of the analytic framework were particularly 

challenging because of a qualitative data analysis approach which was broadly 

based on Strauss and Corbin‟s (1990) paradigmatic analysis and constant 

comparative method in grounded theory.  The conditional matrix (see Chapter 

2) is relevant to the extent that data provide clarification of the external and 

internal organisational context and domain perspectives.  This study‟s focus is 

on collective, rather than individual, interpretations of experiences.   

 

The general approach adopted in transcript analysis was to interpret data from 

the respondents‟ point of view by use of line coding followed by focused 

coding to define what the data is about.  Focused codes are recurring codes 

which are used to sort out greater amounts of material.  Categories are 

generated through focused coding by comparison between data, incidents, 

contexts and concepts.  Categories are selected codes that have an over-riding 

significance in explaining events or processes in the data.  Memo writing helps 

to elaborate processes, assumptions and actions, identify patterns and clarify 

which categories are major and which are minor.  This leads to theoretical 

sampling to develop the emergent theory.   

 

5.4.3 Data Group Analysis
2
 

This section commences with an overview of the data groups (I-VI).  It 

provides a summary of the data content and data analysis based on method and 

relevant data groups.  It concludes with reference to the creation of an 

integrated analytic text. 

 

Data group I has four data sub-groups sourced from Corporate/General 

Manager focus groups and a questionnaire.  The focus groups inquire into 

significant influencers, evidence of action and follow-up (IA.B.C).  The 

questionnaire (1.D) (similar to DG V: middle managers) seeks the Corporate 

Team‟s insights on the organisational change programme. 

 

                                            
2
 See Appendix 3.2 and 3.3 
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Data group II is based upon seven semi-structured interviews (three ACEO‟s 

and four GMs).  They deal with their perceptions of key change influencers, 

how they are defined and what they do. 

 

Data group III is based upon seven semi-structured interviews (four senior 

clinicians including two Professors, and three Directors of Nursing).  They 

deal with questions about leadership and organisational change.  

 

Data group IV is comprised of ten multi-disciplinary service focus groups with 

participation ranging from four (Child Care) to nine (Ennis General Hospital).  

The questions deal with change influencers, change experiences and outcomes. 

 

Data group V is created from a questionnaire on aspects of the organisational 

change programme.  This was completed by Middle Managers (regional).  

This fits the paradigmatic analysis format which was designed in the light of 

the analysis of earlier groups‟ data.   

 

Data group VI has five sub-groups (GMs, CGMs, HoD, Functions and 

Directors) and is based on seven key questions to ascertain the status of the 

change programme in autumn 2001.  They are open-ended questions on 

purpose, accountability, influences, roles, relationships, areas for improvement 

and achievements. 

 

5.4.3.1 Data Content
3
 

(i) Focus Groups  

DG I (ABC) 

These are consecutive management focus groups (Feb., Mar, Apr 1999).  The 

content consists of reflections on the Corporate Team in the past, current 

leadership styles, roles, accountability and change purpose and issues. 

 

 

 

                                            
3
  See Appendix 3.2 and 3.3 



 149 

DG IV (A-K) 

The data-sets (service groups) are assigned to four sub-groups for cross-

comparison.  The content consists of categories which relate to the internal 

context, actions, issues, responses and outcomes.   

 

(ii) Semi-Structured Interviews 

DG II (Managers) 

The ACEO content includes management in the past, the purpose and 

approach to change, influencers‟ styles, roles, involving others, structure and 

outcomes.   

 

The GM content includes roles in change, culture and structure in the past, 

change purpose and approach, style, structure, relationships and achievements. 

 

DG III (Professionals) 

Clinician content includes their understanding of leadership, styles, evidence, 

levels and characteristics.  There are also references to influence, change and 

the service.  Directors of Nursing content includes leader characteristics in the 

past and present and as evidenced in managers and professionals.  There is also 

reference to the change experience. 

 

(iii) Questionnaires 

DG I (D) (Corporate Team) 

The questions focus on change as need, purpose, role, actions, problems, 

responses and outcomes.  They are intended to overcome the limitations of 

focus groups in generating „paradigm‟ data.  Nevertheless, the need for change 

is not addressed by three of the six respondents. 
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DG V (Middle Managers: Regional) 

As in DG I (D) the questions are related to paradigmatic analysis.  Three of the 

respondents do not comment on the need for change and one does not address 

the purpose of change. 

 

DG VI (Sub-Corporate Managers and heads of discipline) 

The topics include role parameters, influences, styles, actions and requirements 

for effective performance and achievements. 

 

5.4.3.2 Data Analysis
4
 

(i) Focus Groups 

DG I (ABC) 

Transcripts are initially coded to identify emergent categories, sub-categories 

and properties.  The analysis is later recast in the DG I (D) questionnaire 

format to apply the paradigmatic analysis framework.  The DG I (four) data 

sets are integrated in a single comparative matrix and paired data sets are 

jointly examined by category-paradigm for comparative and non-comparative 

data.  The data are reviewed from the contextual and experiential dimensions 

of the change project and yield an emergent structure: internal context, 

leadership and experiencing change.   

 

DG IV (Service Groups) 

Again, transcripts are initially coded to identify categories and their properties.  

The data sets are paradigmatically analysed to elucidate general contextual and 

experiential dimensions.  Higher order categories enable a higher level of 

comparison between data sets. 

 

Data sets are assigned to four separate sub-groups for cross-comparison.  The 

analytic framework is structured for paradigmatic analysis and emergent 

categories.  These are compared within sub-groups and assigned to the 

emergent framework element- internal context, actions, issues, responses and 

outcomes. 

                                            
4
 See Appendix 3.2 and 3.3 
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(ii) Semi-Structured Interviews 

DG II (Managers) 

The initial coding of transcripts leads to general categories.  The emergent 

categories are paradigmatically analysed.  They indicate key actors 

experiences and perceptions in their context, roles, styles, actions, issues, 

responses and outcomes. 

 

The categories are examined by comparing them „in paradigm‟.  Clarification 

of contextual influences, change purpose, roles and the experience of the 

change process creates a basis for re-framing the material. 

 

DG III (Professionals)  

The transcripts are analysed along two dimensions: general coding-categories 

and paradigmatic analysis.  Clinician and nursing data sets are paired and 

cross-compared in general categories and paradigms.  A review of the analysis 

indicates four general categories. 

 

(iii) Questionnaires 

DG I (D) (Senior Managers) 

A dual analysis groups categories in paradigm which provides a matrix for 

comparison with other data. 

 

DG V (Middle Managers) 

Responses are analysed to identify emergent categories and their properties.  A 

general data matrix is created for cross-comparison in category-paradigm.   

 

DG VI (Sub-Corporate Managers and Heads of Discipline) 

Data sets by sub-group response are coded.  Comparative tables are created for 

key topics and sub-groups.  The data are formatted to identify, for example, 

parameters of accountability.  This provides the basis for a general category, 

sub-category and property matrix. 
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5.4.3.3 The Analytic Text
5
 

A cross-comparison of data groups I-V creates an integrated analytic text.  

Category recurrence across data groups enables a review of category 

designation.  Similarity and difference between groups are identified by 

comparing the structure and content of each data group‟s paradigm-category. 

 

The viability of data categories in the „actions, issues, responses and 

outcomes‟ framework is examined and „surviving‟ categories are identified.  

The decision rule is one or more data group in each element.  The significant 

data groups contributing to categories are II (roles) I (relationships), II.V 

(leading/managing), IV (owning), IV (service), I.II (structure).  The leadership 

category for example, has sub-categories levels, types, roles, requirements, 

styles and influence. 

 

Categories are again cross-compared with reference to their sub-categories and 

properties.  The general structure from cross-comparison of data-groups 

evolves as follows:   

External influences  

Internal influences 

Purpose of change 

Leading change 

Experiencing change 

 

A grounded analytic text is created from rigorous reviews of DG I-V.  The 

analytic text from DG VI is integrated within the structure of the DG (I-V) 

text. An integrated analytic text referenced to the data groups/ sets is the 

outcome of the analysis.  Raw data, analytic texts and penultimate drafts of 

chapters were subjected to scrutiny by key participants in the inquiry.  In the 

next Chapter, the findings from the empirical research will be presented as an 

„empirical story‟. 

                                            
5
 See Appendix 3.2 and 3.3 



 153 

 

CHAPTER 6 

MEDIATORS AND MODERATORS OF CHANGE 
6
 

   

6.0 INTRODUCTION  

This study focused on the health and social care organisation’s internal change 

influencers and influences as mediators and moderators of its overall objective. 

The concepts of leaders and leadership, and followers and followership were 

avoided as totalising concepts in the inquiry to prevent early closure on the 

respondents’ interpretations or explanations of their experiences. The adoption 

of the terms ‘mediators’ and ‘moderators’ of change recognised that influential 

players or agents of change were a part of, and not the sole dynamic in, an 

organisational arena of change.  Mediation
7
 in this context defined a 

relationship which connected the organisation’s people to its overall object of 

activity.  Mediators and mediation are more inclusive concepts than leaders 

and leadership as they encompass agents, agency, artefacts, ideas and social 

influence processes.  The mediation of performance and change may 

accordingly be attributed to a variety of phenomena in social interaction.  

Moderators, as limiting factors or inhibitors, contained or maintained the 

continuity of the previous order as a counterforce against the mediators of the 

current changed order.  Moderators regulate or restrain change actions.  The 

mediators had within themselves moderating elements which conditioned their 

own effectiveness in influencing change. 

                                                 
6
 A more technical version of this chapter is contained in Appendix 3.4.1& 3.4.2  It is an integrated analytic text 

with full attribution to data group sources.  Chapter 5 outlined the steps in analysing the data which generated 

that text from the data group material.  Raw data support a comprehensive grounded analysis in Appendix 

3.4.1& 3.4.2 rather than in this narrative (Chapter 6). 

 
7
 ‘The phenomena of mediated performance are ubiquitous’ (Hutchins, 1995:290)  Mediating structure can be 

embodied in artefacts, in ideas, in systems of social interaction, or in all of these at once (Ibid: 291).  Language, 

cultural knowledge, mental models, rules of logic, are all mediating structures too, and the contexts we arrange 

for one another’s behaviour ( p.260/1)  Engestrőm (1987) suggests that: 

a) the relations between individuals and the object of their activity are mediated by concepts and 

technologies, 

b) the relationships between the community and the overall object of its activity are mediated by 

its division of labour, 

c) the relations between individuals and the communities of which they are a part are mediated 

by roles and procedures. 

Such factors comprise an interrelated bricolage of material, mental, social and cultural resources for thought and 

action. 
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The respondents’ disclosure of the relationship between their perceptions of 

the organisation’s propensity to change, and their actual experience of change, 

emerged as a combinative effect of influencing factors.  These influences had 

the potential, as change media, to effect or moderate, if not inhibit, the 

outcomes of the change project.  Rather than attribute such influences a priori 

to leadership influence at any managerial or professional level in the 

organisation, their story provided the opportunity to ‘discover’ the nature of 

change influence as perceived by respondents in this health and social care 

organisation.   

 

The nature of internal change influence was examined through the perceptual 

lenses of respondents’ insights, observations and experience of mediators and 

moderators in the change project.  The mediators of the new order were 

located in a health care organisation which was embedded in a national public 

service with which it shared similar demands and constraints (see Chapter 2).  

The organisation’s internal change dynamic was understood through its 

inherited and contemporary order as well as its emergent adaptive propensity.  

The evidence of shared purpose, leadership, vision, values, cohesive 

relationships and sense of ownership were indicative of effective change 

mediation through positive influences within the system.  The moderation of 

such variables by systemic or intrinsic factors which affected mediator 

influence limited the achievement of a desired ‘new way’.   

 

The emergent determinants of mediator effectiveness were examined through:  

 The differentiation of leadership and management roles of 

managers and professionals. 

 The evidence of a shared purpose, currently and in the past. 

 The linkage of change purpose and roles. 

 The alignment and variation between managers’ and professionals’ 

leadership expectations and indications in the system.  

 



 155 

 

These determinants were moderated or sustained in the respondents’ reported 

evidence of the mediator influences and in their reports of the change 

experience and are examined in section II of this chapter.  Three tests of the 

utility and validity of the determinants were then conducted and examined 

from managerial and professional perspectives.  The first test examined the 

various perspectives which indicated a propensity to effect, change or adaptive 

capability.  The second test examined the respondents’ emergent activity 

strands in relation to their issues-responses and actions-outcomes from 

managerial and professional perspectives. The third test cross-compared the 

first and second tests examining the respondents’ accounts of 'change 

propensity' as indicated by them in their reported experience of change.  
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SECTION I: AN EXAMINATION OF THE ORGANISATION’S 

PROPENSITY TO CHANGE: MEDIATORS AND 

MODERATORS. 

 

The following section of this study’s report examines the subjects’ perceptions 

of the inherited order, the purpose of change and managerial and professional 

role differentiation in managing.  It further examines their expectations and 

observed indications of managers and professionals as potential influencers in 

the system. 

 

6.1 CONTEXTUAL INFLUENCES  

6.1.1 External  

Significant external influences which resulted in change were acknowledged 

by participants at several organisational levels.  These included national 

strategies, legislation, service users, the media and interest groups.  The need 

for public accountability and the nature of the political system further affected 

the management of the organisation.   

 

These external influences shaped the inherited order and moderated the current 

mediators’ performance in determining and achieving the aim and objectives 

of change.  However, it should be noted that the organisation’s internal 

influencing capability was the main focus of this study. 

 

6.1.2 Internal  

6.1.2.1 The Organisational Inheritance 

The organisational inheritance provided some explanation of the moderating 

influence on the current mediators’ performance in achieving the objectives of 

the change project.  The continued influence of the previous order’s style, 

structure and culture, presented both a challenge and an opportunity to re-

orient the organisation because there were some negative and positive 

elements identified within the system. 
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The mediator of the previous order was perceived as traditional administration 

rather than management or corporate leadership.  Its conservative, bureaucratic 

style and associated lack of vision and inappropriate organisational structures 

had consequences.  They included staff alienation and division, low morale 

and a lack of staff mobility.  Staff development was inhibited, as was the 

evolution of a system responsive to modern care needs.  The absence of a 

shared purpose and value system created diversity.  This continued in the early 

stages of the new order with perceptions of a bureaucratic style being 

attributed to the organisation and the Regional Hospital by some groups.  

There were continuing structural problems such as inappropriate levels of 

responsibility and tasks.  However, there were indications which positively 

contrasted the Mental Health Services with other care programmes, and the 

smaller acute hospitals with the Regional Hospital. 

 

The previous order’s conservatism had a stability which had been challenged.  

The evidence of a new emergent order was examined, firstly, in respondents’ 

convergence in identifying a shared purpose and in linkages between the 

purpose and indicative roles and secondly, in the alignment of their 

expectations and indications of leadership within the organisation.  These 

provided a basis for an assessment of the organisation’s internal propensity to 

change and are examined in greater detail in the following sections. 

 

6.1.2.2 The need for change  

The mediators of the previous order were perceived to have left behind a 

legacy or managerial ethos which inhibited development and negatively 

affected relationships and morale and this moderated the new order.  This was 

attenuated to the extent that certain service systems demonstrated positive 

indicators in good teamwork and atmosphere.  As noted previously, the Mental 

Health Service was associated with a different managerial ethos and structure 

which contrasted with other programmes.   

 

In a change context, the organisation’s past stability was evidently related to 

its conservative management.  However, as noted earlier, stability was 

challenged.  There were some indications in the early part of this study of 
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resistance to change and a particular reference by a Director of Nursing to 

inflexible attitudes which was perceived to be the most difficult area in which 

to bring about change.  The new order was initiated by the current CEO who 

was the former Programme Manager for Mental Health and Elderly Care.  

Change in the Mental Health Service in terms of style, ethos, modality and 

structure was carried out in the context of a national planning framework 

which emphasised alternative care in the community as opposed to traditional 

institutional settings.  In the study organisation, new services and 

infrastructures had enabled the full closure of a mental hospital, a 76% 

reduction in the in-patient population of another and significant progress in a 

"green-field" development in a third area. The CEO’s priority on his 

appointment was the implementation of a process of consultation with 

stakeholders organisation-wide to embark on whole-system change to meet the 

contemporary strategic aim and objectives of the organisation.  These were to 

improve the health and social status of the population by being people focused 

in service relationships and delivery, with the underpinning principles of 

equity, quality, accountability and patient-centredness.  Stakeholder 

engagement was a priority as processes which would deliver strategies and 

plans and better performance would be more likely to succeed if there was 

extensive ownership.   

 

 

6.2 THE EMERGENT ORDER  

6.2.1 A Shared Project 

The evidence of a shared project was examined in the research in relation to 

managers’ and professionals’ differentiation of responsibility, shared purpose 

and their connectivity. The role interpretations of managers and professionals 

and the resultant differentiation of management and leadership, provided some 

clarification of their potential role in change agency and/or mediator influence.  

The shared purpose relied on managerial and professional agreement on the 

aim and objectives of change.  The connection between their defined purpose 

and related roles would demonstrate the extent or limitations of the shared 

project. 
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6.2.2 Differentiation of Responsibility  

In the study senior managers defined their responsibility with reference to 

public accountability, while other managers referred to general performance 

parameters, for example, strategies, service plans, statutory requirements, job 

descriptions and delegated functions.  There were, however, different types 

and levels of accountability which were indicative of organisational and 

professional interests.   

 

Managers’ leadership roles related to organisational change, where the CEO 

was the main initiator and driver, with the new Assistant CEOs also 

encouraging change.  Other managers contributed thinking, vision, programme 

development, expert advice and drive.  The ‘adoption’ role was enacted by 

managers engaging and giving ownership to others through communication, 

consultation and gaining commitment.  The ‘implementation’ role included 

putting systems and structures in place, providing example, responding to 

issues and demonstrating the benefits of change.  Programme review 

completed the process.  From the self-reports of interviewees at management 

level, it was possible to discern ‘conceptualisers’ at corporate and general 

management levels, ‘communicators’ at corporate, general management and 

care group levels, ‘advisers’ at corporate and ‘implementers’ at corporate and 

general management levels.  These change agency roles contrasted 

significantly with the older conservative, autocratic and bureaucratic 

approaches mentioned earlier. 

 

Clinicians, in contrast, related their primary sense of responsibility to medical 

management and were conscious of the power and influence of their 

profession.  Directors of Nursing concurred with the clinicians’ view.  The 

essence of their own role related to holistic client care and their influence on 

professional colleagues for that purpose. 

 

A presumption of leadership throughout the organisation, irrespective of 

position or status, was modified by reference to levels of autonomy and some 

expression of the limited availability of leaders.  The leadership concept was 

not in common usage although it was mentioned at organisational, professional 
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and service group levels.  The indicative substitutes were that of accountability 

in management, responsibility in the medical profession and influencer of 

service quality in nursing.  The concept of ‘responsibility’ defined an over-

arching sense of ownership in each domain. 

 

Managers related to change management and their accountability in service 

management.  Clinicians and Directors of Nursing did not indicate their role in 

organisational change. Rather, clinicians identified with the idea of being team 

leaders in providing clinical leadership, teaching and training.  Directors of 

Nursing understood their own influence in relation to morale within the 

profession, team leadership and service quality (client care) and outcomes. 

 

Role differentiation was clearly based on domains of activity. In medical 

practice management, the clinicians’ general sense of their leadership was seen 

as responsibility.  This was in contrast to accountability and change agency as 

managerial constructs or influencer of morale and holistic care in nursing. 

 

The domains of responsibility were differentiated while at the same time being 

complementary.  The total patient experience, the medical/care intervention 

and the service system defined the nature and orientation of the managing and 

influencing roles of nursing, clinicians and managers. 

 

The evidence of domain connectivity or overlap was more inferred than 

apparent, as each had a distinctive focus based on their definitions of 

‘territorial’ responsibility.  While the domains were located as interdependent 

sub-systems, the change agency role for the whole system was identified as a 

managerial responsibility. 

 

6.2.3 A Shared Purpose 

The convergence of respondents’ change purposes were indicative of a 

mediating influence in the implementation of the change project.  Their 

interpretation of the overall object of activity was health and social gain with 

an emphasis on quality enhancement.  While Assistant CEOs focused on 

health and social gain for the population, each managerial level, a Director of 
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Nursing and two service groups, identified quality dimensions of patient care.  

A diffusion of leadership, vision and values, management effectiveness, 

relationships, ownership and restructuring principles were enabling features of 

this aim.   

 

Leadership diffusion and development throughout the organisation was 

attributed to sub-corporate level managers, clinicians, Directors of Nursing and 

a service group.  They described a leadership task as gaining commitment and 

spreading vision and values throughout the organisation.  The improvement of 

management’s performance and practice was primarily an objective identified 

by each managerial level and one service group.  The objectives which sought 

to improve relationships, ownership and structural development objectives 

were also primarily defined by managers.  The quality of linkages between 

service providers and users and stakeholder involvement were relational 

indicators.  Three managers and a Director of Nursing indicated the objectives 

of ownership and responsibility.  The Director of Nursing emphasised personal 

responsibility in taking ownership for service performance.  Responsibility 

would be operationalised, according to a senior manager, by preparing people 

for, and giving them, responsibility.  Restructuring was identified by 

managers, a clinician and a service group.  The indicative design principles for 

the new structure were accountability, patient-centredness, integrated units of 

management, teams and role adaptation.   

 

The absence of a corporate level view on ‘leadership’ and only one 

professional input on ‘ownership’ is noteworthy.  The dominance of the 

managerial input in defining the aim and objectives of organisational change 

suggests some limitations on the sharing of purpose.  By exploring the 

connection between elements of the organisational inheritance, the purpose of 

change and roles, ‘evidence’ of the domains’ shared purpose is tested. 

 

6.2.3.1 The Purpose of Change  

The organisation’s aim in the previous order was not disclosed by the 

respondents. It was, however, broadly inferred through current managers’ 

references to national strategies, plans and external drivers.  In the new order, 
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managers and professionals placed the patient at the core of the organisation’s 

purpose.  This was differentiated insofar as they generally identified 

dimensions of quality while senior managers had a broader population focus. 

 

6.2.3.2 The Objectives of Change 

The domains’ shared aim has supporting objectives. They are leadership, 

relationships, ownership, management practice and structure. 

 

(i) Leadership 

The managing style in the past was described more as administration than 

management or corporate leadership.  As the mediator of the previous order 

the style was perceived to be conservative, centralist and autocratic with 

narrow horizons in its thinking and capability.  There was also considerable 

alienation and division between influential groups and a strong climate of 

secrecy.  A lack of vision and staff mobility which was not conducive to the 

development of a modern responsive care system was also observed.  Staff, in 

the view of some senior professionals, were demoralised, frustrated and 

inhibited in their development.  To address the current situation, managers and 

professionals identified the need to have leadership dispersed throughout the 

organisation to spread and gain commitment to the organisation’s vision and 

values.  For this approach to succeed, they required exemplars at senior level 

and transformation in the organisation’s core ideology and performance.  An 

emphasis on positive values and a participative style in the new order 

challenged an historical autocratic style, but this was still seen as a continued 

legacy by some service groups in the organisation and the Regional Hospital at 

an early stage in the study.  Some respondents still expected the organisation 

to be bureaucratic while others would have liked more democratic processes.   

 

(ii) Relationships and Ownership 

Initially the organisation and the Regional Hospital were considered to be 

‘distant’ by some service groups.  Tension and a lack of communication in the 

GP-Consultant relationship and a sense of alienation between nursing staff in 

the smaller acute hospitals and the Regional Hospital were reported.  Status 

issues were perceived internally as well as externally regarding the Regional 
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Hospital. Internally they related to status differences within nursing and 

attendant grades.  Externally they related to status differences between GPs 

and Consultants and the perceptions of nurses in the smaller acute hospitals 

regarding the attitude of professional colleagues in the Regional Hospital 

towards them. In contrast to the general perception of the organisation and the 

Regional Hospital, there were nevertheless positive relational indicators now 

discovered and observed, such as good teamwork and a positive attitude 

identified in some other services, for example the smaller hospitals.  Good 

teamwork characteristics included the common goals of improving patient 

care, intra- and inter-disciplinary support, group effort and co-operation.  

Respect and trust were seen as central to underpinning interdisciplinary team 

effort by a Director of Nursing.  The team motivated, informed, protected and 

brought out the best in people.  It was considered that a smaller unit size 

enabled a positive attitude.  For example, the smaller acute hospitals were 

observed to be friendly and had a good atmosphere and staff carried out their 

roles and duties fully.  To improve relationships generally managers identified 

the need for quality linkages between service providers and service users and 

stakeholder involvement based on the strategic management initiative. 

 

Managers’ and professionals’ perspectives of past alienation and division, as 

attributed effects of centralism and autocracy in the previous order were 

addressed in the predominantly management objective of enabling ownership 

throughout the organisation.  This required empowerment through staff 

development, devolution of responsibility and accountability and also by 

individual acceptance of responsibility for change.  This placed an obligation 

on managers to ensure that there was clarity in devolution and that staff bought 

into it at their own level and became accountable.  Mid-managers reflected on 

their own necessary actions as a personal responsibility in change. 

 

(iii) Management Practice 

In an Assistant CEO’s view, heads of disciplines were not engaged in 

management, were not described as ‘managers’ and this stemmed from them 

not being given budgets in the past.  While this issue was not specifically 

addressed in the managers’ objectives to improve management’s performance 
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and practice, it had relevance in relation to another objective of enabling 

personal responsibility for service performance.  Managers felt they would 

have to demonstrate to heads of discipline that the devolution of power, 

authority and budget was genuine. 

 

Managers’ perceived inadequacies in management were to be dealt with by 

changing management practice and performance.  This would enable senior 

managers to concentrate on strategy and the performance management of the 

whole service, and other managers to improve service quality and delivery.  A 

professional approach, individual change management and an upgrading of 

outdated systems were required according to mid-managers to deliver a better 

service.  

 

(iv) Structure 

The old organisational structure was either too hierarchical or too loose in 

Acute Services and Community Care respectively.  This continued as a 

problem in the early stages of the current order.  Specific contrasts were made 

between those services and the Mental Health Services where a senior 

manager had led an assertive programme of change.  The Mental Health 

Service was better resourced and trained and had an appropriate structure 

which was flat with multi-disciplinary teams.  An ACEO had general concerns 

about inappropriate tasks and levels of responsibility in Community Care.   

 

The primary restructuring objective was to enable the Corporate Team to focus 

on strategy.  The new structure would facilitate teams and multi-disciplinary 

teamwork.  The other key design principles were seen as clear lines of 

accountability, contextual fit, patient centredness, role adaptation and 

integrated units of management at all levels. 

 

6.2.3.3 Linking Change, Purpose and Roles 

Evidence of a shared purpose relies upon perceptions of organisational purpose 

and related roles.  The primary goal of patient benefit and the supporting 

objectives were linked to indicative roles to the extent that the CEO was the 

initiator, while the Director of Public Health and one GM were conceptualisers 
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of the change project.  Quality improvement was an accountability parameter 

for managers and an inherent function of clinical and nursing management 

which derived from their responsibility for standards of medical care and an 

holistic approach to the patient’s experience. 

 

The objective of dispersing leadership to spread the vision and values, to 

create a sense of organisational purpose and to provide example was not 

reflected in the professionals’ roles.  The managers’ objectives to have a 

participatory style, to refocus and gain commitment to the core ideology and to 

create a dynamic, transparent and accountable organisation were broadly 

reflected in their change roles.  The senior professionals expected managers to 

undertake change leadership.  They themselves confined their influence to 

their own domains of responsibility. 

 

Senior managers’ ultimate accountability for the whole organisation supported 

the objective to re-orient the corporate level to a whole-system strategic 

approach.  A service group referred to greater accountability at management 

level.  Quality management, individual change management and standards at 

sub-corporate management levels generally fell within their accountability 

parameters which included service strategies and plans.  The professionals did 

not specify quality management within their roles although they did influence 

service quality in their own domains of activity.  The objectives of stakeholder 

involvement and quality relational linkages, indicated by managers, were 

reflected in their role parameters and influences. 

 

The managers’ objective to enable ownership as personal responsibility and 

accountability for a service system and their self-development came within 

their own stated accountability parameters.  Assistant CEOs recognised that 

there was a difference in the levels and types of accountability and to enhance 

personal responsibility, staff would have to be prepared for, and given, 

responsibility.  This was indicated in the senior professionals’ domains of 

responsibility and the role of leadership and teams in their practice. 

Restructuring through the implementation of new systems and structures was 
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indicated as a senior and general management task.  Again, the professionals 

did not refer to their role in relation to this objective. 

 

In general, there was a broad alignment in managers’ purpose-role for the 

organisational aim and the objectives of management re-orientation, 

ownership, relationships and restructuring.  It was more specific in their 

change leadership role but unclear in enabling others’ ownership within the 

system.  Clinicians’ and Directors’ of Nursing purpose-role alignment was 

broadly related to their own domain of responsibility for service quality, 

management, leadership and teams rather than the organisation as a whole.  

The change purposes and indicative roles were primarily within the 

management domain.  From this it may be concluded that the managers have a 

unique systemic responsibility, while the professionals associate their own 

roles with their domains of service responsibility. 

 

 

6.3.0  LEADERSHIP EXPECTATIONS AND INDICATIONS  

Managers’ and professionals’ expectations and indicative attributes of leaders 

were examined for similarity and differentiation.  The matched expectations 

and indications of persons in influencing roles provided insight to their 

implicit views on leadership theories.  (see Appendix 3.4.1) 

  

6.3.1 Leadership Expectations  

6.3.1.1 The Managers and Leadership 

The management group defined leadership in relation to change.  For them, 

leaders were driven, motivated by, and committed to change.  Their drive and 

motivation were attributed to various personal characteristics such as their 

belief, ownership, ambition, power and dissatisfaction with the way things 

were being achieved.  Leaders’ commitment to change was identified by an 

Assistant CEO, General Manager, an administrator and a service group.  

Leaders were described by one Assistant CEO as being different due to their 

exceptional commitment and according to a clinician, because they challenged 

themselves.  In a General Manager’s view, they had personal commitment to 
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do things innovatively with persistence and energy.  Managers did not 

articulate their expectations of leaders’ relational attributes but did characterise 

them as drivers who were different and motivated, for various reasons, to make 

change happen.  Further comments made by an administrator and a clinician 

suggested leaders connected with people through teams and by motivating 

them.   

 

While the foregoing identified managers’ general expectations of leaders, 

some of the managers at sub-corporate levels outlined their understanding of 

others’ expectations of their leadership.  These included the provision of 

clarity and understanding of the organisational structure and relationships, 

follow through on decisions, professional competence and support, maturity 

with tolerance in adversity, as well as the delivery of service and operational 

requirements.  In return, the managers expected their staff to take ownership of 

their roles and responsibilities.  General Managers would have liked line 

managers to take more autonomy and responsibility for actions rather than 

relying on them for solutions and for managers to carry out their specific roles 

to the best of their ability.  Another important aspect was to include a 

debriefing and evaluation process after decision implementation.  Care Group 

Managers desired their staff to have clear goals, and to be achievement 

oriented. Directors expected staff to have honesty and integrity and to confirm 

and enforce the organisational structure. 

 

6.3.1.2 The Professionals and Leadership 

Clinicians and Directors of Nursing related leadership to the individual and an 

individual’s personality rather than to change.  It was seen as a personal 

attribute, a product of background and culture.  It revolved around the 

characteristics of the individual and was seen as something you are born with 

and innately possess. It may also have been influenced by the attitudes of their 

parents during their upbringing. Professionals further referred to the corporate 

leader’s vision as being strong with a popular dimension and focused on health 

needs and a response to them.  For them, confidence was the essence of good 

leadership and was based on high self-esteem.  One clinician and one service 

group described leaders as knowledgeable which was significant when they 
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had to motivate people.  For clinicians, leaders had to be intelligent in an 

organisation where there were many others with high intelligence.  Leaders 

also had to be experienced according to a clinician, and know the system, be 

aware of the strengths and powers of leadership skills within themselves and 

others, and make sure that they did not use their position power overtly, as 

their power came from credibility.  They were respected because of their 

capability but respect also had to be mutual; they were further viewed as 

extrovert, innovative, enthusiastic and others valued their judgement.  

 

According to the professionals, leaders engaged others because they were able 

to bring people with them.  Their individual traits attracted people.  They were 

observed as warm and receptive, in tune with the thinking of others and their 

style won over people and produced responses from them, according to 

clinicians.  In a clinician’s view, staff were attracted to them and happy to 

follow them, as people tended naturally to gravitate to them.  Service groups 

also referred to follower admiration, leader awareness as having a sense of the 

people and that they could be relied on to make change happen.  One clinician 

and administrator related leadership to teams and motivation.  Leaders 

motivated a team to function collectively as a unit so that everybody was 

involved.  Directors of Nursing referred to their ability to get people ‘on board’ 

through loyalty, confidence and trust, as well as being approachable and 

accessible.  That trust enabled ownership in others in the view of a service 

group.  When it was nurtured at a personal level it facilitated trust at an 

organisational level in a Director of Nursing’s view.  There was mutual 

obligation and empathy in the relationship.  

 

To conclude, some managers’ leadership was synonymous with change but did 

not indicate their influencing attributes apart from being drivers and 

influencers pushing for change.  Other managers did not differentiate 

leadership from management in their understanding of others’ expectations of 

them.  Senior professionals, in contrast, suggested that leadership is innate and 

also described various personality and relational characteristics which they 

attributed to leadership and which attracted followers to them. 
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6.3.2  Leadership Indications 

The respondents expressed their expectations and indications of leaders’ 

attributes primarily in terms of traits and styles. They presented a strong focus 

on traits mainly as personality and ability characteristics.  

 

6.3.2.1 Managers 

(i) The CEO 

The idea that leaders are a product of nature rather than nurture was associated 

by the professionals with the CEO to the extent that his leadership was deemed 

to derive from his persona, ability and position.  They referred to his 

tremendous enthusiasm which cascaded down throughout the organisation, 

energy and strength of character, and excellent vision which was how a health 

care service ought to be delivered.  Application in a practical way locally 

required strength of personality to embed the vision within the organisation.  

Yet, a clinician was unsure how that vision was formed.  They further referred 

to the CEO’s intelligence and innate leadership skills and his capacity to instil 

confidence in others.  In his relational attributes, the CEO reflected on what 

people felt.  He knew when to lead and when to drive.  He had instilled 

confidence to change the Mental Health Service and earned the loyalty of his 

senior professional and administrative managers.  A clinician affirmed his 

confidence in him.  He was receptive although less involved on the frontline.  

A Director of Nursing related the CEO’s interactive behaviour to his attitude 

towards people.  His communications skills were good that is, simplified, 

friendly and people orientated.   He had a good sense of the organisation and 

was the type of person who could move people’s thinking forward.  An 

Assistant CEO observed the CEO’s risk taking behaviour which was linked to 

trust and a mentoring style.  He encouraged the Assistant CEOs to be 

corporate and expected them to work across boundaries. 

 

(ii) The Assistant CEOs 

An Assistant CEO shared the CEO’s enthusiasm and vision.  While a clinician 

was unsure as to whether or not it was a personal vision, the Assistant CEO 

had a clear vision for the acute service which he shared with everyone.  He 

also had the confidence to lead and gave confidence to others through his own 
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competence as a decision maker.  Nevertheless he recognised that there were 

continuous tests of self-efficacy and corporate accountability.  In his relational 

attributes he had a willingness to listen and was anxious to understand the 

organisation more from the bottom up than the top down and was thus 

accessible.  A Director of Nursing felt that he had an interest in nursing.  The 

Assistant CEO’s understanding of nursing and service issues was important to 

him.  Directors of Nursing described him as democratic, accessible and a 

negotiator.  He described himself as autocratic but recognised that the real test 

was in how others perceived him.  Another Assistant CEO had some 

contradictory descriptions of his own style.  At one time he described it as 

autocratic but had the wisdom to use it effectively and not in a manipulative 

way, although he tended to work to maximise his own agenda.  He was 

confrontational and sceptical and at times felt that he could be seen as 

obstructive.  On a later occasion, he described himself as driving, very 

participative and a team leader.  A third Assistant CEO simply claimed that his 

style was pragmatic. 

 

(iii) Managers 

A Director of Nursing observed that there was emergent leadership in 

managers which he related to their growing confidence.  The professionals 

attributed various traits and characteristics to managers.  They included the 

confidence of others in them which they based on their credibility or 

confidentiality.  One clinician described a General Manager as an exemplar 

who was innovative and changed the hospital climate.  Others were described 

as driven, having integrity, ability, good organisational skills or being a 

stabiliser in the system.  Their relational attributes were broadly inferred from 

their styles.  A people orientation was clearly in evidence.  This was described 

in terms of accessibility (Functional and General Managers), being 

consultative (Functional Manager, General Managers, Director of Services).  

More general descriptions referred to very good interpersonal skills (General 

Managers, Hospital Managers) which were associated with giving feedback 

and information and leadership qualities in staff interactions at every level.  

One manager was considered to be the real influence in his hospital and a 

functional manager empowered his staff.  Some could also be directive if 
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required (Functional Manager, Directors of Services) while others noted that 

their style was very dependent on the role-relationship or it was exploratory in 

its nature. 

 

6.3.2.2 Clinicians  

Innovativeness in clinical practice was attributed to a surgeon, anaesthetist and 

geriatrician.  A senior clinician had a vision for his service but stated that he 

did not have the energy to bring it to reality.  Two physicians valued their own 

sense of honesty.  One believed in directness irrespective of political 

sensitivities.  Obstetricians gave nursing staff confidence through their own 

competence which in turn was transmitted to the patients. They had very good 

interpersonal skills and enthused midwives by their competence.  Other 

examples of relational attributes included a physician who was demanding but 

encouraged his team to take initiative and responsibility.  An anaesthetist was 

a role model and exemplar to colleagues and nursing staff through her protocol 

developments and excellent teaching and inter-personal skills. In contrast, a 

Director of Nursing referred to the abrasiveness of clinicians in pursuing their 

own interests even though a collaborative approach had proven to work for the 

best. 

 

6.3.2.3 Nursing  

Directors of Nursing characteristics were enthusiasm for the organisation’s 

mission and values, being courageous in confronting the challenges of service 

change and having good judgement. In their relational attributes the Directors 

influenced professional morale and a philosophy of loyalty to the hospital and 

to its community; nourished staff’s beliefs and engaged them by anticipating 

difficulties and involved them in problem solving.  They valued trust and 

mutual obligation and challenged the inappropriate behaviour of clinicians, a 

colleague’s controlling behaviour and clinicians’ ward round arrangements.  

One of the Directors, while having energy and drive, stated that she lacked 

confidence.  Some Ward Sisters in acute care had organisational capacity and 

good judgement and were responsive in adversity. They involved staff, 

provided example in practice improvement and were instructive, directive and 
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responsive in their service duties. In elderly care, they were described as 

drivers in the interest of patient care. 

 

6.3.2.4  General  

The  group-indications were vision associated with managers, competence and 

innovativeness associated with clinicians and good organisational skills and 

challenging inappropriate behaviours and practice in nursing.  People skills 

provided a point of clear agreement in each group’s indications.  These were 

elaborated in managers’ accessibility, receptiveness and communications; 

some clinicians’ very good interpersonal skills and in nursing’s trust mutual 

obligation and in influencing staff and other professionals. 

 

6.3.3 Matched Characteristics and Attributes 

The alignment of managers’ and professionals’ expectations and indications of 

leadership provided some insight into their implicit theories of leadership (see 

4.3.10).  There were similarity and variation demonstrated.  Similarity was 

indicated in a primary alignment where managers and professionals provided 

both matched expectations and indications of leadership.  A secondary 

alignment occurred where one group had expectations matched by indications 

from the managerial and professional groups.  A tertiary alignment was based 

on one group’s matched expectations and indications. (see Appendix 3.4.1) 

 

The evidence of realised expectations in certain influencers, while essential, 

was not necessarily sufficient to effectively mediate the organisation’s overall 

object of activity.   

 

6.3.3.1 Primary Alignment 

The primary alignment related to confidence, trust and teamwork.   

 

(i) Confidence 

Managers expected confidence in leaders.  Clinicians considered it to be ‘the 

essence of good leadership’ and a Director of Nursing attributed it to good 

self-esteem.  The CEO had the confidence of clinicians and had previously 

instilled confidence to change the Mental Health Service and had earned the 
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loyalty of senior professional and administrative staff.  An Assistant CEO 

asserted his own self confidence in leading which was affirmed by senior 

professionals and related by them to his competence which also gave 

confidence to others.  A GM’s credibility generated confidence in those 

reporting to him.  Confidence in clinicians gave nursing staff confidence with 

patients which in turn was transmitted to the patients who were aware of the 

clinician-nurse interaction.  A Director of Nursing encouraged people to 

express themselves and to have trust and confidence in their own abilities to 

move forward.  He referred to a colleague’s confidence building in nourishing 

his staff to face the challenge of change.  Another Director lacked confidence 

even though, as noted earlier, she had energy and drive. 

 

(ii) Trust 

Leaders got people on side through loyalty, confidence and trust according to 

some managers and professional staff.  Trust enabled ownership.  Directors of 

Nursing emphasised trust and mutual obligation in relationships as trust 

nurtured at a personal level would facilitate trust at an organisational level.  In 

management, the CEO’s risk taking behaviour was linked to trust and his 

mentoring style encouraged Assistant CEOs to be corporate and to work across 

boundaries.  Directors of Nursing influenced morale and loyalty and 

encouraged staff to have trust and confidence in themselves. 

 

(iii) Teams 

An administrator and a clinician expected teamwork and teams to be 

influenced by leaders.  It was indicated by Assistant CEOs in relation to the 

Corporate Team’s good blend of personalities and backgrounds, its good 

relationships and role perspectives and the CEO’s influence in bringing them 

together.  A clinician and Director of Nursing referred to the emergence of 

leadership in teams, and the role of leaders in clinical teams.   

 

6.3.3.2 Secondary alignment  

(i) Managers’ Expectations 

The secondary alignment related to managers’ expectation of integrity and a 

participative style.  A Director of Nursing referred to a GM’s great integrity, 
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ability and credibility.  Honesty was very important for two clinicians: One 

described himself as a ‘black and white’ person with sincere motives.  The 

other believed in directness regardless of political sensitivities.  A participative 

style was expected by sub-corporate level managers which they elaborated in 

terms of advising, assisting, consulting, empowering staff, guiding, involving, 

motivating and supporting.   It was indicated by that group, and by some heads 

of discipline and Ward Sisters. 

 

(ii) Professionals’ Expectations 

Professionals expected leadership to be innate, to have vision, respect, 

judgement/ discernment, innovativeness, good interactive behaviour and 

communications and awareness of people.  They expected that leaders were 

born and a product of their background.  A clinician attributed the CEO’s 

leadership to his persona, ability and position. 

  

Leader vision was expected to be strong, have a popular dimension and 

provide a clear focus on the health needs of the population, according to 

clinicians and a Director of Nursing.  Clinicians referred to the CEO’s strength 

of vision and personality to instil the vision within the organisation.  An 

Assistant CEO had a similar vision and Directors of Nursing noted his sense of 

direction and vision for the acute service which he shared with everyone.  A 

clinician also had a vision for his service but lacked the energy to realise it. 

 

Respect was related to capability by clinicians and to mutuality by a Director 

of Nursing.  A clinician indicated that there were people in senior management 

with leadership skills.  This was reflected in the current position and said 

something about the CEO putting the right person in the correct role.  

Clinicians referred to individual managers’ innate leadership skills, 

intelligence, competence and ability.  Reference was also made to certain 

Ward Sisters’ intelligence and high standards.  A general mutuality of respect, 

however, was not evident between clinicians and Directors of Nursing.  One 

clinician recognised the value of his nursing staff and another simply described 

them as managing patients and beds.  One Director of Nursing admired her 

clinicians’ competence and inter-personal skills while a colleague noted some 
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clinicians’ abrasiveness while acting in their own interest although one of them 

had a high regard for the nursing staff.  While these examples were not 

conclusive they pointed to the contextual relationships of these professions.  

Judgement / discernment was associated with the CEO, a Director of Nursing 

and Ward Sisters.  Innovativeness was attributed to clinicians and a GM. 

 

The senior professionals identified individual qualities for good interactive 

behaviour as being in tune with people, aware of people, having a sense of the 

organisation and in being warm and receptive to the points of view of others.  

These were matched with indications of individuals who were excellent, very 

good or influential in their interpersonal relationships.  A service group's 

expectation of communications was matched in Directors of Nursing’s 

references to the CEO’s and Assistant CEO’s communication skills and a 

Director’s communication of the mission and sense of the organisation.   

 

6.3.3.3 Tertiary Alignment  

This occurred where professionals’ expectations were matched in their 

indications.  Their expectation of ‘innate leadership’ and ‘people awareness’ 

was indicated for the CEO whereas ‘enthusiasm’ was indicated for a Director 

of Nursing and some nursing staff and ‘knowledge’ for nursing. 

 

6.3.3.4 General Alignment 
8
 

Both domains (primary alignment - confidence, trust, teamwork, secondary 

alignment - integrity and a participative style and vision, respect and good 

interactive behaviour, and communications and tertiary alignment- innate 

leadership, awareness of people, knowledge and enthusiasm) indicate a 

predominant people orientation.   

 

In addition to the domain variations in the secondary alignment there were also 

unmatched expectations and indications i.e. leadership and change, non-

participative styles of managers and professionals and characteristic types such 

as a stabiliser and challengers. 

                                                 
8
 As previously defined in 6.3.3 
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6.3.4 Style Variation 

While managers regard leadership and change as synonymous, this connection 

is not made explicit.  They primarily expect leaders to be significantly 

different; to be persistently committed to make change happen; to believe in 

change and to accept it as a constant.  The matched characteristics, taken in 

conjunction with the managerial and professional characteristics, referred to 

earlier, indicated that the CEO had a system-wide change influence whereas an 

Assistant CEO influenced the acute services and other managers’ influence 

related to their areas of responsibility.  The matched characteristics which were 

attributed to professionals in the primary alignment and previous indications 

also related them to their own specific domains of responsibility. 

 

The non-participative styles were autocratic, and directive.  Other styles were 

described as pragmatic, loose and exploratory.  There was, however, an 

expectation of style variation.  While sub-corporate level managers expected 

the organisational style and culture to act as a guide in leadership and staff 

management roles, Assistant CEOs noted that there could not be a single style.  

Different styles would be determined by task and context.  According to a 

clinician, style had to be based upon responsibility and assignment.  He 

observed that some Assistant CEOs had to be more frequently autocratic than 

others because of the nature of their ‘patch’.  In the Acute Services, there were 

people with strong opinions and degrees of power and authority.  They had to 

be managed collectively and some system of consensus used.  Systems, rules 

and standards were required to avoid chaos.  In the non-acute services, 

Assistant CEOs did not have to take a robust line as frequently.   

 

Two Assistant CEOs stated that they had autocratic styles and were associated 

with the acute services currently or in the past.  One claimed to be autocratic 

when required but used it effectively to maximise his own agenda.  In contrast, 

he described himself on another occasion as very participative and a team 

leader.  The other, although he described himself as autocratic, recognised that 

others might had a different view of him.  Directors of Nursing perceived him 

as democratic, accessible and a negotiator.  A third Assistant CEO stated that 

he was pragmatic.  Sub-corporate managers, as stated previously, had a 
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preference for a participative style, but for some, style was contextual or 

situational.  Professionals also indicated two contrasting styles in Nursing.  A 

Director was democratic in decision making but described a colleague as 

extremely controlling and having a lot of inadequacies.  Some Ward Sisters 

encouraged staff participation and involvement while others were directive 

and instructive. 

 

6.4.0  CONNECTING THE PURPOSE OF CHANGE, MEDIATOR ROLES, 

CHARACTERISTICS AND STYLES 

The organisation’s propensity to change relied on its adaptive capability as 

mediated by key influencers’ shared purpose and enabling roles, characteristics 

and styles.  While recognising that external influences and the organisational 

inheritance had the potential to moderate or facilitate change, this study 

focused on respondents’ perceptions of their internal sense of the organisation 

in a change context.  The overall purpose of change was health and social gain 

for the people of the region and the provision of patient-centred services.  The 

organisation’s aim was consistent with the National Health Strategy.  The 

objectives however reflected perceived deficits in the organisation’s capacity 

to effect change and focused on the people dimension rather than on non-

human factors.  Thus the areas for improvement were concerned with the 

diffusion of leadership, management performance and practice and the 

associated development of relationships, ownership and structures in the 

organisation.  The potential mediator influence was examined by identifying 

the connectivity between the managers’ and professionals’ shared purpose and 

roles and the matched characteristics of influencers. 

 

6.4.1 Health, social gain and quality of care 

The overarching purpose of health and social gain was defined by Assistant 

CEOs.  It fell within the general accountability of senior management and was 

a determinant of other managers’ strategic parameters.  Managers had varied 

roles in the change project such as initiator, conceptualiser, adviser and 

implementer, which could impact on the outcome.  The CEO’s and an 

Assistant CEO’s vision for the service were recognised by senior 
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professionals.  Managers and professionals had a shared purpose to improve 

the quality of patient care.  It was supported in the managers’ accountability 

parameters and was an inherent dimension of professional roles, in their 

clinical competence and practice and nursing’s focus on total patient 

experience.   

 

6.4.2 Leadership 

Centralism, conservatism and associated bureaucratic perspectives of the 

organisation’s management in the past had created organisational diversity.  

There was alienation as there was no shared value system.  Managers were 

described as administrators rather than leaders.  Leadership throughout the 

organisation was required to gain staff’s commitment to the vision and values.  

Although it was expected, it was modified by some perceptions of limited 

autonomy and the availability of leadership.  Nevertheless it was an objective 

which was shared by managers and professionals.  Managers had a systemic 

responsibility for change and for them, leadership was synonymous with 

change.  This was indicated in their change roles and the characteristics 

attributed to the CEO, the new Assistant CEOs and a General Manager as 

drivers and influencers pushing for change.  The professionals expected 

change leadership to come from the managers but confined their own influence 

to their service domains of activity.  Domain influence was also indicated for 

managerial levels.  The respondents described their expectations and 

indications of the leadership of influencers within the system.  Their matches, 

while implying their own ‘ideal’ types, profiled their perceptions of the 

leadership resource available to the organisation.  

 

The primary matches of leader confidence, trust and teamwork were attributed 

to the CEO and to a slightly lesser extent to an Assistant CEO and some senior 

professionals in relation to their own domains.  The lower level matches 

attributed to the CEO and an Assistant CEO, were vision, enthusiasm, respect, 

good communications and interpersonal skills.  Innate leadership and 

judgement were also associated with the CEO.  General managers’ personal 

characteristics and attributes included integrity, respect and innovativeness.  

While managers had good interpersonal skills and preferred a participative 
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style there were indications of a variation in style at senior and other 

managerial levels. 

 

The professional matches in the lower levels attributed integrity, 

innovativeness and good interpersonal skills to some clinicians and 

enthusiasm, judgement, knowledge, experience, good communications and 

interpersonal skills to some Directors and Ward Sisters.   

 

Clinicians related respect to capability and Directors of Nursing to mutuality, 

yet there was insufficient evidence of mutual respect across the professional 

domains.  There were, nevertheless, professionals who were respected by their 

colleagues and professional counterparts.  Heads of discipline had a preference 

for a participative style yet, there were examples of professionals with good 

interpersonal skills and of those who lacked them. 

 

6.4.3 Relationships  

Leadership as a relational construct was emergent in respondents’ primary, 

secondary and tertiary alignments of their expectations and indication.  While 

managers, clinicians and nursing had unique group indications each concurred 

on the people orientation of the organisation’s key influencers.  The relational 

objective was defined by managers in terms of the quality of linkages and the 

involvement of stakeholders.  This responded to the perception of alienation 

and division in the past and organisational distance and tension between 

professionals in some care systems.  There were exceptions based on good 

teamwork and positive relationships.  Responsibility for achieving this 

objective was inferred rather than explicit in managerial accountability for the 

performance of the system generally and in the influencing roles of senior 

professionals in their own service domains.  The matched characteristics 

mentioned previously which would effect good relationships were trust, 

confidence, teamwork, integrity, respect, good communications, interpersonal 

skills and a participative style.  
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6.4.4 Ownership  

Mid-managers and heads of discipline stated that by empowering staff they 

would become responsible and accountable and take personal responsibility 

for service performance and change and thereby enable the Corporate Team to 

focus on strategy and the health and social gain mission of the organisation.  

To achieve this they would require training, support and devolved decision 

making authority.  Again, the achievement of this objective relied on 

managers’ general accountability for service performance and the quality of 

professional team leadership.  The primary matches indicated that the CEO, an 

Assistant CEO and General Managers and some clinicians and Directors of 

Nursing enabled others to be confident in their roles.  Teamwork at corporate 

level and in the professional domains was indicative of shared responsibility.  

Where there were trust and respect there was also confidence.  A participative 

style at managerial and professional levels enabled the buy-in of other staff.  

There was style variation however, where managers situationally used a more 

robust style, clinicians adopted a non-collaborative approach and a Director of 

Nursing was controlling.   

  

6.4.5 Structure  

The development of new structures was required to enable the Corporate Team 

to focus on strategic matters, to facilitate integrated units of management at all 

levels and geographic and multi-disciplinary teamwork.  This would facilitate 

patient-centredness, motivate front-line staff from a management perspective 

and enable role adaptation and greater accountability from professional 

perspectives.  This objective was understood as a task for senior and general 

management.  It relied on managerial change roles and the change leadership 

attributed to the CEO, the new Assistant CEO and a General Manager. 

 

6.4.6 Management Practice  

The improvement of management practice and performance was associated 

with the ‘ultimate’ accountability of the Corporate Team for the whole system 

and the accountability of other managers in relation to quality, change 

management and standards at their levels.  The professionals did not specify 

their own management performance requirements but a service group 
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identified the need for greater accountability at management level.  The 

achievement of this objective also relied on the managers’ accountability for 

system performance.  The matched characteristics which applied to identified 

‘leaders’ were also relevant to change in management practice and 

performance e.g. managers who earned respect because of their capability and 

organisational skills.  Professionals referred to the emergence of leadership in 

management which was supported by enabling styles. 

 

6.4.7 The management domain and change  

Organisational change was dependent on mediator influences, which included 

a shared managerial and professional purpose with congruous roles and 

alignment in their expectations and indications of leader characteristics and 

attributes.  While there were congruity limitations in the professionals’ 

purpose/role, managers and professionals were broadly aligned in respect of 

their expected and observed influencing roles of organisational ‘leaders’.  

However, the leadership of system-wide change was expected from the 

management domain of activity and indicated in their key roles.  This was 

consistent with its prototype as change leader.  Although there was a 

significant change in the current management’s style and thinking which 

contrasted with their predecessors, the traditional separation of managers and 

professionals in relation to organisational ownership was still evident.  

Nevertheless they both agreed on the need for leadership throughout the 

organisation.  Leadership was emerging at management level according to the 

professionals and was complemented by enabling styles at sub-corporate and 

professional levels, although there were limitations as mentioned earlier.   
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SECTION II: THE EXPERIENCE OF CHANGE  

This section examines the emergent activity strands encountered by managers 

and professionals in the experience of change.  These strands are mediator 

influence, mediating change by enhancing the people dimension and through 

the management of the operational system.  The level of connectivity indicated 

between their issues-responses and actions-outcomes within these strands 

outlines the respondents’ reality of organisational change. 

 

6.5.0 MEDIATOR INFLUENCE 

The respondents’ indications of leadership limitations and requirements are 

positive, even though qualified actions in their approach to change provided 

some evidence of the nature of mediator influence. 

 

6.5.1 Leadership: Some Limitations  

Moderators of the diffusion of the organisational style and vision and values 

were attributed to differences in some managers’ perceptions of the CEO's 

style and varying degrees of professional interest because of their divided 

loyalties and backgrounds.  Leadership in the managerial, clinical and nursing 

activity domains was affected by systemic, intrinsic and professional factors 

which moderated its development. 

 

The systemic factors which influenced managers were both exogenous and 

endogenous.  The external influence of the Department of Health and Children 

and the political system meant that managers had to choose processes carefully 

because of potential consequences.  Internally, general management was 

affected by the influence of the old structures and rigidity in the hospital 

system.  While they had direction, they were confronted by old attitudes and 

ways of working.  The clinicians' reluctance to become involved in 

management was attributed to their suspicion of traditional management and 

their clinical autonomy which made it difficult to bring them on board and 

align them with the organisation.  The nature of the reward system did not 

motivate them and the older clinicians were frustrated because of their past 

experience with the system.  In consequence a young clinician, although 
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untrained and inexperienced in management, had to take a leadership role.  It 

was further seen that hierarchical control in nursing disempowered nurses.  

Nurse managers were more advocates than managers of a critical mass of 

people in the organisation.   

 

The intrinsic motivation of members in each domain was apparently limited.  

This was demonstrated in the reluctance of local management and units of 

service management to take decisions.  There was uncertainty about general 

managers’ buy-in to the current values and their leadership had not evolved as 

expected by clinicians.  They themselves lacked motivation, interest and 

enthusiasm to become involved because of time, workload and fear of peer 

reaction.  Professional factors were also attributed to clinicians in relation to 

training, lack of role models and concerns about current medical standards in 

the profession.  These factors inhibited clinical leadership.  In nursing, the 

older members lacked confidence while younger nurses were confident but 

they left nursing if the demands of the service became difficult.  

Disempowerment was indicated in nurses’ lack of confidence, silence about 

themselves and the perception that they could be bullied. 

 

Hierarchical structures and traditional centralist decision making as reported 

by clinicians and managers provided some explanation for local nursing and 

general managements' reluctance to take decisions.  They were either afraid 

that they might be blamed or were unable to take responsibility and leadership.  

The problem was located both in the individual and in the system even though 

there were exceptions.  Clinicians and Directors of Nursing recognised control 

issues in nursing which disempowered them.  While some senior nurses were 

authoritarian and unwilling to let go, a management perspective suggested that 

they acted as professional advocates rather than as managers.  Clinicians 

provided explanations which appeared to inhibit their engagement as leaders 

within the organisation.  These were mainly constraints attributed to the nature 

of their professional practice, influences within their domain and their attitude 

to traditional management.  Yet their slowness to buy-in was resonant of some 

professionals’ uncertainty of general managers’ commitment to the current 

values.   
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6.5.2 Leadership Requirements  

Although there were limiting factors, managers and professionals identified 

the need for leaders and champions to lead by performance and to create a 

sense of urgency throughout the organisation.  Leadership was expected 

primarily from management but it had to demonstrate evidence of commitment 

to and energy for change.  From a clinician’s perspective, a balance was 

required between clinical and administrative leadership but active clinician and 

nurse leadership was also required.         

 

6.5.3 Leading and Change  

6.5.3.1 Changes in style and a new vision promoted 

There were positive indications of mediator influence.  A significant change in 

style was observed by managers and professionals and the corporate style in 

the new order was appropriate.  They thought that it was open, facilitatory, 

robust and visionary with powerfully personal persuasive powers which 

contrasted with the traditional autocratic style of the past and its consequences.  

While the CEO was the main change driver who converted people to the new 

philosophy and inspired and energised them with his language of change, 

change was also attributed to others.  It was particularly noted in the 

emergence of a shared vision and values which was strong and locally 

generated.  The vision was for a people centred and population focused service 

which could be provided by an organisation committed to mutual stakeholder 

trust, respect and obligation.  The move to a value driven organisation was the 

biggest change but it was more a philosophy which had to be made more 

tangible for people.    

 

Although there were also fears of failure to deliver the vision, the professionals 

observed that something had transformed the way staff worked in a climate 

where they perceived that their contribution mattered.  There was a positive 

atmosphere and sense of ongoing learning in the context of leadership 

emerging in the organisation.  Both the organisation's and Regional Hospital 

management were observed to be much improved and balanced as against a 

service group's experience in the past.  Some professionals who allied to the 

new management and structures were supportive and progressive.  At another 
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level, change influence was defined as personal, and peer influence, 

professional responsiveness to client and service needs or leadership in service 

settings such as taking charge in ward rounds or in challenging inappropriate 

behaviours and practices.   

 

Professionals acknowledged that the approach to change was good and 

attributed it to the CEO's accessibility and initiative in communicating the 

vision.  Staff were engaged through Regional Meetings conducted by the CEO, 

the Corporate Team's work with groups, General Managers' meetings with 

staff representatives and mid-managers’ workshops for specific groups.  By 

these means staff were consulted and the change message was diffused 

internally and externally.  Staff access to, and contact with, senior management 

was beneficial.  The CEO's meetings had both a functional and inspirational 

effect on participants. Contact reduced their sense of distance, lack of 

understanding and consequently, resistance to change.  Other instruments of 

change were indicative of a new approach in engaging stakeholders.  These 

included the use of symbols and artefacts such as the redesign of the Board's 

logo as well as newspaper, internet and intranet development. 

 

The professionals’ role in the change process was not particularly evident 

other than in nursing, clinical psychology and Child Care.  Directors of 

Nursing instilled confidence and trust in staff in a major change in the Mental 

Health Service and in communicating the vision.  Child Care, which included 

clinical psychologists, asserted their ownership for delivering the change 

objectives.  Clinicians did not indicate their role agency in change.  The 

primary change agency fell within the management domain.    

 

6.5.3.2 Problems and responses in promoting change  

The process of engaging staff in change had given rise to some problems.  

Managers on reflection had under-estimated the scale of the task and had 

concerns about its management.  They had conflicting views on the pace of 

change and some felt that there was a lack of emphasis on short-term gains to 

enable staff buy-in.  They had concerns about staff who queried the relevance 

and purpose of change and their fear of a blame culture which could create 



 186 

 

resistance to change.  Managers recognised the need to deal with these matters 

by gaining commitment and overcoming resistance to change.  There was a 

need for time to reflect on their experience, review the purpose, analyse the 

problems and clarify roles.  Change management had to be featured on every 

agenda and GMs would have to drive the next wave of change.   

 

6.5.3.3 Status Issues 

At service level some staff had status issues.  Others felt that there should not 

be any differences within the organisation.  The attitude of nurses to change 

varied depending on their relationship with their Director.  There was a need 

for assessment as to where the value driven organisation was, according to a 

Director.  In Child Care, the view was that commitment and follow up were 

necessary, otherwise the energy for change would evaporate.   

 

6.5.3.4 Problems and Responses in Communications  

Communications were a major issue and several explanations were offered by 

the respondents for this.   The CEO's language and concepts were not always 

clear to groups in irregular contact with him.  Their origins were attributed by 

a clinician to the CEO's use of 'academic' and 'theoretical management 

discourse'.  In his view that could be a problem in bringing people with the 

CEO.  The Corporate Team tended to be prescriptive and gave insufficient 

emphasis to listening, openness and trust.  An internal obstruction which 

inhibited diffusion was associated with the mid-level of the organisation.  Mid-

managers at corporate level explained that staff had difficulty in understanding 

the purpose and process of change.  Staff wanted definite answers although it 

was not always possible in a changing situation.  These managers had 

difficulty themselves in matching values to service levels and had their own 

knowledge limitations in translating change concepts into the health sector.  

Service groups indicated that some people who attended the local change 

meetings were not very clear about what was to happen, did not understand the 

rationale, had to struggle at times to know what they were to do or had to pick 

it up as they went along.  Some staff in the acute services had little awareness 

of change.  Professional staff who had attended the Regional Meetings 



 187 

 

provided limited or little feedback at service level and some of them explained 

that the reason for this was they did not have time to do so.     

 

To deal with these issues the corporate mid-managers proposed more formal 

interactions on change, as good communication was an important link with 

service providers.  Dedicated days were required to keep the vision and 

direction focused as were informal debates to generate new ideas and to help 

cascade the process.  They also stressed the need for General Manager support 

in follow-up sessions and an improved information flow.  Mid-Managers 

shared a clinician's view that staff had to understand the vision and the reasons 

for change and that the message had to be straight forward and clear.  The 

professionals emphasised information, transparency and effective 

communications, consultation and listening skills to bring people on board.  

The need for local contact to communicate effectively was recognised by 

managers, professionals and service groups.  The professionals wanted senior 

management to keep in touch with the grassroots of the organisation and 

service groups sought review sessions with local care groups and regular 

interaction at all levels.  GPs wanted communication with, and input into, 

change in the Regional Hospital.  Failure to take actions on such matters 

would have consequences. 

 

6.5.3.5 Progress 

While there were some significant limitations in moving the process 

throughout the organisation, a clinician noted that the approach was evolving 

rapidly even if it was not fully understood by some staff.  In his view change 

was evident in management, particularly at corporate level, as under the 

direction of the CEO, the organisation had embarked on very serious changes 

in the last few years.  Managers' reports of progress varied from fast to some 

or very little in the initial stage of this study.  At a later stage, mid-managers 

noted that some people had overcome their initial resistance and that others 

had embraced change.  Mid-managers themselves realised how much was 

going on continuously, how much systems had improved, and in one view, that 

the organisation had substantially changed. In Elderly Care they regularly 
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attempted to improve community awareness through communications 

initiatives.   

 

 

6.6.0 MEDIATING CHANGE BY ENHANCING THE PEOPLE 

DIMENSION 

Inhibitors which had to be addressed in the development of the organisation’s 

adaptive capability included relational, capability, capacity and ownership 

issues.  These will be examined in the following paragraphs. 

 

6.6.1 Relationships: Problems, Responses and Progress 

6.6.1.1 Problems 

Relationships were constrained by some uncertainties at managerial and 

professional levels.  Senior management, after the first ten months experience 

of organisational change, had issues about mutual expectations and 

explicitness.  There was a concern about the strength of their own internal 

linkages and of the Department of Public Health role.  Their relationship with 

General Managers and how they understood things was a problem for the 

change programme.  An Assistant CEO thought that they may have had an 

issue of mutual understanding.  The clinicians, in some managers’ view, had 

difficulty in getting involved in the bigger picture.  They tended to focus on 

their own activity, feared peer reaction to their involvement with management 

or regarded change as detrimental locally yet, it was acknowledged that they 

had to be engaged where they were at.  A Director of Nursing was suspicious 

of the Department of Health and Children because of past experiences when 

confidence was eroded in health care.  Some service groups felt that they were 

not yet a part of the change process.  Some were sceptical about being 

involved in the vision as they were not briefed on it.  Others had the view that 

they did not have much input to change in any case.  Child Care's perspective 

was that staff were envious when they did not feel a part of it and attributed the 

problem to the system being two-tiered.  Staff on the ground had to be 

involved as otherwise change would not move forward. 
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6.6.1.2 Responses  

The senior managers recognised the need for internal contracts to clarify their 

own mutual expectations and roles and also their engagement and support with 

General Managers.  Managers’ strategies to improve relationships relied on a 

stakeholder approach with internal and external linkages to facilitate 

partnerships and networked alliances.  This required common goals, objectives 

and mutual support where there were diverse roles.  A shared vision, with a 

clear focus and an understanding of objectives and goals was essential.  This 

was a starting point for building teamwork as it put the patient at the centre of 

service delivery.  Effective teamwork required a clear agenda and adherence to 

it.  Good relationships, in the view of managers, had to be based on trust, 

confidence, motivation, respect, clarity, a willingness to succeed and conflict 

resolution.  They also referred to culture, a feeling of belonging, support and 

encouragement, organisational leadership with vision and values and the 

creation of a learning organisation. 

 

A clinician emphasised that every person with a view and vision should be 

listened to as that avoided alienation.  Nursing, as a major group, required a 

sense of mutual obligation between their management and staff.  Everyone 

should have a sense of being valued and attitudes and behaviours would have 

to change so as to develop positive relationships.  A Director of Nursing and 

service groups sought greater inclusiveness and caring.  If there was more 

discussion there would be no need for union involvement according to a 

hospital group.  The creation of teams would provide untapped opportunities, 

particularly collaborative interdisciplinary teams. 

 

Senior managers stressed the importance of engaging General Managers in 

change to support and improve staff engagement through various activities.  

To engage staff they would require local credibility and an understanding of 

local issues.  Staff would support change if they had an input but would 

require training to meet their needs and challenges.  A patient perspective 

would also have to be taken on board.   
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Clinicians stated that doctors would become involved in management roles if 

they were appropriately trained and guided, although not all of them may be 

convinced to get involved.  GPs wanted an input to acute care by secondment 

with specific objectives.   

 

6.6.1.3 Progress  

While there were limitations and necessary actions to make improvements, a 

senior manager recognised that there was a forming process in roles and 

relationships.  The Corporate Team's relationship was good, it worked well 

and they had got a perspective on their roles.  The CEO brought them together 

regularly.  They were clarifying and developing their relationships with other 

managers and good connections were developing in line management and 

functions.  A Director of Nursing observed a transformation in the CEO.  He 

had a great capacity in engaging staff and noted that he knew staff nurses by 

name in a recent visit to the Mental Health Service.  That had a significant 

effect.  A clinician observed a good relationship between an Assistant CEO 

and a hospital executive because he listened in order to clarify and improve his 

own vision.  A colleague described his engagement with management as a 

joint view supported from the top which demonstrated capability to deliver 

above the norm and he saw no reason why his experience could not be 

replicated.  The process required much negotiation and frankness but it was 

reciprocal. 

 

Mid-managers had engaged stakeholders in service planning and decision 

processes.  By involving staff they noted that they had a better understanding 

of change, how systems worked and that their morale had improved.  At the 

professional level, clinicians were being involved in management and in the 

Regional Hospital their involvement meant that trust was being established.  

GPs were included in the hospital's decision processes and they felt that at last 

they were making progress.  Their participation in the Primary Care Unit gave 

them a support network with colleagues.  Inter-disciplinary sessions involving 

medical and senior nursing staff in an area acute hospital progressed business 

and scientific matters and provided a Director of Nursing with opportunities to 

get 'messages' across to clinicians in a conciliatory way. 
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6.6.2  Ownership: Problems, Responses and Progress  

6.6.2.1 Problems  

The diffusion of organisational ownership focused primarily on management.  

There was an apparent tension between managerial levels in a mutual 

reluctance to ‘let go’ or ‘take on’ power and control.  At corporate level there 

were paradoxical positions.  An Assistant CEO questioned senior 

management’s willingness to engage in driving change.  They had declared 

their ultimate accountability and responsibility and were reluctant to let go of 

power and authority.  This raised an issue of trust and the implications of 

having faith in moving the concept of change to reality.  Management’s 

reluctance derived from the nature of bureaucracy and central accountability.  

This was represented by them as the paradox of empowerment in a 

bureaucracy and the perversity of devolution.  While it recognised capability 

and capacity, its accountability dimension acted as a counterforce to 

devolution.  Different explanations for General Managers’ apparent reluctance 

to take on responsibility were presented.  Assistant CEO’s suggested that 

General Managers preferred to refer upwards to evade responsibility and thus 

avoid the consequences of devolution and ownership, or else they had a need 

to engage senior managers to ensure action.  A clinician concurred with the 

latter view as he noted how the CEO or an Assistant CEO had to become 

involved locally to make things happen.  General Managers also subscribed to 

that view.  However, the clinician had reservations about local management’s 

decision capability.  General Managers felt that they were just another 

administrative support to the Assistant CEOs who had the real power base.  In 

their view a bureaucratic tendency and the decision process worked against 

empowerment at all levels and inhibited devolution.  That in turn resonated in 

their own experience of others referring issues up to them instead of taking 

ownership themselves and also failing to empower their staff.  Everything 

moved up to the next layer according to a General Manager who reflected a 

view that change was seen as a matter for headquarters that is, the Corporate 

Team. 
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6.6.2.2 Responses  

The responsibility for sorting out local ownership was thought to be a matter 

for the Corporate Team.  In a clinician’s view people required self-confidence 

and empowerment with direction.  He could not understand why the CEO had 

to become involved in a local issue.  The general view was that shared 

ownership, which required trust and accountability, was essential to drive 

change. 

 

Managers accepted that they had to give away traditional power, have 

confidence in others and ‘let go’.  Staff needed direction and encouragement in 

undertaking change.  Even if managers found it difficult to do at times, ‘letting 

go’ of decision making to heads of discipline and care groups was a 

consequence of delegation of authority and responsibility.  An Assistant CEO 

noted the conflict between being more open to letting go and the issue of 

responsibility and control which worked against empowerment.  This was 

observed by GMs in certain corporate tendencies.  These included, inadequate 

consultation and a lack of openness and trust.  

 

Hierarchical control in nursing, referred to previously in relation to limitations 

in nurse leadership, had a disempowering effect at service level.  This resulted 

in a reluctance to take decisions as they depended on instructions from the top 

and the older nurses lacked confidence.  A Director of Nursing acknowledged 

that she also had a lack of confidence.   

 

6.6.2.3 Progress 

While there was a managerial dilemma in moving ownership and empowering 

sub-corporate level managers in the bureaucracy, the absence of the 

professionals’ sense of moving ownership and engagement in organisational 

decision processes is noteworthy.  There were, nevertheless, some positive 

indications of empowerment in the organisation.  The CEO’s delegation of 

authority to Assistant CEOs was good.  An Assistant CEO attributed change 

agency to the new Assistant CEOs.  He felt that he owned his service and 

could actually shape it but he had to remove himself from operational tasks to 

enable local decision making.  In another Assistant CEO’s area of 
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responsibility, a clinician continued to have concerns about local 

management’s decision capability.  Managers believed that there was a very 

broad franchise in power and authority and that staff were being empowered in 

contrast with the past.  According to a General Manager staff believed in what 

they were doing but while some had come on board, others were not prepared 

to. 

 

Some heads of discipline were good at empowering and encouraged 

teamwork.  Others were not so good because of their own operational 

orientation.  There was an emerging sense of ownership in nursing.  It was 

indicated in a Ward Sister’s experience of staff initially finding it strange to be 

asked for their opinion and eventually wanting greater involvement and giving 

her advice.  There was a greater sense of independence in nursing who felt 

responsible for working for the good of patients and in dealing with 

professional matters themselves.  Devolution of authority to a hospital 

executive gave nursing and other staff a greater sense of local confidence and 

control.  Other professionals had a higher sense of professional independence.  

Clinical psychologists gave one another professional support when required.  

Senior parameds in hospitals enabled ownership by giving flexibility and 

responsibility to their staff who in turn indicated that they had ownership of 

their professional practice.  Child Care professionals claimed to have 

ownership of change instead of simply relying on their General Manager. 

 

Clinicians in the contemporary organisation noted that staff were more 

empowered to get involved and to take responsibility for the overall good of 

the organisation.  There was much enthusiasm and confidence to make 

decisions.  This contrasted with the past autocratic and rigid system in which 

staff were timid.  One of them described this change as positive development 

because it transformed the way people worked.   

 

6.6.3 Capability 

6.6.3.1 Problems 

Senior Managers attributed inadequacies in the organisation's capability to 

operationalise change to a lack of experience, focus and ability deficits at mid-
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level, while a General Manager commented on senior management's limited 

change experience at local level.  This suggested that there was a mutual issue 

of confidence in the competence of others.   

 

6.6.3.2 Responses  

Managers nevertheless realised that organisational capability was dependent 

on high calibre, experienced personnel with appropriate characteristics and 

attributes. Included in these were the need for vision, role clarity, good 

communication skills, relationships, teamwork, staff development and 

performance management.  Effective performance required motivation, 

competence and integrity.  Managers associated competence with skills, 

training, trust, initiative, lateral thinking, ability and confidence.  They further 

related it to personal commitment, perseverance, empathy, respect, 

enthusiasm, diplomacy and an ability to learn from successes and mistakes.  

Staff development was clearly recognised by managers as an essential in 

enabling staff to take positions of responsibility, became equipped them for 

change and to re-orientate them in new roles.  Mid-managers recognised that 

they also had training and continuous evaluation needs to achieve consistency 

in interpreting values and for their own organisational change capability but a 

Director of Nursing suggested that individual performance review was 

necessary for managers and professionals. 

 

6.6.3.3 Progress 

While there were limitations and suggestions for improvement, managers 

noted that staff were developing and referred to the significant change in the 

way they performed.  Mid-managers reflected on their own progress and 

confidence in the context of change.  They had been enabled through their own 

commitment to education, training and development to take responsibility in 

effecting change.  The Organisational Development Unit had provided support 

to various change initiatives. 

 

An Assistant CEO acknowledged an improvement in the performance of heads 

of disciplines.  In nursing, the Directors were engaged in risk management and 

clinical governance and in identifying and responding to their staff's 
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development needs by supporting and empowering them.  In a Mental Health 

Service unit a Director of Nursing observed that his staff's capability had 

developed to undertake more responsibility and a member of his staff had 

noted his own growth since joining the unit.  There were positive indications 

arising from nursing's involvement and recognition which facilitated their 

learning, problem solving and active roles in processes.   

 

6.6.4 Capacity  

6.6.4.1 Problems  

Capacity issues such as time and workload preoccupied managers and 

professionals.  Time was a particular worry for senior mangers who were over-

committed.  They had been drawn into an operational approach because of the 

Board's focus on operational issues and that had taken from a strategic focus.  

Some had attempted to resolve the issue of performance management and 

operational responsibility by being more systematic and also by reducing 

operational involvement but with limited success.  The Child Care Group 

sympathised with their position but were concerned that managers had not got 

time to understand the implications of change for staff.  Clinical time for 

patient care was paramount.  A Director of Nursing, however, had an issue 

with some clinicians’ time management in their ward rounds.  A Mental 

Health Service Unit found itself immersed in clinical work and GPs had to 

balance time for participation in the Primary Care Unit with their own practice 

and trying to interface with all of the services. 

 

General managers and mid-managers were in a similar situation.  They were 

'inundated', 'swamped' and 'snowed' under with the sheer volume of work and 

its detail.  The system still had to be maintained even if they wished to free-up 

from operational issues.  Change management was very time consuming at 

every level as it took a lot of negotiation and a systematic approach.  Mid-

managers found it difficult to change work practices where long established 

routines, new legislation, continually working with deadlines and backlogs 

preoccupied them.  These affected their response to the challenge of change, 

and their efforts to study and absorb the vision and concepts. Managers also 

referred to inadequacies in funding and integration of IT systems as well as 
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processes and a lack of support for quality in the early stages.  Managers and 

professionals also referred to staff availability.  

 

Time was a key consideration, which if sorted out, might free-up capable 

clinicians to become involved in management.  Otherwise, there were no 

responses or final outcomes indicated by respondents on these capacity issues.   

 

To enable a high level of organisational cohesion, relationships, capability and 

capacity limitations had to be addressed.  A key test of progress was the extent 

to which ownership would be realised throughout the organisation as a shared 

objective of change. 

 

 

6.7.0 MEDIATING CHANGE THROUGH THE OPERATIONAL 

SYSTEM 

The previous sections reflected the respondents’ sense of mediator influence 

on people as moderated in their experience.  This section considers the 

development of the organisational structure and aspects of service 

management which have supported improvement in the operational delivery 

system.  Structural change was viewed as necessary to improve relational 

management and to integrate service management and provision.  

Improvements in service management were necessary to engage different 

levels in planning and other processes. 

 

6.7.1 Structural Change 

6.7.1.1 Actions  

The development of the organisational structure and aspects of service 

management and delivery was reported by both domains.  The new 

organisational structure addressed a need to improve and integrate service 

management at different levels.  These included senior management and 

decentralised line and function arrangements.  Multiple intra-managerial role 

linkages were indicated in the case of General Managers, Care Group 

Managers, Functions and Directors.  Care Group Managers had vertical links 
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to an Assistant CEO, Director and General Manager and lateral links to 

colleagues and heads of discipline.  They also referred to their links with 

subordinate levels.  Area General Managers were a key group in managing and 

connecting service sub-systems through the Care Group Managers.  

 

Assistant CEOs had a responsibility for developing the management structures 

within their own areas of responsibility and put much effort into training and 

orienting general managers.  The functional devolution of Human Resources, 

Finance and Technical Services supported the development of area general 

management.  There was an incremental approach to transferring responsibility 

to area financial managers.  In the acute hospital sector an Assistant CEO had 

a subsidiary role to the CEO in restructuring the Regional Hospital including 

the introduction of the hospital executive.  It had been put in place with 

support and staff buy-in had been facilitated according to a General Manager.  

There was an awareness of structural change at service level.  The Regional 

Hospital groups referred to change at Board and hospital levels.  Area acute 

hospitals were aware of their Hospital Executives and some had a sense of the 

whole system changing.  Elderly care referred to the new positions in general 

management and disability care. 

 

Care Group Management was developing satisfactorily in the view of 

managers at senior and area levels.  Some, such as Mental Health, were more 

advanced than others. 

 

6.7.1.2 Issues  

There were managerial issues concerning clarity in specific roles and 

relationships.  A General Manager speculated whether another layer of 

bureaucracy may have been introduced with care group management.  Some 

care group managerial roles seemed to lack clear and meaningful performance 

indicators.  The relationship between the General Managers and Directors of 

Service was unclear according to Directors who were also aware that other 

managers were somewhat confused about their role as Directors.  Some 

respondents in the acute service groups did not have a sense of the structure 

changing.  That concerned an Assistant CEO as those external to the sector 
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could hardly be expected to know if the direct service providers did not have a 

sense of change.  While Elderly Care staff were aware of the new positions in 

the structure, they were disappointed that they had not enhanced the hospital-

community linkage.   

 

Managers and professionals also referred to inadequate staffing levels and 

retention.  A General Manager was concerned about preferential deployment 

and there was a problem in the recruitment of financial specialists.   

 

6.7.1.3 Responses  

The responses of managers to structural issues emphasised the role, 

competences, management and performance of care groups.  Clarity was 

required in the relationships of those staff working across care groups.  They 

identified the need for greater general clarity in structural and working 

relationships, internal-external linkages, reporting pathways, team agendas and 

levels of autonomy.  To improve the performance of the new structure an 

Assistant CEO suggested that the Corporate Team should focus on the 

strategic as opposed to the operational.   

 

Managers recognised that appropriate systems and processes were necessary to 

support effective decision-making.  For example, the professionals sought 

improved lateral linkages and while recognising linear links, a service group 

emphasised the need for ‘cross-fertilisation’ in the organisation.  The 

development of clinical directorates was seen as an appropriate way to involve 

clinicians in management.  They would also enable a more integrated approach 

than the traditional departmental arrangement.  They would equate with the 

care groups and also complement lateral linkages in those services. This was 

relevant, for example, to the hospital-community linkage expected by elderly 

care staff. 
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6.7.1.4 Progress 

In summary the respondents identified positive aspects of structural change as 

well as the foregoing limitations.  The separation of strategic and operational 

management was becoming more apparent to an Assistant CEO.  GMs stated 

that there was a very clear structure from the CEO which the staff had bought 

into.  Senior and General Managers referred to developments such as care 

groups, Catchment Area Teams and Functional devolution.  They noted that 

Care Group Management had been resolved satisfactorily.  There was very 

little resistance to the executive structures which were seen to be a positive 

development.  They made a difference even though some were more advanced 

than others.  In mental health care, they were well established.  It had 

developed a flat organisational structure with multi-disciplinary teams.  The 

care groups had their own resources and addressed cross-boundary issues at a 

stage when they were still evolutionary in their management role.  The 

Catchment Team facilitated system-wide co-ordination with the General 

Manager in contrast with the traditional heads of discipline relationship with 

the Programme Manager in the past.   

 

A service group stated that the hospital executive and devolved human 

resources was a positive development.  Other service groups indicated that 

there was greater service integration in mental health and elderly care.  Mental 

health’s hospital-community connection was based on greater integration 

between the professionals, teams and other agencies.  A multi-disciplinary 

team arrangement was enabled by a geriatrician in elderly care.  Integrated 

management was achieved in the Regional Maternity Hospital and in an area 

acute hospital integrated service management meant that there was greater 

local interest and understanding with improved morale.   

 

The management of structural change was attributed solely to managers.  No 

role or action was indicated for the professionals apart from the reference to 

the geriatrician’s multi-disciplinary team.  This suggested that the process of 

introducing the new structures was primarily a management task.  
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6.7.2 Service Management Practice
9
 

6.7.2.1 Strategies and Plans  

Managerial activities included the development and implementation of 

strategies, multi-annual and annual service plans, systems and quality 

improvement. Each level had a role in the planning process with some task 

variation between levels.  Assistant CEOs had responsibility for the production 

of an overall strategy and principles and set up planning groups.  Directors of 

Services and Functions and Corporate Mid-Managers participated in drafting, 

updating and in providing expert input into and review of strategies.  The 

development of annual and multi-annual plans was undertaken by Corporate 

and Care Group Managers.  Their tasks involved others in the design of plans, 

the use of workshops and a consultative process with peer groups and 

stakeholders in the preparation, implementation, monitoring and review of 

plans.  Directors of Services and Corporate Mid-managers ensured that the 

plans reflected legislation and service changes. In developing the services 

managers engaged in joint actions with internal and external providers.  For 

example, co-ordination, negotiation and implementation of service agreements 

was undertaken by GMs with voluntary agencies.   

 

The professionals’ activities in service management other than their 

professional tasks related to the collection or the production of activity data for 

monthly activity reports and quarterly progress reviews on performance.  

Heads of disciplines had input to multi-annual and annual service plans and 

developed protocols and guidelines. 

 

6.7.2.2 Systems  

Systems development was associated with senior corporate managers and mid-

managers who identified critical service deficiencies and undertook systematic 

appraisals to identify system failures, risks and opportunities.  They applied 

Political Economic Social Technological (PEST) and Strengths Weaknesses 

Opportunities Threats (SWOT) analysis to review service delivery and 

recommended solutions to enable a seamless approach. 

                                                 
9
 See Appendix 1 for an outline statement on the organisational changes in the Board in recent years. 
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6.7.2.3 Review of Performance 

There were some common performance review topics for managers at different 

levels.  The achievement of service targets on time related to Functions, 

Service Directorates and care groups.  General Managers, however, did not 

refer to service plan reviews.  The Directors of Services put systems in place to 

monitor progress against performance indicators.  Response times to 

representations from various sources were indicated for General Managers, 

Functions and Care Group Managers.  General Managers also referred to user 

feedback and media interest and Care Group Managers to complaints and the 

containment of complaints and crises.  The frequencies of performance review 

varied.  Frequent reviews of devolved functions were undertaken by senior, 

general managers and Directors. Additional General Manager reviews were 

externally driven by user feedback and issues arising in their service area.  

Care General Manager reviews were not regular and one reported that he had 

no review to date.  A Director was also subject to a National Monitoring 

Committee’s review.  Functions had opportunistic reviews by senior 

management.    

 

6.7.2.4 The Advancement of Quality  

Quality as a management task varied to some extent between managerial 

levels.  General managers focused on assuring safe systems and process 

improvement to facilitate speedy and efficient responses.  Directors of 

Services engaged with service providers and stakeholders to promote the 

development and implementation of quality improvement.  Care Group 

Managers provided support and advice in specialist areas and mid-managers 

identified and applied best practice.  Managers stated that quality was tangible.  

It was a key change to a quality culture which put people first.  Some 

Corporate optimism of these changes at the beginning-help grasp what is being 

connected by interventions.  International Standards Organisation awards had 

been achieved in various services and quality control was established in Child 

Care Services.  Learning was being demonstrated through research projects 

and a regional research bulletin which supported evidence-based practice.  A 

practical change was attributed to the organisation’s dealings with the public 
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through improved information access and transparency through the internet 

and Freedom of Information. A mid-manager referred to the development of 

accessible mechanisms, complaints management and an appeals process to 

enable a consumer orientation.   

 

6.7.2.5 The Service Context and Improvements  

Service groups provided some insight into their experience of the service 

management context.  While acute services had increased activity, staff had 

issues of a lack of appreciation for their efforts, stress related to service 

demands and pressure from demanding patients.  Heads of discipline indicated 

that some staff did not feel valued or were disheartened by an over emphasis 

on developments when they had to work in less than optimum conditions.  An 

acute hospital had extended the remit of its professional services to sub-acute 

hospitals and had additional demands as a consequence.  There were increased 

patient waiting times and speedier discharges from acute care.  However, 

discharge rates from elderly care were slower.  Changes in clinical practice 

such IVF treatment, had service consequences in maternity services.  All of 

these issues impacted on the quality of the services.  Service groups 

complained about staffing levels in acute, elderly care and mental health 

services which affected service performance.  Inadequate administrative 

support, turnover in administration and poor accommodation and equipment 

issues were identified. 

 

Service groups also suggested ways to improve and support service practice 

and provision.  Practice improvement required training, protocols, research, 

developing of models and service audits.  There was also a need for additional 

support through computerisation, ward clerks, social work community 

outreach posts, and advocacy in specific services.  To improve the service, it 

was proposed that better guidelines and arrangements for hospital referrals be 

issued and improved management of Consultant clinics and GP engagement in 

acute care.  Service improvements were nevertheless indicated.  Which 

included new systems, supports, procedures and upgraded accommodation. 
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Clinicians noted progress in the infrastructural development of acute hospitals 

and the acute services strategy which would affect the practice of medicine.  

Directors of Nursing observed that there was a whole system change and move 

to clinical excellence.  They indicated their own interest in clinical risk 

management and clinical governance.  One of them referred to the 

transformation in mental health care.  That service had begun to flourish as a 

result of good leadership.  Service groups referred to the good quality of care 

in their hospitals and the involvement of patients in the process. 

 

The organisation’s public image had improved significantly according to two 

members of the Corporate Team.  They based that view on the many changes, 

new symbols and a public perception that the Board had aimed for the highest 

standards and other organisations were more willing to be partners.  This had 

raised general expectations of the organisation.  

 

6.7.2.6 Section II: Reflection  

Three mediating strands emerge from this section’s account of the domains 

experience of change.  These are ‘mediator influence’ as leader/influencer, 

change approach and communication, ‘mediating through people’ as 

relationships, ownership and enabling and ‘mediating through the operational 

system’ as structure and service.  Each strand has managerial and professional 

perspectives and dynamic elements (actions, issues, responses and outcomes).  

These are summarised in Table 6.1 and are reviewed further in Section III 

which follows.  The strands have correspondence with Hutchins’ (1995)
10

 

three processes in a moment of human practice which have relevance to 

organisational learning.   

 

                                                 
10

 Hutchins’ (1995: 372) moment of human practice includes the conduct of the activity, the development of the 

practice and of the practitioners. Processes of operational or systems development can be distinguished from 

processes of personal development which in turn can be distinguished from processes that shape the character of 

an activity. 
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TABLE 6.1:  EXPERIENCING CHANGE: EMERGING ACTIVITY STRANDS 

 

 
  

 Mediator Influence Mediating through people Mediating through the Operational System 

ACTIONS Lead/ Infl. Approach Communicate Relate  Enable Own Structure Service 

Management  CEO 

ACEO 

Driver 

Influence(r)s 

Management 

Routinise 

Status report 

O.D.U. 

Requires: Symbols 

New style, 

CEO: Meet 

ACEOs: Workshops 

Info 

GMs: Meet Mid-M/ Unds 

CT Good 

Forming 

Involve 

CEO engages 

 

Help support  

Equip 

Self Development 

CEO Shares 

Delegates 

ACEO tasks 

Devolved DM 

CT Devolution 

Area Management 

-Approach 

Role links 

 

Reviews 

Service Agrts 

Joint action 

Quality Improvement  

Planning 

Performance Review 

 

Professional Innovate 

Adversity 

Drivers Elderly Care 

Personal 

Peer 

Influence: Practice 

Arrangements 

 SG: RGN. Meet 

Experience 

Local 

Action 

Contact 

Effect 

Understand 

Inform 

HoD allied 

Clins/Mgrs. 

DN/ Clin. 

Involve in 

discipline 

DN. nurtured 

MHS ATT 

Train  

Nurse Dept. 

Education 

Difference 

Responsible 

PD. Flex 

Own practice 

Clin. 

Governance 

Aware 

 

 

ISSUES         

Management  Style! Divided 

loyalties  

L: General Manager 

L: Influences  

Scale/ size 

Objectivity 

Template 

Strategies 

Pace 

Interest/relevance 

Stress/fear 

Major issue 

Diffusion 

Mid-level! 

CEO’s Lge. 

CT. prescribe 

Understand! 

Turmoil 

Mutual expects 

AC/GM! 

Involvement 

-consultants 

Engage! 

CEO Lge.! 

Mutual! 

Capacity: 

Res. 

Time 

Maintain, 

Operational 

 

Let go! 

Take on! 

 

CG Exec. Role 

If  service providers 

don’t! 

Clarity R/R 

Goals 

 

 

Professional Values! 

Encourages… 

Share 

L: Clin. 

    Nurse 

L: Influences 

 

Clarity in 

programme 

Commitment 

-Nursing 

Child C.: 

Demonstration 

Vacuum! 

Interest/Relevance 

Appreciation, stress 

Limited, no contact 

Indefinite content 

Understand! 

Aware! 

Suspicious: 

Change 

Involve: SGs 

 

Time-  

Clinical 

Clinicians  

 Elderly Care links 

Acute not aware! 

 

Resources complaints 

Contexts 

 

RESPONSES         

Management L: All levels 

Issues 

Admin. 

Devolved Functions.  

Areas 

Confidence 

Commitment 

Demonstration 

Create urgency 

Reflect 

Analyse 

Routinise 

Challenge 

Model 

Clarify roles, 

Process, outcomes 

Gain commitment 

Days on change, exposure 

GM support 

Information/resistance 

Understand 

 

Partnership  

Common goals 

Support… 

Internal contracts- 

Clarify 

Teams 

Enablers 

Involve 

Engage/ local 

Calibre, Develop 

Re-orient CGs 

Equip Communications 

Structure Process 

Evaluation 

Help support 

Mid-M: Train 

Performance Review 

Enable 

Responsibility 

Clarity 

Shared V.V. 

Goals 

Communications 

Relationships 

Ind. Chars. 

Effective Performance 

Capacity  

Time 

Must take  

Give power 

Encourage 

CT: local own 

Confidence 

Devolve DM 

Let go 

 

CT focus strategy 

CG Ex. Mgt. 

Role enablers 

 

Professional CG Level 

Motivate Directors 

L: Nurse 

L: Bal. 

Exemplars 

Commitment 

 

Encourage key players 

Inform-GPs 

Elderly Care  

Improve Communications 

Contact- Local. 

Understand 

Listen avoid alien 

Values, attitudes, 

teams,  

Involve, engage 

Appraisal  

Time 

 

Confidence 

 

X-Fertiln. 

Clin. Dirs./Mgt.  

CG 

Improve  

Support 

Practice a provision 

 

OUTCOMES         

Management Style change 

Contrast past 

L. Deficits 

Progress 

Public image 

New ACEOs 

-Belief 

 Role perspective  

Unity 

Involved 

Staff morale 

Significant change 

Self-Development 

Power 

Contrast 

 

Separation S/O 

Clear Structure 

Buy-in 

Structural. Change: 

Mgt. 

 

Professional  Style change 

Contrast past 

SGs: Organisation 

         Hospital 

CEO’s Lge. 

L. Deficits 

Vision- if! 

Values 

Commitment 

Some on board 

CH. C own CH. 

Improved Challenge 

Behaviour, 

Arrangement, 

Patient! 

Consults. Involved 

GPs-hosp. 

participate 

SGs-learn 

Recognised 

MHS staff Transformed 

Enthusiasm 

Contrast 

Control- 

Local 

 

 

Structural change… 

Service/ 

integration 

/management 

-Learning  

Infrastructure, 

Strategy 

Clinical Excellence 

MHS 

Service 

Improvements 

Quality  
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SECTION III: POTENTIAL AND EXPERIENTIAL CHANGE. 

 

6.8.0 MEDIATOR INFLUENCE 

The organisation’s internal propensity to change, reviewed in Section I, was 

influenced by the domains’ perceptions of the inherited order, their defined 

purpose and enabling objectives, differentiated but complementary roles and 

expectations and indications of leadership.  The emergent activity strands 

(mediator influence and mediation through people and the operational system 

in Section II) provide the domains’ perspective of their experience.  Domain 

congruity, as an indicator of potential and experiential connectivity within and 

between the domains, moderates the respondent’s sense of change mediation 

in the context of organisational change.  This section examines the potential-

experiential relationship with reference to the emergent activity strands and in 

doing so, brings together the points emerging from Sections II and III.  

 

6.8.1 The Purpose of Change  

6.8.1.1 Potential 

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 

conservative, directive style with adverse consequences which alienated staff 

and inhibited development.  The overarching aim of quality of care had a 

population dimension, which was attributed to senior managers, and a 

professional practice dimension.  They reflected the CEO’s vision of a person-

centred, population focused service which would be realised by the committed 

stakeholders of a value-driven organisation. 

 

The organisation’s propensity to change was dependent on a shared purpose 

and enabling objectives which were moderated by domain variation in 

definitions of purpose, roles and styles. 

 

6.8.1.2 Experience: Progress 

While there were some initial resistance and inflexible attitudes to change the 

overarching aim was operationalised in the domain roles and activities.  It was 
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explicit in the quality improvement parameter of the sub-corporate managers 

accountability and their related tasks in the development, assurance, promotion 

and diffusion of best practice and the provision of support and specialist 

advice.  The professional roles had inherent quality aspects in ensuring 

standards of medical care and an holistic approach to patient care.  It was 

active in the professional training context, innovation and the development of 

service protocols and guidelines by heads of discipline. 

 

The managerial population focus was not evident in action although defined as 

an objective of corporate leadership.  Quality was a responsibility in each 

domain although managers had a system-process orientation and professionals 

were more focused on practice.  These perspectives resonated in managers’ 

observation of the emergence of a quality culture as a key change and 

professionals’ awareness of quality in practice settings.  The latter included 

service groups’ involvement of patients in review processes; Directors of 

Nursing interest in risk management and clinical governance and clinicians’ 

innovative developments to improve the effectiveness of interventions.  The 

shared purpose of quality of care operationalised in domain roles and activities 

was a key indication of change. 

 

6.8.2 Leadership and Change  

6.8.2.1 Leadership as Objective: Potential 

Domain purpose and role congruity and differentiation mediated and 

moderated the organisation’s propensity to change and achieve its purpose.   

 

Leadership as a necessary enabling influence throughout the organisation was 

a key objective defined by both domains in the light of previous conservative 

regimes’ adverse effects on the service and staff.  The domains shared the 

leadership link 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 skills development and the 

provision of corporate exemplars although there was a view which also 

stressed great efficiency and effectiveness.  They had an alternative view 
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which accepted the inevitability of bureaucracy in a public service 

organisation. 

 

6.8.2.2 Leadership as Roles and Expectations: Potential 

The concept of leadership was not in common usage.  Corporate accountability 

defined senior manager’s generic responsibility as against others’ general 

accountability parameters.  Clinical responsibility related to the clinicians’ 

definition and professional morale and practice influence to Directors of 

Nursing.  They also connected leadership with service teams.  Managerial 

‘leadership’ was systemic in nature.  The professionals were more domain 

specific although they shared the organisational objective of leadership 

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

For managers leadership was synonymous with change.  The professionals’ 

leader type- a credible attractor/influencer- was innate and possessed traits and 

attributes which gave credibility and which attracted and engaged others.  The 

more specific change orientation of the managerial prototype differentiated it 

from the non-specific influence (other than followership) of the professional 

prototype which was, presumably, contextually determined.   

 

The managers’ prototype was different from the norm and its associated 

personality traits were associated with change.  These were drive, energy, 

persistence and exceptional commitment to change as a constant.  Maturity 

was also expected.  The ability attributes were innovativeness, competence and 

cognisance (clarified structures and relationships). 

 

Innate leadership in the professionals’ model had attributes which were the 

result of parental influence, culture and background.  Confidence was a key 

trait and the essence of good leadership. Ability attributes included a strong 

popular vision, significant knowledge, intelligence and experience to motivate 

people in a professional 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 
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contrasting professional perspectives on leadership relationships.  Clinicians 

focused on the appropriate use of power and awareness of its use by others.  

Directors of Nursing emphasised empathy based on mutual trust and 

obligation.  Both groups understood leader attraction nevertheless as an effect 

of accessibility, loyalty, confidence, trust and a capacity to engage and win 

over people. 

 

6.8.2.3 Leadership Indications: Experience 

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

limitations were open to question.  The availability of domain prototypes 

might determine organisational capability to develop and diffuse leadership in 

the first instance. 

 

The change leader model was broadly reflected in some managers’ change 

roles, traits and relational attributes.  Change leadership was primarily located 

in the CEO as the main initiator and driver.  He had previously instilled 

confidence in and earned the loyalty of senior and professional staff in a major 

service change project.  He was supported by like-minded colleagues at 

corporate level whose commitment to change had also been demonstrated in 

their past experience.  They were expected to be corporate in their 

commitment to the organisation.  The CEO’s risk-taking behaviour was linked 

to trust and he had a mentoring style and could move people’s thinking 

forward.  Two Assistant CEO’s shared the CEO’s vision, enthusiasm and 

confidence based on competence which inspired confidence in others.  The 

CEO as initiator had good communication and interactive skills and a sense of 

the people and the organisation.  These were also shared with ACEO 

colleagues who were receptive, listened to staff, reflected on what they felt and 

were interested in informing the vision and 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 and it was indicated in their 
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communication of the vision and values to staff in demonstrating great courage 

in influencing staff’s beliefs and self confidence in facing challenges.  Both 

they and some Acute Care Directors had the confidence of staff because of 

their support and accessibility in anticipating and solving problems.  Child 

Care asserted their ownership of an initiated change action. 

 

The innate leader characteristics of the ‘attractor-influencer’ as emanating 

from the professional’s perspective were not necessarily different from those 

required in the change leader as the variation related more to the change focus 

than the nature-nurture debate.  There was a tentative association with the 

CEO’s persona, ability and position combination as matched in the 

professionals’ expectations and his indications of leadership in a professional 

service organisation. 

 

Socio-technical influence in the professional domain affected service practice 

and quality.  This was indicated by innovative and competent clinicians and 

exemplars in the medical and nursing professions who influenced their peers’ 

and other colleagues’ practice.  They also had good interpersonal skills.  There 

were contrasts however as some clinicians’ abrasive or inadequate people 

skills and a Director of Nursing’s controlling behaviour were challenged by 

Directors. 

 

There was also incongruity in some professionals’ characteristics such as 

having vision but lacking the energy to realise it; having drive without 

confidence; honesty irrespective of political sensitivity and demanding while 

encouraging initiative and responsibility.   

 

Intra-discipline relationships were emphasised in nursing although there was a 

significant exception.  Most of the Directors valued mutual trust and obligation 

particularly in their management-staff relationships.  This was demonstrated 

by providing support through accessibility and engagement in problem 

situations with nursing and administrative staff and enabling growth through 

trust and confidence building.  Ward Sisters who were exemplars in 

professional practice and ward management resonated the Directors’ standard. 
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The domains’ matched expectations and indications of leadership provided an 

indicator of their congruity in primary and secondary alignments.  As such, it 

provided a level of similarity in their implicit theories or idealised types’ traits 

and attributes.  This was not however sufficient to provide the appropriate 

combination to effect organisational or domain change.  The ‘agreed’ type was 

constructed from the primary alignment of leader confidence, trust and 

teamwork extended by the secondary alignments.  These were energy, drive, 

enthusiasm, integrity and a participative style combined with vision, respect, 

good interactive behaviour, awareness of people and communications.  Thus 

the managers’ change leader and the professionals’ attractor-influencer were 

differentiated by characteristics which required energy, drive, enthusiasm, 

motivated by an exceptional commitment to change the status quo.  However, 

that energy and persistence required anchorage in other matched personality, 

ability and relational attributes. 

 

The professionals’ prototype predicated followership in a socio-technical 

context.  It is noteworthy that their indications of innovation and challenging 

others were not matched with expectations.  In addition, they attributed change 

influence not only to formal organisational positions or activity but also to 

personal and peer influence, informal service leadership and professional 

responsiveness to patient care needs. 

 

Systemic change leadership related primarily to the management domain 

although there was some limited clinician involvement and indications of a 

systems-change orientation from Directors of Nursing (Mental Health Service) 

and Senior Child Care Professionals.  Organisational leadership was expected 

of managers by professionals whose leadership was domain specific. 

 

6.8.3 Style 

6.8.3.1 Potential  

The change from an autocratic style to a participative style was necessary to 

gain commitment to the new ideology.  Sub-corporate managers expected the 

organisational culture and style to act as a guide in their leadership and 
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management roles.  Yet, some senior staff believed that different styles were 

required to match situational needs or contexts. 

 

6.8.3.2 Experience  

(i) Issues 

Managerial styles varied at corporate level where the team’s strength was in its 

blend of personalities and backgrounds.  Their styles were qualified autocratic, 

pragmatic and democratic.  A participative style was preferred by sub-

corporate managers although some could be directive when required.   

 

There were different perceptions of the corporate style.  From a senior 

management perspective there was a positive change to openness and 

empowerment while general managers noted a tendency to be prescriptive and 

centralist instead of being empathic.  There were also perceptual differences of 

the CEO’s style.  It was ‘hands-on’ in the view of senior manager who had a 

subsidiary role to the CEO in restructuring and ‘hands-off’ in another 

manager’s experience. 

 

(ii) Response  

Style variation was unavoidable as it was determined by task/assignment, the 

role-relationship and context.  In certain circumstances it tended towards 

control.  In Acute Care, where staff had strong opinions and degrees of power 

and authority, a more robust style, with systems, rules and standards, was 

required. 

 

(iii) Progress 

There was a very significant change in style.  Managers described it as open 

and empowering and professionals as strong and visionary.  Values and 

continuous learning were the new hall marks of the organisation and they had 

transformed the staff’s sense of being valued and the way they worked.  The 

CEO, in their view, was the main influencer who had enabled the emergence 

of a shared vision and values with others.   
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6.8.4 The Approach to Change 

6.8.4.1 Potential  

The enabling objectives were intended to improve organisational cohesion and 

commitment to purpose with particular reference to relationship and 

ownership.  Thus, a stakeholder approach was envisaged with multi-

level/discipline input to reflect ownership of change.  The new approach was a 

concrete demonstration of change.  Change leadership however appeared to be 

located at senior management level. 

 

6.8.4.2 Experience  

(i) Issues: Managers 

The scale of the task had been underestimated.  There were different views of 

the pace of change, concerns about staff buying into change and mid-managers 

who had difficulty in matching the values to service levels.  Communication 

was problematic.  It presented from corporate level in the language and 

concepts of change not being understood by staff who were unfamiliar with 

them or mid-managers who could not relate them to healthcare.  Senior 

managers were perceived to be prescriptive rather than listening to understand 

other view points and the communication and diffusion of change was 

obstructed at mid-level.   

 

Issues: Professionals 

The role of professionals in the process was quite limited, particularly amongst 

clinicians whose interest in the organisation and its vision was moderated by 

divided loyalties and their reluctance to become involved in management.  

This was attributed to their suspicion of traditional management, fear of peer 

reaction and their protection of clinical autonomy.  There was limited evidence 

of action by heads of discipline and other senior professionals who had 

participated in the Regional Meetings with management.  Their local feedback 

was limited 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. 
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(ii) Responses: Managers and Professionals 

To improve process management there was a need for status assessment and 

review with an emphasis on values from a professional perspective.  Certain 

actions were necessary, in any case, to bring people on board.  Managers at all 

levels would have to routinise the change project on their agendas.  General 

Managers would have to be more engaged to play a key role in the next wave 

of change.  They required local credibility by understanding and engaging with 

staff who would contribute if prepared for and given opportunity for input.  

Local service groups wanted more contact with senior management.  Managers 

believed that staff’s fears could be addressed by enabling greater involvement 

and understanding reinforced with short-term wins.  Better follow-up and 

involvement in processes was necessary to maintain the energy for change.  

The professionals’ contribution to the change process was rather limited, yet, 

they wanted greater clarity, transparency and effective communications.     

 

(iii) Progress: Managers and Professionals  

Change leadership related to the CEO’s initiative in communicating the vision 

and the approach to change.  His regional meetings, which initiated a cascade 

of activities, had both an instrumental and inspirational effect which energised 

staff.  Other managers and some heads of discipline communicated the new 

approach, vision and principles to staff at area level.   

 

The change initiatives were supported by the Organisation Development Unit.  

The new approach was also evident in symbols, artefacts and ways of 

communicating change with stakeholders. 

 

Accessibility was critical in connecting senior management and local staff as it 

reduced their sense of organisational distance, lack of understanding and 

resistance of change. 
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6.9.0  MEDIATING CHANGE THROUGH PEOPLE  

6.9.1 Relationships 

6.9.1.1 Potential: Managers 

The absence of a shared purpose and value system in the previous order 

created diversity within the organisation which resulted in staff alienation and 

division, low morale and inhibited development.  This situation was countered 

by positive indications in Mental Health Care, the smaller acute hospitals and 

Elderly Care.  A shared purpose with complementary roles and appropriate 

leadership would provide a basis to engage people in positive relationships in 

the new order.  This section examines the respondents’ perceptions of 

relationships in mediating change. 

 

The improvement of relationships by enabling quality linkages within and 

between stakeholder groups was a management objective which was broadly 

reflected in their role parameters.  They expected leaders to connect with 

people through teams, motivate and support them and provide clarity and 

understanding of the organisational structure and relationship.  The leadership 

indications at senior level had a core group whose traits and attributes were 

conducive to positive engagement with people.  They shared a vision, 

confidence in others and had earned their loyalty and respect.  The ‘attractor-

influencer’ prototype constructed from the professionals’ expectations was 

evident in their reference to an increasing confidence in managers based on 

their credibility and confidentiality.  Their people orientation was also 

indicated in their accessibility, and good interpersonal skills.  While there was 

a preference for a participative style there was variation which for some 

reflected task and context and for others the role-relationship. 

 

Potential: Professionals  

As clinical team leaders and influencers of professional morale and service 

teams the professionals could influence inter and intra-disciplinary 

relationships.  They expected leaders to have credibility and a capacity to 

engage others.  Clinicians expected them to attract people being receptive, 

empathic and motivators of teams.  Directors of Nursing expected them to get 
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people ‘on board’ through loyalty, confidence, trust and accessibility.  Good 

relationships were based on trust and mutual obligation in their view and 

individual trust facilitated organisational trust.  From a service perspective the 

leader relationship relied on trust, admiration, reliability and having a sense of 

the people. 

 

6.9.1.2 Experience 

(i) Issues: Managers 

Mutual expectations in internal relationship and between senior and general 

managers were concerns which included the strength of internal linkages and 

misunderstandings with general managers about the change programme.  This 

also resonated in their capability and ownership perceptions of each other. 

 

Issues: Professionals 

The clinician-management relationship was problematic, from a management 

perspective, as clinicians had difficulty in getting involved in the broader 

picture.  The clinicians attributed their reluctance to domain focus, fear of peer 

reaction and the local perceived implications of change.   GP-Consultant 

tensions arose from communications and status issues.  Directors of Nursing 

did not have inter-disciplinary issues although there were intra-disciplinary 

tensions within and across some acute nursing settings.  However, some had a 

concern about the external influence of the Department because of past 

experiences.  Service groups’ sense of being ignored in the past made them 

sceptical or envious because of their perception of a two-tiered system which 

put them outside service management.   

 

(ii) Responses: Managers 

There was a forming process in roles and relationships but internal contracts 

would help to clarify roles and expectations.  Relationships would improve 

through a committed stakeholder approach to facilitate partnerships and 

alliances.  Effective alliances and teams were based on a shared vision, goals 

and a clear agenda.  They relied on mutual support and good relationships 

based on trust, confidence, a supportive culture and organisational leadership 

with vision and values.  To credibly engage in the change process, general 
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managers would have to demonstrate commitment, local understanding and a 

willingness to support others. 

 

Responses: Professionals  

Some doctors would become involved in management roles if they were 

appropriately trained and guided.  This did not, however, address potential 

relational issues either with management or their peers.  GPs were anxious to 

play an active role with acute care professionals irrespective of past tensions 

with Consultants.   

 

Nursing stressed trust and mutual obligation particularly between their 

management and staff who wanted to be involved and valued.  To develop 

relationships and opportunities the professionals emphasised listening to 

people with a view or a vision, changing attitudes and behaviours and creating 

collaborative interdisciplinary teams.   

 

(iii) Progress: Managers 

There were positive indications at senior level in the CEO’s capacity and 

impact in engaging local staff and in improving corporate role-relationships.  

That was developing well with line and functional management.  By listening 

and reciprocal engagement, good relationships developed between senior 

management, clinicians and a Hospital Executive and demonstrated capability 

to deliver above the norm.  Mid-managers observed that stakeholder 

participation in various processes and staff involvement, gave them a better 

understanding of change and systems and also improved morale.   

 

Progress: Professionals 

The involvement of clinicians in management at the Regional Hospital was 

indicative of trust being established and relationships developing with 

management.  GPs were also being involved in the hospital’s decision 

processes. 
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In another context opportunities to challenge practices and to improve 

communications arose from inter-disciplinary business and scientific sessions.  

Good teamwork and a positive atmosphere were associated with smaller 

hospitals.  A good team supported and brought out the best in people.  It had 

common goals, inter and intra-disciplinary effort and co-operation 

underpinned by trust and respect.  A positive atmosphere was related to co-

operation, performance of duties and a smaller hospital. 

 

6.9.2 Ownership   

Role differentiation based on activity domains and the consequences of the 

previous order which included organisational diversity and alienation impacted 

on the managers’ and professionals’ sense of ownership within the 

organisation.  It was also subject to past and present influences, relationships 

and organisational arrangements.  The respondents’ perceptions of a shared 

project as enacted in their experience was indicative of the task of spreading 

ownership and its progress. 

 

6.9.2.1 Potential: Managers 

Corporate accountability and other levels of accountability within the 

management domain suggested whole system ‘ownership’.  The traditional 

locus of control at the apex of the organisation connected through managerial 

levels in the line of command however, defined bureaucratic accountability 

rather then ownership.  That instead, required a sense of personal 

responsibility and commitment.  To move from the past influence of 

centralism and autocracy staff would have to be enabled and empowered 

through development and the devolution of authority and accountability.  To 

disperse organisational ownership staff had to be prepared for and then given 

responsibility.  This fell within the managers’ accountability parameters for the 

system and their own personal development. 

 

The managers’ change leader prototype had exceptional commitment and 

motivation which was based on belief, ambition, power and dissatisfaction 

with the status quo.  While it indicated a high level of individual ownership it 

did not necessarily extend to stimulating a sense of ownership in others.  The 
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professional’s ‘attractor-influencer’ prototype had more potential in that 

matter.  The indications were, however, that some senior managers shared 

ownership by engaging, involving and instilling confidence in others.  Sub-

corporate managers expected their staff to take ownership of their roles and 

responsibilities, carry them out to the best of their ability and avail of more 

autonomy and responsibility for their actions rather than relying on them for 

solutions.  Their preference for a participative style broadened the scope of 

organisational ownership and this also reflected in the relational objective to 

improve stakeholder involvement. 

 

Potential: Professionals 

Clinical responsibility and autonomy and nursing’s influence in holistic care 

provided different perspectives on professional responsibility.  The ownership 

objective was professionally focused on personal responsibility for service 

performance.  The professionals expected leaders to have credibility and to 

attract others to them.  Influencing others’ ownership relied on team leadership 

in teaching and motivating and in having an ability to get people ‘on board’ 

through loyalty, confidence and trust.  Senior professionals expected team 

members to take initiative and to be responsible.  Organisational ownership 

would be enabled by trust which if nurtured at an individual level would 

facilitate trust at organisational level.   

 

6.9.2.2 Experience  

(i) Issues: Managers 

The paradox of empowerment in a bureaucracy was illustrated in the mutual 

reluctance between managerial levels to ‘let go’ or ‘take on’ power and 

control.  Senior managers’ sense of accountability was a counterforce against 

devolution and having trust and faith to let go of power and authority.  It was 

also problematic from the perspective of the intended recipient.  A reluctance 

to take on responsibility was explained as a preference to refer upwards and 

evade responsibility and alternatively as a dependence on senior managers to 

ensure action.  The latter recognised them as the real power base while others 

had reservations about local managers’ decision capability.  Either way 

devolution was being inhibited and this resonated in subordinate levels 
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referring up instead of taking ownership of issues and empowering others.  

There was a view that change was seen as a matter for the corporate level and 

consequently everything moved to the next layer. 

 

Issues: Professionals 

Organisational ownership by professionals was domain limited.  Identification 

with the organisation was also influenced by relational distance, internal and 

external status issues in nursing and tension in the GP-Hospital Consultant 

relationship. 

 

(ii) Responses: Managers  

Shared ownership required trust and accountability.  The emphasis however 

was on managerial devolution of authority to sub-ordinate managers.  The 

professional solution was that senior managers enable local empowerment 

with direction and self-confidence.  While managers accepted that 

empowerment required initial support, they had to address their ‘letting go’ 

issue.  It is noteworthy that the professionals limited their ownership to their 

traditional domain. 

 

(iii) Progress: Managers 

The new open and facilitating corporate style was a precursor to dispersing 

ownership.  At senior level the CEO’s record of delegation to Assistant CEO’s 

was good.  The new Assistants had a strong sense of their change agency.  

There was an ownership which could shape the service.  In the view of 

management there was a very broad franchise in power and authority; staff 

believed in what they were doing and some had come on board. 

 

Progress: Professionals 

Clinicians noted that staff were more empowered and enthusiastic to make 

decisions and take responsibility for the good of the organisation.  They 

observed a positive change which transformed the way people worked which 

contrasted with the past autocratic and rigid system.  There was a greater sense 

of confidence and local control as a result of devolved authority.   
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Professional ownership was primarily focused on the practice domains.  

Professional development enabled professional ownership and professional 

competence.  Standard setting, exemplary and innovative practice influenced 

other’s confidence when combined with very good interpersonal skills. 

 

In nursing, the Directors focused on staff’s confidence and trust in their own 

ability and in coping with change.  They shared problems and gained 

solutions. 

 

Some heads of discipline empowered their staff and encouraged teamwork.  

An emergent ownership in nursing was indicated in a move from direction to 

involvement to initiative and in a greater sense of nursing’s independence in 

their responsibility for patient care and for their own professional matters.  

This contrasted with the reference to hierarchical control in nursing which 

disempowered them. 

 

Other professions had an established sense of independence.  They had 

colleagues’ mutual support when required or were empowered to fulfil their 

professional duties within policy and resource parameters. 

 

6.9.3 Capability& Capacity  

6.9.3.1 Potential  

The previous regimes had reported limitations in vision and thinking.  They 

were described as more administration than management by a Director of 

Nursing but there were nevertheless, some exceptions in both domains.  

Change capability and capacity were moderated by willingness, 

resourcefulness and the maintenance of the service system. 

 

6.9.3.2 Experience 

(i) Issues: Managers 

Managers had to be careful in their choice of process because of the external 

influence of the Department and the political system.  Their leadership 

development was affected by these influences and the continuing effect of the 
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old structural rigidity and attitudes.  There were mutual issues of confidence 

between levels.   

 

Some senior managers had limited change experience at service level from a 

general management perspective.  This was mirrored in a view of mid-level 

limitations in change capability, focus and experience and general managers as 

reluctant decision makers who were afraid or unable to take responsibility for 

decisions.  That reflected the centralism of the past and some uncertainty about 

their buy-into current values and their slow leadership evolvement as 

experienced by clinicians. 

 

Issues: Professionals 

Clinician leadership was inhibited by professional issues in relation to training, 

a lack of role models and concerns about current professional standards.  Their 

participation and performance required motivation which older clinicians had 

lost because of past disappointments in pursuing service improvements and the 

reward system.  A young clinician’s more positive experiences facilitated his 

leadership role in a service executive although he was untrained and 

inexperienced in management. 

 

Limitations in the Acute Care nursing experience were associated primarily 

with hierarchical control and related behaviours in the Regional Hospital.  This 

reflected on nursing capability as they were perceived to be reluctant decision 

makers.  Older nurses lacked confidence; were easily bullied and responded to 

service demands irrespective of the circumstances but younger nurses left the 

service when it became too demanding.  They were also affected by internal 

status issues.  From other perspectives senior nurses were more advocates 

rather than managers of a critical mass of staff in the organisation.  That view 

of a representational rather then an influencing role contrasted with the virtual 

disempowerment indicated in Nurse-management in some care settings. 

 

(ii) Responses: Managers  

Change leadership with greater commitment and energy for change was 

expected primarily from managers.  The professionals did not reflect on their 
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own shortcomings but identified the need for individual performance review in 

both domains.  From a management perspective organisational capability 

relied on high calibre experienced personnel with vision, good 

communications, people skills and performance management.  They associated 

effective performance with integrity, motivation and competence.  

Competence was based on confidence, trust, ability and initiative.  They also 

related it to personal commitment, perseverance, enthusiasm, respect, 

diplomacy and learning capacity.  Staff development, new roles and positions 

of responsibility and preparation for change was also necessary.  To 

consistently interpret and apply the values and to enhance their change 

capability mid-managers recognised they would have to address their 

development needs. 

 

(iii) Progress: Managers and Professionals  

Change had evolved rapidly under the CEO’s direction and it was evident in 

management particularly at corporate level.  Mid-managers and staff had also 

been affected by change.  Their development affected their performance.  Mid-

managers had been enabled to take responsibility for change.  They had 

engaged in various personal development activities which was reflected in 

their progress and confidence.   

 

Performance improvement was also observed in heads of discipline.  At 

professional practice level growth was indicated in nursing because of the 

Directors’ identification of and support in responding to staff’s development 

needs.  Improvement had occurred through their involvement, learning and 

recognition in various care settings.  This change was observed by staff and 

their managers. 

 

(iv) Public Confidence  

The Board’s public image had improved significantly because of the various 

changes, symbols and the view that the organisation had gone for the highest 

standards.  As a result other agencies were more willing to become partners 

and there were higher expectations of the Board’s service.   
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6.9.4 Capacity 

(i) Issues: Managers and Professionals 

Time considerations, the volume of the workload and routine commitments 

were common managerial and clinician constraints on their 

change/management activities. 

 

Time was a particular worry for senior managers who had sympathy from 

some professionals because of the implications for their understanding of 

change for staff.  Change management was time consuming, took considerable 

negotiation and a systematic approach.  The Board’s preoccupation with 

operational matters affected the senior managers strategic focus.  Clinical time 

was paramount for doctors although there was a view that they were not 

always effective in their time management.  Clinical work and related 

activities preoccupied clinicians and professionals in various service units such 

as Medical Departments, Mental Health teams and General Practice units  

 

Early efforts to move to performance management had limited success.  

Managers at sub-corporate level were ‘inundated’, ‘swamped’, and ‘snowed 

under’ with the sheer volume of work.  They had to maintain the system and 

found it difficult to change work practices while preoccupied with established 

routines, new legislation and working against deadlines and backlogs.  These 

affected their response to the challenge of change and their efforts to absorb 

the vision and concepts.  They also had to deal with issues relating to funding, 

ICT systems, processes and investment in quality. 

 

(ii) Responses  

There were no immediate capacity solutions which would enable the domains 

to engage more actively in change management.  The service context of 

change and improvements in capacity are briefly outlined in section 6.7.2.5. 
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6.10.0  MEDIATING CHANGE THROUGH THE OPERATIONAL 

SYSTEM 

More appropriate structures and management practices were required to 

deliver a patient-centred and population focused service.  Clear units of 

accountability with related planning, implementation and review would 

facilitate good relationships and ownership.  The potential for change is 

influenced by relevant antecedents.  The experience of change is demonstrated 

in the domains’ reported actions, issues, responses and progress. 

 

6.10.1 Structure 

6.10.1.1  Potential 

The structure in the previous order had become problematic and was 

inappropriate to modern service needs.  It was either too hierarchical in Acute 

Services or too loose in Community Care.  The Mental Health Service in 

contrast had an appropriate structure which was flat and based upon sectoral 

multi-disciplinary teams.  It was a better-resourced and trained service than 

others.  There were continuing problems which had to be addressed by the 

restructuring objective such as enabling the Corporate Team to focus on 

strategy and the development of integrated management and teamwork at 

different levels to support the front-line in delivering patient-centred care.  

There was a need to improve and integrate service management.  The 

implementation of new systems and structures were managerial tasks.  They 

understood that others expected them to provide clarity and understanding of 

the organisational structures and relationships.  The professionals associated 

this objective with the provision of clear lines of accountability and the need 

for role adaptation.  They did not however, refer to their roles in restructuring. 

 

6.10.1.2  Experience 

(i) Issues: Managers 

The introduction of Care Group Management highlighted role clarification 

issues as some managers felt that they appeared to lack clear and meaningful 

performance goals and a General Manager simply viewed them as another 

layer of bureaucracy.  There was also some confusion about the GM-Director 
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of Services role-relationship.  In Acute Care, an Assistant CEO was concerned 

that some of the service groups did not have a sense of the structure changing 

as externals could hardly be expected to know if the direct service providers 

were not aware.   

 

Issues: Professionals  

While elderly care staff were aware of the new positions which were intended 

to improve service integration they were disappointed that it was not 

sufficiently evident in the hospital - community linkage.   

 

(ii) Responses: Managers 

To support structural change the Corporate Team would have to focus on 

strategic as opposed to operational matters.  Other managers emphasised the 

need for appropriate systems and processes to support effective decision-

making.  Clarity was essential in relation to care group roles, their 

management competences and performance requirements and in the 

relationships of those staff who worked across care groups. General clarity was 

also necessary in structural and internal - external working relationships, 

reporting pathways, agenda's and levels of autonomy. 

 

Responses: Professionals 

While recognising the importance of linear links a service group emphasised 

the need for lateral linkages and cross fertilisation in the organisation.  Clinical 

Directorates, as an example, would involve clinicians in the management of 

their units and from a nursing perspective would provide a broader view than 

traditional clinical departments.  They would correspond with the care groups 

and with them facilitate lateral linkages between services such as the hospital - 

community linkage expected by the elderly care staff. 

 

(iii) Progress: Managers 

Structural change included a better corporate level arrangement and 

decentralised line and functional management.  Assistant CEOs developed the 

structures within their own areas of responsibility.  They had put a lot of effort 

into training and orienting general managers who were also supported by 
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functional devolution in their areas of responsibility.  There was a gradual 

approach to devolution.  In Acute care, restructuring included the introduction 

of the hospital executive.  This was initiated by the CEO and according to a 

General Manager, staff had bought into this change.  Managers identified a 

variety of linkages between managerial levels and functions.  This was 

demonstrated particularly in relation to Care Group Management which groups 

connected through the area general managers. 

 

The separation of strategic and operational management was becoming more 

apparent.  Senior and general managers referred to the development of care 

groups, Catchment Area Teams and functional devolution.  The general 

managers stated that staff had bought into the very clear structure which had 

been initiated by the CEO.  Care Group Management issues were resolved.  

They had their own resources and addressed cross-boundary issues.  Some 

were more advanced such as in Mental Health Care which had a flat 

organisational structure with multi-disciplinary teams.  There was very little 

resistance to these executive structures.  They were described as a positive 

development and made a difference.  The Catchment Team and GM facilitated 

system-wide co-ordination in contrast with the multiple line relationship in the 

past of heads of discipline to a Programme Manager.   

 

Progress: Professionals 

The hospital executive and devolved Human Resources were positive 

developments according to the professionals.  There was a level of awareness 

of structural change in Acute Care and Elderly Care.  The Regional Hospital 

service groups referred to change at organisational and hospital levels. 

Younger clinicians and Directors of Nursing participated in hospital executives 

and multi-disciplinary advisory groups.  There was integrated management in 

Acute Care, which created greater local interest, understanding and morale.  

Other service groups referred to service integration in Mental Health and 

Elderly Care.  In Mental Health greater integration between the professional 

teams and other agencies improved the services.  In Elderly Care a geriatrician 

had developed multi-disciplinary teamwork. 
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6.10.2 Service Management  

6.10.2.1 Potential: Managers 

The previous order's management was more traditional administration and it 

had a limited perspective of its potential role, according to a Director of 

Nursing.  Sub-corporate managers in the new order included strategies, service 

plans and delegated functions in their accountability parameters in addition to 

statutory requirements and job descriptions.  Managerial roles related to 

change management and service management.  Clinicians related to medical 

management and Directors of Nursing to the management of holistic patient 

care.  These domains of managed activity were differentiated but 

complementary. 

 

By improving management practice senior managers could concentrate on 

strategy and the performance management of the whole service.  Other 

managers could focus on the quality of service delivery, adopt a more 

professional approach, upgrade outdated systems and address change 

management issues.  The adoption of a whole - system strategic approach was 

associated with senior management's generic accountability.  Quality 

management, individual change management and standards generally fell 

within the accountability parameters of other managers. 

 

Potential: Professionals 

Heads of discipline had not been engaged in management and were not 

described as ‘managers’ in the past.  While managers did not specifically 

include management by professionals in their objective to improve 

management practice and performance, it was inferred from their belief that 

they would have to demonstrate that the devolution of power, authority and 

budgets to them was genuine.  It also related to their objective to diffuse 

leadership and ownership, which was shared with professionals.  A service 

group identified the need for greater accountability in management rather than 

in management by professionals.  While the professionals did not specify 

quality management within their roles it was inherent in their professional 

responsibilities.   
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6.10.2.2 Experience 

(i) Issues: Professionals 

The service management context was described by service groups in terms of 

increased activity, change in clinical practice and provision, patient waiting 

times and quicker discharges from acute care and slower discharges from 

elderly care.  As a consequence staff had to cope with the stress of service 

demands and did not feel appreciated or were disheartened by an over-

emphasis on developments when they had to work in unsatisfactory 

conditions.  They complained about staffing levels and turnover and also had 

accommodation and equipment issues. 

 

(ii) Response: Professionals 

Service groups suggested ways to improve and support service practice and 

provision.  Training, protocols, research and audits with computerisation and 

ancillary supports were necessary to improve practice.  Improvement in the 

management of professional services required a review of access 

arrangements, clinics and GP participation. 

 

(iii) Progress: Professionals 

The activities in service management, as distinct from professional practice 

management, related to the collection or production of monthly and quarterly 

activity data for performance reports.  Heads of discipline also had input to 

service plans and developed protocols and guidelines.   

 

There were improvements in systems, supports procedures and 

accommodation.  Clinicians observed the infrastructural development of acute 

hospitals and expected significant changes arising from the acute service 

strategy.  There was a whole system change and move to clinical excellence 

noted by Directors of Nursing who had committed to risk management and 

clinical governance.  The transformation in mental health was attributed to 

good leadership.  Service groups identified with the quality of care in their 

hospitals and the increasing participation of patients in improvement 

processes. 
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Progress: Managers  

Managerial activities included the development and implementation of 

strategies, multi-annual and annual service plans, systems and quality 

improvement.  There was some task variation between managerial levels in the 

planning process.  Assistant CEOs produced the service strategies with expert 

input and support from the Directors of Services, Functions and corporate mid-

managers.  They set up planning groups who involved various interests in the 

process of preparing, implementing, monitoring and reviewing service plans.  

Systems appraisal and development was undertaken by senior and corporate 

mid-managers to improve service performance.   

 

Performance review focused on service targets, response times to 

representations, complaints and the containment of complaints and crises.  

Review frequencies varied from very regular reviews of devolved functions, 

regular general manager and less frequent Director reviews by Assistant 

CEOs.  Some of the reviews were opportunistic or issue driven.  Care Group 

Manager reviews were not regular. 

 

Quality management varied between safety, quality promotion, process 

improvement and specialist inputs.  External awards, published researched and 

customer orientated initiatives were indicative of the emergence of a quality 

culture. 

 

6.10.3 Conclusion  

This section brings together the potential for change as contextual - antecedent 

factors and the experiential aspects of those factors as issues, responses and 

outcomes and processes.  A holistic framework emerges from the narrative 

which is grounded in the domains’ interpretations of their experience of 

internal mediators and moderators of change.  

 

This is presented as an emergent model (see Figure 6.1 p. 230), which 

accounts for the various components arising from the analysis of the 

respondents’ data.  It summarises the major categories and sub-categories and 

the linkages between them.  
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FIG. 6.1: AN EMERGENT MODEL OF INTERNAL MEDIATORS AND MODERATORS OF ORGANISATIONAL CHANGE 
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CHAPTER 7 

CONCLUSIONS 

 

7.0 OVERVIEW  

In the introduction to this thesis, the overarching aim was stated as the 

following: to discover the nature of mediator and moderator influences of 

change in a healthcare system in transition through the perspectives of two 

major activity domains (managerial and professional). As previously stated, 

the general context of the case study organisation is an embedded national 

public health and personal social services system.  This study reports insider 

explanations of their perceptions and experience of the antecedent and 

experiential aspects of mediating and moderating influences within the 

organisation.  The following conclusions, which derive from the research 

findings in Chapter 6 and are related to the relevant literature in Chapters 2, 3 

and 4, are presented in the format of the emergent model (E-Model) of internal 

mediators and moderators of organisational change.  The emergent model has 

a number of elements which are set out in Figure 6.1. 

 

The contextual aspects (external and internal) are framed in relation to the 

wider policy systems and dimensions of healthcare and the internal 

characteristics of the inherited order.  The principal actors in the model’s 

narrative present their antecedent and actual experiential stories through the 

activity strands which emerge in the research process.  These actors represent 

two major domains in the healthcare organisation (managerial and 

professional) and their territories are clarified with reference to domain theory 

and related literature on the professions.  

 

The primary components of the model are reflected in the three emergent 

activity strands which provide antecedent and experiential reports of both 

domains’ perceptions and interpretations of their experience.  These strands 

are mediator influences and mediating through people and the operational 

system.   
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Each one of these is located in its theoretical context, in order to identify 

convergences and divergences with the extant literature.  ‘Tying emergent 

theory to the existing literature enhances the internal validity and theoretical 

level of theory building in case study research’ (Eisenhardt, 1989b:537).   

 

The grounded E-Model demonstrates a more complete influencing system in 

comparison with existing integrated models or approaches to leadership of 

change.  It is examined in relation to those models to identify similarities and 

differences.  Systemic change models also provide a reference point in 

reaching conclusions on the properties of the E-Model.  

 

 

7.1 CONTEXTUAL INFLUENCES 

The E-Model’s contextual influences are external reform drivers and 

constraints and the inherited order’s corporate strategy, culture/style, structure, 

decision processes and previous organisational change experiences (see 

Chapter 6 Section I).  Significant external influences include national 

strategies, legislation, service users/groups and the media. Public 

accountability, and the nature of the political system, also moderate the 

management of the organisation.   

 

External influences are briefly outlined by the study’s participants and are 

more comprehensively described in Chapter 2: ‘Policy and Systems Context’.  

These include public sector, health and healthcare systems in change and 

reform.  The macro-economic environment and the shifting health needs of the 

population are two of the major pressures for health reforms (Saltman and 

Figueras, 1997).  During the period of this study the Health Board’s response 

to the health needs of its population is evidenced in the significant growth in 

capital, revenue, employment, service development and activity (see 

Appendix. 1).   

 

The limited reference to external influences reflects the respondents’ internal 

focus.  The primary purpose of the study in any case is the identification of 
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internal influences which affect the organisation’s internal ‘resilience’ 

(Diamond, 1992) and ‘locus of control’ (Rotter, 1966).  This limits, according 

to Tourish and Pinnington (2002), a tendency by organisations to attribute 

causal explanations primarily to external factors.   

 

Internal contextual variation between levels occurs to the extent that role levels 

reflect different environmental perceptions and conditions, which have some 

similarity with those described in Jacobs and Jaques (1987) ‘open-systems 

theory of leadership’ in organisations and Osborn et al’s (2002) ‘contextual 

theory of leadership’.  The diffusion of leadership objective in the E-Model fits 

with the latter’s collective incremental influence of leaders in and around the 

system.  There is also variation in circumstances depending on hierarchical 

levels which are generally in line with Osborn et al., (2002:832). 

 

A stable context fits with lower levels in the organisation.  The organisation’s 

past stability was evidently related to its conservative management, but that 

stability was challenged.  There were, nevertheless, early indications of 

resistance to change, with particular reference to inflexible attitudes.  This was 

reflected in the reaction of service groups to change, their concerns about 

access to information and interpretations, and issues of power and distance 

within the organisation.  Moving up the hierarchy, after Osborn et al., mid-

levels confront less stable conditions often perceived as a crisis.  In this study 

that level is the attributed cause of impediments in the change process and in 

failing to communicate the vision of the future state.  There are also corporate 

concerns about General Managers’ capability, understanding, ownership and 

commitment to change.  At the strategic level, in contextual theory, leadership 

is embedded in the strategy of the firm.  In dynamic equilibrium, the 

organisation in change mode is subject to a variety of change drivers which 

include technology, internal initiatives and institutional evolution (Osborn et 

al. 2002: 800).  Such conditions are outlined in Chapter 2 and Chapter 6, Sn. I 

of this study.  In complex systems/environments at the edge of chaos the focus 

is on the whole system and its leadership as it attempts to adapt and fit rather 

than navigate towards specific goals.  Apex leadership in this case study has a 
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general aim of quality as the object of activity which, is supported by enabling 

objectives.  It is, however currently facing the prospect of being abolished.   

 

Whether understood as a ‘complex adaptive’ or ‘self-organising system’,  

referred to in Griffin (2002), there is domain commitment to diffuse leadership 

throughout this complex healthcare organisation in order to achieve its 

mission.  This differentiated leadership matches Osborn et al.’s contextual 

variation.  It is systemic and although it is coupled with extended ownership 

and an emphasis on quality linkages in relationships it also connects with 

Mead’s (1934) idea of society, not as a system, but as a vast number of 

occurring joint actions which fit together through the formation of workable 

relations.   

 

In this study the need for change is, inter alia, attributed to a legacy which 

inhibited development and negatively affected relationships and morale.  This 

was attenuated to the extent that some service systems had positive indicators, 

such as the different managerial ethos and structure in the Mental Health 

Services (MHS).  In that service, new delivery systems, infrastructures and 

processes had enabled radical change.  Its former manager, on becoming the 

current CEO, extended that change process to the organisation.  Generally this 

was achieved through stakeholder consultation to meet the strategic aim of 

health and social gain for the region and by being people-focused in service 

relationships and delivery.  Quality and accountability, together with equity 

and patient-centredness, were the principles which underpinned the Board’s 

mission and which it shared with the National Health Strategy.  These 

principles were designed, in Scott’s (2001) terminology, to respond to the 

growing demand for accountability and quality of care.  The growing 

complexity of health care arrangements also prompted the need for extensive 

stakeholder engagement and ownership, as referred to in the organisation’s 

change objectives.   

 

The outline in Chapter 2 of the imminent radical reforms in the Irish health 

system does not include reference to stakeholder engagement or recognise the 

experience to date of health system reforms, which, according to Rathwell 
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(1998), emphasise the role of context, process and actors.  However, as 

Saltman et al., (1998: 358) observe, ‘the critical role of actors at macro and 

organisational levels is neither passive nor impervious to the forces of change’.  

In this study such externalities are marginalised by the actors as they 

introspectively reflect on the organisational equivalent of Rotter’s (1966) 

internal ‘loci of control’.  The primary emphasis, previously placed by the 

OECD (1992) on economic and structural issues, has revisited the Irish health 

system, following a period of relative growth.   

 

 

7.2 INTERNAL INFLUENCE AS AN INHERITED ORDER 

Ways of knowing and doing in the previous order had become institutionalised 

and initially had a continuing effect in the current order.  Yet, the genesis of 

change resided within the previous order and subsequently challenged its 

stability. 

 

The Board’s corporate strategy, which was published prior to the national 

health strategy (DOH, 1994), shared a similar strategic purpose and principles 

(deBúrca, 1994).  Yet, the organisation’s aim in the previous order was not 

reflected on directly by the participants.  It was nevertheless inferred through 

current managers’ references to strategies and plans and in the domains’ 

definitions of the purpose and objectives of organisational change.   

 

The continued influence of the style, culture and structure of the previous 

order presented both a challenge and an opportunity.  Through its existence 

and influence on behaviour, Ammeter et al., (2002: 757) state that organisation 

culture frames and shapes the use of leader behaviours.  A significant mediator 

of the previous order was perceived as a traditional administration.  In a shared 

view of the major activity domains, it had a conservative, bureaucratic style, a 

lack of vision and inappropriate organisational structures.  In consequence, 

there was staff alienation, division and low morale.  Staff and service 

developments were inhibited.  In a view of the traditional model, public sector 

bureaucrats were perceived as administrators, whereas under ‘new public 
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management’ the primacy of managerial principles over bureaucracy had to be 

established.  An alternative view indicates the modernisation of the Mental 

Health Services and positive indicators in other care settings, except some of 

the Regional Hospital Service groups.  The change objectives of ownership, 

relationships and restructuring, described in Chapter 6, Sn. I, equate with 

Aucoin’s (1990) proposition that the deconstruction of power and the 

empowerment of line managers necessitate authority and responsibility at 

lower levels, so that the centre has to be restricted to fundamental strategy, 

policy and prioritisation.  Hence, ownership and restructuring inter alia, are 

intended to ensure that the corporate level has a strategic and whole-system 

focus and that others are empowered to implement service policy.  

 

In this study the reported absence of a shared purpose and value system 

previously had created diversity which had negative connotations within the 

organisation.  ‘Diversity leadership’ (Chen and Van Velsor, 1996), as an 

empowering and emancipatory concept, in contrast seeks an accommodation 

of social group identities, socio-psychological processes and multiple 

perspectives.  This is relevant to relationships and ownership in the ‘people’ 

activity strand as described in Chapter 6, Section II.  Di Tomaso and 

Hooijiberg (1986: 186) emphasise that existing models have to be expanded to 

incorporate adaptive problems, process orientation, political engagement and 

the creation and change of structures.  The continuing structural problems, as 

reported in the initial stage of the study, fit Hughes’ (1998: 43) broader 

concerns about traditional public administration’s inefficiency and rigidity in 

bureaucracies, in comparison with more flexible forms of management.   

 

The organisational objectives reported in this study include a participative and 

diffused leadership to gain commitment to the organisation’s vision and 

values.  This is also associated with the improvement of management practice 

to enable senior management to focus on strategic issues and for other 

managers to professionalise practice and update systems and processes.  

Quality management and individual change management are included.  

Management practice is referred to in this Chapter’s section on change in the 

operational system.  This suggests the influence of managerialism, for which 
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there are no inferences or references in the ‘previous order’ apart from 

inferences of atypical behaviour in some non-regional acute service systems. 

 

The foregoing reflects the OECD call for reform and a managerial ethos with a 

participatory and discretionary style to improve relationships, decision 

processes, service quality and performance (OECD, 1991) as ‘a personal 

responsibility of managers’ (Pollitt, 1990: 59).  There is not, however, a sense 

of the organisation importing private sector practices, as previously suggested 

by Massey (1993) in relation to the public sector.  A clinician in the study 

cautions managers on their choice of processes and approaches because of the 

political and national health system context.  This is a contextual consideration 

which leads Savoie (1995) to describe managerialism as a flawed concept 

which fails to deal with accountability in government or to recognise the low 

level of tolerance in the political environment.  The appropriateness or 

superiority of managerialism is also challenged by Stewart (1989b), Drucker 

(1991) and Alford (1993), who contend that public service management is a 

more contingent activity. 

 

In conclusion, the context of the study is an embedded public health system 

which, historically and intrinsically, is a sub-set of the evolution and 

reformation of a wider public service.  While it is markedly shaped by its 

national socio-economic drivers, it also has the shared phenomena of 

demographic shift, knowledge and technology acceleration and redundancy 

(see Chapter 2).  Traditional internal stability is challenged by environmental, 

economic and structural issues as noted by Saltman and Figueras, (1997).  The 

organisation’s internal influencing propensity (to adapt to change) is mediated 

and moderated by its antecedents and actualised in experience.  This is 

explored through the perceptual lenses of two major activity domains and is 

formulated in their framing of the key strands in the activity system. 
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7.3 THE MAJOR INTERNAL DOMAINS OF ACTIVITY 

The scale and scope of the health care organisation’s activities are summarised 

in Appendix 1.  Significant changes occurred during the life of this study 

(1998-2001).  The variety and diversity of actors within the organisation 

require multiple perspectives to capture a sense of the organisation as an 

activity system.  The nature and purpose of the organisation and its key players 

predicate its internal influences.  Health managers and professionals, as the 

major domains, are the units of analysis for the purpose of this study.  Both 

domains are composed of levels and sub-sets which are identified where 

appropriate.  Their contextual and perceptual reality is clarified by reference to 

Kouse and Mico’s (1979) domain theory, which has its origins in studies of 

human service organisations.  The theory identifies three different domains: 

policy, managerial and service (professional), which have different concepts, 

languages and mechanisms for legitimising their actions.  This problematises 

their convergence of purpose and its realisation.  Variation is evident in this 

study in domain orientation, roles and responsibilities, leadership prototypes 

and in their mediation activity, both antecedent and actual.  Edmondstone’s 

(1986) argument, that domain factors promoted separate identities and 

prevented the development of a common ‘vision’ within the NHS, is resonated 

in this study’s domain experiences.   

 

Domain perspectives are indicated through the medium of the study’s 

emergent activity strands.  Their convergence and divergence through activity 

demonstrate Griffin’s (2002) paradoxes and tensions, inherent in complex 

adaptive systems.  The extent of variation is indicated in the research findings 

(see Chapter 6).  The antecedents of the activity strands illustrate the 

differences between the domains’ definitions of the purpose of change, their 

role differentiation and enactment in change, their leadership prototypes and 

the alignment in their leadership expectations and indications.  Their actual 

experience and accounts of the outcomes of the activity strands also illustrate 

the difference as systemic-managerial, as opposed to domain-professional 

orientations.  These conclusions are set out more fully in the later sections of 

this Chapter.   
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The nature of management (bureaucrats) and the health care professions 

(medics in particular) renders them ‘uneasy bedfellows’ as seen in Chapter 6, 

Section III.  This however is one dimension of the health care system as a 

pluralist organisation, both in service variety and its providers and users.  In 

the potentially problematic relationship between doctors, hospital managers 

and the organisation, their organisational and relational dilemmas concur with 

Broadbent and Laughlin’s (2002) problem of a managerial accounting logic, 

Saltman and Figueras’ (1997) medicalised policy agency and Harrison et al.’s 

(1992) reference to the activities of professionals being beyond the control of 

non-professional managers. 

 

The organisation is a composite of various service sub-systems, which reflect 

Burns and Stalker’s (1961) ‘mechanistic’ and ‘organic’ structures in 

contingent fit with their purpose and environment.  It also contains elements 

which are consistent with Mintzberg’s (1983) machine and professional 

bureaucracy and adhocracy, such as its internal and external regulatory 

systems, high-tech professional delivery systems and more ‘loosely-coupled’ 

(Weick, 1979) welfare/social care systems. 

 

The idea of this organisation (Health Board) as a classic bureaucracy does not 

fit its reality as a diverse and varied organisation and network of service sub-

systems.  Traditionally bureaucratic and collegial organisations co-existing 

within the same social framework present a paradox of control and autonomy.  

Although service management practice functions more in the managerial 

domain rather than between domains, the engagement of professionals in the 

annual service planning process facilitates joint ownership and connects the 

professional and managerial interests.  Principles of discipline, such as rules 

and regulations to accomplish efficiency, (Blankenship, 1977) which work 

against ‘centrifugal tendencies and heterogeneity’ (Bittner, 1965) in highly 

professionalised units of organisations are instead, in this study, contained 

within key actors’ performance parameters. 

 

New strategy development, multi-annual and annual service planning 

processes and integrated structures are providing an effective alternative to 
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bureaucratic power which Weber (1947) defines as authority.  The 

presumption that to manage is to control (Freddi and Bjorkman, 1989) as a 

determinate influence over action (Bittner, 1965) and the right to control 

resources and direct the task behaviour of subordinates (Yukl, 1998: 179-80) is 

at variance with control in collegial settings (Etzioni, 1969), such as the high-

tech environment of a regional acute hospital.   

 

7.3.1 Medics 

The power and influence of the medical profession at individual, 

organisational and professional levels were cited by a clinician as factors in the 

change process (see Chapter 6).  The abrasiveness of clinical colleagues in the 

pursuit of their own interests, even when a collaborative approach has been 

proven to be more effective, was referred to by a Director of Nursing.  Their 

divided loyalties, backgrounds and interests in committing to change are 

resonant of Bucher and Stelling’s (1969) major characteristics of collegial 

organisations.  These include spontaneous internal differentiation, competition 

and conflict for resources and integration through a political process.  To 

ensure that they identify strongly with the organisation, Bidwell and Vreeland, 

(1963) suggest that both must have complementary goals and values.  This is 

indicated to the extent that the domains have a shared purpose and objectives.  

Clinicians recognise positive engagement between colleagues and senior 

management in the operation of new executive structures and in processes 

which resolve difficulties in the development of new services.  Co-operation 

enables the maintenance of a system of functionally inter-related roles, as 

suggested by Selznik, (1948) and  Bittner, (1965).  Thus negotiation, as 

identified by Strauss et al., (1963, 1964), constitutes the basis of social order in 

hospital settings in particular.  The collegial character of professionals would 

otherwise militate against the ability of ‘outsiders’, such as managers, to gain 

control, as discussed in Harrison and Pollitt, (1994) , Harrison and Schulz, 

(1989) and Hearing et al., (1999). 

 

Surprisingly, there are no reports of managerial-medical tensions in this study 

and relationships are generally good.  There are positive indications in the 
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medics’ relationships with managers at various levels.  These are reported by 

clinicians in the context of managerial leadership indications in Chapter 6,  

Sn. I, and in the many service changes and developments which required a 

high level of manager-clinician engagement.   Both domains’ roles are 

distinctive and even unique from the clinicians’ perspective.  Their domain 

orientation is constituted in their role-responsibility for medical management, 

clinical leadership and the treatment regime.  Efforts to involve them in 

general management processes are initially problematic.  This is a universal 

issue which is compounded by their influential colleges and representative 

associations.  This is indicative of the collegial organisation occurring within a 

‘machine bureaucracy’ (Mintzberg, 1983) or ‘divisional unit’ (Taylor and 

Taylor, 1994; Baker et al., 1994) and reflects the framework of medical 

professional autonomy in the environment of the public health complex, which 

influences institutional arrangements and policy predispositions (Freddi and 

Bjorkman, 1989) and facilitates a type of organisational reality.  Mintzberg 

(1983), for example, observes that the professional bureaucracy is an inflexible 

structure and that professional discretion enables some to ignore the needs of 

the organisation.  This is illustrated in a reluctance to engage in management 

and is matched by their equal reticence to develop clinical directorates, 

although they recognise their value, as do nursing staff and other professionals, 

in managing lateral linkages.  This topic is re-visited in the review of 

operational systems as mediating factors of change. 

 

The ‘cosmopolitan’ (Gouldner, 1957/8) nature and domain characteristics 

(Kouse and Mico, 1979) of the medical profession in particular affects or 

modifies its commitment to a shared organisational vision (see Chapter 6, Sn. 

III).  It is a consequence of their socialisation into an occupation as reviewed 

in Chapter 3.  Oleson and Whittaker’s (1968) multi-dimensional description of 

professional socialisation includes development (the adult role), and re-

socialisation (the professional role) and Manning (1977) adds ‘organisational 

socialisation’.  This study reflects the importance of exemplars for clinicians in 

particular, and medics’ and nursing’s concern with influencing their juniors’ 

standards and performance.  This is clarified in Johnson’s (1985) reference to 
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medics’ three professional influence categories: ‘stars’, ‘imprinters’ and ‘role 

modellers’. 

 

Professionals develop distinctive identities as a consequence of occupation 

which Freidson (1994) outlines as the construction of shared identity 

(prospects, shared experience, identification with co-workers).  The medical 

divisions, however, have historical differentials which Horobin (1990) 

explains as the dominance of hospital medicine and the clientship of the GP to 

the hospital.  This is evident in the Consultant-GP tension arising from the 

former’s failure to engage with the latter, who experience a sense of social- 

professional distance with their hospital colleagues.  The GPs’ role as interface 

through the Primary Care Unit (PCU), corresponds with Horobin’s (1990) 

concept of GPs as mediators between colleagues, laymen and specialists.  This 

is consistent with this study’s findings and Freddi and Bjorkman’s (1989) 

description of them as gatekeepers.  Both groups however, retain an extra-

organisational independence (Freidson, 1994).    

 

7.3.2 Nursing 

The nursing hierarchy in the acute Regional Hospital in this study is a more 

dominant theme than issues of medical control.  The older nurses generally 

lack confidence because of their occupational training being more experiential 

than academic in comparison to juniors and in being subject to hierarchical 

control with consequent disempowerment.  This contrasts with younger nurses 

generally who are confident but less tolerant of adverse conditions.  A 

clinician is concerned at the lack of decision making capacity in nursing and 

their dependence on hierarchical decision making authority.  This reflects 

Brooks’ (1999) and the Walby and Greenwell (1994) reference to nursing’s 

internal rule-bound hierarchy, lack of control of its client and being subject to 

direction by others.  They are categorised, by Etzioni (1969), with social 

workers, as semi-professional, because their work is more supervised and 

applied and they do not have autonomous control over their work.  This 

illustrates a lack of autonomy in decision making within the profession and 

cannot simply be explained by being a female dominated occupation under the 

control of a male dominated profession, as in Abbott and Wallace (1990) and 
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Davies (1985).  In this study a clinician complains about the lack of decision 

making by nursing in the care settings and their dependence on higher levels, 

for direction. 

 

In other acute settings there are complementary and positive inter-professional 

relationships between clinicians and nursing staff.  Nursing’s engagement with 

obstetricians is noted by patients, who gain confidence in their awareness of 

such a positive therapeutic relationship.  The Directors of Nursing’s 

descriptions of their holistic care role, a philosophy of loyalty to their hospital 

and its community and as enablers of team effort in integrated care, is 

consistent with Salvage’s (1985) ‘preservers of order around the patient 

regime’ and Taylor and Taylor’s (1994) ‘integrators of the patient care system 

and facilitators of the efforts of the members of the multi-disciplinary team’. 

 

There is a general management view that senior nurses are advocates for a 

major occupational group rather than managers, although a Director is 

recognised as a good facilitator and problem solver with local administration. 

This study presents the Directors of Nursing as being primarily concerned with 

the performance of their profession in various specialties and settings.  The 

tendency to create an exclusive hierarchy, is evident in the referenced nursing 

services although their managerial role is not strongly indicated.  Lorentzon 

(1990: 55) notes that semi-professionals tend to become increasingly involved 

in management as they climb the ‘career ladder’ and ‘are more likely to 

succumb to managerial influences’.  This study does not suggest a 

managerialist-professionalist ‘faction fight’ (Abbott and Wallace, 1990), 

‘therapeutic autonomy’ (Harrison, Hunter and Pollitt, 1990) or ‘strategies to 

pursue its own narrow interests’ (Salvage, 1985).  Neither is the fusion of a 

managerialist discourse, ideology and practices by the UK profession, as 

described in Brooks (1999), reported in this context.  The nursing-management 

relationship is good and is based upon the Directors of Nursing positive 

references to nursing confidence in, and regard for, the interactive behaviour 

and interpersonal skills of managers at all levels. 
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7.3.3 Managers 

A defining characteristic of managers, in this study, is their inextricable 

connection with the organisation at each level.  This is defined in their roles, 

responsibilities in service management practice and organisational change.  

They are the dominant definers of the aim and objectives of organisational 

change.  Managers’ conformity is explained by Merton (1957) as a 

consequence of their embeddedness in the routines of bureaucratic life.  There 

is nevertheless some variation at corporate and other managerial levels in their 

styles and change management roles.  They are Gouldner’s (1957/8) ‘locals’, 

who value organisational belonging over membership of their profession, in 

contrast with ‘cosmopolitans’ (medics) who perceive the need for the 

organisation strictly in terms of its support for professional activity. 

 

Domain shift is emerging in professional participation in executive agency, 

although not as advanced as that reported in the NHS new ‘hybrid’ manager, 

which straddles the professional and managerial domain and complements 

both (Forbes and Prime, 2000; Ferlie et al., 1996; Dawson et al., 1995; 

Stewart, 1995). 

 

The management domain in this study defines itself in relation to its public 

accountability at senior level and general parameters in delivering strategies 

and plans at all levels.  In ‘domain theory’ (Kouse and Mico, 1979), managers’ 

accountability refers to the effective use of resources and the efficient and 

effective achievement of organisational goals.  The limited level of 

professional engagement in the organisational change process, and their 

reliance on management to provide change leadership, infers either 

indifference or difference.  This is akin to the substratum of tension identified 

by Roemar and Friedman (1971) between the hospital administrator and the 

medical staff wherever leadership and innovation is being promoted.  Neither 

the ‘administrator-diplomat’ or the ‘new managerialist’ who challenges 

professional claims to autonomy, as in Harrison and Pollitt (1994), is reflected 

in this study.  This is perhaps indicative of national historical differences.  The 

pre-Griffiths NHS consensus model and management by subjective functions 

contrasts with the Irish local management system which was established in the 
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1940s.  Thus, the emergence of managerialism in the UK NHS is more 

pronounced.  There are, however, definite managerial change roles and 

activities in this study, in contrast with Dawson et al.’s (1995: 122) 

‘comparatively little talk reported about actively managing change’ in their 

study of senior executives in the NHS.  

 

 

7.4 THE EMERGENT ACTIVITY STRANDS  

The reconciliation of managerial and professional perspectives, by seeking 

evidence of a shared reality and vision for the new order, is explored through 

the domains’ antecedent and actual experience in the activity strands.  The 

three activity strands in this study - mediator influence, mediating through 

people and operational system dimensions - are a systemic-dynamic equivalent 

of Hutchins’ (1995) ‘three dimensions of development in a moment of human 

practice’.  Hutchins distinguishes three processes which affect the overall 

character of an activity, personal development and operational system 

development.  The presentation of the organisation as an activity system which 

embeds the activity strands, after Engeström (1987), facilitates an exploration 

of relations between subjects, communities and their objects of activity, by 

highlighting factors through which such relations are mediated.  This study’s 

emergent strands identify the mediators’ and moderators’ antecedent and 

actual experiences and outcomes of change. 

 

The potential/experiential relationship in the emergent activity strands, 

(Chapter 6, Section III) referenced to the relevant literature, generates the 

conclusions which explain the nature of mediator and moderator influence (see 

E-Model, Fig 7.1).  The potential of mediator influence in the domains was 

moderated to the extent that there was alignment or variation in the perceptions 

of the inherited and contemporary order, the purpose of change, their roles, 

expectations and indications of leadership.  That potential was realised or 

modified in the reality of the respondents’ perceptions of the issues, responses 

and progress in the emergent activity strands of change. 
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7.4.1 Mediator Influences 

The antecedents are indicated in the domains’ shared purpose and enabling 

objectives, their differentiated roles and responsibilities, their leadership 

prototypes and the alignment in their expectations as well as indications of 

leadership within the organisation.  Their actual experience and its outcomes 

relate to style, approach and communications in the change project.  These are 

moderated by positive and limiting influences and by substitutes and 

indications of corrective strategies.  The outcomes of mediator influence in the 

first strand, relate to purpose, leadership style and approach (including 

communications). 

 

7.4.1.1 A Shared Purpose 

Moving from the reported absence of a shared vision and values in the 

previous order, the major domains now present a shared purpose in the 

improvement of service quality.  There are however variations in foci, roles, 

responsibilities and leadership prototypes.  Senior managers have a population 

health and social gain focus (deBúrca, 1994), while managers generally   

identify service quality as a change purpose and the professionals relate to the 

quality of care in their practice contexts.  This is consistent with Kouse and 

Mico’s (1979) separate domain perspectives which link policy with senior 

management and delivery with other managers and professionals.  

 

As indicated in Chapter 6, Sn. I, senior managers are relied upon to articulate 

the vision, as in Collins and Porras, (1998) and to initiate and lead the change 

process, as in Kotter (1996).  The aim is operationalised in the implementation 

of domain roles and activities, as a quality improvement task for sub-corporate 

managers.  The senior managers’ population focus is not evident in action but 

they are required to have a whole-system strategic approach as they have 

ultimate accountability. The professionals have a domain-specific orientation, 

which relies upon the inherent nature of quality in their professional practice.  

While their domain roles, as clinical or professional team leaders, focus on 

patient care episodes, holistic care or developing and influencing professional 

performance standards, it does not extend to organisation-wide or service sub-

systems.  This has also been typical of the international experience of clinical 
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leadership in quality improvement (Øvertveit, 1999; Bataldon and Stotlz, 

1993; Berwick et al., 1992). 

 

The professional domain associates leadership diffusion in the organisation 

with the spread of the vision and values.  A shared vision and values affect 

long-term viability and adaptability according to Collins and Porras (1998); 

Tichy and Devanna (1986) and Bennis and Nanus (1985).  The notion of 

values and the ‘values driven’ organisation marks the professionals’ sense of 

the changing organisation.  They are becoming the bedrock of corporate 

culture as defined by Deal and Kennedy (1982).   

 

The enabling objectives are considered in the context of the ‘people’ and 

‘operational system’ strands.  Senior managers are required to have a whole 

system strategic approach as they have ultimate accountability.  The senior 

professionals associate change leadership with the managers.  Both domains 

indicate roles in quality improvement.  Managers have a systemic focus and 

observe the emergence of a quality culture in the service.   

 

7.4.1.2 Domain Roles and Responsibilities  

In this study managers recognise that there are different levels and types of 

accountability in the organisation, which is consistent with Jacobs and Jaques 

(1987) open systems model of leadership.  Public accountability distinguishes 

the senior managers from other managers, who define their accountability in 

relation to performance parameters, such as strategies, plans, legislation and 

job descriptions.  Their responsibilities vary and their differentiated roles have 

a part to play in organisational change and operational management.  This is 

confirmed by Dawson et al.’s (1995) study of managerial action in the NHS.  

Their roles in organisational change include initiator, conceptualiser, 

implementer and reviewer and broadly reflect Vinnicombe’s (1987) 

‘personalities’, as key determinants of managers characteristics – ‘visionary’, 

‘catalyst’, ‘trouble-shooter/negotiator’ and ‘traditionalist’.  Managers have a 

unique responsibility for systemic change, which the professional domain also 

attributes to them, but the professionals are more domain-specific.    
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In this study, role differentiation is based on domains of activity, which are 

complementary but separated by traditional occupational boundaries.  The 

professional domain defines its responsibility as clinical/medical management 

and holistic care management as in Taylor and Taylor (1994) and Salvage 

(1985), and influencing standards and morale within the nursing profession, as 

in McCarthy (1992) and Brown (1992).  Responsibility, as the overarching 

sense of ‘leadership’ in the domains, is consistent with Drucker’s (1993) 

understanding of leadership as primarily responsibility.  His focus is on 

survival, people and succession, in comparison with Stewart’s (1995) focus on 

envision/engagement, realisation of human potential and response to a more 

knowledgeable and demanding NHS public.  Griffin’s (2002) linkage of 

ethical behaviour with emergent leadership coincides with the domains’ sense 

of ethics and ownership, rather than their general usage of the ‘leadership’ 

concept. 

 

Domain roles and change agency may be understood in terms of the division 

of labour in Engeström’s (1987) activity systems theory, which mediates the 

relationship between the organisational community and its overall object of 

activity.  Within the domains it is evident that role actions and episodes shape 

expectations and define individual-organisational boundaries, which fits with 

Katz and Kahn’s (1966) conceptualisation of role theory.  Issues of role 

conflict and ambiguity, as in Schaler et al., (1977:11) are not reported within 

and between domains but there are references to the need for role-relational 

clarity in relationships and structures, as elaborated in Chapter 6, Section II, 

(‘people’ and ‘operational system’ strands). 

 

Domain connectivity is more inferred than apparent, as each has a distinctive 

focus based on ‘territorial’ responsibility.  Domain factors and roles maintain 

boundaries which constrain the potential for greater connectivity across 

domains, as reported by Stewart (1991).  This indicates ‘domain shift’ 

(Edmondstone, 1986) in the engagement of professionals in management in 

the context of the new structures, and is also expressed in professionals’ 

interest in the improvement of lateral linkages.  This is a local indicator of an 

increasing professional involvement internationally in integrated multi-
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disciplinary units of management (OHM, 2001; Kitchener, 2000; deBúrca, 

1998; Fitzgerald and Dufour, 1997; Klazinga, 1996). 

 

7.4.1.3 Leadership  

Historical, intentional, expectational and indicative elements, as potential 

leadership, are actualised in the reality of the reported experience and its 

consequences.  The earlier management style was described as administration, 

rather than management or corporate leadership.  As a mediator of the 

previous order it was perceived to be conservative, centralist and autocratic, 

with narrow horizons.  It was indicative of a traditionalist public 

administration paradigm which was limited in responding to the demands and 

constraints of a modern public service (Mc Laughlin et al., 2002; Hughes, 

1998; Savoie, 1995; Massey, 1993; Gore, 1993; Osborne and Gaebler, 1992; 

Hood, 1991; Aucoin, 1990). 

 

Leadership and its diffusion throughout the organisation as a shared objective, 

link the domains with the new ideology, vision and values (Luthans, 2002; 

Katzenbach and Smith, 1993; Kouzes and Posner, 1993; Sims Jr. and Lorenzi, 

1992; Graen and Uhl-Bien, 1991; Senge, 1990; Vanderslice, 1988).  Both 

domains seek to gain staff’s commitment and to spread the vision and values 

(Collins and Porras, 1998; Kotter, 1996; Kanter, 1982; Tichy and Devanna, 

1986; Bennis and Nanus, 1985).  Managers emphasise a participative style, the 

creation of a dynamic, transparent and accountable organisation, while 

professionals focus on skills and exemplars.  Senior managers are remarkably 

reticent on the extension of leadership, although the professionals seek 

exemplars at corporate level.  This can be attributed to the paradox of 

empowerment in a bureaucracy, which requires faith and trust to let go of 

power, by delegating real authority as well as responsibility.  As the concept is 

not in popular usage, managers relate to ‘accountability’, clinicians to 

‘responsibility’ and senior nurses to ‘influencing morale and standards’.  

Managerial leadership is systemic, while professionals’ leadership is more 

domain specific. 
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The domains’ expectations and indications of leadership, and their level of 

convergence, reveal their separate prototypes as their implicit theories of 

leadership.  There is a strong traditionalist trait orientation, particularly in the 

professional domain, which echoes the quest for unique identifiers of ‘Great 

Man’ traits or influencing behaviours (Stogdill, 1948).  Both frame their trait 

indicators as task, relational and change behaviours and have therefore general 

consistency with Yukl’s (1997) taxonomy (Task, Relationship, Change), 

which utilises those behavioural orientations as an integrating framework.  

These are demonstrated in Chapter 6, Section I as managers’ and 

professionals’ expectations with related indications in specified positions or 

individuals.   

 

For managers, leadership is synonymous with change.  Prototypes differ as the 

managers’ change leader is exceptionally committed to change and is 

persistent, energetic and a team motivator.  The professionals’ prototype is an 

innate leader who has the personality and relational traits and vision to engage 

and motivate followers.  The managerial and professional types are broadly 

reflected in some, who have change oriented behaviours, or alternatively who 

are innately attractor/influencers.  The latter type appeals to professionals who 

seek exemplars as influencers in both domains and is somewhat reminiscent of 

medical socialisation influencers (‘stars’, ‘imprinters’ and ‘role modellers’), as 

in Johnson (1985).  The change leader prototype is associated with the CEO 

and Directors of Nursing, who have previously been involved in major service 

change.   

 

The overall pattern of leader behaviour, as suggested in the prototypes, affects 

leadership effectiveness, subject to the type of environment and the 

effectiveness of the current strategy, according to Yukl (1997).  The two 

prototypes, however, have to be considered from their domain perspectives 

because, as previously stated, managers have a systemic view of leadership 

while professionals are more domain specific.  For professionals, influencing 

change is not solely a formal leadership activity, as it also occurs at a personal 

and peer level, in local service units and through professional responsiveness 
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to patient care needs.  Thus, there are ‘substitutes’ and ‘neutralisers’ (Kerr and 

Jermier, 1978) of  professional leadership. 

 

Domain congruity arises in three levels of alignment, which indicate some 

similarity in their idealised types or requisite variety of traits and attributes.  

Both domains indicate a strong people orientation (see Chapter 6, Section I) in 

their primary, secondary and tertiary alignments.  This locates their leaders 

primarily within a relational construct.  In addition to domain variation in the 

secondary alignments, there are also unmatched expectations and indications 

in leadership and change and non-participative styles. 

 

The process of diffusion of leadership is connected with the ‘people’ strand 

(relationships, ownership, capability, capacity) while management practice and 

structure are located in the ‘operational system’ strand (see Chapter 6, Section 

II).  Professionals expect managers to undertake change leadership but 

generally confine their influence to their own domains of responsibility.  This 

is generally evident in the limited contributions of professionals in identifying 

the organisational objectives in this study and similarly in their role in the 

change process.  This is confirmed in Nadler and Tushman’s (1990) reliance 

on executive leadership to initiate and effect change.  It also concurs with 

Senge’s (1990) description of a Chief Executive as the organisation’s designer 

and mentor who shares responsibility with the Corporate Team for the overall 

organisational climate.  Local managers and networkers also extend the 

‘leadership community’ in a complex system (Luthans, 2002).  The 

engagement of sub-corporate level managers and local networking and 

influencing ‘extend the practice of leadership beyond the normal preserve of 

formally appointed leaders’ (Knights and Wilmott, 1992; Hosking, 1991).  It 

was noted that different roles and requirements at various levels in the 

organisation still require leadership to ‘reduce uncertainty’ and ‘to enable 

adaptive changes’ (Jacobs and Jaques, 1987). 

 

Leadership style had to change from an autocratic to a participative style to 

gain commitment to the new ideology.  Participative models and decision-

making processes are inclusive and not overly concerned with corporate 
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cohesion, to the detriment of internal dissent, according to Tourish and 

Pinnington (2002).  Although sub-corporate managers expected the 

organisational culture and style to act as a guide, some senior staff believed 

that style was contingent and situational.  The existence of different styles and 

personalities at corporate level was seen as a strength in one view but there 

were also perceptual differences of the CEO’s and the senior managers style as 

being either ‘controlling’ or ‘empowering’.  This variation depended on 

circumstances.  This view is well represented in contingency theories, which 

seek to explain how the effects of leadership vary due to situational and 

moderator variables (path-goal: House and Mitchell, 1974; situational: Hersey 

and Blanchard, 1977; contingency-LPC: Fiedler, 1967; multiple-linkage 

model: Yukl, 1989).   

 

Nevertheless, a significant change in style is reported by both domains.  

Managers describe the change as open and empowering, while for 

professionals it is strong and visionary.  The CEO, as the main influencer, has 

enabled the emergence of a shared vision and values and with continuous 

learning, these are the new hallmarks of the organisation.  Doz and Prahalad 

(1987) state that the ability of a single person in a leadership position to 

articulate a new vision that organisational members accept is a key variable in 

successful organisational change.  In the case study, change had transformed 

the staff’s sense of being valued and the way they worked.  ‘Transforming 

leadership’ (Burns, 1978) affects followers in ways that are ‘quantitatively 

greater and qualitatively different than the effects specified in past theories’ 

(Shamir et al., 1993: 1).  

 

This study indicates strong ‘visionary leadership’ (Westley and Mintzberg, 

1989) with some ‘charismatic’ influence (Conger and Kanugo, 1988) and 

‘transformational’ qualities (Bass, 1985; Bass and Avolio, 1990a).  Vision, 

inspiration and positive interaction, have a positive effect, according to Gasper 

(1992).  It can be seen that the primacy of relationship, in the domains’ 

alignment of expectations and indications, emphasises what the ‘leader’ does 

for the individual and the influence on the individual and organisational 

learning.  This is more consistent with the UK version of transformational 
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leadership (Albino-Metcalfe and Alban-Metcalfe, 2001) as an accessible 

‘servant leader’, compared with the US version (Bass and Avolio, 1990) of a 

distant, charismatic hero. 

 

The new approach included stakeholder involvement to improve organisational 

cohesion, through positive relationships and ownership.  ‘Involvement’ 

(Burnes, 1992) is associated with ‘goal clarity’ and ‘strategic direction’ (Hill 

and McNulty, 1998), a pluralist view which acknowledges ‘conflict as a key 

dynamic’ (Collins, 1998) ‘political activity’ (Dawson, 1996), ‘social 

architecture’ and ‘shared meaning’ (Bennis and Nanus, 1985), ‘empowerment’ 

(Kotter, 1996) and ‘coalitions’ (Kotter, 1996; Tichy and Devanna, 1986).  

However, in managing change, the scale, pace, staff commitment and 

communications at corporate and mid-level are problematic.  The 

professionals, who attend regional meetings with management, provide limited 

feedback locally because of time constraints.  As a result, some staff are 

unclear about the purpose of, and their role in change.  The management of 

change requires reflection and learning.  Managers have to improve routine 

change management and monitoring and ensure that General Managers have a 

more active role and local credibility to gain staff’s confidence and 

commitment.  Yet, reliance on a programmatic approach to change in 

healthcare is challenged by Edmondstone (1995), as it is often driven by an 

exclusive core group, which is seen as the sole or main owner of the problem.   

 

Dispersed leadership and behavioural change, as the preferred alternative 

approach to change, is also an objective of the domains in this study.  

Evidence from this study of professionals’ participation in the management of 

the process is, however, limited although the professionals involved sought 

greater clarity, follow-up, involvement and communications to maintain the 

energy for change.  They nevertheless indicate progress, through the CEO’s 

influence, which initiated the process and with others, enabled the emergence 

of a shared vision and values by communicating the new approach, vision and 

principles to staff at local level.  This aligns with the key role of ‘executive 

leadership’ in modifying the basic organisational orientation (Miles and 

Cameron, 1982) and also the ‘availability of key change leaders’ (Pettigrew et 
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al., 1992).  The regional meetings, which initiated a cascade of activities, 

energised staff and reduced their sense of organisational distance, lack of 

understanding and resistance to change (see Change Issues: Chapter 4, Sn 1).   

It can also be concluded that change was evident in symbols, artefacts and 

ways of communicating change with stakeholders. 

 

7.4.2 Mediating Change through People 

Relationships, ownership, capability and capacity in this emergent study, 

mediate and influence change through people within the organisation.  They 

are formed and explained in their antecedent, actual and outcome states. 

 

7.4.2.1 Relationships 

The antecedents of relational development are indicated in the reported 

absence of a shared purpose and value system, which coincides with two 

contrasting perspectives of internal relationships in the past.  One is portrayed 

as staff alienation and division, which resulted in low morale and inhibited 

staff and service development.  Another presents positive developments in 

Mental Health Care and good teamwork and attitudes in smaller acute 

hospitals and Elderly Care.  The potential to realise the management objective 

of quality linkages, within and between stakeholder groups, relied on 

managerial and professional roles and relational attributes in their leadership 

expectations and indications.  The quality of inter- and intra-domain 

relationships in Bidwell and Vreeland’s (1963) criteria is dependent upon their 

‘mutual identification of goals and values’ which would ‘enable 

complementarity’, ‘control’ and ‘goal attainment’ in ‘parallel socialisation 

processes’.  Although Parston (2002) and Saltman et al., (1998) note that 

norms are often in tension with professional interests, shared values, in 

Selznik’s (1948) view, will facilitate adaptation through functionally related 

roles.  The emphasis on leadership diffusion relies more on relationships and 

ownership, as Griffin (2002) suggests than on enforced structures.  This 

emphasis on social relationships, rather than managing through formal 

structures, is also noted by Ferlie and Pettigrew (1996).  The nature of 

relationships ‘enacted in engagement and decision processes’ become values, 
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operationalised in action (Jones and Pollitt, 1999) and modified in actors’ 

issues and responses in their experience. 

 

There are mutual experiential concerns between managerial levels on their 

respective capability and ownership.  Internal contracts would clarify roles and 

relationships in a forming process and improve engagement through effective 

stakeholder approaches and the formation of alliances and teams.  The CEO 

and the new Assistant CEOs are like-minded in their pursuit of essential 

change.  These represent limited but strong dyadic relationships (LMX theory: 

Graen, 1976; Dansereau et al., 1975) which have to be replicated in the 

management domain as ‘leadership-making’ (Graen and Uhl-Bien, 1991).   

 

Professionals also have intra-disciplinary issues, such as enhancing 

communications and status perceptions between GPs and Consultants and also 

across some of the acute nursing services.  GPs’ early efforts in seeking active 

participation in acute hospital policy processes were not reciprocated by 

Consultants.  This reflects Horobin’s (1990) reference to the dominance of 

hospital medicine and the long history of bitter disputes between GPs and 

hospital doctors.  The GP’s Primary Care Unit and individual interface with 

many services affirmed their ‘gatekeeper’ (Freddi and Bjorkman, 1989) and 

‘mediator role’ (Horobin, 1990) on behalf of patients.  Their independent 

contractor status and local competition for patients, however, would have 

weakened their position with colleagues (Freddi and Bjorkman, 1989).   

 

Status issues in the professional domain indicate a hierarchy based on ‘social 

identity’ and ‘distance’ (Tajfel, 1978; Alderfer, 1986), anchored in perceptions 

of colleagues or peers inter-group relations with the Regional Hospital.  This is 

also evident in the scepticism of some service groups regarding the ‘vision’ 

and their role in organisational change because of their sense of a two-tiered 

system.  Some groups feel that the organisation and the Regional Hospital are 

distant from them, particularly the latter, in relation to resource distribution 

and attitude.  There is an apparent failure, at some level, to understand social 

relations amongst ‘interdependent groups whose co-operation or compliance is 

required’ (Argyris, 1990). 
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Clinicians’ stated domain constraints concur with Hearing et al.’s (1999) lack 

of time and negative peer pressure and Harrison and Schulz’s (1989) suspicion 

of traditional administration, with local implications which limit their 

involvement in management.  This is also reflected in Saltman and Figueras, 

(1997: 256) and Thompson (1967).  Their institutional power ‘tends to 

maintain their primary accountability to peers as against administrators’ 

(Jones, 2000).  Their responses, in this instance are limited to their 

requirements (training and guidance) to participate in management and the 

GPs’ interest in their involvement in acute care issues.  To develop 

relationships the professional domain stresses openness, changing behaviours 

and the development of interdisciplinary teams.   

 

Professional-managerial relations are diverse and unpredictable according to 

Exworthy and Halford (1999: 124) as ‘changing identities, tasks and career 

paths increasingly blur the distinction between individual, professional and 

managerial roles’.  Trust and mutual obligation underpin nursing relationships 

with staff, who want to be involved and valued.  This becomes evident in the 

attitude of several Directors of Nursing.  Relational growth based on trust 

gradually progresses clinician involvement in management, GP participation in 

hospital policy decision processes and interdisciplinary activity.  Listening and 

having reciprocal engagement enabled good relationships to develop between 

senior management and clinicians and a hospital executive demonstrated 

capability to deliver.  There are also positive relationships in the CEO’s 

engagement with local staff and in corporate, line and functional levels.  

Reciprocal engagement and involvement between domains have positive 

outcomes in service development and staff and stakeholder understanding and 

morale.  Positive, interactive engagement, according to the study’s findings, 

relies on active participation, trust and mutual obligation.  Professional and 

collaborative relationships build across functional and hierarchical lines where 

there is trust, in Luthan’s (2002: 446) view.  The exploration of dependence 

and risk, which according to Kipnis (1996: 41) gives power to the trustee 

without apparent condition and is more an expectation of reciprocity based on 

attitude and behaviour than a negotiated arrangement.  This is evidenced in 

this study.   
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7.4.2.2 Ownership  

The antecedents of the ‘shared’ project and the task of spreading a sense of 

ownership within the organisation are consequences of the previous regime’s 

organisational diversity and alienation.  Diverse values, as in Chen and Van 

Velsor (1996), inhibit performance.  Bureaucratic accountability is historically 

rooted in the centralism and autocracy of the managerial domain. Managerial 

accountability relates to whole system ‘ownership’ and professional 

responsibility equates with clinical autonomy/medical management and 

holistic nursing care.  These equate with Kouse and Mico’s (1979) domain 

orientation, which varies as managers develop ways of meeting accountability 

issues, while professionals develop best services for clients within the 

parameters of self-regulation and a professional culture.    Domain theory 

states that these affect the creation of a common vision and direction and as 

opposing institutional forms, according to Freddi and Bjorkman, (1989) create 

professional-bureaucratic conflict.   

 

In this study, diffusing organisational ownership requires enabling and 

empowering management actions, such as the devolution of authority and 

accountability.  Trust matches principles of empowerment (Luthans, 2000).  

This is associated with ‘distributed/dispersed leadership’ (Sims Jr. and 

Lorenzi, 1992) and with ‘real’ teams (Katzenbach and Smith, 1993) which 

demonstrate mutual accountability.  This is consistent with Luthans (2000) 

proposed extension of leadership to deal with the problem of control in a 

complex system.  Managers recognise that staff have to be prepared for this 

and then given responsibility as empowerment, according to Taylor and 

Ramsey (1991), energises employees to use their own initiative and also have 

authority and resources.  

 

The managers’ leader prototype is an exemplar of individual ownership but 

one that does not extend to stimulating a sense of ownership in others, as 

envisaged in Graen and Uhl-Bien’s (1995) ‘leader-maker’.  The preference of 

sub-corporate managers and heads of discipline for a participative style is 

reflected in the objective to improve stakeholder involvement and is consistent 

with Senge (1990), who broadens the traditional idea of leadership to one that 
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includes a theory of participation in systemic wholes.  The professionals’ 

prototype has potential in influencing ownership in others through personal 

initiative and responsibility in team leadership.   

 

Some of the managers extend ownership by influencing others.  They also 

expect their staff to extend their own leadership to others.  This accords with 

Sims Jr. and Lorenzi’s (1992) effective managers ‘who can lead others to lead 

themselves’.  There are paradoxical concerns in a mutual managerial 

reluctance to relinquish or accept power and authority, which is resonated in 

concerns about subordinates ownership and empowerment of others.  Trust 

and accountability are in juxtaposition with reluctance, dependence and 

confidence.  The bureaucratic tendency to refer upwards appears to work 

against the intent to empower or to be empowered.  This reflects Doherty and 

Horne’s (2002: 41) reference to public service organisation’s tendency to be 

resistant to change, their adherence to bureaucratic habits and pursuit of 

hierarchical decision making, which conflicts with approaches that seek to 

increase self-control and self-direction.  Devolution is being inhibited on the 

one hand because of trust, which Mishra (1996) states is founded on notions of 

vulnerability and expectations that the other party is competent, open, 

concerned and reliable.  On the other hand responsibility for change is seen as 

a matter for HQ. 

 

Managers recognise that shared ownership needs empowerment, which Aucoin 

(1990) states necessitates authority and responsibility.  The giving of power 

however depends on the influenceability of the target group, such as medics, in 

moderating its effect (Reitz, 1987).  This assumes, as Taylor and Ramsey 

(1991) suggest, that there is an employee willingness to accept responsibility.   

 

Organisational ownership, in the view of a Director of Nursing, may be 

enabled by individual trust which facilitates trust at an organisational level.  

However, some professionals’ identification with the organisation was 

conditioned by distance, status and the quality of relationships.  Some groups, 

such as Child Care, took responsibility for their service change process and 
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like Katzenbach and Smith’s (1993) ‘real teams’, held themselves ‘mutually 

accountable’. 

 

The managers’ reported outcomes is an open and facilitatory management 

style, with ownership more apparent at senior and other levels.  The 

professionals noted a positive change, which transformed people who were 

more enthusiastic and confident as a result of locally devolved authority.  This 

was indicative of Taylor and Ramsey’s (1991) unique characteristic added 

value of empowerment’s as against basic delegation, Kramer and Tyler’s 

(1996) trusting environments and Sims Jr. and Lorenzi’s (1992) self-managed 

teams.  The latter fulfils the organisational change objective, in pushing 

responsibility down to the lowest levels of the organisation. 

 

Within the professional domain, empowerment occurs through heads of 

discipline, exemplary and innovative clinical practice and confidence building 

in nursing through competence development.  The emergent ownership in 

nursing suggests movement from their traditional hierarchical control, 

although there is no explicit reference to boundary shift from ‘medical 

subordinate’ (Etzioni, 1969) or ‘maintenance worker’ (Harrison and Pollitt, 

1994).  Paramedical professions have a higher sense of their independent 

practice than nursing, which Etzioni (1969) describes as a supervised and 

applied profession. 

 

7.4.2.3 Capability  

The antecedents of organisational capability relate to limitations in the 

previous regimes’ vision and thinking and it being described as more 

administration than management.  This conventional view of traditional public 

administration, as against new public management in a broader context, no 

longer responded to the reality of government’s focus on results as the 

responsibility of effective management (Hughes, 1998: 51).  Staff and service 

development had been inhibited, according to some managers and 

professionals.  While the conservatism of the past was equated with 

organisational stability, there are references by professionals to talent being 
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frustrated in the old regime.  ‘Leadership’ potential in both domains was 

affected by systemic and intrinsic factors.  

 

Managers ‘choices’ were ‘constrained’ by the external influence of the Health 

Department (DoHC) and the political system.  This reflects Stewart’s (1967) 

‘demands’, ‘choices’ and ‘constraints’ model of managerial activity.  A 

clinician cautions managers in their choice of processes, because of potential 

consequences.  They were also constrained by the continuing effects of the old 

structure, rigidity and attitudes in the system.  Such environmental effects had 

led to the call for reform in public administration (Rathwell and Persaud, 

2001) as its rigid hierarchy, according to Hughes (1998), was more appropriate 

to a continuous and stable environment, but in contemporary requirements, 

was perceived as mediocre and inefficient.  There were also issues of intra-

managerial mutual confidence.  These questioned senior managers’ local 

change experience, General Managers’ inability or reluctance to take 

responsibility and mid-level limitations in focus, experience and ability.   

 

Managerial change roles include an ‘initiator’, ‘conceptualisers’, 

‘implementers’ and ‘reviewers’, which occur at senior and general 

management levels.  The complementarity of top management creating the 

vision with middle management implementing, by creating what Nonaka 

(1988) describes as, ‘concrete concepts’ to fill the gaps, is limited in the 

research findings to the extent that there is a perceived blockage at mid-level 

in the organisation.  This relates to that level’s failure to communicate or 

understand the message and to its lack of commitment and energy for change.  

There is also reported dissonance between managerial levels.  Contrary to 

Currie’s (1999) view of middle managers being attacked or delayered in the 

NHS, their role in this study is recognised as crucial to the success of the 

change process.  Senior managers while having initial concerns about General 

Managers’ understanding and ability to manage the change process recognise 

that they are essential to the success of the next ‘wave of change’.  

Furthermore, they have to be engaged to gain the commitment of others.  Their 

position in the hierarchy means that they have to be credible to local service 

providers and at the same time represent the senior management position with 
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what Dopson and Stewart (1990) see as their conflicting expectations.  

Although there is a pessimistic view of middle management, as in Currie, 

(1996), there is also reflection on the need to have mutual understanding and 

engagement.  This concurs with Guth and Macmillan’s (1996) view that the 

onus is on senior management to secure the pervasive commitment of middle 

management and to take their views seriously.   

 

Change leadership relied primarily on the commitment and energy of 

managers who recognised that the organisation’s capability depended on the 

calibre of its leadership and the effective performance of competent managers.  

The managerial domain’s accountability demands high levels of effort and 

sense of identity with the organisation’s objectives (as they formulate them), 

so that their individual and organisational goals are closely aligned (Morris 

and Steers, 1980).  They elaborate on competences and effective performance 

(Chapter 6, Section II).  Conscientiousness (the dominant characteristic of 

managerial effectiveness in the Big 5 traits: Barrick and Mount, 1991), as 

commitment with responsibility and energy, is a key characteristic of their 

change leadership.  Relational qualities are strongly indicated at all managerial 

levels.  Interpersonal skills best differentiate effective from ineffective 

leaders/managers, regardless of the situation.  Co-operative relationships and 

influencing people are essential according to Boyatzis, (1982) and Hamlin, 

(2002).  While key managerial skills rely primarily on human-oriented 

activities, cognitive complexity is also required in high level positions 

according to Bass, (1990).   

 

Management and staff have to be enabled for new roles and responsibilities.  

The middle managers have to address their change management skills.  

Clinicians’ limited participation and performance in change leadership was 

attributed by them to domain influencers, such as their training, a lack of role 

models and concerns about professional standards.  Systemic factors included 

their past disappointments in pursuing service developments and the reward 

system.  Younger clinicians had a more positive attitude, related to their more 

recent experiences of the system.  They were aware of the scepticism of older 
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colleagues who had been frustrated in earlier times and because of that they 

too were reluctant to become clinician leaders.     

 

Management principles of hierarchy and control become irrelevant in the 

context of this study’s experience.  Normative approaches, such as Moran and 

Brightman’s (1998) assertion that change leadership is a shared responsibility, 

requiring empathy and good communication skills, fail to recognise the 

dilemma of the lack of a shared reality in the organisation’s domains (Forbes 

and Prime, 2000: 180).  Clinicians do not use the leadership concept and it is 

not an attribute which they claim, although they have a sense of purpose in 

their clinical leadership.  Instead, they define their responsibility in relation to 

clinical management and practice.  Giving leadership or being led does not 

connect with clinical autonomy.  Smith and Simpson (1995: 4) state that 

clinicians tend to be poor leaders, are suspicious of those who purport to be 

leaders and are more awkward in teams and organisations.  This is also evident 

in their lack of participation and leadership, as reported in the ‘quality’ 

literature (Øvertveit, 1999; Shortell et al., 1995 and Berwick, 1989).  The 

professional domain’s leadership does not acknowledge the need for the 

interdependency suggested by Moss et al., (1998: 51) as a basis for 

collaborative change management.  The need for ‘professional change leaders’ 

and ‘effective inter-professional groups’ (Fitzgerald and Dufour, 1997; 

Pettigrew et al., 1992; Shortell et al., 1990) is recognised by management and 

nursing, although strong clinical leadership is prescribed by the medical 

profession (Sachdevá, 1996; Berwick et al., 1992, 1989) and others (Shortell et 

al., 1990; Shipper et al., 1998). 

 

From a manager’s perspective, the role of senior nurses was more professional 

advocacy than management, for a critical mass of people in the organisation.  

This ironically varies with the idea of disempowerment or a dependency 

relationship in some acute nursing services.  Older nurses attributed their lack 

of confidence to their training in a hierarchical profession, but they were 

committed to their work, according to a clinician, even in adverse 

circumstances, in contrast with the lower tolerance level of younger nurses.  

The ‘Nightingale’ nurse of the past, like the patient, was subject to a strict and 
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paternalistic regulation.  Davies (1985) assertion, that the contemporary 

hospital continues to be both class dominated and patriarchal, continues to the 

extent indicated by nursing and non-nursing staff in the Regional Hospital and 

the GPs, in their reported experience of some hospital consultants. 

 

7.4.2.4 Capacity 

Time, workload and routine commitments were common constraints on 

managerial and professional involvement in change management, activities.  

Time was a concern for managers in change management as considerable 

negotiation and a systematic approach were required.  A service group was 

sympathetic towards senior management, whose time and demands limited 

their opportunity to assess the implications of change for staff.  There were 

resource, system and process issues, with little investment available for 

initiatives.  Inadequate funding and support for change management as well as 

multiple levels of authority, accountability and reporting create resistance to 

change in public service organisations, according to Doherty and Horne (2002: 

41).  Kanter (1985) has also noted that lack of time and resources, limited 

abilities, different assessments of help given and a lack of awareness also 

inhibit the change process.  The Health Board’s preoccupation with 

operational matters in this study also affected the senior managers’ strategic 

focus.  McKevitt (1990: 157) refers to the membership of Irish Health Boards, 

which encourages highly localised involvement in decisions, an experience 

which is shared with Finland and Sweden (Saltman and Figueras, 1997).    

 

At sub-corporate level, managers were ‘swamped’ with the sheer volume of 

work and had to maintain the system, work on backlogs and meet deadlines.  

This echoes Carlson (1951) and Mintzberg’s (1973) reports of the hectic pace 

and varied content of managerial activity.  This made it difficult to change 

work practices and meet the challenge of change as they, in Doherty and 

Horne’s (2002) observation, adhered to bureaucratic habits (p. 41).  Clinical 

time and work were of paramount importance for professionals in various 

service units, but they limited their involvement in organisational change, as 

reported in Hearing et al., (1999) and in Berwick et al.’s (1992) barriers to 
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medical participation in quality improvement-time, territory, tradition and 

trust. 

 

There were no immediate solutions to enable professionals to engage more 

formally in change management in respect of structure and processes. They do 

however address the changing service context and structures in the 

‘operational system’ (Chapter 6, Section II).  In the hospitals’ negotiated order 

(Strauss et al., 1963/4) the processes of influencing, bargaining and 

compromise occur, as related by a clinician and Directors of Nursing in 

Chapter 6, Section II.   

 

Both domains report progress even though they had experienced limitations 

and constraints.  The professionals noted a rapid evolution of change, 

particularly at corporate level under the CEO’s direction.  Middle managers’ 

and staff’s development had improved their performance.  With increased 

confidence, the former undertook responsibility for change.  The managers 

noted improvement in the performance of heads of discipline.  Nursing 

practice and performance had developed as a result of Directors engaging and 

supporting them in various care settings. 

 

7.4.3  Mediating change through the operational system 

The operational system as an instrumental activity strand operationalises 

mediator and people mediated influences and actions.  The system elements 

are service management practice and structures. 

 

7.4.3.1 Service Management Practice 

The antecedent was a traditional administration with some limitations in vision 

and thinking.  In the new order senior management has public accountability 

for the organisation’s strategic focus and whole-system performance.  The 

statutory institutional character of the organisation does not lend itself fully to 

Drucker’s three major responsibilities of top management: survival of the 

enterprise, human resource effectiveness and succession (1993).  The sub-

corporate managers’ accountability is defined relative to strategies, service 

plans and delegated functions.  They perform a multitude of roles which 
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leadership approaches have ignored, according to Steers et al., (1996: 202), but 

which Mintzberg (1973) identified in three categories (interpersonal, 

decisional and informational).   

 

The management of the health care organisation is a complex multi-level 

activity for which Robins (1997) states that there is no ready blueprint.  

McKevitt’s (1990: 51) test of managerial control, like Drucker’s 

‘responsibilities’, defines its limitations in the health care organisation – 

allocation of resources, establish/alter organisational structures, reward 

performance, formulate policy and measure and define limits.  The 

implications of professional autonomy and administrative requirements for 

accountability for public expenditure are not explored, apart from the 

inferential points which see involving professions, in their ‘collegial 

organisation’, in organisational management.    

 

The professional roles relate to medical management and holistic nursing care.  

The management objective in improving practice refers to senior managers’ 

focus on strategy and whole-system performance and other managers 

professional standards, quality, systems and change management.  These fell 

within their accountability parameters.  Managerial activities, as reported in 

Chapter 6, Sn. II, 6.7, include strategy, plans, systems, performance review 

and quality improvement which are differentiated between roles and levels.  

Professionals’ participation in organisational management relate to processes 

in service planning.  These are included in Alison’s (1982) synthesis of 

primary functions of management strategy, managing internal components and 

external constraints.  Neither address the centrality of professional actors in the 

policy process, the uneasy character of professional-lay administration 

relationships (Harrison and Pollitt, 1994) and their ‘substratum tensions where 

leadership and innovation is being promoted’ (Roemar and Friedman, 1971).  

Domain theory’s clarification of fragmentation, or parallel domains in the 

operational system’s management practice, requires further reflection in its 

restructuring aspects.  Interconnectivity or domain overlap is primarily 

indicated in the ‘heads of discipline’ participation in service planning and 

review processes.   
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The professionals had not been perceived as being part of the management in 

the past but, in order to diffuse ownership and leadership throughout the 

organisation, it was necessary to include them in the devolution of power, 

authority and budgets.  Partnership, as a catalyst for change in health care, is 

not, however, a simple formula for empowerment as prescribed by Kanter 

(1987), as the resource management initiative (UK) as reported in Packwood et 

al., (1991) and Buxton and Packwood, (1989) reveal.  External threats are 

reported by Robins (1997) and Packwood et al., (1991) as generating more 

rapid responses from acute hospital clinicians, than internal pressures. 

  

Service groups describe the discontinuity and uncertainty of the service 

context which impacts on patients and staff with consequential stressors, as 

previously noted in Chapter 6, Section II.  The organisational change 

overview, described in Appendix 1, provides a general context for these 

experiences.  Service groups identify inadequacies, suggest areas for 

improvement, and identify progress in systems, supports, procedures and 

accommodation.  General deficits are recognised in the national health care 

system by the National Health Strategy (DoHC, 2001) and the Deloitte Touche 

Value For Money Report (2001), which identify the need for significant 

increase in investment in the Irish system.   

 

Clinicians observe the infrastructural development of acute hospitals and 

expect significant changes arising from the acute service strategy.  Directors of 

Nursing, who committed to quality management, identify a whole system 

change and move to clinical excellence.  Heads of discipline develop protocols 

and guidelines.  The Directors who are committed to clinical governance and 

service groups strongly identify with their own service’s quality.  Managers 

report a range of practices, which have been developed in recent years, which 

include quality management and research which they see as indicative of a 

quality culture and organisational learning.  It extends the concept of good 

governance to quality and creates ‘an environment in which excellence in 

clinical care will flourish’ (Donaldson, 1998). 
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Issues of domain control and accountability are varied in the broader remit of 

this study’s organisation, which ranges from high to low tech provision.  More 

focused studies in acute care settings explore the nature of professional- 

managerial boundary management and their inherent tensions.  (Broadbent and 

Laughlin, 2002; Jones, 2000; Exworthy and Halford, 1999; Hearing et al., 

1999; Dawson, 1999; Harrison and Pollitt, 1994; Salvage, 1992; McKevitt, 

1990; Freddi and Bjorkman, 1989; Mintzberg, 1983; Kouse and Mico, 1979; 

Roemar and Friedman, 1971; Bucher and Stelling, 1969). 

 

Joint action or inter-professional/managerial quality management is not 

reported for hospital care, although Sutherland and Dawson (1998) suggest 

that clinical governance has the potential to profoundly affect the manager-

clinician relationship.  The managerial responsibility for the quality of care in 

the UK NHS gives legitimacy to managers as monitors of quality in clinical 

services and goes beyond the initial managerial challenges to professional 

autonomy reported in Hearing et al., (1999) and Harrison and Pollitt (1994).   

This is a sea-change for clinical autonomy not yet experienced in Ireland.  

 

7.4.3.2 Structures  

The antecedents of the restructuring objective include the inherited 

problematic and inappropriate structures.  They were either too hierarchical 

(acute services) and had the inflexibility of Mintzberg’s (1983) professional 

bureaucracy, or were too loose (community services) as in Weick’s (1979) 

‘loose-coupling’.  In contrast, the Mental Health service had developed a flat, 

integrated structure with multi-disciplinary teams.   

 

The management objective was to enable a strategic focus at corporate level 

and to support front-line delivery of patient-centred care with integrated 

management and teamwork at all levels.  The management task was to provide 

understanding of the organisational structure and relationships.  The 

professionals sought clear lines of accountability and recognised the need for 

role adaptation, but did not indicate their role in the process.  Design principles 

should, as suggested by Nadler and Tushman (1985) and Perryman-Starkey et 

al., (1999), define power relationships and affect the flow, timing and co-
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ordination of information.  Structures have to be adapted as, Battle (1993) 

states, they are the operational vehicle to deliver strategy and their design 

impacts on change implementation and on the quality and outcome of care 

systems.   

 

The new organisational structure is outlined in Chapter 5.  The strategic 

principles of patient-centeredness and population focus indicated the 

appropriateness of Care Groups, which required a ‘basket’ of relevant 

‘products’ to meet their needs.  A product line is more effective in linking 

short term performance with long-term survival, according to Taylor and 

Taylor (1994), and fits with Baker et al.’s (1994) preference for a multi-

divisional form, which Battle (1993) describes as ‘confederations of strategic 

units’ (such as Care Groups).  These harmonise efforts to deliver healthcare. 

 

The implementation of Care Group Management at corporate and area levels 

with supporting regional directorates and devolved functions, demonstrates the 

multiple linkages which connect area care group management and other 

service management units/sub-systems.  The acute hospital executives in the 

smaller stand-alone units have multi-disciplinary management and connect 

with Care Groups at area level.  Professionals emphasise lateral as well as 

linear links to enable ‘cross-fertilisation’ of knowledge and expertise.  This 

relates more to multi-disciplinary work than Roemar and Friedman’s (1971: 

285) cross-fertilisation by duality of individual medical practice in both the 

hospital and community (US) setting, although in certain specialities 

(psychiatry and gerontology) that arrangement also applied across care 

modalities. 

 

Clinical Directorates in acute care are deemed by professionals to facilitate 

internal lateral engagement.  They can also correspond laterally, as 

organisational units, with the area Care Groups in improving hospital-

community linkages.  As an organising unit which connects the professionals 

with the organisation, the clinical directorate has been a favoured option for 

some time in the UK, as indicated in Scriven’s (1988) and Buxton and 

Packwood, (1989). 
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Their slow development in the Irish system was reported by the Office for 

Health Management (2001), although previously identified by McCarthy 

(1992) and deBúrca (1998) as an emerging collaborative arrangement in 

service management.  Their development would enable medical participation 

in formal decision-making arrangements and as reported by Shortell and Lo 

Gorfo (1981), result in higher quality of care outcomes, such as lower 

standardised mortality rates.  In contrast to the narrow perspective of 

traditional professional structures, some of the senior professionals recognised 

that directorates would provide a broader view.  They did not, however, see 

this development in terms of Kitchener’s (2000) de-professionalisation or the 

incorporation of professionals into management activities, as described by 

Harrison and Pollitt (1994).  Neither was it understood as ‘creeping 

managerialism’ in the terminology of Halford and Leonard (1999: 102) as ‘a 

redistribution of managerial responsibilities across the professional hierarchy’.  

The professionals perceived the development of executive structures as the key 

to local decision making authority.  They, nevertheless, were slow to become 

involved in the Regional Hospital because of power, location, time and 

workload considerations, although some suggest that what is required is 

training and guidance.  

 

There were issues of change awareness in acute care.  In elderly care, staff 

were disappointed with the impact of the new positions on service integration.  

Some managers raised questions about the relevance and role clarity of Care 

Group management.  The challenge to Care Group relevance as ‘an extra layer 

of bureaucracy’ prompts Kotter’s (1995) reference to ‘comfort zones’ 

(established ways of doing things) in resisting change.  Managers saw a need 

for general clarity in structural and internal-external relationships, pathways 

and levels of autonomy.  This had been identified as a management task and 

suggested that there was a communications deficit.  To some extent this 

reflects Strong and Robinson’s (1990) view of the fundamental problems of 

information transmission in the dominant hierarchical culture of the NHS and 

Tourish and Hargie’s (1998) references to general communications issues in 

different sectors.  The quality of linkages and stakeholder involvement as 

relational objectives, as previously discussed, is not solely dependent on role 
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clarity.  Ferlie and Pettigrew (1996) state that less emphasis is being placed on 

management through formal structures and more on the role of social 

relationships, such as Cravens et al.’s, (1996) reference to various strategic 

alliances, inter-organisational co-operation and transparent communications.   

 

Both managers and professionals reflect on the progressive effects of 

restructuring.  They include a corporate level change which separates strategic 

from operational management.  Decentralised line and functional arrangements 

reported in Chapter 6, Sn II, 6.7 are described by both domains as positive 

developments, which make a difference by emphasising local management.  

Contrary to reports of general issues of structural clarity, there was staff buy-in 

to a very clear structure, Care Group issues were resolved and some were more 

advanced than others.  The professionals have an increasing involvement in 

integrated management, which creates greater local interest and improves 

understanding and morale.  Their participation in executive functions is 

indicative of domain shift and satisfies Harrison and Politt’s (1994) ‘necessary 

precondition for effective budget management’. 

 

 

7.5 THE EMERGENT MODEL OF INTERNAL MEDIATORS AND 

MODERATORS OF ORGANISATIONAL CHANGE 

The E-model of internal mediators and moderators of organisational change 

encapsulates the essence of participants’ perceptions and interpretations in 

their experience of the organisation in transition.  Its key components are 

interconnected and interdependent and represent a holistic temporal-spatial 

experience from multiple perspectives.  The primary units of analysis are the 

two major activity domains – managerial and professional.  They provide 

perceptual convergence and divergence in discovering the nature of internal 

mediators and moderators of change.   

 

The emergent model (referred to in Chapter 6), which is detailed below in Fig 

7.1, accounts for the various components arising from the analysis of the 

respondents’ data.  In the findings, the potential for and experience of change 
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was examined in Section III (Chapter 6).  These combined the potential and 

experiential elements of mediator influences which are the purpose of change, 

leadership and change as objective roles, expectations, indications, style and 

the approach to change.  They also included mediating change through people 

which comprised relationships, ownership, capability and capacity.  Finally 

mediating change through the operational system was reviewed through 

structural changes and improvements in management practice.  The 

experiential aspects reflect the linkage between actions, issues, responses and 

outcomes/progress in the relevant categories. 

 

FIG. 7.1: AN EMERGENT MODEL OF INTERNAL MEDIATORS AND 

MODERATORS OF ORGANISATIONAL CHANGE 

Domain Perspectives  

     Context     Antecedents (potential) Actual – Outcomes (experiential) 

     Mediator Influences  

External  Mediator Influences    Mediator  Moderator Outcome 

 Reform Drivers  

 Constraints 

 

 Purpose* 

 Role/Responsibility 

 Leadership   

   Style 

 Approach/ 
Comms. 

 Positive 

 Limiting 

 Substitutes 

 Correctives 

Change in 
mediator status 

 

 

 

  
 

 

 

 

     Mediating: People 

Internal Inherited   Mediating through 
People*  

  Mediator  Moderator Outcome 

 Strategy  

 Structure 

 Culture/ Style 

 Processes 

 Previous 
changes  

  Relationships 

 Ownership  

 Capability 

 Capacity  

   Relationships 

 Ownership 

 Capability  

 Capacity 
 

 (Activity) 

 Limiting 

 Correctives 

Change in 
mediator status 

    
 

  

 

 

  Mediating through 
Operational System* 

  Mediating: Operational System 

     Mediator  Moderator Outcome 
* Purpose is also 
mediated through  

  Mgt practice    Mgt practice  
 

 Activity 
 

Change in  
mediator status 

‘people’ and the 
‘operational 
system’ 

  Structure    Structure   Roles / varn. 
 

 

 

 

 Service    Service 
 

 Activity 

 Limiting 

 Correctives 

 

 

 

The use of ‘mediators’ and ‘moderators’ in exploring and explaining change 

agency, as previously indicated in Chapter 6, Section II, avoids the totalising 

concepts of leaders and leadership (which tend to swamp other explanations) 

as prompted by Parry (1998), while retaining the potential for alternative 

explanations and the possibility of those concepts being operationalised in 
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context.  This recognises that formal agents of change provide one set of 

change influences and may have situational moderators with potential 

‘substitution’ or ‘neutralising’ effects, as defined by Kerr and Jermier (1978). 

 

As a result of adopting the overarching linked concepts of ‘mediators and 

moderators’ additional explanations become available.  The additional 

explanations arising from this are contained in the activity strands which 

provide contextual and situational clarity together with moderating factors.  

Mediator influences (see 7.4.1) include ‘a shared purpose’, ‘domain roles and 

responsibilities’ as well as ‘leadership’.  Mediating change through people (see 

7.4.2) includes ‘relationships’, ‘ownership’, ‘capability and capacity’.  

Meditating change through the operational system (see 7.4.3) operationalises 

mediator and people mediated influences through management practices and 

structures. 

 

Leadership as a social influence concept is a significant component of 

‘Mediator Influence’ (see 7.4.1.3).  A diffusion of leadership and its 

development throughout the organisation was an objective which was shared 

by both managers and professionals.  A key task, in their view was to gain 

commitment to and spread the change vision and values of the organisation.  

Although there were limitations such as systemic, intrinsic and professional 

factors which moderated the development of leadership, the domains identified 

the need for leaders and champions to lead by performance and to create a 

sense of urgency throughout the organisation.  But, leadership was expected 

primarily from management.   

 

Communication was an issue during the change process.  The CEO’s language 

and concepts were not always clear to groups in irregular contact with him.  

The Corporate Team tended to be prescriptive and the mid-level of the 

organisation was associated with obstruction.  The need for local contact to 

communicate effectively was recognised by all concerned.  Overall there was a 

realisation about how much was going on continuously.  While there was a 

managerial dilemma in moving ownership and empowering sub-corporate 
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level managers the absence of the professionals’ sense of ownership and 

engagement in organisational decision processes is noteworthy. 

 

A significant change in style was observed by managers and professionals.  

The corporate style in the new order was open, facilitatory and visionary and 

contrasted the traditional style as the change programme progressed.  The 

move to a value driven organisation was the biggest change but it was more a 

philosophy which has to be made tangible for people.  The professionals 

observed that something had transformed the way staff worked in a climate 

where they perceived that their contribution mattered. 

 

This integrative model’s characteristics incorporate the positive dimensions of 

extant models of leadership such as Yukl’s (1989) multiple–linkage model 

(MLM), Ammeter et al.’s (2002) political theory of leadership and Sims Jr. 

and Lorenzi’s (1992) leadership as integrative action.  However, one key 

difference is that ‘leader behaviour’ as the causal variable in existing models 

occurs at an individual level, with intervening and situational variables, as 

compared to the collective and contextual-processual nature of the E-Model 

(emergent) with its potential to incorporate a variety of mediating and 

moderating change influences over time.   

 

The E-Models’ ‘people’ and ‘operational system’ activity strands have 

correspondence with Yukl’s Multiple-Linkage Model (1989) intervening 

variables (ref. Emergent Model; Fig. 6.1, p.230 and Yukl’s MLM; Fig. 4.1, p. 

98).  Both models contain interactive variables or influences which determine 

the unit’s or organisation’s level of effectiveness.  Their actions and 

intervention strategies are consistent with Yukl’s proposition that leader or 

‘influencer corrective actions’ or ‘positive variation’ in the intervening 

variables will improve performance.  The end-results of both models generate 

criteria of unit/organisation effectiveness.  The overall pattern of behaviour in 

the outcome is more important than any single action.  This view agrees with 

Yukl (1998) and is also consistent with Stewart’s (1967) managerial ‘choices’ 

and ‘constraints’ as limitations in discretionary action.  These models address 

the failure of most studies to include intervening variables (or activity strands) 
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or which at best examine only one or two of them (Yukl, 1998: 283).  Yukl’s 

model, however, is insufficiently tested, while the E-Model has been generated 

inductively in a substantive setting. 

 

The E-Model shares design and content similarities with Ammeter et al.’s, 

(2002) political model of leadership but also incorporates an external 

dimension.  Both have similar internal contextual influences.  Their 

antecedents reflect the individualism or pluralism of the models.  There is also 

correspondence between the E-Model’s ‘mediator influence’, ‘people’, the 

actual experience of the three activity strands and the outcomes in each strand  

and Ammeter et al.’s leader, targets, action/interaction of leader behaviour and 

target outcomes.  The former is more comprehensive and inclusive of a variety 

of influencing activities.  Both models’ outcomes are temporally defined 

states, in a change or influencing continuum, which moderate or mediate 

future states (see Ammeter et al.’s, 2002 political model: Fig 4.2).  These 

models also share the three elementary components of behavioural interaction 

- antecedent, actual, consequences in a contingency of reinforcement in 

social/cognitive learning which forms the basis of Sims Jr. and Lorenzi’s 

(1992) integrated model and underpins their notion of Super Leadership.  The 

latter is equivalent to the diffusion of leadership objective in the E-Model.  

The dual domain perspectives of the E-Model is sympathetic with Alvesson’s 

(1992) leadership as integrative action, which does not assume a unitary and 

unique culture.  An integrative approach is also preferred by Mumford et al. 

(2002) in contexts of creative activity.   

 

There is a further distinct similarity between these models.  The E-Model’s 

three activity strands reflect Hutchins’ (1995) ‘three process dimensions’ of 

the object of activity (institutional), the development of people (social) and the 

development of the operational system (structural).  This in turn resonates with 

Alvesson’s ‘three orientations’, which are not mutually exclusive and are 

derived from institutional, social, and structural dimensions.  They are duo-

dimensional hybrids: social-integrative, socio-technical and techno-visionary. 
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The E-Model incorporates Pettigrew et al.’s, (1992) historical, contextual, 

processual and multi-perspective dimensions.  It is also context-sensitive 

(Pettigrew and Whipp, 1991).  For example, it demonstrates that the previous 

style in a traditional public administration culture has a continuing effect in the 

qualified, autocratic style reported by two senior managers, although the 

indicative dominant style is open and facilitatory in the ‘new’ order.  Thus, it 

illustrates Alvesson’s (1992: 188) argument that ‘most leadership styles are 

severely constrained by, and draw upon, the cultural and ideological context of 

the organisation’; and Biggart and Hamilton’s (1987: 439) leadership as a 

relationship among persons embedded in a social setting at a given historic 

moment; and Osborn et al.’s (2002: 798) leadership as socially constructed in, 

and from, a context.   

 

The pluralist E-Model does not have the unitarist presumptions of under-

socialised N-step change models (Collins, 1998), which are based on rational, 

sequential processes and which offer simplistic and politically naïve 

presumptions.  It shares Burnes’ (1996) commitment to emergent and 

processual models of change, which attempt to align the organisation and its 

environment but cannot adequately anticipate the actions and reactions of 

actors and which clarify trajectory choice through analysis of contextual and 

temporal factors (Collins, 1998).  Burnes does not however include power, 

control and ideology in his midway model that links managerial choice and the 

management of change through three interdependent organisational processes- 

choice, trajectory and change.   

 

The domains in the E-Model share an overarching aim of service quality with 

the normative, systemic ‘quality’ models (TQM/CQI, EFQM/BEM and BPR).  

The E-Model and EFQM models have correspondent components in 

antecedents and enablers, outcomes and result areas.  Leadership is a 

significant enabler in the EFQM and is embedded in the E-Model’s ‘mediator 

influence’.  The EFQM model is commended by the UK government and 

combines a committed team, sound leadership and a robust quality 

management tool (Naylor, 1999).  Private sector models do not transfer well 

and have poor evidence of successful implementation (Joss, 1998; deBúrca, 
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1998; Gröl, 1996 and Joss and Kogan, 1995).  As a multi-factorial model it can 

incorporate dimensions of quality management, such as Klazinga’s (1996) 

‘technical, interpersonal and organisational’ dimensions, Joss et al.’s, (1994) 

‘technical, systemic and generic’ dimensions, Øveretveit’s (1992) 

‘professional, client and management’ dimensions and Donabedian’s (1980) 

‘structure, process and outcomes’.  It does not contain a client or service user 

perspective (as an ‘external’), as it is an emergent ‘internal’ model which 

references stakeholders as service providers rather than service users.  Client 

participation, even in normative models, is not apparent.  This E-Model and 

others can be adapted to include ‘other’ voices.   

 

The utility of the model is based upon it being grounded in the respondents’ 

experience and is therefore, according to Bass (1990), relevant to 

organisational diagnosis, training and development.  Eisenhardt (1989b) and 

Yin (1998) acknowledge the important strengths of case study research which 

arise from its intimate linkage with empirical evidence.  It also has a strong 

advantage in dealing with contextual conditions.  Ethnographic type research 

has ecological validity to the extent that it is possible to generalize from the 

actual social context of the research to other contexts and settings (Gill and 

Johnson, 1991).  The outcome dimension of the activity strands provides a 

starting point for the next wave of change.  Each strand identifies specific 

strengths and weaknesses which build upon the paradigm model as an 

heuristic for continuing research and development. 

 

 

7.6 SOME RECOMMENDATIONS FOR FURTHER RESEARCH   

A number of important conclusions, which connect the research findings with 

extant literature, were discussed in the previous Chapter.  They were examined 

within the structure of the E-Model.  This Chapter concludes the thesis by 

identifying some of the contributions which add to current knowledge and 

outline some possible opportunities for future research.  They include aspects 

of contextual emergence, activity strands and domains and the emergent 

model. 
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7.6.1 Contextual Emergence 

The internal context’s situational moderator and intervening influences shape 

the phenomena being considered.  The domains’ shared perception of a unitary 

culture at the corporate apex, which had adverse consequences, and their 

simultaneous attribution of organisational diversity to the absence of a shared 

purpose and value system, suggest an organisational ambiguity.  However, 

simultaneously, the genesis of the new regime co-existed with the old and had 

contrasts in style, management practice and structures.  This emergence of 

discontinuity challenged the conservatism and associated stability of the 

previous order.  While this fits within the scope of ‘diversity leadership’ (Chen 

and Van Velsor, 1996), which accommodates and empowers various social 

groups and perspectives, and also relates to ‘dissent’ in dialectical 

organisational discourse (Tourish and Pinnington, 2002), it emerges instead in 

a bureaucratic context.   

 

This new ‘apex leadership’ and the major domains encourage the distribution 

of leadership and ownership and stress collective processes, with stakeholder 

involvement and emphasis on the quality of relational linkages.  

Connectedness is inescapable, as Griffin (2002) asserts, that attending to one 

element, such as leadership, is inadequate.  Its portrayal as a mediator 

influence in a complex system in this study is in agreement with Griffin and 

complexity theory.  It also returns the study of leadership to a managerial 

approach, as adopted by Mintzberg (1973) and Stewart (1967).   

 

The trans-disciplinary nature of management points to the need for future 

research which connects leadership with the varied scope and hectic pace of 

managerial activities in complex public (and private) service systems and the 

concepts of complexity theory.   

 

7.6.2 The Activity System 

Inductive analysis generated a framework which disclosed the internal logic of 

the subjective experiences of organisational participants.  The emergent 

strands (mediator influence, mediating through people and the operational 

system) are a systemic-dynamic equivalent of Hutchins’ (1995) three 
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processes, which shape the overall character of an activity.  These activity 

strands’ antecedent and actual experience represent dimensions of the 

organisation as an ‘activity system’ (Engeström, 1987).  This facilitates an 

exploration of relations between subjects, communities and their objects of 

activity, by highlighting factors through which such relations are modified.  In 

the emergent model the activities support goal attainment and they are also 

‘disturbance producing’.  These are the incoherencies, paradoxes and tensions 

which are integral elements of activity systems and are inherent in ‘complex 

adaptive systems’ (Griffin, 2002).   

 

The actions, issues and responses in the domain perspectives of the activities 

identify the movements and disturbances in their experience, which provide 

opportunities for learning through grounded qualitative research.   

 

7.6.3 The Activity Domains and Strands 

The interaction or otherwise of domains in the strands of an activity system 

clarifies the nature of their mediators and moderators of change.  Domain 

variation occurs in foci, roles, responsibilities, leadership prototypes and 

mediation activity.  This problematises their convergence of purpose and its 

realisation.  This is indicated in ‘mediator influence’ as differentiation based 

upon systemic as against domain orientation.  This is illustrated in relation to 

purpose focused upon population impact and practice and associated roles and 

responsibilities.  It is reflected in their prototypes as implicit theories of 

leadership which charge managers with systemic change and confine 

professionals to their domain influence, which is diminished by ‘substitutes’ 

and ‘neutralisers’ (Kerr and Jermier, 1978) of their leadership.  They converge 

in a level of commitment to the purpose and objectives of change and in their 

alignment on a relational construct of leadership.  Mediating change through 

people (relationships, ownership, capability and capacity) has some intra-

domain tensions and divided loyalties.  Trust underpins the nurse management 

relationship with their staff.  Its absence disturbs the relationship, as reported 

in the case of one Director, as attributed to clinicians’ reluctance to become 

involved in management and the mutual reluctance between managerial levels 

to relinquish or accept authority and responsibility.  Trust which also extends 
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to ownership is founded upon notions of vulnerability and definite 

expectations according to Mishra (1996). 

 

Both domains’ leadership capability is constrained by systemic and intrinsic 

factors, which are addressed in staff and personal development strategies.  

Capacity limitations (time, workload and the volume of operational or clinical 

matters) affect the domains involvement in change management activities. 

 

Mediating change through the operational system, as the development of 

service management practice and new structures, also demonstrates different 

orientations.  Primacy of responsibility to effect change in these areas fall 

within the managerial domain.  Managerial activity contains elements of 

managerialism (Aucoin, 1990) and the primary functions of general 

management (Allison, 1982) as against traditional administration.  There is an 

increasing professional involvement in managerial structures and processes 

which recognises the centrality of professional actors in the policy (Harrison 

and Pollitt, 1994) and service planning process.  Although clinical governance 

has the potential to profoundly affect the manager-clinician relationship 

(Sutherland and Dawson, 1998) there is little evidence of joint domain action 

in quality management.  There are however more integrated management units 

which redefine ‘power relationships’ (Nadler and Tushman, 1988) and enable 

lateral patient-centred management.  Decentralised line and functional 

arrangements support these arrangements, facilitate domain shift and improve 

understanding, morale and ownership.  The Care Group system as ‘product’ 

groups, provide ‘confederations of strategic units which harmonise efforts to 

deliver healthcare’ (Battle, 1993). 

 

The foregoing domain differentiation and convergence in the activity strands 

provide confirmation of the linkage between ‘domains’ (Kouse and Mico, 

1979) and ‘activity systems’ theory (Engeström, 1987).  The domains’ 

separate identities (different concepts, language and mechanisms for 

legitimising their actions) fit with activity systems three mediated 

relationships.  These are concepts and technologies (in the individual and the 

object of activity), the division of labour (in the community and overall object 
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of activity) and rules and procedures (the individual and the community).  

Professional domain shift (Edmondstone, 1986), while it has not evolved to the 

‘hybrid manager’ in the UK NHS (Forbes and Prime, 2000; Ferlie et al., 1996; 

Dawson et al., 1995), is facilitated by managerial and professional 

endorsement of positive change in the organisational style.  It is demonstrated 

in greater professional participation in managerial structures and processes.  

Tensions are intra rather than inter-domain.  Their reliance on distributed 

leadership, ownership and quality relational linkages emphasises social 

relations rather than enforced structures (Griffin, 2002).  Multiple perspectives, 

organisational linkages and ‘concurrent joint action’ (Mead, 1934) fit together 

through the formation of ‘workable relations’ as a shared need, rather than 

vision and values.  This alternative view of organisational society as a system 

merits further inquiry, regarding the process of reprofessionalisation and goal 

and value alignment across domains. 

 

In this study, the policy domain as a political system and process is alluded to 

as an ‘external’ influence.  Future research on public healthcare systems 

should address the impact of that policy making area on the identities and 

activities of the others.  Particular areas for attention include variations in 

purpose, objectives and values and their modification in interaction.    

 

7.6.4 The Emergent Model 

Agents and agencies of social influence in complex healthcare systems are not 

readily understood through the use of concepts such as ‘leader’ and 

‘leadership’.  In this study, the alternative to the totalising concept of 

leadership (Parry, 1998) is more inclusive as ‘mediator and moderator 

influences of change’.  These are historically, contextually and processually 

located through two major domain perspectives in an integrative framework 

entitled the E-Model.  While it does not claim generalisability, this grounded 

model has ecological validity.  Its pluralist, inter-related and inter-dependent 

components differentiate it from existing integrated leadership models.  While 

combining the distinctive elements of Yukl’s (1989) MLM and Ammeter et 

al.’s (2002) political model, it is more systemic and as such fits with quality 

models which are applied in healthcare systems.  For example, the EFQM 
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model’s enablers (including leadership) and result areas (including social) 

correspond with the E-Model’s antecedent and experiential/consequential 

components.   

The absence of a ‘client voice’ in such models needs to be addressed in future 

research on their instrumental value.  The further development of the E-

Model’s ‘external influence’ component should enrich our understanding of 

client orientation as a mediator of change. 

 

7.7 REFLECTION  

This study has aimed to make a contribution to leadership theory by using a 

grounded approach, which elucidates some of the internal logic of the 

organisation’s influencing capacity as mediators and moderators of change, 

rather than imposing an external reductionist logic on participants’ experience.  

A contextual-processual approach to both change management and 

organisational research provides compatibility and synergy in these conjoint 

actions.  This supports management action which is evidence based and 

relevant to a substantive setting.  Domain perspectives highlight contextual 

conflict and ambiguity and the validity and utility of domain theory in 

underpinning the need for organisational development and learning 

technologies which fit with healthcare systems. 
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APPENDIX 1 

THE MID-WESTERN HEALTH BOARD 

 

The Health Act, 1970 provided the statutory basis for the original eight 

regional health boards which succeeded a number of unified health authorities 

and the local authorities as the traditional administrative units for health 

services in Ireland.  The establishment of the Eastern Regional Health 

Authority and its three constituent Area Health Boards replaced the Eastern 

Health Board.  Its enablement shared the same statute, Health (Eastern 

Regional Health Authority) Act, 1999 as the Health Board’s Executive.  The 

latter consists of the health board CEOs as Directors who engage in conjoint 

action on national system – wide matters affecting health and personal social 

services. 

 

The Irish health system currently accounts for approximately 23% (2003) of 

total government funding.  This has grown from €3.6 billion in 1997 to a 

projected €8.9 billion in 2003.  it is the largest public service employer in the 

state, with over 93,000 employees at the end of 2002 as against 68,000 in 

1997.  The range of services provided (acute, non-acute, social and 

community) by the health system is particularly broad by international 

standards.  Since 1997 the number of patients treated in acute hospitals has 

increased by almost a quarter.   General practice consultations are estimated at 

up to 16 million annually in a national population of 3,917,336 (Prospectus 

Report, 2003).   

 

The Mid-Western Region encompasses Limerick City and Counties, Clare and 

North Tipperary.  The population of the Mid-West region decreased steadily 

from the turn of the 20
th

 century until the early 1970’s.  Since 1971 the 

population increased by over 17.5%.  There was a temporary decrease in 

population in 1991, which reverted in 1996.  At the time of the 1996 Census 

the population of the Mid-West was 317,069.  This was projected to increase 

to 331,000 at the end of 2001.  The preliminary total for the population 

enumerated on the census night 28
th

 April 2002 was 339,930.  Clare and 
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Limerick had the most pronounced increases.  At state level the ratio of males 

to females remained unchanged at 1 : .986 between 1996 and 2002.  Females 

outnumbered males in Munster in 2002 for the first time in the history of the 

State.    

 

Since 1997 the region’s health budget has increased by 173% from 

€182.5m(net) to €500m (net) at year / end 2002. Its employment during that 

period increased by 59% from 4,140 to 6,590 WTEs.  As 70% of the budget is 

spent on pay a considerable portion of the additional annual adjustment on pay 

each year is related to national pay increases.  The foregoing increase in 

resources is reflected in increased service group activity such as acute in–

patient, day case, out–patients; child health and primary care; 

admissions/discharges to elderly care community hospitals and nursing units; 

day care and residential placements for disabled persons and alternative mental 

health care.  There are, nevertheless, concerns about funding equity and the 

Board’s share of the health resource (Raftery, 2001) 

 

The organisation of health care delivery in the regions was essentially based on 

the programme structure adopted in the health system in the early 1970s 

developed by McKinsey Inc. 1971/2.  Three major care programmes: Acute 

Care, Community Care and Special Hospital Care- were managed by 

Programme Managers with input from corporate functional departments.  

Local management teams had assigned responsibility for service delivery and 

performance with varying degrees of central control.  The programme 

structure encouraged service fragmentation rather than integration of delivery 

systems (McKevitt, 1990).   

 

The Board’s corporate team had initiated and adopted corporate strategy and 

quality statements in 1994 prior to the issue of the National strategy (DoHC, 

1994).  Both documents provided a basis for service re–orientation and 

organisational restructuring.  They shared the strategic aims of health and 

social gain underpinned by similar principles – patient centeredness and people 

focused.  The shift to a care group focus was prompted by strategic documents 

and legislation which addressed the needs of particular groups (Child Care / 
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Health, Mental Health, Disabilities).  These emphasised patient or client 

centeredness so that McAuliffe and Joyce (1998) note an emergent approach to 

structuring around particular types or groups.  The Board’s strategic service 

delivery principles are patient–centeredness and population focus.  They 

inform the design of the organisational structure.  The end state is focused on 

effective semi– autonomous units of management with a primary emphasis on 

lateral management and networked provider – user alliances.   

 

Care group management was introduced by a new Chief Executive Officer 

who led regional workshops in early 1998 entitled “A New Corporate 

Structure: A Visionary Organisation”.  The CEO introduced a vision for the 

future which is supported by care group portfolio assignments at corporate 

level the integrating and performance management role of area general 

managers and the local leadership of care group managers.   

 

ORGANISATIONAL STRUCTURE 

The modal unit in Acute and non-Acute Care is the integrated service unit 

(clinical directorate / care group).  Discrete care groups have primacy with a 

strong community orientation (e.g. mental health, disabilities, elderly, 

children/adolescents) and ownership of their relevant acute care components.  

Area general managers are system – structure - process integrators to ensure 

lateral linkages and service pathways.  They have responsibility for area 

performance management as distinct from care group managers who have 

operational responsibility. 

 

Regional managers have care group portfolios (e.g. mental health, elderly) and 

are accountable for their region wide performance based on strategies and 

plans.  Both acute care and non-acute (primary, community and continuing) 

care have Assistant Chief Executive Officers who, with the CEO, form a core 

strategic team at corporate level and focus upon the strategic direction and 

performance of the Board as a total service system in its various contexts and 

environments.  The strategic team also has regular input from the corporate 

functions particularly Public Health.  The Board distinguishes the strategic, 

tactical and operational levels in its structure.   
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Service management is supported by functional (HR, Finance, Public Health, 

ISIT, Technical) and care group (Children, Elderly, Mental Health, Disability, 

Primary Care) directorates.  The former are devolved to support area 

management.  The latter, while having individual specialist responsibility, 

combine as a strategic planning unit and knowledge centre which connects 

with the National Institute for Health Sciences (MWHB / UL). 

 

General Managers were appointed with geographic assignments in April 1998. 

An area care group is the core management unit for service delivery to age-

related and/or disease-specific populations.  Each County (Catchment Area) 

has several care group units.  These are co-ordinated by their area General 

Manager.  The role of care group executives was defined in relation to their 

service plans, budgets, and performance evaluation of resources, personnel and 

activity.  The elderly hospital and mental health executives had been 

established for several years.  Over time, care group managers for disability, 

elderly care, child care protection and child health were appointed.  The initial 

care group executive had a matrix form because of its inter–disciplinary, and 

in some instances cross–group participation.  There were initial difficulties 

concerning their focus, responsibility, membership and communication, 

linkage with providers and central–local relationships.  A primary care 

executive which encompassed a range of cross–care group services 

experienced management difficulties relating to budgets, activity measurement 

and data.  Inter–care group collaboration was both a general management and 

care group management responsibility.  This was initially dealt with on a 

formal basis through Catchment Area Teams with representation from care 

groups.   

 

SIGNIFICANT DEVELOPMENTS IN MANAGEMENT PRACTICE. 

Strategic statements, multi-annual and annual corporate and care group service 

plans have been developed on the principles of stakeholder alliances, process 

consultation, best practice and literature inputs.  These are adopted by the 

Board and provide the guiding parameters for service management and 

performance.  Strategic planning, management and development are delivered 
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through a dedicated unit, supported by Care Group Directorates and which 

report to the Senior Strategic Group. 

 

Performance Management as a formal cyclical process commences with the 

adoption of the annual service plan by the Board’s Service Planning/ Finance 

Sub-Committee and then by the Health Board.  Monthly Reviews by the 

Executive and Quarterly Reviews by the Board and the Department of Health 

and Children provide checks and balances within corporate governance. 

 

The organisational development functions are supported by dedicated units 

e.g. Corporate Learning and Development and Communication Departments.   

The National Institute for Health Sciences supports the joint (MWHB / UL) 

research strategy and programme and sponsors higher education projects. 

 

 

FIGURE A.1.1:  MAP OF THE MID-WESTERN HEALTH BOARD REGION 
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APPENDIX 2.1  

LEADERSHIP IN THE WIDER CONTEXT 

 

A brief overview of contemporaneous leadership and organisation theories and 

strategy evolution which suggests some overlapping influences is set out in this 

appendix.  This is referred to in Chapter 3 and 4. 

 

1. (1900-1940s): Leadership theory relies for decades on the great man/trait 

approach with the classical period as a background to historical, social and 

industrial upheaval. 

 

2. (1950s +):  Stogdill’s (1948) comprehensive review of the ‘trait’ approach to 

leadership research, in effect, sounds its death knell and the initiation of the 

‘style’ approach which continued into the mid – 1960s.  Leader behaviour and 

outcomes become the focus of the Ohio State University and Michigan 

University studies.  From these a bipolar or parallel interest in ‘task’ and 

‘people’ in leadership research surfaced. Ohio’s initiating structure and 

consideration mirrors Michigan’s task and relationship orientation.  The 

modernist rationality reflected in a unifying general systems theory sees the 

early emergence of strategy in a business context and the development of 

business policies and plans.   

 

3. (1960s +): While the modernist perspective on organisation dominates, the 

drift from universalistic to contingency approaches has started (Lawrence and 

Lorsch, 1967).  The Humanistic School, grounded in American ideals of 

democracy and individual freedom gains influence (McGregor, (1960); 

Argyris, (1964); Likert, (1967); Blake and Mouton, (1964); Maslow, (1943) 

Hersey and Blanchard, (1988)) through its concern for ‘the development of the 

individual within an effective and cohesive organisation’ (Bass, 1990: 43).  

New thinking in strategy development and the linking of strategy and structure 

is in evidence (Chandler, 1962).  Situational (Hersey and Blanchard, 1977) and 

contingency (Fiedler, 1967) approaches to leadership focus on contextual 

(internal) variables and reflect the broader influence of the contingency-
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theoretic interest in explaining organisations.  In the former, leader style is 

adapted to match the sub-ordinate’s needs in a situation.  In the latter, 

situational variables (relations, task structure and position power) are 

moderated to improve the effectiveness of the leader’s approach.  The cross-

influence of ‘contingency’ thinking and the Humanistic School is in evidence. 

 

4. (1970 +): Organisation theory and practice is still locked into a modernist 

perspective.  The development of strategic business units in corporate strategy 

is a response to the complexity of leading/managing major conglomerates.  In 

contrast with the general framework of contingency or ‘leader-match’ theory 

(Fiedler and Chemers, 1974) during this period, House and Dessler’s (1974) 

Path-Goal Theory emphasises the relationship between the leaders style and 

the characteristics of the subordinates and the work setting.  The underlying 

assumption is derived from expectancy theory which suggests that 

subordinates will be motivated depending on their sense of capability and the 

outcomes.  The choice of leadership style is intended to meet the subordinates’ 

motivational needs.  Leader style differentiation continues and is developed in 

leader–member exchange theory.  In the early phase of this approach, 

leadership as an interactive process highlights the concepts of ‘in’ and ‘out’ 

groups in organisations.  The later phase focused on organisational outcomes 

and leadership making.   

 

5. (1980s +): Organisation theory signals a paradigmatic shift (symbolic-

interpretive; organisations as social constructions): ‘we reconstruct them 

continuously and could, if we were conscious of these processes, change them 

in the reconstruction process’ (Hatch, 1997: 42).  At this time, strategic 

thinking is seen as competitive and emergent rational planning is giving way 

to new ways influenced by the culture and corporate transformation 

movement.  The concept of transformational leadership originated in Burn’s 

(1978) study of political leadership.  It was popularised by Peters and 

Waterman’s In Search of Excellence (1982).  The concepts of social 

construction and transformation appear to link in processes which enabled 

shared vision and meaning by leaders and followers to reconstruct the 

organisation.  Qualitative research is associated to some extent with the new 
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leadership approach (transformation, charismatic and visionary) which is 

underpinned by a depiction of leaders as managers of meaning rather than in 

terms of an influence process.  The idea of transformation and vision came 

from the work of Bass (1985), Bennis and Nanus (1985) and Tichy and 

Devanna (1986).  Transforming leaders raise the aspirations of their followers 

so that the aspirations of both are fused (Bryman, 1997: 280).  The New 

Leadership approach appears to concentrate on successful top leaders, and on 

individuals, rather than teams.  Consequently, other perspectives have emerged 

which are described as ‘dispersed leadership’.  In this, the ‘visionary hero’ is 

superceded by the idea of super leadership: ‘leading others to lead themselves’ 

(Sims and Lorenzi, 1992: 295) and a focus on teams as sites of leadership 

(Reich, 1987).  The implication of these ideas is a leadership which is more 

diffuse and dispersed within organisations. 

 

6. (1990s +): Interest in the New and Dispersed Leadership continues.  Post–

Modernity, which challenges ideas of power and the rationality of managerial 

dominance has some resonance in the principles underlying strategic 

knowledge management and the learning organisation.  A focus on leadership 

problems and practices in real teams, which is concerned with leadership 

making throughout the organisation as a widely dispersed activity, is more 

likely to align to the post-modern demand for self- reflexivity about one’s 

assumptions of social organisation, rather than the other leadership 

approaches. 
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APPENDIX 2.2  

CLASSIFICATION OF ORGANISATIONAL CHANGE 

 

This appendix is referred to in Chapters 3 and 4. 

Change issues, perspectives and the arbitrary setting of boundaries to the 

system of concern lead to a variety of ways of categorising organisational 

change (Cao et al., 2000): 

 

 strategic and non-strategic change (Pettigrew, 1987, Pettigrew et al., 1992) 

 incremental and radical change (Burnes, 1992, Johnson and Scholes, 

1993) 

 human-centred classification of change at individual, group, inter-group or 

organisation level (Burnes, 1992) 

 planned and emergent change (Wilson, 1992) 

 change in terms of scale and centrality to the primary task of the 

organisation (Buchanan and Boddy, 1992). 

 

The combination of strategic/incremental and reactive/anticipatory dimensions 

of change creates a basic typology of different changes (Nadler and Tushman, 

1990).  Change which is incremental and anticipatory is called tuning.  

Reactive incremental change is called adaptation.  Anticipatory strategic 

change is re-orientation and re-creation is reactive as seen in the table 

hereunder: 

 

TABLE A.2.2.1: A TYPOLOGY OF CHANGE  

 Incremental Strategic 

Anticipatory Tuning  Re-orientation  

Reactive  Adaptation  Re-creation  

(Source: Nadler, D. A. and Tushman, 1990) 

 

Burnes (1992) also proposed a classification of change management 

approaches which connect the focus of change, the approach, appropriate 

techniques and the level of involvement.  At the individual level for example a 
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high involvement approach (Behaviourist or Gestalt-Field Technique) with 

coaching or counselling is indicated.   

 

Different but inter-related types of organisational changes classified by Flood 

(1996) relate to: 

 

 organisational processes - change and control, 

 organisational functions - organisation, co-ordination- how responsibilities 

and authorities are differentiated and integrated vertically and horizontally 

 values, beliefs and human behaviour (culture diversity management 

encourages more creativity, better problem solving and flexible adaptation 

to change  

 power distribution and the way organisational issues are influenced the 

organisation as a balance of forces which are continually subject to 

modification. 

 

These different perspectives are inter-connected as attempts to change through 

isolated single efforts are likely to fail.  Change is a dynamic process 

concerned with the management of a diversity of approaches to a continually 

changing problem context (Cao et al., 2000: 4).  Successful change 

management requires ‘critically systemic’ decisions regarding the use of types 

of change and problem contexts dominated by structure, culture and/or power.   
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APPENDIX 3.1  

METHODOLOGY AND METHODS 

 

Grounded theory methods are referred to in Chapter 5.  Strauss (1987) 

provides a set of assumptions that lie behind this approach to qualitative 

analysis.  Research materials occur in a variety of forms.  In some disciplines 

counting and quantitative measurement are minimal (p.3).  The 

methodological thrust of the grounded theory approach to qualitative data is 

toward the development of theory, without any particular commitment to 

specific kinds of data lines of research or theoretical interests.  It is a style of 

doing qualitative analysis that includes a number of distinct features, such as 

theoretical sampling and certain methodological guidelines, such as the 

making of constant comparisons and the use of a coding paradigm, to ensure 

conceptual development and density (p.5). 

 

Glaser and Strauss (1967) do not regard their own suggested methods as hard 

and fixed rules for converting data into theory.  They nevertheless emphasise 

that certain operations must be carried out – coding and analytic memos must 

be done early and continually.  Theoretical sampling concerns finding 

instances of ‘x’ and ‘y’ after previous analysis.  Theoretical saturation occurs 

when additional analysis no longer contributes to discovering anything new 

about a category.  Researchers assign meaning to the observations expressed in 

their data documents in terms of the constant comparative method as the joint 

coding and analysis of data.  Strauss (1987) advocates the use of coding 

paradigms as heuristics to help researchers integrate their categories.  Glaser 

(1992) finds paradigm analysis both puzzling and worrisome.  The coding 

paradigm sets conceptual categories in particular relationships to each other 

and emphasises action and structural conditions.  This paradigm attempts to 

take categories and to put them in motion. It enables researchers to be able to 

account for the consequences, structural conditions, interactions surrounding 

and tactics for a certain action.   
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TABLE A.3.1.1:  PARADIGM ANALYSIS 

Context 

Need/ Purpose Causal Conditions 

Actions Action/Interaction Strategies 

Issues Intervening Conditions 

Responses Intervening Strategies 

Outputs Consequences 

Source:    Strauss and Corbin (1990) 

 

The Action, Issues, Response and Outcomes analysis in this study corresponds 

generally with the paradigm analysis. 

 

A macro coding paradigm –‘conditional matrix’ directs the analyst to inquire 

into and specify the broad social, historical, and economic conditions that may 

have a bearing on and influence the phenomenon.  In practice, however, few 

grounded theory studies include this conditional matrix  (Locke, 2001:77) 
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 APPENDIX 3.2 

DATA GROUPS I – VI: METHODS AND QUESTIONS 

 

The method, participants and questions/prompts, venue/duration are indicated 

in this appendix for data groups I – VI.  

 

DATA GROUP 1 

Methods: Three focus group sessions and one questionnaire provide four data 

sub-groups. 

 

Participants: Members of the corporate team and general managers (area). 

Sub-group ref. Participants Venue Date 

1.A. ACEOs (3) 

Functions (4) 

UL  5.2.99 

 

1.B ACEOs (3) 

GMs (3) 

HQ  4.3.99 

1.C ACEOs (2) 

Function (1) 

GMs (3) 

HQ 21.4.99 

1. D ACEOs (3) 

Functions (3) 

____ 25.6.99 

 

Focus Groups: 

Duration: 1½ hrs approx. 

 

Facilitator: SdeB 

 

Recorder: MW 
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Focus Groups: 

Questions/Prompts 

1.A (1) Significant influencers, influences in improving? 

(2) Why, what, how they effect? 

(3) At what levels in the service do they occur? 

(4) What levels are most influential? 

(5) How does the system/structure effect the emergence and 

performance of influencers? 

 

1.B Evidence of action? 

(1) Communicating the vision 

(2) Creating a sense of vision in others 

(3) Sense of urgency 

(4) Do they know what is meant by organisational change? 

 

1.C This is a follow-up review session on 1.B to ascertain role clarity, 

reflect on the "culture" within managers domains of responsibility, 

identify resistance to change and ways of engaging people with a clear 

sense of purpose to achieve harmony and action  

It is an open session. 

 

Questionnaire  

1.D The questionnaire is the same as that completed by DGV (Mid-

Managers). It was completed by six members of the Corporate Team.  

 

The questions: Organisational Change Programme 

1. What is your understanding of the need for and purpose of the 

programme? 

2. What is your role in the programme? 

3. What actions/interventions have you undertaken in fulfilling your role? 

4. What problems have you encountered? 

- How have you dealt with them? 

5. What is the outcome of your effort? 
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DATA GROUP II 

Method: Semi-structured interviews. 

 

Participants: Three ACEOs and four GMs provide seven data-sets. 

Interviewee Ref.  Grade Date 

11.2 ACEO 15.3.1999 

11.4 ACEO 23.3.1999 

11.5 ACEO 23.2.1999 

11.8 GM 19.4.1999 

11.10 GM 20.4.1999 

11.11 GM 26.4.1999 

11.12 GM 30.4.1999 

 

Duration: 1hr. approx. 

Location: H.Q. and Area Office. 

 

Questions/ Prompts. 

1. Who are the key change influencers? 

- at what levels? 

2. How do you define them? 

- what/ how they influence? 

3. How do they gain commitment and overcome barriers? 

4. What do they achieve? 

5. What essentially makes them different from the norm/ 

- what is the norm? 
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DATA GROUP III       

Method: Semi-Structured Interviews 

 

Participants: Four clinicians (two based at Mid-West Regional Hospital and 

one at each area acute hospital.  Three Directors of Nursing (one 

acute Regional, one area acute and one in Mental Health 

Services). 

 

Senior Clinicians: (III.A) 25
th

 Jan.    2001 

 (III.B) 25
th

 Jan.    2001 

 (III.C) 11
th

 April  2001 

 (III.D) 11
th

 April  2001 

 

Directors of Nursing: (III.E) 11
th

 April  2001 

 (III.F) 11
th

 April  2001 

 (III.G) 30
th

 Aug.   1999 

 

Duration:     

Location: 

 1¼ / 1½ hours 

 Service Venue   (C.D.F.G) 

 Other                 (ABE) 
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Questions/Prompts 

Clinicians 

 A B C D 

1.   Idea of Leadership  Understanding, 

define. 

Sense of, Idea of, 

Define the difference  

 

                  Lead, Manage, Admin. 

differences 

LMA 

difference 

LMA 

difference 

LMA 

difference  

 

2.   Vision, style evidence Organisation 

vision-differences 

Organisation 

vision  

Organisation vision / 

Purpose  

 

3.  Leader styles, levels, 

actions, attributes 

Leader types 

attributes, 

characteristics 

Leader 

characteristics, 

attributes 

Leader styles, levels, 

characteristics, 

attributes 

  evidence evidence evidence evidence 

 

4.  Clinicians and 

Leadership 

 Clinicians and 

Leadership 

 Nursing and 

Leadership 

 Clinicians and 

Leadership 

 Nursing and 

Leadership 

 Clinicians and 

Leadership 

 Nursing and 

Leadership 

 

 

 

  evidence  evidence  evidence  evidence 

  Most effective style 

 Requirements 

 examples  requirements 

 effect 

 effective style 

 

     

5.  Current and future 

status 

 Issues  Past and 

present 

 Levels 

 Issues 

 Levels  
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Directors of Nursing: 

 E F G 

1.  Leadership means? 

 Followers? 

 Sense of Leadership  Change Leaders? 

 Purpose  

2.  Characteristics 

 Styles – Past/now 

                     Effect 

 Levels – management 

-  clinicians 

-  nursing 

 Qualities  

 Effect 

 

 Levels -  

 Types, characteristics 

 

 

 Levels - 

 

 

  Influence  Influence  Influence 

 How achieve 

  Issues 

 Expectations 

 Issues 

 Expectations 

 Change 

 Expectations 

 Outcomes 

  Requirements  Most effective style  

3.  Lead, manage, administration-

difference 

 Lead Mg. Ad.  

4.  Organisational Change  Change  Organisational 

Change 
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DATA GROUP IV  SERVICE GROUPS  

Method: Focus Groups (ten). 

 

Participants: These are multi-disciplinary groups (NCHD, Nursing, Paramed, 

Attendant, Administration) convened within their own service 

sectors.  

 

Reference No. Participated GROUP DATE 

IV.A 7 Regional Hospital (Med.) 08.12.1998 

IV.B 7 Regional Hospital (Surg.) 16.03.1999 

IV.C 6 Regional Hospital (Orth.) 30.11.1998 

IV.D 6 Regional Hospital (Mat.) 14.12.1998 

IV.E 9 General Hospital (Ennis) 08.12.1998 

IV.F 8 General Hospital (Nenagh) 07.12.1998 

IV.G 9 Elderly Care (Limerick) 18.05.1999 

IV.H 4 Child Care (Clare) 11.05.1999 

IV.J 6 Mental Health (Tipperary) 08.09.1999 

IV.K 6 Primary Care (G.P. Unit) 09.05.2000 

 

Focus Groups- Services 

Duration:  1¼- 1½ hours 

Location:  Service venue 

 

Facilitator:  SdeB 

Recorder: MW 
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 Regional Hospital (Med.)  08.12.1998  

Participants (7)   

Chief Tech 

SHO 

Wd. Sr. 

SN (3) 

ATD (2) 

Questions/ Prompts 

1. Influencers and change 

- Actions/ issues 

- Styles 

2. Efforts in changing how people work 

- Involving 

- Interacting 

- Improve 

- Serve planning 

- Outcomes  

 

 Regional Hospital (Surg.) 16.03.1999   

Participants (7) Physio in Ch. 

Wd. Sr. (2) 

S.N. 

Atd. (2) 

NCHD 

Questions/ Prompts 

1. Change influencers? 

- Involving 

- Actions- influences, structure 

- Issues 

- Style/ characteristics 

 2. Influences you? 

- Expectations? 

- Feedback? 

 

 Regional Hospital (Mat.) 14.12.1998  

Participants  (6)

  

S.N. (2)  

Physio 

Atd. (2) 

Admin. 

Questions/ Prompts  

 Change influences/ influencers 

- Types 

- Affect on? 

 Awareness of change 

- Relating to… 

- Outcome 
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 Regional Hospital (Orth.) 30.11.1998 

Participants (6) Physio   

Radiog. 

SN (2) 

Atd.  

Porter 

Questions/ Prompts 

 Change influencers  

- Levels 

- Actions- affect on you? 

- Interaction 

- Effect- why? 

 Change outcomes? 

 

 General Hospital (Ennis)  08.12.1998  

Participants (9) NCHD 

Lab Tech. 

Physio. 

Radiog. 

Wd. Sr. 

SN (2) 

Atd. (2) 

Questions/ Prompts 

 Changes? influences  

- Relationships  

- Improvements 

- Service 

- Structure 

- Issues 

- Organisation- involve/role 

 Influencer/ guide? 

- Outcome 

 

 General Hospital (Nenagh) 07.12.1998  

Participants (8) Lab. 

Physio 

Radiog. 

SN (2) 

Atd. (2) 

NCHD 

Questions/ Prompts 

 Changes? 

- Areas 

- Services-involvement  

- Work practice 

- Improvements? 

 Influences on attitude, commitment  

 Influencers 

- Why? 

- Outcomes-change? 

  



 303 

 Elderly Care Hospital (Limerick) 18.05.1999 

Participants (9) Wd. Sr. (2) 

SN. 

NCHD 

OT 

Physio 

Dom. Superv. 

Atd. 

Admin. 

Questions/ Prompts 

 Awareness of organisational 

changes 

- Issues  

- Involvement  

- Impact 

 Influencers 

- Roles, style 

- Inputs, influence 

- Impact 

- Expectations 

 Commitment 

 

 Child Care (Clare)  11.05.1999 

Participants (4) Clin. Psych. 

Family Therap. 

SW (2) 

Questions/ Prompts 

 Understanding of the change 

process 

- Experience 

- Purpose 

 Influencers 

- How 

- Involving 

- Actions 

- Issues 

- Impact 

 Influences 

- Experience 

- Expectations 
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 Mental Health (Tipp. N.R.) 08.09.1999 

Participants (6) Consultant  

Clin. Psych. 

N.O. 

RPN 

S.W. 

Admin.  

Questions/ Prompts 

 Awareness of change in the 

organisation  

- Purpose 

- Cause 

- Actions 

- Process 

 Influencers 

- Leadership 

- Involvement 

- Issues 

 Influences 

 

 Primary Care  (G.P. Unit) 09.05.2000 

Participants (6)

  

GPs (6) Questions/ Prompts 

 Awareness of change in the 

organisation 

- Purpose 

- Structure 

 Influence 

- Roles, local 

- Impact 

- Issues 

 Influencers 

- Roles 

- Actions 

- Issues 
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DATA GROUP V 

Method: In the light of the experience of the analysis from earlier data groups 

a questionnaire was designed to investigate the elements of the 

paradigm causal- chain.  This was distributed at the close of a 

‘change’ workshop (July 2000) and returned by seven mid-managers 

for analysis and subsequent verification and observations by them. 

 

Participants: The mid-managers are engaged in corporate functions such as 

organisational development, internal audit, communications and 

customer services, appeals and service directorates. 

 

Questions/Prompts  Organisational Change Programme 

1. What is your understanding of the need for and purpose of the 

programme? 

2. What is your role in the programme? 

3. What actions/interventions have you undertaken in fulfilling your role? 

4. What problems have you encountered? 

How have you dealt with them? 

5. What is the outcome of your effort? 

(and general observations). 
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Data Group VI 

Method: A Semi-structured (postal) questionnaire was circulated on the 

20.07.01 to sub-corporate level managers to ascertain the status of the 

change programme at that stage, based on their experience and 

perceptions of current roles and key relationships.   

 

Participants: These are line and functional managers.  They provide five sub-

groups as follows: 

 

Subjects Ref. 

GMs (4) 

CGMs (5) 

HoD (3) 

FNs (5) 

Dirs (3) 

VI.1 

VI.2 

VI.3 

VI.4 

VI.5 

 

The Questions relate to: 

1. Your accountability  

- parameters 

- performance review 

- enablers/issues 

2. Influences on performance 

3. Working relationships 

- purpose 

- levels 

- style 

4. What is required to improve or clarify relationships? 

5. Roles in organisational processes. 

6. Achievements 

7. The organisation’s vision and values 

- clarity 

- role in influencing these. 
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APPENDIX 3.3 

DATA GROUPS: TOPICS, THEMES AND CATEGORIES 

 

This section provides illustrative examples of the topics/themes and emergent 

categories for each data group.  They are followed by general observations on 

the ‘Managers’ and Professionals’ data groups and the methods applied for 

data acquisition.  

 

DATA GROUP I 

Content: Sub-groups 1A.B.C. (management focus groups) address the 

following topics/themes: 

 

A: Corporate team in the past, organisational change process capacity, 

issues and leadership, styles, roles, accountability, relationships. 

B: Change project performance, complacency; undercommunicating the 

vision; establishing a sense of urgency, need to develop a sense of the 

vision in others; change project stages- roles, design and change. 

C: Continuing effect of the past, organisational diversity, barriers to change, 

structural change requirements and actions; change roles inadequately 

addressed; purpose of change is inferred from the past experiences. 

Sub-group 1.D (questionnaire) indicate topics within the paradigm framework. 

 

Analysis: Data transcripts are coded to identify emergent categories.  The 

analysis progresses through stages.  The initial coding indicates emergent 

categories and their sub- categories and properties.  Some examples are: 

 

1A:  Change- organisation, leadership, process. 

Role- style, accountability, relationship, perception. 

1B: Change- (CT, GMs, HoD) process, communication, urgency, 

ownership. 

1C: Structure- forming, understanding, evolve. 

  Change- process, time, commitment. 
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1D: Emergent categories (culture, structure, change) are grouped in the 

paradigmatic framework. 

 

The 1 (ABC) analysis is recast in the ID framework to facilitate comparative 

review and to generate a single comparative matrix from the four data-sets.  

Data-sets A,D and B,C are paired for comparison of categories in ‘paradigm’.  

Both paired data sets are then jointly compared.  The categories leadership and 

structure are the most saturated in paradigm followed by culture and change 

implementation. 

 

Further review of the categories and reflection upon the contextual and 

experiential dimensions of the process indicate an emergent structure which 

includes past influences, the purpose of change, roles, relationship, leadership 

styles and actions, issues, responses and outcomes: 

Internal Context - past, present 

- purpose of change 

Leadership -  - roles and styles 

Experiencing change  - actions  

- issues 

- responses 

- outcomes 
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DATA GROUP II  

Content: The managers (semi-structured interviews) topics/ themes include the 

following: 

 

ACEOs:  

(11.2): CEO as key influencer, his style, the new ACEOs, the CT 

balance.  Management in the past, culture; involving heads of 

discipline now as against the past.  Ownership and change, style, 

the approach to change and commitment. 

(11.4): Style, change purpose and approach, role, actions structure; 

clinicians in management, benefits. 

(11.5): Management in the past, purpose and approach in change, 

influencers, style, leadership roles, structure, outcomes 

GMs  

(11.8): Roles and requirements in change own actions and general 

problems; organisation in the past, influencers central and local; 

prescriptions for the change process. 

(11.10): Roles in change, culture and structure past and now, problems in 

change, reluctance; influencers.  CEO’s style and direction; 

change approach, goals. 

(11.11): Roles in change, change purpose and approach; style structure, 

relationships CT; problems ownership, empowerment, 

organisation in the past. 

(11.12): Roles in change, style purpose and approach in change, 

problems, structure, achievements. 

 

Analysis: The initial coding of transcripts provides emergent categories and 

properties.  Examples from each data set are: 

II.2  Culture   -bureaucratic (past), clear, stable, punitive. 

Change influencer  -driven, committed  

II.4  Change influencer  -style, knowledge 

Purpose   -patient benefit  

Process   -participation, involvement  

II.5  Process   -influence, communicate  
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Purpose  -health and social gain 

Culture   -centralist, control  

II.8  Process   -meetings, communicate, conceptualise. 

  Change influencer  -local credibility, acceptance 

II.10 Change influencer -style 

  Process  -influence, communicate 

  Structure   -centralised 

II.12 Process  -participation, understanding, evolve  

 

The over-arching categories which emerge from the first stage of analysis are 

culture/ context, change influencers, purpose, process, structure and service.  

Each category’s data incidents are grouped by reference to paradigm elements.  

The ‘need for’ and ‘purpose of change’ as contextual influences correspond 

with ‘causal conditions’.  Roles are connected with change influencers/leaders 

as phenomenon to be investigated.  The actions, issues, responses and 

outcomes sequence relate to action/ interaction strategies, intervening 

conditions, intervention strategies and consequences.  The intervening 

conditions relate to broader systemic conditions.  ‘Issues’ focus on the subjects 

reports of general issues experienced in context.  Intervention strategies are 

primarily evaluative or prescriptive responses reported by the subjects.  At this 

stage of the analysis, the over-arching emergent categories provide a working 

framework. 

 

These emergent categories are compared in ‘paradigm’.  The category material 

is reframed, with reference to context, purpose and the experience of the 

change process, and this results in the following format: 

The context:   External  

Internal 

Roles, styles 

Purpose 

The experience of change: Actions  

Issues 

Responses  

Consequences   
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DATA GROUP III 

Content: The clinicians and Directors of Nursing coded transcripts indicate the 

following examples of leader sub-categories and properties.  

 

Clinicians: 

(III.A)  Understanding of leadership: general, health sector, clinicians. 

 Leader characteristics/ attributes: subliminal as against overt; 

product of persona. 

 Leader styles: autocratic in context. 

 Leader evidence: Corporate, GM, Clinicians. 

(III.B)  Clinical leaders: innovators, team leaders. 

 Leader characteristics/attributes: motivate, vision, persistence. 

 Influence: involve, engage, support. 

 Leader levels/evidence: Corporate, GM, Clinicians, Nursing. 

(III.C)  Leader characteristics: born, influence followers, capable. 

 Leader evidence/levels: Corporate, Local management, 

Clinician, Nursing. 

 Leader clinician: capable, good knowledge, decision maker, 

influencer. 

 Change: resistance, sharing. 

(III.D)  Leader/follower characteristics: listen, respect, naturally 

gravitate to. 

 Need for leadership: majority unhappy with the current situation; 

clear direction, sense of purpose. 

 Clinical leadership: micro-management, role model. 

 Service (local): limited repertoire, public dissatisfaction, 

fragmentation of medicine.   

 

Directors of Nursing: 

(III.E)  Leader characteristics: good self esteem, empowering, good 

people skills. 

 Leadership (past): very autocratic, managers but not leaders, 
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prevented any individual development. 

 Leadership (present): democratic, listens enthusiasm cascades 

down through the organisation, everyday communications is 

simplified. 

(III.F)  Leadership Nursing: relates to morale within the profession, 

influences the patient’s hospital experience; actively remote 

(DN) and team leader (ward). 

 Leadership Clinicians: clinical competence and excellence, most 

effective style is collaborative; drive. 

 Leadership ACEO: interest, understanding, vision, accessible, 

competence and confidence.  

(III.G)  Leader purpose: a focused sense of service to people and one 

another; secure budgets; shared beliefs, committed teams and a 

sense of cohesiveness between teams. 

 Change experience: enormous, unease, facilitated people to 

grapple with the kind of concepts of change that were happening; 

sense of ongoing learning in the organisation.  

 

The data sets are compared in sub-groups (AB, CD, EFG).  This indicates 

common categories: ‘leadership’: (management, clinician, nursing: AB, CD): 

(general, organisation, management: EFG) and ‘requirements’ (AB), ‘change’ 

(CD,FG), ‘service’ (CD) and ‘values’ (G).  These are analysed 

paradigmatically.  The category/ paradigm analysis forms the basis of an 

analytic text which in turn facilitates cross- comparison with other data 

groups’ analyses. 

 

For example:  Leaders 

   Leadership -    Management 

- CEO 

- Senior/ middle 

- Clinician 

- Nursing 

Change implementation  
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DATA GROUP IV 

Content: the multi-disciplinary service focus groups provide emergent 

categories and properties such as: 

 

(IV.A) Relationships: involvement, input, approach 

(IV.B) Communications, Relationships, Style 

(IV.C) Communications, Relationships, Process 

(IV.D) Relationships: atmosphere, attitude, enthusiasm, teamwork 

(IV.E) Change: Internal, organisational (sub-categories) 

Change: influences 

(IV.F) Relationships: involvement 

Change process: influence 

(IV.G) Communications: awareness 

(IV.H) Culture: bureaucratic 

(IV.J) Change process: facilitated 

(IV.K) Communications: awareness 

 

Paradigmatic analysis distinguishes general contextual, experiential and other 

dimensions of the phenomenon.  Higher order categories are adopted which 

enable a higher level of comparison of data sets.  This provides a temporary 

framework pending further testing in comparative analysis across data groups.  

The emergent categories in order of saturation are change implementation, 

culture, style, staff, influencer, change practice and leadership. 

 

Data sets are examined and compared in sub-groups (ABCD, EF, GHJ, K).  

The paradigmatic analysis applied to the emergent categories creates the 

following structure: 

Internal context 

Actions 

Issues 

Response 

Consequences 
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The categories which emerge from the data sub-groups are compared in the 

framework.  This facilitates the creation of a grounded analytic text which is 

structured with reference to context, purpose, change influencers, actions, 

issues, responses and outcomes.  This text facilitates cross-data group 

comparison.   
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DATA GROUP V 

Content: The questionnaire, which is also applied to CT members, is designed 

to fit paradigmatic analysis.  Mid-managers responses include: 

 

(V.1) Quality and systems development (role) 

(V.2) Accountability, legislation, rising public expectations (external 

influences) 

(V.3) Health strategy (external influence); a shared vision and values 

(purpose) devolve responsibility to front-line staff (ownership) 

(V.4) Create linked and integrated service units (purpose); take on extra 

responsibilities that those changes have necessitated (ownership) 

(V.5) Awareness, media reports (external influence); take responsibility 

for their own service areas (ownership), provide best practice 

(role) 

(V.6) Gain commitment to the Board’s mission, vision and values 

(purpose); organisational development (role)  

(V.7) Job design and team mechanisms (structure-purpose) strategy and 

structure (role). 

 

Analysis: Data is coded and emergent categories are entered into a matrix for 

cross-comparison of categories/ properties in paradigm.  Category 

saturation is highest in ‘change implementation’, ‘culture’ and 

‘change influencers’.  The material is reviewed and reframed to 

reflect the presenting paradigm elements in the following structure: 

 

External change influences  

Internal context  - purpose of change 

    - change roles  

Change experience  - actions  

    - issues 

    - response  

    - outcome 
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DATA GROUP VI 

Content: The sub-corporate level managers responses to the semi-structured 

questionnaire are grouped according to managerial levels: 

GMs (4)    Functions (5) 

CGMs (5)    Directors (3) 

Heads of discipline (3)  

 Data content relate to roles-parameters, enablers and constraints, influencers 

and influences; styles, linkages, purpose and expectations; roles in major 

processes and requirements for effective performance.   

 

Analysis: Data collated in response topic and sub-group enable comparative 

analysis.  This matrix indicates key topics such as role-accountability 

and performance; boundaries review indicators and enablers/ issues.  

Categories based on one or more sub-group members include 

1. Accountability:    Boundaries  

Performance Review 

Indicators  

Enablers 

2. Influencers and influences:   Internal  

      External 

      Enablers 

      Issues 

3. Working Relationships:   Purpose/ Characteristics 

      Levels 

      Style 

4. Requirements to improve:   Role understanding  

      Expectations  

5. Involvement in organisational processes: Service Planning 

      Strategy 

      QI initiatives  

6. Achievements:    Ownership  

Performance  

Teamwork 

Vision and values  
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The foregoing provides the basis for a grounded analytic text which indicates 

managerial levels’ topics which affect role performance.  The general 

categories/ properties in this group are compared with the DG I-V text.  An 

integrated analytic text is generated from DG I-VI.  It is included in this 

appendix 3.4.1 and 3.4.2 as a referenced document (data group/ set) which 

creates the ‘empirical story’ (Chapter 6).   
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GENERAL OBSERVATIONS ON METHODS AND DATA GROUPS 

1. Managers  

Focus Groups  

1 (ABC) These are exploratory and review sessions which clarify roles, 

purpose, styles, project performance- actions and issues.  They provide insight 

to managerial perspectives on what is happening.  The facilitator/ moderator’s 

question schedule is based on aspects of the organisational change agenda. 

 

Questionnaires  

1 (D) The questions parallels the paradigmatic framework so as to gain more 

focused data some respondents are brief while others provide clear insights. 

 

V (1-7)  

The questionnaire responses (mid-managers-corporate) provide insights on 

personal experiences and understanding.  While the questions provide data to 

fit the paradigm framework three of the respondents do not answer the 

question on ‘need’, one did not address the ‘purpose’ of change and two give 

brief responses to some of the questions. 

 

Semi-structured Interviews 

II (2.4.5)   ACEOs 

II (8.10.11.12)   GMs  

 

Inter-level insights on mutual expectations are evident.  While problems and 

actions are indicated, they are often generalised without a clear indication of a 

process being managed.  Goals are not always linked to specific actions.  A 

limited set of open questions is intended to reveal the respondents sense-

making of their experience and perceptions of influencers and change.  The 

aim is to learn about change influencers and the general actions they engage in 

to achieve the purpose of change in the organisation.  A complete paradigm 

analysis would require a more pre-structured set of questions. 
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VI (5 sub-groups) 

This is a comprehensive questionnaire completed by twenty managers at 

various levels.  The volume of data generated is processed by a small team led 

by the researcher.  Data matrices provide extensive comparative material 

which provides specific insights on roles, relationships, influencers, 

involvement, areas for improvement and achievements. 

 

Professionals 

Focus Groups IV (A-K) 

The focus group inquiries span a period from 30.11.1998 to 09.05.2000.  The 

groups were selected as a broad sample of services on a Care Group and 

geographic basis.  Disability services are generally provided by external 

agencies and are not included.  The Regional Acute Services are on three 

separate sites i.e. the Regional Orthopaedic and Maternity Hospitals are twelve 

and three miles, respectively from the main campus.  The Area (County) Acute 

Hospitals are both approximately 25 miles from the Regional Hospital and 

have had historical concerns about their role viz. a viz. the Regional Hospital.  

The Primary Care Unit is located in Limerick and has GP representation from 

each area.  They are ‘independent contractors’ but intrinsically connected with 

the organisation and all of its services.  St. Camillus’ Hospital in Limerick 

serves a large catchment area and has experienced significant change in elderly 

care services over many years.  The Child Care group in Co. Clare and Mental 

Health in Tipperary N.R. were selected for geographic difference.  The latter 

service is a ‘green-field’ site relative to traditional services. 

 

The extended time-span in the services inquiry provides opportunity to explore 

evidence of any significant variation in levels of awareness of change and 

attitudes to change over time.  This ‘randomness’ also facilitates reflection on 

improving the skills, approach and question/prompts in the light of other data 

gathering experiences and the writer’s own awareness of what was generally 

occurring in the system.  The questions/prompts, during the five sessions 11/98 

to 3/99 focus groups opened with reference to influencers and change.  Two 

sessions included a reference to styles and two to types/levels in the 

organisation.  Actions, Issues and Outcomes are explored in these five 
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sessions.  Other influences in the subjects’ experience relative to change are 

indicated in 3/99 and 12/98.  The questions/prompts during the five, 5/99 to 

5/00, focus groups open with a more general query on awareness or 

understanding of change occurring in the organisation.  This focuses on cause, 

purpose, process, actions and issues.  Influencers roles, style, actions and other 

influences and impact are explored. 

 

Subjects’ expectations and involvement in processes are examined.  These 

identify both local change and organisational change in many of the sessions 

(11/98-5/00).  There is a general avoidance of ‘leadership’ or ‘leading change’ 

queries as a purpose of the inquiry is to explore subjects’ own constructs of 

change influencers and influences; what happens with what effect, by whom 

and how?. 

 

General Observations on individual groups sessions are summarised as 

follows: 

(IV.A) This multi-disciplinary group (Medical, Nursing, Paramedical and 

non-Nursing) most frequent observations were on self/status 

perception, role in process, style type and relationships. 

 

Contributions on change influences are made by the doctor, nurses, 

laboratory technician and attendants and, change influencers by the 

doctor and ward sister.  Change in the organisation is addressed by 

the doctor, nurses and laboratory technician. 

 

Nurses are aware of their place in the hierarchy of nursing.  A new 

innovative ward sister appears to be counter-cultural the ‘old’ 

order.  Nurses have a sense of change and patients’ influence.  The 

attendants are articulate but have status issues.  The doctor is 

enthusiastic and aware of the short term nature of his contract.  The 

Chief Technologist is aware of the bigger picture and 

organisational change but has problems at his own level in 

communicating with and engaging others. 
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(IV.B) Insights were not offered on the professional disciplines, such as, 

what makes them different or how to gain their commitment.  Peer 

influence is dominant in the medical and nursing professions.  The 

physio provided the variety in the contributions and addressed 

corporate but not local leadership. 

 

Multi-disciplinary participation has advantages and limitations.  

This may be due to and hierarchical and perceptual effect as some 

have different conceptual frameworks.  

 

(IV.C) Their change perspective is very internally focused on the service, 

practices and problems.  Change influences and processes 

primarily reflect their own preoccupations including their 

relationship with the Regional Hospital.  The organisational 

change process (and relationships with the organisation) are 

addressed by paramedical staff. 

 

(IV.D) They describe the positive and negative aspects of their own 

experience.  There is a strong sense of local awareness and 

cohesion but little evidence of change management or attribution 

of systematic change affecting them.  There is a brief reference to 

a change in hospital management and the organisational change 

initiative.  The overall impression is of a self-managed hospital 

which reflects the participants perspective of their work lives and 

purpose.  The evidence of ‘influencers’ is limited to the advent of 

a new specialist.  The data provides an insight to their culture.   

Integration of activity and social cohesion is the dominant 

impression. 

 

(IV.E) The contributions on internal cohesion and unity are cross-

disciplinary.  Frustration with work equipment and environment is 

also cross-disciplinary.  All of the participants have a perspective 

on the various topics.  There is an awareness of greater local 
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control but little evidence of the context or purpose of change. 

 

(IV.F) Internal change influences relate primarily to service and staff 

issues.  There is variety in the nursing contributions.  The doctor, 

and parameds also contribute to this topic.  Change influencers are 

identified by nursing, the doctor and lab. technician.  There is little 

awareness of organisational change by nursing, the lab. technician 

or physio.  A radiographer is enthusiastic about it.  The hospital 

culture is referred to by the doctor and a nurse.  Local change 

outcomes are described by nursing staff. 

 

(IV.G) There are some responses on the nature of leadership and 

influencers from the admin. and physio.  The admin. makes a very 

clear distinction between leadership and management.  A social 

influence process, apart from some general references to the CEO 

role, is not very evident.  The development of a Stroke Unit 

defines the idea of leadership for some of them.  There is a lot of 

reference to local issues and experience.  Those who are in 

interface with other service systems are aware of aspects of 

structural change which affect their practice e.g. paramed, nursing, 

admin.  Some of the subjects have concerns about service 

integration and public representation.  There were too many 

participants and one of them tended to dominate with her own 

agenda.  In the past, this service was part of the writer’s domain of 

responsibility and would have been known to the participants by 

frequent contact in a former role. 

 

(IV.H) This is a small group.  There professional tasks are very 

community orientated and specific to Child Care and protection.  

The Clinical Psychologist and Speech and Family Therapist are 

the main contributors.  They have participated in several meetings 

on organisational change.  Both of them reflect on the past and the 

present from a general organisation-wide and care group 
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perspective.  Each of the four are aware of purpose and context of 

change.  There is a sense of energy and enthusiasm with evidence 

of local action.  They comment positively on the outcome of the 

process to date.  There is no reflection on their own immediate 

tasks or concerns.  

 

(IV.J) The Consultant and others focus on the general questions about 

change.  They identify external factors as being very influential.  

They are very focused on their service change programme.  A 

nurse says she has no sense of the corporate organisation, feels 

immersed in clinical work and has no mechanism for feedback.  

Both she and the Admin. reflect on a lack of leadership yet 

identify the CEO as a change influencer.  The Consultant 

questions definitions of leadership as she believes that all can lead 

in the way they work and communicate.  With a group of six from 

different backgrounds who are used to interacting frequently in a 

team context there are even contributions.  The nurse’s experience 

and perceptions are service focused.  There is little evidence of 

awareness of the broader change process.  Change influence is 

addressed at a generic level although the admin. makes reference 

to benchmarks. 

 

(IV.K/4) These are 6 G.P.S who represent colleagues in the catchment areas 

through the GP/ Primary Care Unit.  This focus group was 

included for the benefit of some ‘externality’ eight months after 

the last focus group (IV.J).  GP awareness of organisational 

change is less than their minimal awareness of the Board’s 

organisational structure although one of them is a former Board 

member.  They have some knowledge of specific areas but believe 

this is a continuation it is impossible to have a full knowledge of 

the various systems.  In their view, their role has mellowed the 

bureaucracy of the Board.  They discuss their role and its 

influence.  Their main preoccupation is with the Regional Hospital 
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Consultants attitude towards them.  There are positive change 

indications nevertheless.  They want a formal connection through 

representation in hospital service management structures.  They 

are service focused and want to influence process and outcomes.  

They are all very articulate and clear about their expectations and 

issues.  They know one another quite well as members of the unit 

and the GP community. 

 

Semi-Structured Interviews 

Observations on Data Group III Interviews 

The questions and prompts are quite consistent.  The aim of the interviews is 

to gain senior professional staff’s perceptions and insights on leadership, how 

they understand or define it; what makes it different from management; where 

it occurs with evidence of style and characteristics; how leaders influence e.g. 

most effective style requirements and issues are of interest. 

 

Levels i.e. corporate/ management, clinician and nursing leadership is 

explored.  There are some variations e.g. current and future status (III.A); 

past/present (III.A.C) and organisational/change (III.E.F.G). 

 

General Observations: 

The interviews generated a significant amount of transcript.  The subject 

matter is more focused than in the other data groups because of the interest in 

gaining insights on ‘leadership’ from the perspectives of medicine and nursing.  

All of the interviewees are very articulate with very strong opinions.  One was 

quite difficult to keep focused on the topic as he had particular issues about 

leadership as a concept and his reality of the health care system.  Each reflects 

his/her own contextual experience.  Two of them (III.A.G) present as very 

reflective on the wider context of their experience.  They are quite frank and 

direct in their observations. 
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APPENDIX 3.4.1 

THE GROUNDED ANALYTIC TEXT 

 

PART I:   MEDIATORS AND MODERATORS OF CHANGE  

 
    

Part I   Moderators or Augmentors?  

  Introduction  

1.0  External Influences  

2.0 

 

 Internal Influences  

 2.1 

2.2 

2.2.3 

2.3.0 

 The inheritance - Style 

                          - Relationships 

                          - Attitude to change 

Conclusion  

3.0  The emergent mediators of the new order  

 3.1.0  A shared project 

 3.1.1  Patient benefit 

 3.1.2  Leadership 

 3.1.3  Management 

 3.1.4  Relationships 

 3.1.5  Ownership 

 3.1.6  Structure 

 3.1.7  Conclusion- Convergence 

 3.2.0  Role differentiation  

 3.2.1  Managing 

 3.2.1.1  Managers 

 3.2.1.2  Clinicians 

 3.2.1.3  Nursing 

 3.2.1.4  Conclusion  

 3.2.2.0  Leading: general  

 3.2.2.1  Leadership: managers 

 3.2.2.2  Leadership: clinicians 

 3.2.2.3  Leadership: nursing 

 3.2.2.4  Conclusion- Leadership differentiated 

4.0  The purpose of change and indicative roles  

 4.1  Conclusion- Connecting change purposes and roles 

5.0  Influencers' characteristics and attributes  

 5.1.0  Expectations 

 5.1.1  Individual characteristics 

 5.1.2  Relational attributes  

 5.1.3  Conclusion- Alignment of leadership expectations 

 5.2.0  Indications 

 5.2.1  Managers 

 5.2.1.1  Variation 

 5.2.1.2  Managers Characteristics and Attributes         - CEO 

                                                                                - ACEOs 

                                                                                - Managers 

 5.2.2  Professionals  

 5.2.2.1  Clinicians 

 5.2.2.2  Nursing 
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 5.2.3  Consistency and variation    -     alignment 

                                                    -      complementarity  

                                                    -      attenuation  

                                                    -       overview 

 5.3.0  Leadership expectations and indications 

 5.3.1  Individual characteristics 

 5.3.2  Relational styles and attributes  

 5.3.3  Consistency and variation  

 5.3.3.1  Characteristics  

 5.3.3.2  Relational attributes 

 5.3.3.3  Overview 

 5.4.0  Mediator alignment  
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MEDIATORS AND MODERATORS OF CHANGE 

INTRODUCTION  

This document presents the empirical 'story' of the research subjects' 

perceptions, interpretations and explanations of their sense of the 

organisational change experience (see Chapter 6).  The direct voices are heard 

without the researcher’s interpretations.  The structure and format of their 

'story' is inductive and emergent.  It is presented in two parts.  In part one, the 

voices articulate their sense of the internal contextual influences which 

mediate or moderate the organisation's adaptive propensity to change.  In part 

two, they present their perceptual-experiential insights which demonstrate their 

'reality' of the mediators and moderators in the change experience. 
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PART I  

MEDIATORS OR AUGMENTORS? 

This case study site as a human care system with embedded or linked 

communities of practice having an overall shared project or dominant 

objective of activity is presented in the 'reality' of the subjects' aggregated 

insights as managers of the system and/or professionals as managers-providers 

within the system. 

 

The emergent relationship between the organisation as a community and the 

(‘shared’) change project is mediated through key agents’ shared perceptions 

of the purpose of change, the differentiation of roles and functions of potential 

change agents, the (indicative) role alignment with their indicative purpose, 

and, the consistency and variation in their influencing styles.  Mediation is 

either moderated or augmented by intervening conditions or contextual 

influences such as externalities and internal conditions.  The change or 

adaptive propensity in the organisation is a product of (i) its historical 

experience and its perceived embedded consequences in institutionalised 

behaviours, (ii) the presence of and potential for development of dominant 

mediators for change within the organisational community.  This study notes 

the subjects’ sense of the dominant external influences on the organisation’s 

mission and strategy.  The aim of this study however is to explore the internal 

mediators and moderators in the change experience. 

 

These internal contextual influences are presented as the organisation's 

inheritance and the emergence of mediators of the new order.  The mediators 

occur in the subjects' perceptual convergence of the organisational change 

project and their role interpretations and differentiation as managers or 

professionals managing and leading.  These perceptions of mediators are 

examined for alignment between the indicative change purpose and roles.  The 

subjects' disclosed perceptions of mediators' 'purpose-role' and 'expectations-

indications' of their characteristics/attributes, present their evidence of 

mediator alignment as a potential instrument of change. 
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1.0  EXTERNAL INFLUENCES  

Pressure for change is attributed to the external context by several 

organisational levels.  Service groups believe that change originates at national 

level (IV.4) or there is more influence by outside factors than by internal 

innovation (IV.J).  A Mid-Manager notes that  ‘the rate of development of 

external factors precipitated change in the way we respond to our client group’ 

(V.5). 

 

Service users (V.VI.IV.J) and public accountability (II.V.VI.IV.H) are sources of 

pressure identified by most management levels and a service group.  The 

influence of media reports is indicated by sub-corporate groups (VI) and a 

service group (IV.J).  Legislation is indicated by a mid-management (V) and a 

service group (IV.H).  Other influences are reported by management groups i.e. 

the political system (II,VI), patients’ and public expectations (V.VI), pressure 

groups (II.V.VI), legal interventions (V), DoHC (VI), national strategies (V.VI), 

medical knowledge and technology (V.VI). 

 

From a corporate perspective, public accountability, the political system and 

the potential ‘conflict’ in reporting to a Public Board (II.5) tend to drive detail 

up in the organisation (II.4).  A service view is that problems can be 

precipitated more easily from the outside, particularly through the media (IV.J). 

 

2.0  INTERNAL INFLUENCERS- THE INHERITANCE 

The organisation's inheritance is perceived as the dominant style, structure and 

relational indicators in the old order which have continuity in relational 

perceptions and attitude to change at the genesis of the new order.   

 

The Inheritance  

2.1  Style 

Subjects’ perceptions reflect their sense of the organisation’s mediation of its 

dominant status and its continuity, through its managerial ethos, structure, 

internal relational indicators and attitude to change.  Senior management in 

previous regimes was conservative (II.2), prescriptive (II.8), reactive (1D.5.6), 

unchallenged and unchallenging (II.2) with limitations in their thinking (1D.5, 
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II.8) and ability (1D.2).  In the subjects’ references to the three care 

programmes, Acute Care Managers were just concerned with budgets.  They 

were not into solving the operational problems which people experienced (II.8).  

Community Care was managed by quiet conservatives (II.10).  A service group 

says: ‘their response was reactive all the time… it was very comfortable… you 

didn’t have to be challenged… very communal, very safe’ (IV.H).  They 

contrast it with the Mental Health Service where ‘X was driving the assertive 

programme of change… the service better resourced, better trained and better 

motivated’ (II.10). 

 

The dominant style attributed to the organisation and the Regional Hospital is 

described by GPs and service groups in that hospital as ‘autocratic’ (IV.4.A.B) 

and by Child Care as ‘very bureaucratic’ (IV.H) at an early stage in the study.  

This has continuity with the past which current management say was 

‘hierarchical and controlling’ (II.5), individualistic, centralised (1D.6, II.4) and 

‘hands off’ (II.4).  A Director of Nursing says that senior management in the 

past was ‘very autocratic… all top down… quite dictatorial… distant… no 

interaction’ (III.E).  Child Care believes that the organisation is supposed to be 

bureaucratic (IV.H).  GPs complain that they are not being involved (IV.4) and 

are fascinated as to how difficult it is for some people in the organisation to 

make a decision.  They are ‘independent contractors’ who are trained to 

respond to situations and make decisions (IV.4.1.6). 

 

In the past, heads of discipline were not engaged in management.  ‘We did not 

call them managers, didn’t tell them what their budget was; did not actually 

engage with them in a process’ (II.2).  People were inhibited in their 

development.  The old regime was ‘very demoralising, very inhibiting for 

people; it prevented any individual development in people.  They just said, 

they did not matter’ (III.E).  There was ‘a sense of frustration… decent skills 

being stifled because of the rigidity of the framework… people down the 

pecking order whose capability was far greater than people at the top.  They 

may have gone a long way to fuel the autocratic way in which, things were 

done’ (III.A).  A lack of new blood, movement and vision inhibited the 

development of a modern responsive care system.  This view was shared 
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country-wide and was damaging, according to a clinician (III.A).  There are 

continuing structural problems which affect performance.  They have an 

incapacity to meet needs (1D.2), and have inappropriate tasks and levels (1D.6).  

This reflects the old hierarchical structure (II.5), which did not enable multi-

disciplinary involvement (1D.5) and which had become ‘unmanageable’ (II.10).  

Child Care describes ‘Community Care’ in the past as ‘a very chaotic type of 

set-up… a much looser structure, less bounded than the MHS, which is a much 

tighter ship altogether’ (IV.H).  The initial inquiry indicates a lack of 

understanding of ‘Community Care’ in the region (1C.2).  It is seen as ‘a 

collection of individual services’ (1C.1.2).  GPs are not aware of the structure 

and functioning of the Board or of the Regional Hospital (IV.4) e.g. ‘what that 

(Hospital Executive) means in terms of structure or a flow of decision making 

or where that fits in with the clinical’ (IV.4.7).  The organisation’s past 

relational indicators are: non-inclusive (1D.5) considerable alienation (1D.2) 

self-protection (II.2) division between management and clinicians (1D.6) and a 

strong climate of secrecy (II.10).  In Community Care, ‘there was poor morale 

and energy levels would not have been high’ (II.10).  In the initial inquiry, 

organisational variety is reported.  ‘Different organisations  and sub-cultures… 

different patterns of behaviour’ (1C..2); ‘many organisations under one 

umbrella… different people doing different things’ (III.G).  There isn’t a sense 

of a value system that is shared or a shared sense of what the organisation is 

about (III.G).  An ACEO suggests that the historical experience may explain 

the differences (1C.2).   

 

2.2  Relationships 

The continuity of difference is more explicitly indicated in service groups’ 

perceptions at the initial stage of the inquiry.  The organisation and the 

Regional Hospital are seen as ‘distant’ to some other services (IV.C.D.E.4).  

Both internally and as externally perceived the Regional Hospital has ‘status’ 

issues.  Nursing is very hierarchical, the laboratory staff are a very large 

harmonious group but tend to be isolationist (IV.A).  Attendants have a sense of 

class distinction within their own category and in the hospital (IV.A).  GPs have 

a sense of the socio-professional status of Consultants which they believe is 

the basis of their ‘distance’ from them.  At one time, both medical groups 
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knew one another professionally and socially.  The difference is now partly 

attributed to the growth in Consultant numbers in the Regional Hospital… ‘so 

huge, you wouldn’t know them’ (IV.4.6).  The tension in their relationship is 

apparent.  Consultants’ attitudes are interpreted in their restrictions on GPs 

county referrals (IV.4.7) and in the perception that they don’t want GPs coming 

inside the door (IV.4.3), and to their lack of communication.  The latter is 

particularly attributed to A&E, Orthopaedics, Psychiatry and Obs./Gynae.  

Geriatricians are an exception (IV.4).  There is no response to meetings (IV.4.5).  

This contrasts with the GPs’ sense of their obligation to provide 

communications for every service they wish to access (IV.4).  They 

nevertheless rationalise the Consultants’ behaviour relative to their time 

commitments (IV.4.2) and a ‘huge infrastructure problem’ (IV.4.5).  While GPs 

say that they gave up eventually as ‘it was obvious that they didn’t want us 

there’ (IV.4), they have concerns about service decisions, and follow up (IV.4.6) 

and the consequences for the service ‘if certain individuals are not more open 

to communication with us’ (IV.4.5).  In contrast, the nursing staff support them 

in anything that will bring about change (IV.4.1.2).   

 

However, there is evidence of alienation in the relationships of nursing in the 

Regional and other acute hospitals (IV.C.D.E).  There is no liaison.  People are 

‘giving out, but nobody wants to go and address it to the powers that be’ (IV.D) 

and ‘they’d wipe us out if they could’ (IV.C); ‘treated like an outlying 

hospital… they just don’t think anything of us…’ (IV.E).  NCHDs experience 

the Regional Hospital as impersonal.  Within the hospital the Medical Dept. 

note that Consultants' attitudes vary (IV.A) and the Surgical Dept. has mixed 

experiences (IV.B). 

 

In contrast with the Regional Hospital relational image, other services 

relational indicators are, good teamwork and a positive attitude.  In other acute 

hospitals, an elderly care hospital and a mental health unit, their characteristics 

of good teamwork are: patient focus (IV.C.G), a common goal of patient care 

(IV.C.D); team effort (IV.C.D.E.F.G), intra-discipline support (IV.E.F), inter-

disciplinary work (IV.C.E.F.G) and co-operation by being on the same 

‘wavelength’ (IV.D).  Respect and trust underpin leadership and effective 
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interdisciplinary teamwork (III.G).  The team motivates, informs, protects and 

brings out the best in people (IV.G).  They are a ‘breath of fresh air’ according 

to a Consultant Psychiatrist.  They keep people informed so that it is easier to 

progress (IV.J).  There is a connection between the size of the operational unit 

and a positive attitude.  A multi disciplinary mental health team has many 

positives e.g. ‘we don’t replicate mistakes… we are coming with goodwill’ 

(IV.J).  The ‘smaller’ acute hospitals are friendly and have a good atmosphere 

and people do what they are supposed to do.  ‘Everybody falls into line… 

having a friendly attitude… we don’t have the same stress’; ‘it is very good, 

there is never a problem’; ‘friendly, lovely… you know everyone’; ‘there is a 

sense of pride in the place’; ‘there is always a gay, happy atmosphere… makes 

it easier when you are happy’; ‘no problem in coming to work’ (IV.C).  They 

try to do their best.  The result is a good atmosphere.  ‘I do love working here; 

its great; its busy’ (IV.D).  They are there to do what they are supposed to do 

(IV.E). 

 

2.2.3  Attitude to Change 

Some Managers and Child Care attribute the past organisational stability to its 

conservatism.  ‘People knew what the rules were… incredible stability… 

managers held the same portfolios for fifteen years’ (II.2).  There was certainty 

and ‘people knew where they were at’ (IV.H).  Yet, that stability had an effect 

on change (II.2).  Change was not as obvious (II.4).  A GM queries the need for 

change.  ‘The old organisation did a good job… suddenly, the rules are 

changing, after 30 years, the standard is all wrong.  What were we doing so 

wrong that all has to be changed?’ (II.2).  There is some evidence of resistance 

to change reported in the Regional Hospital at the initial stage of this study 

(II.8). 

 

The mediators of the old order maintained stability with fragmentation in the 

system.  The absence of a shared vision and values is noted by a Director of 

Nursing who comments that ‘attitudinal change is the hardest area to bring 

about change’ (III.G).  The mediators of the old order become the moderators of 

a new order with the continuity of the perceived dominant order carrying the 

genesis of alternative mediators. 
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2.3.0  Conclusion  

The organisational inheritance. 

The mediators of the old order were a conservative, centralist, autocratic 

management with limitations in their thinking and ability.  The organisational 

structure was either hierarchical or loose in its domains of activity.  It had 

become unmanageable.  There was considerable alienation, division between 

influential groups and a strong climate of secrecy.  In consequence, heads of 

discipline were not engaged in management and people were demoralised, 

frustrated and inhibited in their development.  A lack of vision and staff 

mobility was not conducive to the development of a modern responsive care 

system. 

 

In the initial inquiry, the dominant style attributed to the organisation and the 

Regional Hospital, by some service groups, is 'autocratic' or 'very 

bureaucratic'.  One group believes that the organisation is supposed to be 

bureaucratic.  Another complains about a lack of involvement and the decision 

process.  There are continuing structural problems.  An exception is reported in 

relation to the management and structure of the Mental Health Service. 

 

The organisational variety and difference without a shared purpose and value 

system is attributed to the historical experience.  The continuity of difference 

is evident.  The organisation and the Regional Hospital are seen as 'distant' to 

some service groups.  There are status issues perceived internally and 

externally about the Regional Hospital.  There is tension and a lack of 

communication in the GP-Consultant relationship and a sense of alienation 

between nursing staff in other acute hospitals and the Regional Hospital.  In 

contrast, there are positive relational indicators in other services such as good 

teamwork and a positive attitude.  Their teamwork characteristics are a 

common goal of patient care, intra and interdisciplinary support and team 

effort and co-operation.  Respect and trust underpin interdisciplinary team 

effort.  The team motivates, informs, protects and brings out the best in people.  

Service unit size contributes towards a positive attitude.  The smaller acute 

hospitals are friendly and have a good atmosphere and people do what they are 

supposed to do. 
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The moderators of the historical experience in the perceived ‘old’ managerial 

ethos inhibited development and affected relationships and morale.  This is 

attenuated to the extent that certain services have positive relational indicators 

in good teamwork and atmosphere.  The mental health service is associated 

with a different managerial ethos and structure which contrast with those in the 

other programmes.  The organisation's stability in the past is associated with its 

conservative management.  Yet, that stability had an effect on change with 

some early indications of resistance to change under the new order.  Attitude is 

the hardest area in which to bring about change. 

 

The mediators of the old order became the moderators of a new order which is 

promoted by alternative mediators. 

 

3.0  THE EMERGENT MEDIATORS OF THE NEW ORDER 

The emergent mediators of the new order are indicated in their change purpose 

and role definitions.  Their overarching objective of activity is their sense of a 

shared project and their role convergence and differentiation in managing and 

leading their defined domains.  

 

3.1.0  A shared project. 

3.1.1  Patient Benefit  

The common aim of the overall objective of activity, as the purpose of change, 

is patient benefit.  Subjects’ perceptual convergence is primarily managerial.  

The corporate perspective is on health and social gain (1D.4).  ‘Unless the 

principles of health and social gain convert into good for the patient, then 

there’s no point in having them’ (II.5).  Influencing change throughout the 

organisation is for the benefit of patients (II.4).  Quality improvement is the 

focus for general and mid-managers.  ‘The communication of quality’ (II.8); ‘a 

focused, quality and targeted approach’ (V.2); ‘quality systems’ (V.4); ‘standard 

setting and an integrated quality service’ (V.5); ‘being responsive to the needs 

of the client’ (V.5) and making a difference in service delivery to improve 

customer satisfaction (II.10).  Quality is defined as person-centredness by a 

Director of Nursing in ‘service to people and to one another’ (III.G).  In Child 

Care it is a change at practice level (IV.H).  Mediators of the aim are leadership, 
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vision and values, management re-orientation, relationships, ownership and 

structural principles and their enactment.   

 

3.1.2  Leadership 

Leadership, as a mediator, is necessary throughout the organisation.  

‘Everybody needs to play a leadership role at some point in time’ (III.A); 

‘leaders must be nurtured throughout the organisation’ (III.G).  This requires 

appropriate skills to enable maximum impact (III.A), a participatory style (II.8) 

and is associated with efficiency and effectiveness at a service level (IV.E).  Its 

purpose is to transform the organisation.  Managers focus on a change in ‘core 

ideology’ (1D.8).  Individuals must identify with the corporate culture and 

ethos: ‘to become a MWHB person’ (II.11).  They want ‘a much more dynamic, 

proactive organisation’ (II.11) with emphasis on transparency and 

accountability (V.4.6) and gaining commitment to the Board’s mission, vision 

and values (V.3.6). 

 

The leader role, clinicians say, is to spread the vision and to provide clear 

direction: ‘to percolate the vision down throughout the organisation’ (III.A) and 

a sense of purpose as ‘there are so many powerful forces out there, dragging 

people in opposite directions’ (III.D).  A Director of Nursing emphasises role 

influence through values.  He interprets the core value as ‘personhood, from 

which comes trust and mutual obligation’.  Leadership has ‘to carry the sense 

of the organisation and its values; that is how people are introduced to or 

identify with the set of values’ so that ‘the organisation will be affected and 

will nurture the beliefs’ (III.G).  This requires an exemplary role performance at 

senior level which will be reflected in ‘the commitment of other teams, 

enabling shared beliefs and in a cohesiveness among teams’ (III.G). 

 

3.1.3  Management 

Leading as a transformational venture needs to be supported in transactional 

certainty.  Managers are the dominant proponents of change improvement in 

management’s orientation and practice.  Senior and general managers focus on 

the management of the whole system as ‘the challenge of the new agenda’ 

(II.2).  Senior Managers interpret whole system management as performance, 
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environmental (1D.6) and quality management e.g. efficiency, effectiveness, 

appropriateness and responsiveness (1D.2.5.9).  A change in management 

orientation at senior level will enable them to concentrate on strategy and 

tactics (V.2), according to a mid-manager.  There is a need for individual 

change management (V.2), a professional approach to administration at levels 

(V.4) and an upgrading of systems (V.6).  Child Care’s interpretation of 

improvement in management is ‘greater accountability… more streamlined… 

more cost effective’ (IV.H).  The relational, ownership and structural principles 

as alternative mediators are indicated in subjects’ reports. 

 

3.1.4  Relationships  

Relationships are dependent on stakeholder involvement and the quality of 

linkages between providers and with users of services. 

Managers base stakeholder involvement on the strategic management initiative 

and the health strategy (V.7) and define quality linkages as providers 

connecting with users in a much tighter way and disciplines relating together 

with other agencies, responding to individuals and communities (II.2). 

 

3.1.5 Ownership 

‘What am I here for?’; ‘what benefit am I to people who use this particular 

service?’ is a challenge to personal responsibility made by a Director of 

Nursing to everybody in the organisation (III.G).  Managers' interpretations of 

organisational ownership are: 

(a) to take responsibility, make decisions and manage the system (V.2). 

(b) take responsibility for their own services in conjunction with the ethos 

and values of the total organisation (V.5). 

(c) being held accountable, to reduce evasion of responsibility (II.4). 

 

Taking responsibility is dependent on managers giving it and preparing people 

for it.  To enable ownership, senior managers identify the need to release talent 

and skills (1D.6) and to connect personal and organisational dimensions of staff 

training and development by basing it on explicit values to enhance the 

creativity and potential of all staff (1D.2).  Ownership of issues has to be given 

to the people who are responsible for delivering.  It has to be demonstrated to 
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heads of discipline that the devolution of power, authority and budget is 

genuine.  They have to be helped to understand what the issues are (II.2).  Local 

decision making must be enabled (1D.8.9) with the devolution of responsibility 

and authority to local units (II.4). 

 

To enable heads of discipline to take charge through the various structures a 

GM says that managers have to ensure that the devolution is clear and that 

people buy into it at their own level (II.11).  Mid-managers state that managers 

have to devolve true responsibility and accountability to front-line staff (VI.3).  

They have to be given ownership in improvements and governance (V.1).  They 

have to be encouraged and involved in personal development programmes to 

achieve the greatest benefit and value (V.2). 

 

Mid-managers demonstrate their own sense of ownership by reflecting on their 

necessary actions as a personal responsibility in change.  It means taking on 

board the changes (V.2) and the extra responsibility that those changes have 

necessitated (V.4).  It requires an internal transition to embrace change, 

identifying strengths and weaknesses to equip oneself for the role, clarifying 

values, assumptions and expectations, re-evaluation of the approach and 

reflecting whether one’s time and contribution adds to the overall goals and 

objectives (V.2).  It means being informed of new trends and directions in the 

change programme and working with the new structures and systems (V.5). 

 

3.1.6 Structure 

The purpose of restructuring, as indicated by subjects at corporate level, is to 

enable it to focus on strategy (1D.6) achieve health and social gain and advance 

overall, a better way (1D.6).  The indicative design principles are:  

(i) Accountability: ‘clear lines of accountability in the structure’ (1D.6); 

‘greater accountability is required’ (IV.H).   

(ii) Patient centredness: ‘Restructure around the patient, in contrast with 

the traditional provider-driven organisation’ (V.3). 

(iii) Integrated units of management: ‘change through structure… local 

units of management involving professionals and integrated 

management levels’ (1D.8). 
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(iv) Teams: create a structure which facilitates teams (1D.8) and multi-

disciplinary teamwork (1D.4); ‘requires job design and team 

mechanisms (to) provide and motivate high performance front-line 

units’ (V.7); ‘the champion of each care group will be on the area team 

with a view on the totality of the service’ (II.2). 

(v) Role adaptation: ‘change roles and responsibilities of staff at all levels 

from the old to new ways of working’ (V.6) ‘change roles at all levels to 

engage the challenge’ (II.5); a shift from institutional to community 

services has implications for the role of professionals (IV.J). 

   

3.1.7  Conclusion-Convergence  

Subjects’ convergence in identifying the shared project. 

This section has presented the subjects' interpretation of the overall objective 

of activity as health and social gain with an emphasis on quality improvement.  

The mediators of this aim are leadership, vision and values, management re-

orientation, relationships, ownership and restructuring principles and their 

enactment.  The perceptual convergence of subject levels change purposes is a 

determinant of the project’s purpose being shared and consequently is 

indicative of its value as a mediating influence in its implementation.  

Managers are the dominant definers of the overall aim of the project with 

contributions from a Director of Nursing (III.G) and a service group (IV.H).  

Leadership, as purpose, is identified by managers, senior professionals and a 

service group (IV.E).  Gaining commitment to and spreading the vision and 

values throughout the organisation is a key leadership role task identified by 

the managers and senior professionals. 

 

Changing management’s orientation and practice is predominantly a purpose 

indicated by managers with a contribution from a service group (IV.H).  The 

relational indicators are provided by two managers.  The nature of ownership 

as responsibility is a purpose indicated by three managers and a Director of 

Nursing (III.G).  Managers see responsibility being operationalised  in giving it 

and preparing people for it.  They also indicate restructuring as a purpose with 

contributions from a clinician (IV.J) and a service group (IV.H).  The indicative 
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design principles are accountability, patient-centredness, integrated units of 

management, teams and role adaptation. 

 

In overview, managers are the dominant definers of the purpose of the change 

project as the overall aim of patient benefit.  Managers and senior 

professionals define leadership as a purpose in relation to its role in engaging 

people through the organisation’s vision and values.  Change in management 

orientation and practice and relational, ownership and structural change 

indicators is indicated primarily by managers.  The absence of a corporate 

level input on ‘leadership’ and only one professional or service contribution to 

‘ownership’ is noteworthy. 

 

3.2.0  Role Differentiation  

The ‘division of labour’ between managers and professionals as a mediator in 

defining the relationship between the organisational community and the 

‘shared’ project, also differentiates change management and professional 

practice roles.  The evidence of mediators-moderators is examined in the 

subjects’ perceptions and reported experiences of managers and professionals. 

 

3.2.1.0 Managing  

3.2.1.1 Managers 

Senior managers define organisational responsibility with reference to levels 

and types of accountability.  Ultimately, accountability focuses on the Public 

Accounts Committee (1A.5.7).  This determines their understanding of personal 

accountability (1A.2.4).  An ACEO describes his initial experience of personal 

accountability as ‘startling, direct and personal… nothing could prepare me for 

it’ (1A.2).  A ‘functional’ view is in the assignment of responsibility within 

agreed parameters (1A.3.7).  A functional view of the CEO’s role, from a 

service perspective, is as an information, policy and resource provider (IV.G, 

III.G).  An ACEO, however, observes that his level in the organisation manages 

a much more complex process than ‘being the people who just hold the 

money’ (II.2). 
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GMs manage heads of discipline, monitor service performance (II.11), area co-

ordination (II.12) and are accountable for the services and resources (II.11).  

They have taken over the role previously undertaken by the D.C.C (II.12).  

GMs say that Care Group Executives manage the services (II.12) and are the 

‘hub’ of decision making.  They create the agenda (II.10).  Managerial groups 

define their general accountability with reference to their selected parameters. 

 

Role parameters 

One or more members of a sub-group indicate the following parameters. 

 

Parameter  Sub-Groups  

Service/operational plans  

Job descriptions  

 

Statutory requirements  

 

Financial / budget constraints  

 

National policy  

Protocols… 

(a) GMs, Functions 

(a) Functions, CGMs 

(b) Director, head of discipline   

(a) Heads of discipline  

(b) GM, CGM 

(a) Functions 

(b) GM, CGM 

(a) Directors 

(a)  Heads of discipline  

 

(a) more than one   (b) one member for a sub-group  

 

In the following sub-groups, one member indicates additional parameters: 

Sub-group  Parameters  

GMs 

 

Functions 

 

CGM  

Head of discipline  

Strategies, political influences, patient 

expectations and role interface.   

Strategies, relationships, delegated Functions 

and HR policy.   

Strategies, delegated Functions  

Safety and welfare of children  
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More than one member in a sub-group indicates the following: 

 Service/operational plans (GMs, Functions) 

 Job descriptions (Functions, CGMs) 

 Statutory requirements (Heads of discipline) 

 Financial/budget constraints (Functions) 

 National policy (Directors) 

 Protocols and ethics (Heads of discipline) 

 

The Functions’ key parameters are service plans, job descriptions and financial 

constraints.  Individuals also indicate strategies and delegated functions.  The 

heads of discipline primary parameters are statutory requirements, protocols and 

ethics.  An individual indicates the safety and welfare of children.  GMs indicate 

service plans.  Individual GMs also include statutory requirements, financial 

constraints, strategies, political influences and patient expectations.  Directors of 

Services rely on national policy.  An individual also indicates job description.  

CGMs rely on job descriptions.  Individuals also indicate financial constraints, 

strategies and delegated functions.  GMs and Functions primary references are 

service plans which are the incorporated  instrument of service management and 

change.  Functions also rely on job descriptions which is a primary parameter 

for CGMs. 

 

The omission of service and operational plans by Directors, CGMs and heads of 

discipline is noteworthy as the key strategic and operational performance 

parameters/indicators are set out in the plans. This is also of interest as senior 

managers influence other managers expectations and performance i.e. GMs, 

Functions, Directors, CGMs and heads of discipline (VI).  Other GMs and 

Directors also influence GMs.  Staff influence Functions (VI.4).  Professional 

colleagues influence a Director (VI.5) and heads of discipline (VI.3), and project 

teams influence a Function (VI.4) and GMs (VI.1). 

 

Different levels and types of accountability are recognised at corporate level 

(1A.5).  An ACEO says that there is a difference between professional and 
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organisation interest (1A.5).  Public Health believe that they are accountable for 

themselves because the system sees them that way (1A.6). 

 

3.2.1.2 Clinicians  

A clinician refers to the power and influence of the medical profession which is 

enacted through its individual members and collectives.  The profession is 

valued because of its dedication to the care of individuals and the perception 

that doctors cure ills.  Individual power is determined by hierarchical structures, 

specialisation and credence e.g. excellence in academic or in private practice.  

People who command respect, command power.  Senior clinicians are listened 

to in the organisation.  They can influence organisations and organisational 

change.  If they have a track record for delivering their opinions are taken into 

account.  They are a 'collective' who can be highly opinionated, individualistic 

and ambitious.  They have a tendency to think that they are better than they are 

(III.A).  A clinical colleague, however, does not see a particular collective as 

being influential i.e. the Hospital Medical Board, as it has no formal role in the 

organisation (III.B).  Clinicians define themselves in relation to their medical 

responsibility (III.A.B) and medical management (III.C.D). Two clinicians describe 

what they do is to manage ‘a well-run machine… patients well managed, treated 

correctly…’ (III.C) or putting systems in place (III.D).  Directors of Nursing also 

define them in relation to their clinical management role with varying emphasis 

on practice management (III.E), clinical competence (III.F) and client orientation 

(III.G).  A clinician who is a member of a hospital executive has a general 

management responsibility but he is concerned as he is untrained in 

management (III.C). 

 

3.2.1.3  Nursing 

There is very little evidence reported of Directors as Nurse Managers.  Their 

management, as indicated by them, has a holistic quality which is primarily 

client orientated (III.E.F.G).  They influence their own professional colleagues 

and the service from that perspective. 
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3.2.1.4. Conclusion  

Roles Differentiated  

ACEOs define their responsibility with reference to public accountability.  From 

a service perspective the CEO is a policy, information and resource provider.  

Functional Managers view responsibility as assignments within agreed 

parameters.  General Manages define themselves and CGMs in relation to their 

management tasks.  Various managerial levels indicate their broad 

accountability parameters.   At corporate level, there is a recognition of different 

types and levels of accountability based on professional and organisational 

interest. 

 

Clinicians are aware of the power and influence of their profession.  They define 

themselves in relation to their medical responsibility and medical management.  

Directors of Nursing concur with this view while varying their emphasis on 

practice management, clinical competence and client orientation.  Directors of 

Nursing  provide little insight on their managerial role other than the primacy of 

an holistic client orientation and their influence on their own professional 

colleagues to that end. 

 

3.2.2.0  Leading - General 

Leadership is presumed by service groups (IV.G.H) to be vested in the CEO.  An 

ACEO and a Director of Nursing suggest that leaders and leadership occurs at 

every level and throughout the organisation (II.5, III.G).  In an Administrator’s 

view, natural leaders evolve, irrespective of title or position (IV.G).  A clinician 

observes that certain people come to the top and assume leadership in the ward 

rounds (III.C).  Another believes that leadership can be universal as against being 

located in a position or status: ‘we can all be leaders in our own way; the way 

we work and communicate; leading someone for the better… it doesn’t have to 

be a single person… it can be collective leadership’ (IV.J).  These views are 

modified by others.  A GM suggests that change influencers must rely on a level 

of autonomy (II.11).  A clinician says that there are very few innovative leaders 

(III.B).  An Administrator is very disappointed because of her experience of a 

lack of leaders: ‘I had great expectations, but, sadly, decreased over time’ (IV.J).  
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The presumption of leadership or otherwise, as a mediating influence in 

organisational change, is tested in the subjects’ perceptions. 

 

3.2.2.1  Leadership- Managers 

In the historical perspective, managers in the previous regimes are generally 

described as conservative and very centralised with limitations in thinking and 

capability (1D.2.5.6, II.2.8.10).  A Director of Nursing says that ‘there wasn’t 

corporate leadership… they would equate with a manager… more to do with 

administration’ (III.E).  Leadership in the present group of managers may be 

identified in their roles in organisational change. At corporate level, the CEO is 

described as the main change initiator and driver (II.2); the key change 

influencer, the consistent driver of change: ‘no illusions about the direction the 

CEO wants to go’ (II.10).  He is seen as the one with ultimate responsibility to 

see change through (IV.H).  A GM describes the senior team as the top influence 

in change but defines their role in terms of implementation tasks i.e. put 

structures and systems in place (II.11). 

 

ACEOs describe their role as: 

(i) Advisor, standard setter, reviewer (1A.4, II.4). 

(ii) Facilitator, communicator-translator of the message, owner of the 

process (1A.2, II.2). 

(iii) Implementer, responding to issues highlighted (1A.5). 

The two new ACEOs (ii) & (iii) are linked to the CEO, ‘pressing for change 

which has to come with them… giving ownership of issues to the people who 

are responsible for delivering’ (1A.2). 

 

Other members of the corporate team describe their role as: 

(iv) Expert advisor (1A.9). 

(v) Conceptualiser, providing thinking and vision (1A.6). 

 

GMs describe their role as: 

(vi) Conceptualiser, driver, provider of ground rules and local influencer 

(II.8). 
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(vii) Implementer, putting systems and structures in place, and, assuror of 

change by gaining buy-in (II.11). 

(viii)   Communicator to gain heads of discipline’s commitment in 

implementing change (II.12). 

Care Group Executives, according to a GM are: 

(viii) Communicators, to ensure ‘that the message is deciphered down to 

their staff’ (II.11). 

 

The recurring change roles are, conceptualiser at corporate and general 

management levels, communicator at corporate, general management and care 

group levels, advisors at corporate level, and implementer at corporate and 

general management levels.  The descriptions of ‘driver’ and influencer are 

associated with the CEO and a GM.  

 

The emergent change actions linked to roles may be categorised as initiation 

(initiator, driver, conceptualiser, advisor), adoption (communicator, influencer) 

implementation (implementer, standard setter) and review. 

 

Roles in initiation are related to the CEO, corporate members and a GM.  

Adoption roles relate to an ACEO and GMs.  Implementation is related to 

ACEOs and GMs and review to an ACEO.  There is cross-over between levels 

and arguably, between adoption and implementation. 

 

3.2.2.2 Leadership – Clinicians 

Clinicians do not indicate a role in organisational change.  They define their 

leadership as ‘responsibility’.  Leadership is ‘not part of the clinical 

vocabulary… what they have is a great sense of responsibility’ (III.A).  ‘Most, 

certainly carry responsibility…. Whether they accept leadership or not is a 

different question’ (III.B).  Two clinicians do not see themselves in a leadership 

role.  One is cynical about the concept.  He says he is ‘just a doctor… a platoon 

leader-tactical’ (III.D).  The other’s main role in life is to be a clinician and to 

have a view on how the service should be organised.  He is not influenced by 

external events.  Only a colleague in the same speciality can influence his 

practice.  Yet, they identify with the idea of a ‘team leader’, providing 
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leadership, teaching and training (III.B).  That role requires confidence and vision 

to motivate others to help them to develop the service (III.B).  People follow 

‘when they feel that you have a good knowledge and make good decisions and 

stand by them’ (IIII.C).  Getting the most out of people means that you get 

involved with them.  They feel that ‘you actually want to do this and that you 

are willing to put yourself out… being a role model rather than a leader’ (III.D). 

 

Clinical leadership is understood as responsibility, and as a team leader and a 

role model.  Clinical competence and influencing standards and performance is 

their reference point.  A Director of Nursing suggests that this can be leadership 

if it inspires others to learn from them (III.F). 

 

3.2.2.3  Leadership-Nursing 

There is very limited data to clarify the Directors of Nursing sense of their 

leadership or influencing role. 

   

A Director refers to a former colleague’s role in nurturing confidence in his staff 

in the move from an institutional to a community based service (III.G). 

 

They define their leadership in relation to morale within the profession, ensuring 

a client orientated shared vision and team leadership.  By influencing morale in 

the profession (III.F) and a client orientation (III.G), there is professional 

fulfilment (III.F), better performance (III.G) and quality of care.  This means that 

patients have a good hospital experience (III.F).  Performance and results are 

attributed by a Director to team formation and leadership: ‘It does not 

necessarily mean that it is the ward manager that is achieving the results, it can 

be how the teams are formulated and who leads’ (III.F). 

 

3.2.2.4 Conclusion-Leadership Differentiated 

Managers’ leadership may be linked to their role in organisational change.  

Their change agency indicates conceptualisation, initiating, influencing driving, 

communicating, implementing and reviewing.  The CEO is the main initiator 

and driver, with the new ACEOs pressing for change.  Other managers 

contribute thinking, vision, programme development and expert advice.  The 
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‘adoption’ role is in giving ownership to others through communication, 

consultation and gaining their commitment.  ‘Implementation’ includes putting 

systems and structures in place, providing example and responding to issues and 

demonstrating the benefits.  Programme review completes the process.  The 

corporate team understands its responsibility by reference to levels and types of 

accountability.  The sub-corporate group define their accountability boundaries 

by reference to more specific parameters e.g. service plans, strategies, job 

descriptions, delegated functions and statutory requirements. 

 

Clinicians understand their responsibility by reference to medical management 

and the clinical team.  They identify with the idea of team leader in providing 

clinical leadership, teaching and training.  Directors of Nursing concur with 

them in relation to their clinical management role.  Directors of Nursing 

understand their influence in relation to morale within the profession, team 

leadership, service quality and outcomes for patients.  Clinicians and Directors 

of Nursing have a shared sense of their responsibility i.e. a dominant focus on 

patient care.   

 

A presumption of leadership as a naturally occurring phenomenon throughout 

the organisation, irrespective of position or status is modified with reference to 

levels of autonomy and some views of the limited availability of leaders.  The 

presence of leadership as a mediating influence in organisational change is 

tested in subjects' perceptions.  Managerial leadership in the present regime is 

defined in relation to change roles.  There are conceptualisers at corporate and 

general management levels, communicators at corporate, general management 

and care group levels, advisors at corporate and implementers at corporate and 

general management levels.  The CEO and a GM are described as 'drivers' of 

change.  Clinicians and Nursing do not indicate a role in change. 

 

Managers relate to change management and their accountability in service 

management.  While the idea of leadership is indicated at organisational, 

professional and service team levels, the concept is not in popular usage.  The 

indicative substitutes are, accountability in management, responsibility in the 

medical profession and influencing service quality in nursing.  ‘Responsibility’, 
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however, seems to provide an over-arching sense of their purpose in their 

specific domains. 

 

4.0  THE PURPOSE OF CHANGE AND INDICATIVE ROLES 

This section connects the subjects' interpretations or definitions of the purpose 

of change and roles to identify purpose-role congruity as a combinative effect.  

This may augment mediator influence on the change project.   

 

(i) Patient Benefit: 

Purpose: To achieve health and social gain by converting the principles into a 

good for the patient (1D.4, II.4.5). 

Quality improvement (II.8.10, V.4.5, III.G, IV.H). 

 

Roles:   

Manage 

(a) Senior managers accountability and managerial accountability 

parameters e.g. GMs, Functions and service plans (VI.1.4). 

(b) Clinical/medical management (III.A.B.C.D), practice management (III.E), 

clinical competence (III.F) and client orientation (III.G). 

(c) Nursing’s orientation to a client oriented service (III.E.F.G). 

 

Lead 

(a) CEO as initiator (II.2.10), DPH (1A.6) and GM (II.8) as conceptualisers. 

(b) Clinicians’ responsibility for clinical management (III.A.B.C.D), clinical 

team leader (III.B.C) or role model (III.D). 

(c) Senior Nursings’ influencing on morale, professional fulfilment (III.F), 

nurturing confidence (III.G), team formation and leadership for results 

(III.F). 

 

The management and leadership roles and their objectives of activity are 

intertwined.  The main purpose i.e. patient benefit, is generically supported by 

managers through their accountability and leader roles in change and service 

management.  Clinicians have more specific roles as provider-manager-team 
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leader in their area of clinical responsibility.  Directors of Nursing focus on 

quality through their discipline and the patient’s experience. 

 

 (ii) Leadership 

Purpose: Dispersed leadership (III.A.G) and a participatory style (II.8) to 

transform the organisation’s core ideology (1D.8), dynamic (II.11), emphasis on 

transparency and accountability (V.4.6) and gain commitment (V.3.6), to spread 

the vision (III.A) a sense of purpose (III.D) and values, by example (III.G). 

 

Roles:   

Lead 

(a) Managers’ initiator, adopter, and implementer roles in change: the CEO 

as the main change initiator with the new ACEOs, pressing for change 

(II.2), DPH (1A.6) and a GM (II.8) as conceptualisers, communicators at 

corporate, general management and Care Group levels, advisors at 

corporate and implementers at corporate and GM levels.   

(b) Clinicians’ leadership as ‘responsibility’ (III.A.B) for their medical 

management and team leadership (III.B.C.F) or ‘model role’ (III.D). 

(c) Nursings’ influence on professional morale and fulfilment and the 

service’s quality of care (III.G.F) and team formation and leadership 

(III.F). 

 

The purpose-role link is located in managerial leadership at senior level.  

Senior professionals designate the role purpose at that level.  Their own sense 

of leadership is apparently confined to their domain of influence. 

 

(iii) Management orientation and practice 

Purpose: Whole system management (II.2, 1D.6), strategy and tactics (V.2) at 

corporate level; quality management (1D.2.5.9), greater accountability (IV.H), 

individual change management (V.2) and professionalising administration (V.4). 

 

Roles: (a) Senior Managers' ultimate and personal (P.A.C.) (1A.2.4) 

accountability (1A.5.7); and managerial accountability parameters e.g. 

service plans and strategies (VI), and senior managers influence on 
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roles and a recognition of different levels and types of accountability 

(1A.5).   Heads of discipline parameters include protocols and ethics 

(VI.3). 

(b) Clinicians influence service standards in their areas of 

responsibility (III.A.B.C.D). 

(c) Nursing’s influence on service quality (III.E.F.G). 

 

Managers generic parameters infer their role-purpose link.  Senior 

professionals indicate specific (VI.3) and non-specific parameters 

(III.A.B.C.D.E.F.G) in service quality. 

 

(iv) Relationships 

Purpose: Stakeholder involvement (V.7) and quality linkages connecting service 

providers- users to respond to individuals and communities (II.2). 

 

Roles: Intra-managerial, professional, staff and project teams influence on 

managers’ role performance (VI) and managers influencing roles in change 

(II.2.4.5.10.11.12, 1A.2.4.6.9, IV.H). 

The purpose-role links are generic. 

 

(v) Ownership 

Purpose: Personal responsibility and accountability for a service or system (II.4, 

V.2.5, II.G) by giving (1D.2.6) and enabling people for ownership (V.3, II.2.4.11) 

(1D.2.8.9, V.2) and self development (V.2.4.5). 

 

Roles: (a) Managers accountability parameters (1A.2.3.5.7, VI); there is a 

recognition of different levels and types of accountability (1A.5, II.5). 

(b) Clinicians responsibility for clinical services is personal/ 

professional-which extends to their teams as leaders- teachers of 

professionals (III.A.B.C.D). 

(c) Nursing’s influence on professional practice implies standard setting 

within their discipline. 
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While an ACEO recognises different levels and types of accountability, 

managerial parameters do not infer the empowerment of others.  Clinicians' 

responsibility is personal and both they and Nursing Directors are standard 

setters within their domains of influence. 

 

(vi) Structure 

Purpose: Enable the corporate level to focus on strategy (1D.6) to achieve 

health and social gain (1D.4).  The indicative design principles are, clear lines 

of accountability (1D.6, IV.H), patient-centredness (V.3), integrated units of 

management (1D.8) teams (1D.4.8, II.2.7) and role adaptation (II.5, V.6, IV.J). 

 

Roles: (a) Implied in managerial parameters and change roles (II.2.11,VI)   

 (b) Clinical teams (III.B.C) 

 (c) Nursing team (III.F) 

 

The purpose-role links are non-specific in relation to restructuring.  They are 

inferred in GMs’ and Functions’ accountability for service plans.  A GM refers 

to the senior team’s and GMs’ task in implementing systems and structures 

(II.11).  Clinical and nursing teams are indicated.  A clinician refers to his 

participation in a hospital executive (III.C). 

 

4.1  Conclusion-Connecting Change Purposes and Roles.  

The following change purposes are connected with the relevant indicative 

roles. 

(i) Patient benefit 

(ii) Leadership, vision and values 

(iii) Management re-orientation  

(iv) Relationships  

(v) Ownership 

(vi) Restructure 

 

(i) Patient benefit  

The operationalisation of the aim of health and social gain as an initiating 

action is indicated for the CEO, DPH and a GM.  Quality improvement as a 
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managerial, Director of Nursing and service group objective is a function 

within senior managers’ general accountability parameters.  It falls within the 

'leader-manager' functions of clinicians and Directors of Nursing in their 

domains of influence. 

 

(ii) Leadership 

The diffusion of leadership and a participatory style link professionals and 

management.  The former's focus is on the spread of the vision, values, sense 

of purpose and example; the latter's is on the core ideology, dynamic, 

transparency and accountability and commitment of the organisation.  Change 

roles are primarily indicated for management.  Professionals expect them to 

undertake organisational leadership.  Their own sense of leadership is 

apparently confined to their own domain of influence. 

 

(iii) Management Re-orientation  

Managers primarily indicate this objective as whole system management, 

strategy and tactics at corporate level, quality management, individual change 

management and standards.  A service group refers to greater accountability. 

 

Senior Managers have ultimate accountability for the performance of the 

organisation.  Managerial accountability parameters include strategies and 

plans.  Professionals influence service quality in their own domains of activity 

with some specific and non-specific parameters indicated. 

 

(iv) Relationships 

The objectives of stakeholder involvement and quality relational linkages are 

indicated by managers and identified in their influencing roles in change.  A 

service group also indicates this objective.  Intra-managerial influencers and 

influences on their role performance are identified. 

 

(v) Ownership 

The objective of enabling ownership as a personal responsibility and 

accountability for a service or system and self development is indicated by 

managers.  Managerial accountability parameters are self reports.  An ACEO 
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acknowledges variation in levels and types of accountability.  Clinicians and 

Directors of Nursing are clear about their professional responsibility and of the 

role of teams.  Service groups do not raise the issue. 

 

(vi) Re-structure  

The objectives indicated by managers are to enable the corporate level to focus 

on strategy.  The indicative design principles are clear lines of accountability, 

patient-centredeness, integrated units of management, teams and role 

adaptation.  A service group also refers to greater accountability.  The 

operationalisation of restructuring in roles is indicated in the senior team's and 

a GM's task in implementing systems and structure. 

 

Indicative role and purpose congruity are a measure of alignment in subjects’ 

perceptions of the mediating influence of potential change agents and the 

objectives of their activity.  A degree of alignment is indicated as a generic 

congruence for managers in ‘patient benefit’, ‘management orientation’, 

‘relationships’ and ‘structure’.  It is more specifically indicated in their change 

leadership, but unclear in enabling ownership within the system. 

 

Clinicians’ and nursings’ role-purpose congruence is specific to their domain 

of influence on service quality, leadership, management and ownership of their 

personal responsibility and teams.  The primary change purpose- roles are in 

the management domain. They are assumed to have systemic responsibility 

while professionals associate their own role with service quality and 

influencing their own domain of responsibility. 

 

5.0  INFLUENCERS’ CHARACTERISTIC AND ATTRIBUTES: EXPECTATIONS 

AND INDICATIONS 

This section examines the subjects' expectations of leaders and their indicative 

experience of organisational actors as leaders.  There is a need to identify the 

symmetry or otherwise within and between their expectations and indications 

as divergence or disconnection may moderate the potential of these mediators 

of change.  The characteristics and relational attributes are presented as a 
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dichotomy which reflects the traditional duality in leadership personality traits 

and style theories. 

 

5.1.0  Expectations 

These are presented as individual characteristics and relational attributes.  The 

former are intrinsic to the individual's personality and ability.  The latter 

indicate their 'people' attributes in engaging or influencing people. 

 

5.1.1  Individual Characteristics 

Managers relate the leadership concept to change.  Leaders are driven people 

who are motivated by the need for, and committed to change.  Their drive 

comes from their motivation, sense of ownership, ambition or need for power 

(II.2).  They are motivated because they believe in making change happen 

(IV.G), are personally committed to do things differently with persistence and 

energy (II.10) and accept change as a constant (II.2).  They are different from the 

norm: ‘They are very significantly different… you are not looking for stable 

people who have well rounded lives for the most part’ (II.2) according to an 

ACEO.  Managers expect trust, confidence and integrity of leaders (VI). 

 

Clinicians and Directors of Nursing share some expectations.  They relate 

leadership to the individual and his/her personality.  Clinicians say that it is a 

personal thing (III.B), a product of background: ‘the nature and extent of it is a 

cultural thing’ (III.A).  ‘They are born, maybe!’ (III.C).  Directors of Nursing say 

that ‘it revolves around the personality of the person and the position’ (III.F) or 

‘it is an attitude derived from parental experiences and behaviour’ (III.E). 

 

Their vision is strong and has a 'populist' dimension (III.A.D) and is ‘clearly 

focused on the health needs of the population and responding to that’ (III.G).  

Confidence is the essence of good leadership (III.A.B).  It is based on good self 

esteem (III.E).  Clinicians say that they are very knowledgeable (III.B, IV.B).  

They have to be as ‘you can’t motivate other people to do it unless you can do 

it yourself’ (III.B).  Their power comes from credibility.  They don’t use 

position power overtly (III.A).  They are respected as people who are capable 

(III.C.D).  That respect has to be mutual according to a Director of Nursing 
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(III.F).  They are also extrovert, innovative (III.A) and have enthusiasm (III.F).  

They are different because they challenge themselves (III.C). 

 

A clinician adds some leader characteristics: their awareness of the strengths 

and powers of leadership skills in themselves and others, being experienced 

and knowing the system, being very intelligent as ‘they have to be in a large 

organisation where there are lots of very intelligent people’ (III.A).  A Director 

of Nursing adds leader characteristics i.e. their ability to communicate 

throughout the organisation and their pragmatism (III.G). 

 

5.1.2 Relational Attributes 

People are engaged by leaders because they admire them.  They bring people 

with them through ‘teamism’, motivating and ‘pushing’ (IV.G).  This 

Administrator perspective is complemented by managers' expectations of trust, 

confidence and integrity in leadership (VI).  Clinicians say that people are 

attracted to leaders; they tend naturally to gravitate to them, and are happy to 

follow them (III.D).  They are ‘warm and receptive’ (III.C) and ‘in tune’ with 

others (III.D). 

 

They know how others react or respond to someone in a leadership role (III.A).  

Their style wins over people (III.A).  In a clinical context, they can motivate a 

team to function as a unit and ‘everybody plays their part’ (III.B).  Directors of 

Nursing describe leaders as approachable and accessible.  They get people on 

side through loyalty, confidence and trust.  That trust is nurtured at a personal 

level and facilitates trust at an organisational level (III.G).  There is mutual 

obligation and empathy in the relationship (III.F).  Parameds also refer to trust 

which enables ownership (IV.H).  Leaders have a sense of the people (IV.H).  

They lead by example (IV.B) and can be relied on to make change happen 

(IV.G). 
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5.1.3 Conclusion-Alignment of leadership expectations 

The alignment of managerial and professional expectations of individual 

characteristics and relational attributes of leaders is indicated as follows: 

 

(i) Individual Characteristics  

Only managers and a paramed relate leadership to change.  Leaders are driven 

by various personal forces to effect change (II.2.10, IV.G) and can be depended 

upon to make change happen (IV.G).  They are different, an ACEO and a 

clinician explain, because of their exceptional commitment (II.2) or that they 

challenge themselves (III.C). 

 

The professionals also identify respect, which is earned through their own 

capability (III.C.D), knowledge (III.B, IV.B) and very intelligent, as they have to 

be in a large organisation where there are lots of very intelligent people (III.A).  

Their power comes from credibility and not from the overt use of position 

power (III.A). 

 

(ii) Relational attributes 

A clinician and an Administrator link leadership, motivation and teams (III.B, 

IV.G).  The professionals observe that leaders’ relational attributes and 

characteristics enable a mutual connection.  They portray them as warm, 

receptive (III.C), approachable (III.G), aware of (III.A), in tune with (III.D) and 

having a sense of the people (III.A, IV.H).  They lead by example (IV.B) and 

motivate people (III.B, IV.G).  There is mutual trust and confidence in the 

relationship (III.G.F, IV.H, VI).  This occurs at an individual and organisational 

level (III.G).  This enables ownership, in a therapist's view (IV.H). 

 

5.2.0  Indications  

The subjects' indications of leader characteristics and attributes in their 

perceptions of managerial and professional influencers are examined. 
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5.2.1  Managers 

Managers and a clinician note variation in management styles which depend 

on perspective and context.  The characteristics and attributes of various 

managers are indicated. 

 

5.2.1.1 Variation 

The corporate team's strength is in the blend of personalities and backgrounds 

(II.2) There are different perspectives of the corporate style.  The leadership 

style has changed in an ACEO's view.  It is much more open to ideas and to let 

go of power and control.  However, he qualifies this, as circumstances and 

responsibility tends towards control (II.5).  General Managers note a corporate 

tendency to be prescriptive: ‘not enough consultation, listening, openness, 

trust’ (II.8) and to centralised decision making (II.11).  The other ACEOs and a 

clinician believe that different styles are required.  ‘There cannot be a single 

style of leadership’ (IA.4).  ‘Style is influenced by task and context’ (IA.2) and 

needs to be different, based upon responsibility and assignment (III.A).  The 

clinician illustrates this with reference to the Acute and Non-Acute services.  

There are people in Acute services with strong opinions, degrees of power, 

authority and ambition who have to be managed collectively and some system 

of consensus used.  Systems, rules and standards are required, as you can't 

have chaos in health care.  ACEOs in the Non-Acute services don't necessarily 

have to take a robust line as frequently.  It's just the nature of what they do 

(III.A).   

 

5.2.1.2 Managers' Characteristics and Attributes 

Corporate style, consistency and variation is examined in relation to key 

influencers' characteristics and attributes.   

 

CEO  

The senior professionals describe the CEO's characteristics.  He has ‘huge 

enthusiasm which cascades down throughout the organisation, it is a big part 

of his style’ (III.A).   His vision is excellent (III.B).  It is ‘a strong view of how 

health care ought to be delivered’ (III.A).  Its application must be grounded in a 

practical way locally.  This requires strength of personality to basically wrap it 
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around the organisation (III.A).  The CEO certainly has energy (III.B).  He 

instilled confidence to change the MHS in the area and earned the loyalty of 

his senior managers: ‘certainly in the clinical world and, I think, in the 

administrative world’ (III.G).  A clinician demonstrates his confidence in the 

CEO: ‘compared to any other CEO, I wouldn't be having this conversation 

with any of the others’ (III.B).  Another refers to his ‘intelligence in abundance’ 

(III.A).  His leadership is a by-product of his persona, ability and position.  

More importantly, it has to do with his strength of character and innate 

leadership skills (III.A). 

 

In his relational attributes, he takes on board what people feel and knows when 

to lead and when to drive (III.E).  He is receptive, although less involved on the 

ground (III.C).  A Director of Nursing relates his behaviour to his attitude to 

people.  His communication skills are good.  His everyday communication is 

simplified, friendly and people orientated (III.E).  A Director of Nursing says 

that he has a sense of the organisation.  He is ‘the type of person who can 

move people's thinking forward’ (III.G).  An ACEO refers to his ‘risk taking 

behaviour linked to trust’ and his ‘mentoring style’ (II.2).  The ACEOs are 

encouraged to be corporate and are expected to work across boundaries (II.2).   

 

ACEO 1 

The senior professionals describe an ACEO's characteristics.  He has 

enthusiasm (III.E) and shares the same vision as the CEO's.  A clinician is 

unsure whether that is his vision or, indeed, how the CEO's vision was formed 

or what the process was, although nobody disagrees with the vision (III.B).  The 

ACEO has a vision of the future (III.E), of where he wants to go with the Acute 

sector, which is very political and always under scrutiny (III.F).  He shares the 

vision with everyone.  A Director of Nursing says it is ‘probably much more 

clearly defined then ours would be’ (III.E).  His interest is ‘patient centred, 

trying to make the service as good as he can’ (III.C).  The ACEO asserts his 

own self-confidence: ‘I have confidence to lead … the real test is how others 

view you and whether you achieve your purposes.  In a position of authority, 

there are continuous tests of self-efficacy and corporate accountability’(1A.5).  
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There is confidence in his competence as a decision maker (III.C).  It is ‘a sense 

of competence that builds confidence’ (III.F). 

 

In his relational attributes, the ACEO has a ‘willingness to listen and is 

anxious to understand the organisation more from the bottom up than the top 

down’ (III.E).  A Director of Nursing feels that he listens to him and knows that 

he has a interest in nursing per se.  The ACEO's understanding is very 

important for him (III.F).  He is democratic (III.E), accessible (III.F) and a 

negotiator (III.E).  Yet he describes himself as autocratic but recognises that the 

real test is in how others view him (IA.5). 

 

ACEO 2 

Another ACEO has some inherent contradictions in his own descriptions of his 

style.  If required, he is autocratic but has the wisdom to use it effectively and 

not in a manipulative way’ (IA.4). He tends to work to maximise his own 

agenda.  He is confrontational, sceptical and is concerned that at times he can 

be seen as obstructive (IA.4).  On another occasion, he describes himself as 

‘driving, very participative, a team leader’ (II.4). 

 

ACEO 3 

The third ACEO says that his style is much more pragmatic than the CEO's 

(IA.2).   

 

Managers 

A Director of Nursing notes emergent leadership in managers which he relates 

to their growing confidence (III.G).  A GM generates confidence in those 

reporting to him as he is very credible (III.E).  Another GM is very innovative.  

His expertise in IT produced lots of data so that people could see what was 

going on.  He is driven to make the system work (III.B).  A third GM has great 

integrity and ability (III.B).  A Deputy General Manager is confidential.  This 

enables a Director of Nursing to relate well with him (III.E).  Another deputy is 

‘a stabiliser in the structure’ (III.E).  A hospital manager can operate in a 

number of fields and has good organisational skill (III.F). 
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Managers' relational types are summarised as follows: a Functional Officer 

describes himself as accessible and democratic (IA.7).  Functions indicate two 

styles: participative, which is empowering or consultative, and directive (VI.4).  

GMs and heads of discipline are predominately participative and consultative 

(VI.1).  Directors have a preference for a participative style but can be directive 

when necessary.  One of them is democratic in his engagement and leadership.  

Another is consultative and supportive (VI.2). 

 

A Director of Nursing says that a deputy GM's inter-personal skills are very 

good.  He gives feedback and keeps her informed (III.E).  A hospital manager is 

described as the real influence within the hospital and demonstrates leadership 

qualities in his interactions with staff at every level (III.F). A clinician refers to 

a GM who gave good example and changed the hospital climate (III.3). A GM 

says that his approach is exploratory (VI.1).  A Functional Officer observes that 

style is very dependent on the role-relationship (VI.4). 

 

5.2.2  Professionals 

General characteristics and attributes of clinicians and nursing as observed by 

professionals are indicated. 

 

5.2.2.1  Clinicians 

The characteristics indicated are: innovative in clinical practice, vision for the 

service, but without the energy to bring it to reality (III.B), honesty (III.C.D), 

directness irrespective of political sensitivities, and demanding (III.C).  Some 

clinicians give nursing staff confidence through their own competence.  This 

transmits to the patients (III.E).  Their relational attributes are illustrated in a 

clinician who encourages his team to take responsibility (III.C),  a role 

model/exemplar who has excellent teaching and inter-personal skills (III.B), 

obs/gynaes, who have very good interpersonal skills (III.E) and who enthuse 

Midwives  by their competence (III.E).  In contrast, a Director of Nursing refers 

to clinician abrasiveness in pursuing their own interests even though a 

collaborative approach is proven to work for the best (III.F). 
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5.2.2.2 Nursing 

The characteristics indicated are: enthusiasm for the organisations' mission, 

good judgement (III.G), intuition (III.E), courage (III.G) and responsiveness in 

adversity (III.C), energy but lacking confidence (III.E). Acute care ward sisters 

have organisational capacity and good judgement (III.D), and elderly care ward 

sisters are drivers in the interest of patient care (11.12).  Clinicians affect 

midwives confidence (III.E). 

 

Their relational attributes indicate Directors' influence on professional morale 

and a  philosophy of loyalty to the hospital and to the community it serves 

(III.F); nourishing beliefs; engaging staff by anticipating difficulties and 

involving them (III.E). Directors of Nursing value trust and mutual obligation 

(III.F.G).  They challenge the inappropriate behaviour of clinicians (III.E) and a 

Director of Nursing’s  controlling behaviour i.e. walks over people (III.E). and 

clinicians' ward round arrangements (III.F); Ward sisters involve staff (IV.A), 

provide example in practice improvement (IV.B) and are directive and 

responsive (III.C). 

 

5.2.3  Consistency and Variation  

The subjects' indications of leader characteristics and attributes in their 

perceptions of managerial and professional influencers are examined.  There is 

a purposeful dichotomy in reviewing influencer profiles in two strands i.e. 

characteristics as individual traits, and, relational attributes as indicative styles.  

This reflects the conventional duality in some leadership theories.  Elements in 

key influencers characteristics and attributes may provide evidence of 

complementarity or alignment.  Their shared characteristics and attributes are 

summarised in the following tables. 
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Indicative Characteristics & Attributes  

CHARACTERISTICS REFERS TO  

Enthusiasm CEO, ACEO, DN, Midwives 

Vision CEO, ACEO, Clinician 

Energy CEO, DN 

Drive CEO, ACEO, GM, Ward Sister (Eld) 

Confidence CEO, ACEO, Mgrs, GM, Deputy GM, 

Midwives, DN (lack of…) 

Competence ACEO, Clinicians  

Loyalty CEO, DN  

Innovative GM, Clinicians 

Courage DN, Ward Sister (Acute) 

Judgement  DN, Ward Sister (Acute) 

Character 

- Strength 

- Integrity  

- Honesty 

- Directness 

 

CEO 

GM 

Clinicians 

Clinicians 

Interest ACEO 

Intelligence CEO 

Intuition DN 

Skills 

- Organisational 

 

Hospital Mgr. Ward Sister (Ac) 

 

ATTRIBUTES REFERS TO  

Communications 

- People orient. 

- Feedback 

 

CEO 

GM 

Engages 

- Consult/support 

- Involve 

 

DS 

DN, Ward Sister (Ac) 

Encourage 

- Corporate 

- Responsibility 

CEO 

CEO 

Clinician, DN 

Influence 

- Hospital 

- Morale 

- Philosophy 

- Beliefs 

 

Manager 

DN 

DN 

DN 

Receptive CEO, ACEO 

Accessible ACEO, Fn. 

Discernment CEO 

Behaviour 

- Risk taking 

- Mentoring 

- Abrasive 

- Controlling 

 

CEO 

CEO 

Clinicians 

DN 
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ATTRIBUTES REFERS TO  

- Confrontational/Obstructive ACEO 

Trust CEO, DNs 

Mutual Obligation DNs 

Example GM, Clinician, Ward Sister (Ac) 

Inter-personal skills 

- Excellent 

- Very good 

- Leader 

 

Clinicians 

Dep. GM 

Hospital Mgr. 

Challenge 

- Behaviour 

- Practice 

 

DN 

DN 

Autocratic  ACEOs (2) 

Participative 

- Vary 

- Predominant 

- Preference 

 

ACEO (1) 

GMs, HoD 

Dirs 

Participative or Directive Fns, CGMs 

Directive Ward Sister (Ac) 

Democratic ACEO, Fn.  

Pragmatic ACEO 

Stabiliser Dep. GM 

 

Conclusion-Alignment of Leadership Indications  

Evidence of alignment, complementarity and attenuation in influencer 

characteristics and attributes is taken where two or more in a group category 

align, individuals and general groups complement, and a group category or 

individuals attenuate. 

 

Alignment  

Managers 

Managers share the following: vision, enthusiasm (CEO, ACEO), earned 

confidence (general, CEO, ACEO, GM, Deputy GM'), drive (CEO, ACEO, 

GM), character (strength and integrity) (CEO, GM) are accessible (ACEO, Fn. 

Off), receptive to others (CEO, ACEO), have positive communications (CEO, 

GM2 and inter-personal skills (Dep. GM, Hosp. Mgr).  Their preferred style is 

participative (I.V1). 

 

Professionals  

Clinicians share the following: honesty, competence, innovativeness and 

positive inter-personal skills.  Nursing shares enthusiasm (DN, Midwives), 

courage (DN, Ward sister), judgement, trust and mutual obligation (DNs) 

involving (DN, Ward Sister), influencing (DNs), encouraging responsibility 
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(DNs) and challenging inappropriate behaviour and practice.  The preferred 

style indicated by heads of discipline is participative (VI). 

 

Complementarity 

Additional characteristics and attributes indicated for individual managers and 

professional are as follows: 

 

Managers 

The CEO has energy, earned loyalty, discernment, intelligence and leadership 

skills; he encourages corporateness, and his risk taking behaviour is linked to 

trust.  An ACEO is competent and interested in patient care.  Another is 

pragmatic.  A GM is innovative and gives good example.  Directors of services 

are consultative and supportive.  A hospital manager is the main influence in 

the hospital and has good organisational skills.  A deputy GM is a stabiliser in 

the system. 

 

Professionals 

A clinician has vision but not the energy to bring it to reality.  Others are direct 

and demanding but encourage the team to take responsibility or give good 

example.  Directors of Nursing have energy, intuition, or inculcate loyalty.  

Ward sisters are drivers, give good example, or have organisational capacity 

and are instructive. 

 

Comparative Alignment and Complementarity  

Alignment: Multi- level 

The shared characteristics and attributes are, vision (C.E.O, ACEO, Clin), 

enthusiasm (C.E.O, ACEO, DN, Mives), drive (C.E.O., GM, ACEO Wd. Srs), 

confidence (C.E.O, ACEO, Mgrs, GM, dep. GM, Mives), character (C.E.O, 

GM, Clins), loyalty (C.E.O, DN), judgement/ discernment (DN, Wd. Sr, 

C.E.O), gives good example (GM, Clin, Wd. Sr.), very good interpersonal 

skills (dep. GM, Clins, Hosp. Mgr.), good influence (Hosp. Mgr; DNs), 

engagement with people (Dirs., DN, Wd. Sr). GMs and heads of discipline are 

predominately participative and consultative (VI). 
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Complementarity: Multi- Level 

The shared characteristics and attributes are energy (C.E.O, DN) competence 

(ACEO’, Clins.), loyalty (CEO, DN).  Innovation (GM, Clins), and good 

organisational skills (Hosp. Mgr., Wd. Srs). DNs also challenge behaviours 

and practice. 

 

Attenuation 

There are perceptual differences of the corporate style.  It is much more open 

to ideas and to empower people however, corporate responsibility and control 

can modify that position (II.5).  Central control in decision-making (II.11) and a 

tendency to be prescriptive (II.8) is indicated by GMs.  Style variation in 

context is expected (1A.2.4, III.A) e.g. Acute and Non-Acute services (III.A).  

Consistency and variation in the corporate style are not made explicit in 

contexts but may be inferred from the subjects' position.  Evidence of 

dominant or complementary styles may mediate or moderate role – purpose 

effectiveness in realising the objectives of activity. 

 

There are some indications of negative behaviour or styles which run counter 

to the dominant style indications.  Two ACEOs claim to have an autocratic 

style.  In one case, he acknowledges that other may have a different view of 

him.  Senior professionals describe him as democratic and receptive.  The 

other describes himself as confrontational and sceptical but, later, is very 

participative and a team leader. Some clinicians are abrasive in the pursuit of 

their own interest.  A Director of Nursing is controlling and walks over people. 

 

In overview, the subjects’ perceptions of influencers’ individual characteristics 

and relational attributes are indicative of positive alignment and 

complementarity with some attenuation for negative behaviours. 

 

The aligned ‘change’ characteristics of vision, enthusiasm, drive, energy, 

confidence and character in managers are complemented by clinicians’ 

honesty, competence and innovativeness and nursings’ enthusiasm, courage 

and judgement. 
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The aligned relational attributes of accessibility, receptiveness, 

communications and interpersonal skills in managers are complemented by 

clinicians’ very good interpersonal skills and nursing’s trust and mutual 

obligation, involving, influencing, challenging and encouraging responsibility 

in staff. These are augmented by multi-level indications of individual 

complementarity characteristics and attributes. This is indicative of a positive 

mediating influence in contrast with the moderating influence of some 

attenuating behaviour. 

 

5.3.0  Leadership Expectations and Indications 

The subjects’ espoused theories or idealised notions of leaders and leadership 

are compared and contrasted with their indications of their reported and 

observed influencer characteristics and styles in the organisation. 

 

This provides evidence of symmetry-asymmetry in their expectations-

indications.  It is an indicator of strengths and areas for improvement in 

leadership development in the organisation.  It is also an indicative 

organisational profile of its leadership as a collective influencing agency in 

effecting change.  Its influencing effect is explored in the section on 

experiencing change. 

 

Subjects’ expectations are taken as propositions which are tested in the reality 

of their style indications in the context of the change experience.  The 

characteristics and relational styles, where there are both expectations and 

supporting indications, suggest a level of symmetry.  while other 

characteristics may not be supported by indications that do not necessarily 

confer a lower order relevance or preference on them. 

 

5.3.1 Individual Characteristics 

Leadership is described as a ‘personal’ quality.  It has, energy and drive, self 

confidence and gives confidence, vision, integrity, enthusiasm, respect based 

on capability and mutuality, intelligence, is knowledgeable, innovative, 

experienced and has good judgement. 
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Subjects’ leader expectations and indications are compared in the following: 

 

 

Indications: 

A clinician refers to the CEO’s strength of vision which is excellent (III.B) 

and a ‘strong view of how health care ought to be delivered.  The 

application of this vision in a practical grounded way locally, requires 

strength of personality to basically wrap it around the organisation’ (III.A).   

An ACEO has a similar vision but a clinician is ‘unsure whether that is his 

vision, or indeed, how the CEO’s vision was formed or what the process 

was (but) nobody disagrees with the vision’ (III.B).  His interest is ‘patient-

centred, trying to make the service as good as he can’ (III.C).  Directors of 

Nursing refer to his ‘vision into the future’ (III.E), where he wants to go 

with the Acute Service, which is very political and always under scrutiny 

(III.F).  He shares the vision with everyone.  ‘It is probably much more 

clearly defined than ours would be’ (III.E). 

A clinician has a vision for his service but ‘does not have the energy to 

make it come to reality’ (III.B). 

Leaders  

Expectation: 

The person (III.B): leaders are born maybe? (III.C), it is a product of 

education, culture and background (III.A); it ‘revolves around the 

personality of the person and the position’ (III.F).   

Indication: 

 The CEO’s leadership is ‘a by-product of his persona, ability and 

position.  More importantly, it has to do with his own strength of 

character and innate leadership skills’ (III.A).   

Vision: 

Expectation: 

It is strong and has a ‘populist’ dimension (III.A.D) and provides a clear 

focus on the health needs of the population and responding to that (III.G). 
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Indication: 

As a measure of his confidence in the CEO a clinician states: ‘compared 

to any other CEO, I wouldn’t be having this conversation with any of the 

others’ (III.B).  A Director says that the CEO instilled confidence to 

change the MHS in the area and earned the loyalty of his senior managers, 

‘certainly in the clinical world and, I think, in the administrative world’ 

(III.G).  An ACEO asserts his own confidence to lead.  However, in his 

view, the real test is in how others view you and whether you can achieve 

your purpose.  ‘In a position of authority, there are continuous tests of self 

efficacy and corporate accountability’ (1A.5).  Senior professionals refer to 

his competence as a decision maker (III.C) which builds up confidence in 

him and in others (III.F). 

 

A GM generates confidence in those reporting to him as he is ‘very 

credible’ (III.E).  Confidence in clinicians gives nursing staff confidence 

with patients.  This in turn affects patient confidence as they are aware of 

the clinician-nurse interaction (III.E).  A Director of Nursing encourages 

people to express themselves and to have trust and confidence in their 

own abilities to move forward: ‘they don’t have to check everything with 

me’ (III.G).  He refers to a former colleague’s courage in the face of 

adversity in moving the MHS from an Institutional to a Community based 

service (III.G).  Another Director has energy but says that she needs to 

develop her own confidence (she relates this to her age group).   

 

Confidence: 

Expectation 

Managers expect confidence (VI.1.4.5).  Clinicians say that it is ‘the 

essence of good leadership’ (III.A.B).  Confidence is ‘based on good self 

esteem’ according to a Director of Nursing (III.E). 
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Integrity: 

Expectation:   (VI.1.4.5). 

Respect:  

Expectation: 

(i) Capability: Leader power comes from credibility and awareness.  

They don’t use position power overtly.  They are aware of the strengths, 

power and leadership skills in themselves and others (III.A).  To be 

respected they must have skills, ability, intelligence and standards (III.C.D). 

Corporate leadership has to be very intelligent, particularly in a large 

organisation where there are lots of intelligent people (II.A). 

(ii)    Mutuality (III.F). 

 

Indication: 

 (i)   A clinician states that there are people in senior management with 

leadership skills.  The current position reflects the extent to which they 

have those skills.  This says something about the CEO that he puts the 

right man in the right place (III.A).  Clinicians refer to the CEO’s innate 

leadership skills and ‘intelligence in abundance’ (III.A), an ACEO’s 

competence (III.C) and a GM’s ability (III.B). 

Clinicians also describe their ward sisters as intelligent (III.C) and smart: 

‘if they do something and you don’t agree with it, usually, you find, 

maybe they were right’ (III.D). 

A Director of Nursing says that a former colleague was well informed and 

established credibility (III.E). 

Indications: 

A clinician and Director of Nursing refer to a GM’s great integrity and 

ability (III.B) and credibility (III.E).  A Director of Services (VI.5) and a 

function expect (IV.4) expect honesty and integrity of those who report to 

them.  Honesty is very important for two clinicians (III.C.D).  One says that 

he is a ‘black and white’ person but his motives are sincere (III.D).  The 

other believes in directness, regardless of the political sensitivities (III.C). 
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A Ward Sister’s high standards impacts on performance particularly when 

‘you wouldn’t realise you were being influenced by her’ (IV.F).  A 

mutuality of respect is not evident.  While a clinician recognises the value 

of his nurses e.g. ‘there are at least a dozen nurses in the hospital who are 

the best I have ever worked with’ (III.D), another sees them as ‘managing 

the patients and where they go… the beds that sort of thing… they defer 

to us for decisions on everything’ (III.B).  A Director of Nursing admires 

her clinicians’ competence and inter-personal skills (III.E) while a 

colleague refers to his Consultants’ abrasiveness in their own interest 

(III.F) although one of them has admiration for the nursing staff (III.D). 

Energy/Drive: 

Expectation: 

Energy (II.10) and drive.  They are ‘driven people who are unhappy with 

the way things are done’ (II.2); leaders are driven (III.B). 

Indication: 

A clinician refers to the CEO’s energy and a GM ‘driven’ to make the 

system work (III.B).  A Director of Nursing has energy (III.E).  Ward Sisters 

in Elderly Care are described as ‘drivers’ by a GM (II.12). 

Enthusiasm: 

Expectation:  (III.F) 

Indication: 

The CEO’s  ‘huge enthusiasm cascades down throughout the organisation.  

It is a big part of his style’ (III.A).  A Director of Nursing refers to an 

ACEO’s enthusiasm (III.E) and midwives being enthused by clinicians 

knowledge and skills (III.E).  A colleague’s enthusiasm is related to his 

belief in the mission and in having a sense of the organisation (III.G). 

Knowledge: 

Expectation: 

Leaders are very knowledgeable (III.B; IV.B).  They have to be as ‘you 

can’t motivate other people to do it unless you can do it yourself’ (III.B). 

Indication: 

A Ward Sister is very knowledgeable.  This is demonstrated in her great 

influence through her work on care plans (IV.B). 
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Innovative: 

 Expectation:  (III.A) 

Experienced: 

Expectation: 

Being experienced and knowing the system (III.A).   

Judgement: 

Expectation: 

People rely on their judgement (III.G). 

 

There are expectations without supporting indications. 

1. Leaders are ‘committed to do things differently with persistence’ (II.10).  

They make change happen, believe in it (IV.G) and accept change as a 

constant (II.2). 

2. They are very significantly different from the norm i.e. not stable with well-

rounded lives for the most part (II.2) and they challenge themselves (III.C). 

3. They are extrovert (III.B). 

 

Indication: 

Clinical innovators changed practice.  A GM’s initiative, as an IT expert, 

produced lots of data so that people could see what was going on (III.B). 

Indication: 

Some Ward Sisters are ‘directive and instructive in the practice of clinical 

duties, active in the management of difficult cases and responsive to 

direction.  They are receptive to new ways and not afraid of extra work 

and do things differently, sometimes in the face of adversity’ (III.C). 

Indication: 

A Director of Nursing refers to a former colleagues very good intuition 

(III.E).  A clinician refer to ward sisters good organisational capacity and 

judgement in the assignment of duties (III.C). 
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5.3.2 Relational Styles and Attributes  

Different styles are required.  Leaders work through teams, are exemplars, 

have values, good interactive behaviour and communications and awareness. 

 

Styles 

Expectation: 

Different styles are required (II.2).  There cannot be a single leadership style 

(1A.4).  They need to be different, based upon responsibility and assignment 

(III.A).  Style is influenced by task and context (1A.2).  The organisational style 

and culture (VI.2) is a guide in leadership roles and staff management (VI.1.5).  

Some managers expect a consultative and participative approach (VI.4.5) and 

stakeholder involvement (VI.3.4).  They refer to motivation (VI.1.3) and 

achievement through others (VI.1) and giving advice and support (VI.1).  They 

are aware that others expect consultation (VI.1) guidance (VI.2) and assistance 

(VI.4) from them. 

 

Indication: 

The leadership style has changed an ACEO observes, it is... ‘much more open 

to ideas, open to be influenced as well in terms of letting go of power and 

control’ (II.5).  Yet, ‘as our responsibility gets closer to control, it maybe works 

against issues like empowerment and letting go’ (II.5).  GMs see a tendency at 

corporate level to be prescriptive.  There is not enough consultation, listening, 

openness and trust (II.8).  They seem to be operating within a very centralised 

structure in relation to decision making (II.11).  A clinician observes that some 

ACEOs, by the nature of their patch are going to be more frequently autocratic 

than others (III.A).  In the Acute Service, there are people with strong opinions 

and degree of power and authority.  They have to be managed collectively and 

some system of consensus used.  Systems, rules and standards are required as, 

you can’t have chaos in healthcare.  In the non-Acute services, ACEOs don’t 

necessarily have to take a robust line as frequently. Its just the nature of what 

they do (III.A). 

 

Two ACEOs report that they have autocratic styles.  One is autocratic, if 

required, but has the wisdom to use it effectively (1A.4).  He says: ‘I tend to 
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work, to maximise my own agenda… confrontational, sceptical… concerned 

at times that I can be seen as obstructive’ (1A.4).  Yet, he describes himself on a 

separate occasion as ‘driving, very participative… a team leader… less 

operational’ (II.4).  The other ACEO says that it suits him to be autocratic, but 

the real test is in how others view him (1A.5).  Others describe him as 

democratic, as a person who listens and learns (III.E.F) and who is accessible 

(III.F) and a negotiator (III.E).  A third ACEO says that he is much more 

pragmatic than the CEO (1A.2). There are self-reports which indicate style 

variation at other management levels. 

 

A Functional Officer is accessible and democratic (1A.7).  Functions are 

participative, empowering, consultative or directive (VI.4).  A Function 

indicates that style is very dependant on the role- relationship.  Another 

describes his own style as ‘loose’ (1A.6).  GMs generally are participative and 

consultative (VI.1).  One of them has adopted an explanatory approach, 

Directors (Services), CGMs and heads of discipline also forward a 

participative approach.  A Director is democratic in his leadership and 

engagement with staff, another is consultative and supportive (VI.5). 

 

Directors (VI.5), CGMs (VI.2) and heads of discipline (VI.3) say, however, that 

they can be directive when necessary.  Style variation may be contextual or a 

discipline preference e.g. HR. 

 

‘Professional’ Managers provide few generic style types.  There are however, 

two contrasting styles indicated.  One Director of Nursing is democratic in 

decision making (III.E) and describe a colleague as ‘very difficult, very one-

sided… extremely controlling… a lot of inadequacies… a terrible fear of 

somebody outshining her… not being able to cope’ (III.E).  A ward sister 

encourages staff participation and involvement.  It is a new experience for 

them (IV.A).  Other ward sisters, as described by a clinician, are directive, 

instructive and responsive, even in the face of adversity (III.C). 
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Motivate: 

Expectation: 

Being able to bring people with them through ‘teamism’ and motivation 

(IV.G).  A leader can motivate a team to function as a unit and everybody 

plays their part to achieve the perceived goals (III.B).   

 

Indication: 

The corporate team’s strength is in the blend of personality and backgrounds 

(II.2).  A clinician is demanding but brings people along with him. He 

encourages junior doctors and nurses to be active in processing the patient 

and in making them feel responsible as a team (III.C). 

A Director of Nursing is a team player who listens to and involves people.  

She is ‘driving’ but is aware of the need to keep relationships intact (III.E). 

Example: 

Expectation: 

Exemplars and role models (III.D). 

Indication: 

There is a clinical innovator who is an exemplar and has excellent teaching 

skills (III.B).  In nursing practice, a very knowledgeable nurse influences 

others through her work on practice plans (IV.B).  There are ward sisters who 

give good example.  They are open and encourage education and training 

(III.C).  A GM gave good example and changed the ‘climate’ of the hospital 

(III.B). 

Loyalty/Trust: 

Expectation: 

Loyalty, trust and mutual obligation.  Leaders get people on side through 

loyalty (IV.G) confidence and trust (III.G; VI.1.4.5). 

 

Trust enables ownership (IV.H).  ‘Trust which is nurtured at a personal level, 

facilitates that trust at an organisational level’ (III.G) and there is mutual 

obligation and empathy in the relationship (III.F). 



 376 

Indication: 

A Director of Nursing influences morale in the profession and introduces 

new entrants to the service to the local philosophy of loyalty to the hospital 

and to the community it serves (III.F).  The CEO has risk taking behaviour 

linked to trust and has a mentoring style.  The ACEOs are encouraged to be 

corporate and are expected to work across boundaries (II.2).  A Director of 

Nursing encourages his people to express themselves and to have trust and 

confidence in their own abilities to move forward.  He says: ‘they don’t have 

to check everything with me’ (III.G). 

Accessible: 

Expectation: 

Being approachable and accessible (III.G). 

Indication: 

A Director of Nursing is very approachable and very fair, always listens to 

you (IV.D).  She is ‘the only person I’d go to… we work both ways’ (IV.D).  

Another is a good administration leader, keen for development, approachable 

and provides considerable support to administration (III.C).  Her deputy is 

very approachable on change initiatives (IV.E). 

Interactive: 

Expectation: 

Interactive behaviour: They are in tune with others (III.D).  Their style wins 

over people (III.A).  They are warm and receptive (III.C). 
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Indication: 

The CEO takes on board what people feel and knows when to lead and 

when to drive (III.E).  His interactive behaviour with people is attributed to 

his attitude to people (III.E).  The CEO is receptive although less involved 

on the ground (III.C). 

 

Two GMs have excellent inter-personal skills.  They are transparent, 

around a lot and accessible (III.B).  A deputy GM’s inter-personal skills are 

very good.  He gives feedback and keeps the Director of Nursing 

informed (III.E).  A Hospital Manager is the real influence within the 

hospital.  He demonstrates leadership qualities in his interactions with 

staff at every level (III.F).  Obs./Gynaes. have very good interactive 

abilities with people.  Their attitude influences others behaviour (III.E).  A 

clinician says that he is demanding but brings people along with him 

(III.C).  Some clinicians are abrasive to achieve their own interest although 

a collaborative approach works best (III.F).  A Director of Nursing learnt a 

lot from a former colleagues ability to interact with people.  Clinicians 

describe: their ward sisters as warm (III.C), very fine pleasant people who 

are willing, co-operative and interested in their jobs (III.D). 

Communicative: 

Expectation:  

Communicate (IV.G), throughout the organisation (III.G). 

Indication: 

The CEO’s everyday communication is simplified, friendly and people 

orientated.  His communication skills are good (III.E).  An ACEO has a 

willingness to listen and is anxious to understand the organisation more 

from the bottom-up than the top-down (III.E).  His understanding is very 

important for a Director of Nursing who feels that he is being listened to 

and knows that the AEO has an interest in nursing per se (III.E).  A 

Director of Nursing communicates a sense of the organisation’s mission 

to his staff (III.G). 
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Aware:  

Expectation: 

Awareness… a sense of the people (IV.H) and of the strengths and power 

of leadership skills in themselves and others (III.A).   

Indication: 

The CEO has a sense of the organisation.  He is the type of person who 

can bring people’s thinking forward (III.G).  A Director of Nursing refers 

to his own sense of the organisation (III.G).  

Other: 

A generic expectation is that leaders attract followers; people naturally 

gravitate to them (III.D) and they are admired by their followers (IV.G).  

While there are no reciprocal indications, there is an inference that the 

range of characteristics and relational attributes indicated create a positive 

engagement with people. 

 

There are two additional indications without specific expectations i.e. 

stabiliser, challenger.  A deputy GM is described as a stabiliser in the 

structure (III.E).  Directors of Nursing challenge clinicians ‘and a 

colleagues’ behaviour (III.E) and a practice arrangement (III.F).  The DPH 

(1A.6) challenges the status quo. 
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5.3.3. Consistency and Variation  

This section consolidates the previous examination of subjects' expectations 

and indications of leader characteristics and attributes.  Tables A.3.4.1.1 and 

A.3.4.1.2 summarise their expectations and indications. 

 

TABLE A.3.4.1.1: LEADER CHARACTERISTICS      

Characteristic  Expectation / Source Indication / Source  

Leader as person  

- origins 

- background 

Clinician (III.B) 

Clinician (III.C) 

Clinician (III.A) 

Dir. Nse. (III.E.F) 

Clinician (III.A) 

 

 

Vision 

- clear focus 

Clinician (III.A.D) 

Dir. Nse. (III.G) 

Clinician (III.A.B.C.D) 

Dir. Nse. (III.E) 

Respect  

- capability 

 

- mutuality* 

Clincian (III.A.C.D) 

 

 

Dir. Nse. (III.F) 

Clinician (III.A.B.C.D) 

Dir. Nse. (III.E) 

Service (IV.F) 

Clinician (III.B.D) 

Dir. Nse. (III.E.F) 

Confidence Clinician (III.A.B) 

Dir. Nse. (III.E) 

Managers (VI.1.4.5) 

Clinician (III.B.C) 

Dir. Nse. (III.E.F.G) 

Manager (1A.5) 

Integrity Managers (VI.1.4.5) Clinician (II.B.C.D) 

Dir. Nse. (III.E) 

Managers (VI.4.5) 

Knowledge  Clinician (III.B) 

Service (IV.B) 

 

Service (IV.B) 

Innovation  Clinician (III.A) Clinician (III.B) 

Experience  Clinician (III.A) Clinician (III.C) 

Enthusiasm  Dir. Nse. (III.F) Clinician (III.A) 

Dir. Nse. (III.E.G) 

Judgement  Dir. Nse. (III.G) Clinician (III.C) 

Dir. Nse. (III.E) 

Committed to change GM (II.10) 

ACEO (II.2) 

Admin. (IV.G) 

 

Vary from norm. ACEO (II.2) 

Clinician (III.C) 

 

Extrovert  Clinician (III.B)  
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TABLE A.3.4.1.2: LEADER RELATING TO OTHERS  

Attributes  Expectation / Source Indication / Source  

Styles 

- different 

- task/context 
- responsibility 

- assignment 

- guide 

 

ACEO (II.2) (1A.4) 

ACEO (1A.2) 
Clinician (III.A) 

 

Managers (VI.1.5) 

 

- Participative  
 

 

 Motivate  

 Advice 

 Support 

 Consult 
 

 Guide 

 Assist 

 Involve 

 Empower 

Managers (VI.3.4.5) 
 

 

Managers (VI.1.3) 
Managers (VI.4) 

Managers (VI.1) 

Managers (VI .1) 
 

Managers (VI.2) 

Managers (VI.4) 
Managers (VI.3.4) 

Function (VI.4), GM (VI.1), Dir(s) 
(VI.5), CGMs (VI.2), HoD (VI.3) 

 

 
Dir(s) (VI.5) 

Function (VI.4), GM (VI.1), Dir(s) 

(VI.5) 
 

 

Wd. Sr. (IV.A) 
Function (VI.4) 

Change 

- Open 
- Control 

  

ACEO (II.5) 
ACEO (II.5), Dir. Nse. (III.E), GM 

(II.8.11) 

Autocratic  
- ACEOs 

- Qualified 

 Clinician (III.A) 
ACEO (1A.2.5) 

ACEO (II.4) 

Dir. Nse. (III.E.F) 

Pragmatic   ACEO (1A.2) 

Loose  DPH (1A.6) 

Democratic  Functions (1A.7), Dir(s) (VI.5) 

Dir. Nse. (III.E) 

Directive   Function (VI.4), Dir(s) (VI.5), CGM 
(VI.2), HoD (VI.3), Wd. Sr. (III.C) 

Exploratory   GM (VI.1) 

‘Teamism’ 

- Leader 

- Player 

Admin (IV.G) 

Clinician (III.B) 

 

ACEO (II.2) 

Clinician (III.C) 

Dir. Nse. (III.E) 

Exemplar Clinician (III.D) Clinician (III.B.C) 

Service (IV.B) 

Loyalty Dir. Nse. (III.G) 

Admin (IV.G) 

Dir. Nse. (III.F) 

 

Trust Dir. Nse. (III.G) 

Managers (VI.1.4.5) 

Dir. Nse. (III.G) 

ACEO (II.2) 

- ownership 

- organisational  
- mutual obligation approachable 

Service (IV.H) 

Dir. Nse. (III.G) 
Dir. Nse. (III.F) 

Dir. Nse. (III.G) 

 

 
 

Service (IV.D.E) 

Clinician (III.C) 

Interactive behaviour 

- in tune 

- win over  
- warm/receptive 

- excellent/ 

- very good 
- real influence 

- abrasive 

 

Clinician (III.D) 

Clinician (III.A) 
Clinician (III.C) 

 

 

 

Clinician (III.C) 
Clinician (III.C.D) 

Clinician (III.B) 

Dir. Nse. (III.E) 
Dir. Nse. (III.E.F) 

Dir. Nse. (III.F) 

Communicate Service (IV.G) 

Dir. Nse. (III.G) 

 

- CEO’s orientation  

- ACEO listen/ understand 

- DN. sense of organisation  
 

 Dir. Nse. (III.E) 

Dir. Nse. (III.E) 

Dir. Nse. (III.G) 

Awareness 

- sense of people 

- leadership 
- organisation 

Service (IV.H) 

 

Clinician (III.A) 
 

 

 

 
Dir. Nse. (III.G) 

Stabiliser  

Challenger 

 Dire. Nse. (III.E) 

Dir. Nse. (III.E.F) 
DPH (1A.6) 
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Alignment of Leadership Expectations and Indications  

The matching of subjects’ expectations and indications is based on more than 

one subject group reference in either sub-categories.  

 

5.3.3.1. Characteristics  

There is correspondence in the following: 

 

 Leader as an individual:  expected by senior professionals and 

indicated for the CEO by a clinician. 

 Leader vision:  expected by senior professionals and indicated for the 

CEO by clinicians; for an ACEO by clinicians and Directors of Nursing 

and by a clinician in his own case with a caveat.  

 Confidence:  expected by managers, clinicians and a Director of 

Nursing, it is indicated for the CEO by a clinician and a Director of 

Nursing.  An ACEO asserts his own confidence to lead.  Confidence in 

him is based on his competence, by a clinician and a Director of 

Nursing.  Confidence in a GM is based on his credibility.  Nurses’ 

confidence is influenced by clinicians’ competence and a Director’s 

encouragement and trust.  Confidence was nurtured in staff by a 

Director in a challenging change context.  

 Respect:  

(i) Clinicians base it on capability and ability.  They indicate it in the 

CEO’s intelligence, his and senior managers leadership skills, an 

ACEO’s competence and a GM’s ability.  They also refer to ward 

sisters’ intelligence.  A Director refers to a former colleagues 

credibility.   

(ii) A Director expects mutuality, however, it is not evident as clinicians 

and Directors have varying experiences of each other’s profession.  

 Enthusiasm: expected by a Director of Nursing it is indicated for the 

CEO by a clinician; by a Director for an ACEO and midwives.  

Another Director refers to his own enthusiasm for the organisation’s 

mission.  

 Knowledge:  expected by clinicians and indicated in a ward sister.  
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 Innovative:  expected by a clinician and indicated by him for clinicians 

and a GM. 

 Experienced:  expected by a clinician and indicated for ward sisters by 

another clinician.  

 Judgement:  expected by a Director of Nursing and indicated by 

another, in respect of a former colleague and by a clinician in respect of 

ward sisters.   

 

There are expectations without supporting indications for leader commitment 

to change, their uniqueness and extroversion.  

 

5.3.3.2.  Relational Attributes 

There is correspondence in the following:- 

 

 Styles:  managers at various levels and a clinician expect variation in 

styles.  An ACEO indicates that the corporate style is now more open but 

responsibility and control may moderate that in empowering people.  

GMs indicate a tendency to central decision making and prescription.  

The corporate team’s is in the blend of personalities and backgrounds 

according to an ACEO.   A clinician differentiates styles in the context 

of acute and non-acute services.  Style variation is indicated by managers 

i.e. autocratic, democratic, participative and directive.  Directors of 

Nursing are democratic or autocratic Ward sisters can be participative or 

directive.  

 Motivate: expected by an administrator and a clinician in relation to 

teams, it is indicated for a clinician and a Director of Nursing. 

 Example: expected by a clinician and indicated for a clinician, GM and 

Ward Sisters by clinicians and a service group.   

 Loyalty/trust:  expected by managers, Directors and service groups, it is 

indicated for the CEO by Directors and an ACEO.  

 Accessible:  expected by a Director of Nursing, is indicated for Directors 

and a deputy by a service group and a clinician.  
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 Interactive:  expected by clinicians, it is positively indicated for the CEO 

by a clinician and a Director; for GMs by a clinician, a deputy by a 

Director; a hospital manager by a Director; clinicians by a Director and a 

clinician in his own case; and ward sisters by clinicians; there are 

negative behaviours reported of clinicians and Director of Nursing by 

Directors.  

 Communicate:  expected by a service group and a Director, it is 

indicated for the CEO and an ACEO by a Director and a Director in his 

own case.    

 Aware:  expected by a service group and a clinician, it is indicated for 

the CEO and for himself, by a Director.  

 

The additional indications without expectations are ‘stabiliser’ and 

‘challenger’.  

 

The general expectation is that leaders attract followers.  This may be inferred 

from the combinative effect of characteristics and relational attributes.   

 

By connecting subjects' expectations and indications, their reality of potential 

mediating influencers in organisational change is identified.  The 

characteristics and attributes are selected where there is more than one subject 

group in either expectations or indications.  The characteristic of a leader as 

person is only associated with the CEO.  Vision is located in the CEO and an 

ACEO and in a clinician, with a caveat.  Confidence is associated with the 

CEO, an ACEO, a GM, a Director of Nursing  and some clinicians and nurses.  

Confidence giving is attributed to the CEO, an ACEO, clinicians and Directors 

of Nursing.  Clinicians base respect on capability and is indicated for the CEO, 

an ACEO and a GM.  Mutuality of respect is not evident between clinicians 

and Directors of Nursing as they have varying experiences of each other's 

profession. 

 

Enthusiasm is associated with the CEO, an ACEO, a Director of Nursing and 

midwives.  Innovation is indicated for some clinicians and a GM.  Judgement 
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is related to a Director of Nursing  and some ward sisters.  Knowledge is 

indicated for a ward sister and integrity for clinicians, managers and a Director 

of Nursing . 

 

The relational attributes suggest, in the first instance, that managers at various 

levels and a clinician expect variation in styles.  This is dependant on context 

and perception.  Various managers self descriptions are autocratic, democratic, 

participative or directive.  Directors of Nursing are democratic or autocratic.  

Ward Sisters can be participative or directive.  However, the preferred style is 

participative and the dominant indication across levels is positive interaction 

or interpersonal skills. 

 

The specific relational attributes are motivate, indicated for a clinician and a 

Director of Nursing; example, for a clinician, GM and some ward sisters; 

loyalty/trust, for the CEO and an ACEO; accessibility for Directors of 

Nursing, a deputy and a clinician.  Positive interaction, for the CEO, GMs, a 

deputy GM, hospital manager, clinicians, some ward sisters; good 

communication, for the CEO, an ACEO and a Director of Nursing; awareness, 

for the CEO and a Director.  There are negative behaviours reported of 

clinicians and a Director of Nursing. 

 

The subjects' expectations of characteristics without indications are 

commitment to change, leader difference and extroversion.  Their indications 

without expectations of relational attributes are autocratic, pragmatic, loose, 

democratic, directive and exploratory styles. 

 

Managers and professionals influencing characteristics and attributes are 

summarised in the following:  

 

Managers: 

The CEO: His leadership is related to him as a person, his vision, other's 

confidence in him, respect for his ability, his enthusiasm, earned loyalty from 

professional and administration staff, his positive interactive behaviour, 

awareness of people communications and sense of the organisation. 
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An ACEO: His shared vision, self confidence and others confidence in his 

competence, his enthusiasm and communications. 

GMs: Confidence based on credibility, respect for ability and integrity, 

innovation and example, positive interactions (also, a deputy and a hospital 

manager).   

 

An ACEO says that the corporate style is now more open but responsibility 

and control may moderate that in empowering people.  GMs perceived a 

tendency towards centralist decision making and prescription as against 

listening.  A clinician and senior managers identify the need for different 

styles.  They are context dependent.  While the preferred style is participative 

there are variations indicated by managers i.e. autocratic, democratic, 

participative and directive. 

 

Managers’ understanding of others’ expectations of their leadership includes, 

maturity with tolerance in adversity (VI.5) providing clarity (VI.1) and 

understanding of the organisational structure and relationships (VI.5); follow 

through on decisions (VI.4) delivery of service and operational requirements 

(VI.4) and professional competence and support (VI.4).  Managers expect their 

staff to take ownership of their roles and responsibilities (VI.4).  GMs want line 

managers to take more autonomy and responsibility for actions rather then 

‘relying on me for solutions’ and to carry out their specific roles to the best of 

their ability (VI.1).  They also include a debriefing and evaluation process after 

decision implementation. 

 

CGMs want their staff to be achievement orientated; to have clear goals; to be 

focused on group results and committed to achieve and deliver targets and 

objectives (VI.2).  A Director expects confirmation and enforcement of the 

organisational structure.  Honesty and integrity are also a Director’s and 

Function’s expectations of staff. 
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Professionals 

Clinicians: Clinical innovators, role models, positive interactions and team 

motivator. 

Nursing: Confidence influenced by clinicians' competence and Directors' 

encouragement and trust, intelligence (ward sisters) credibility (DN), 

enthusiasm (DN and midwives), knowledge, experience, judgement (ward 

sisters), team motivator (DN), example (ward sisters), accessible (DNs, ward 

sisters), positive interactions (ward sisters), awareness, communicates the 

vision (DN).  Ward sisters can be participative or directive.  A Director is 

democratic, another is autocratic. 

 

Professionals: 

 A clinician motivates his team to take responsibility, there are clinical 

innovators, role models and clinicians with positive interactive 

behaviours. 

 Nurse’s confidence is influenced by clinician’s competence and a 

Director’s encouragement and trust.  Confidence was nurtured in staff by a 

Director in a challenging change context. 

 

A Clinician refers to ward sisters intelligence.  A Director refers to a former 

colleagues credibility.  Midwives are enthused by clinicians’ competence and a 

Director refers to his own enthusiasm for the organisation’s mission.  

Knowledge, experience and judgement are ward sister attributes.  A Director 

of Nursing motivates people in teams; there are exemplary ward sisters; 

Directors and a deputy are accessible, ward sisters have positive interactive 

behaviour and a Director has awareness and communicates the vision.  Ward 

sisters can be participative or directive.  A Director is democratic, another is 

autocratic. 

 

Heads of discipline prefer a participative style.  There are negative behaviours 

reported for some clinicians and a Director of Nursing.  There are expectations 

without supporting indications for leaders commitment to change, their 
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uniqueness and extroversion.  Indications without expectations are; a stabiliser 

and challengers. 

 

5.4    Mediator Alignment:  

Role, purpose, characteristics and attributes in expectations and 

indications.  

 

The subjects’ indications present a moderating effect on mediating 

influences. Managers are interpreted as primary agents in influencing the 

outcome of the aim and objectives in change. This role is implicitly assigned 

to that domain by managers.  The professionals’ tendency is to focus on their 

own domains. 

 

Inferentially, management’s leader/manager roles have accountability for 

change and whole system management, reorientation and improvement. This 

includes, the overall aim of health and social gain, dispersed leadership to 

gain commitment to the vision and values and changing management practice 

and relational arrangements and restructuring. Enabling ownership is not 

necessarily a consequence of differentiated accountability levels and types. 

 

Professional roles focus on professional tasks and obligations which include 

influencing performance and standards within their own domains.  The 

change project appears to rely on the change agency of managers. 

 

Positive mediation by influencers is indicated in a general preference for a 

participative style. The expectation–indication congruence on specific 

relational attributes are ranked by multi-level indications i.e. inter-personal 

skills, example and communications, motivate, loyalty/ trust, access and 

awareness. Positive interactions are dependent on all indicators. They are 

attenuated in the system by some negative behaviour. 
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PART I: MEDIATORS AND MODERATORS OF CHANGE 

There are external and internal contextual influences which effect the stability 

or equilibrium of the organisation.  There is a sense from each subject group 

that there is more influence from outside factors in precipitating change than 

from internal innovation.  The nature of the organisation as a Public Body with 

public accountability and its political context tends to drive detail up in the 

organisation. 

 

The inheritance from the old order moderates new order mediation of the 

overarching objective of activity i.e. the shared project, within the organisation 

as connected communities of practice.  The mediators of the old order are 

represented in a conservative, centralist, autocratic management which is 

portrayed in a managerial ethos which inhibited development and adversely 

affected relationships and morale.  This has a continuing effect, reported in the 

initial study period, in some subjects’ perceptions of a dominant ‘autocratic’ or 

‘very bureaucratic’ style, structural problems and organisational differences as 

there is not a shared purpose and value system.  The organisation and the 

Regional Hospital are seen as ‘distant’ by some service groups.  In contrast, 

there are positive relational indicators, such as good teamwork and a positive 

attitude, which is attributed to smaller service units, in other services. 

 

The mental health service is associated with a different managerial ethos and 

structure which contrast with those in other programmes.  Organisational 

stability, which is associated with the conservatism of the past, had an effect 

on change.  Some early indications of resistance to change, under the new 

order, is indicated.  Attitude is a significant issue. 

 

The subjects’ reports provide emergent indications of alignment in their 

interpretations of the key elements of the shared project, of the mediator roles 

and leadership expectations, indications, and of expectations and indications. 

 

Managers are the dominant definers of the overall purpose of the change 

project as ‘patient benefit’.  Leadership, as an objective, to engage people 
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through the organisation’s vision and values, is identified by managers and 

senior professionals.  Change in management orientation and practice, 

relational, ownership and structural change is primary indicated be managers.  

The absence of a corporate level input on ‘leadership’ and only one 

professional or service contribution to ‘ownership’ is noteworthy.  The major 

domains of influence define their roles and leadership differently.  Senior 

managers refer to public accountability.  Other managers define their 

accountability with reference to a range of managerial parameters.  There is a 

recognition at corporate level of different types and levels of accountability 

based on professional and organisational interest.  Clinicians are aware of the 

power and influence of their profession and define themselves in relation to 

their medical responsibility and its management.  Directors of Nursing concur 

with this view but provide little insights on their managerial role other than a 

holistic client orientation. 

 

Manager’s link their leadership to organisational change.  The Chief Executive 

Officer is the main initiator and driver with the new ACEOs pressing for 

change.  Managers indicate initiation, adoption, implementation and review 

roles in the change project.  Clinicians identify with responsibility and the idea 

of team leaders in providing clinical leadership, teaching and training.  

Directors of Nursing understand their influence in relation to morale within the 

profession, team leadership, service quality and outcomes for patients.  

Clinicians and Directors of Nursing share a sense of responsibility in their 

dominant focus on patient care. 

 

There is a presumption of leadership throughout the organisation which is 

moderated in the subjects’ varying perceptions.  Managers relate to change 

management and to their accountability in service management.  Clinicians 

and Nursing do not indicate a change role for themselves.  While the idea of 

leadership is indicated at organisational, professional and service team levels, 

the concept is not in popular usage.  The indicative substitutes are 

accountability in management, responsibility in the medical profession and 

their influence on service quality in nursing.  ‘Responsibility’, however, seems 
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to define each domains’ sense of their leadership and management in their 

defined areas of activity. 

 

Subjects’ reports are examined for alignment and attenuation to move from the 

rhetoric of change as purpose to a reality interpreted in roles connected to 

change purposes and subjects’ expectations and indications of mediators’ 

leadership.  

 

Indicative roles and purpose congruity are a measure of alignment in subjects’ 

perceptions of the mediating influence of potential change agents and the 

objectives of their activity.  A degree of alignment is indicated as a generic 

congruence for managers in ‘patient benefit’, ‘management orientation’, 

‘relationships’ and ‘structure’.  It is more specifically indicated in their change 

leadership, but is unclear in enabling ownership within the system. 

 

Clinicians’ and nursings’ role-purpose congruence is specific to their domain 

of influence on service quality, leadership, management and ownership of their 

personal responsibility and teams. 

 

Managers are assumed to have systemic responsibility and are the primary 

contributors in defining the purpose of change.  Professionals associate their 

own role with service quality and in influencing their own domain of 

responsibility.  The alignment of managerial and professional expectations of 

individual characteristics and relational attributes of leaders indicates that only 

managers and a paramed relate leadership to change.  Leaders are driven by 

various personal forces to effect change.  They are different, an ACEO and 

clinician explain, because of their exceptional commitment or that they 

challenge themselves. 

 

Professionals identify earned respect, knowledge, intelligence and power from 

leader credibility.  A clinician and an Administrator link leadership, 

motivation and teams.  Professionals observe that leaders’ relational attributes 

and characteristics enable a mutual connection.  They are portrayed as warm, 

receptive, aware of, in tune with and having a sense of the people.  There is 
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mutual trust and confidence in their individual and organisational 

relationships.  This enables ownership. 

 

Evidence of alignment, complementarity and attenuation in influencer 

characteristics and attributes is taken where two or more in a group category 

align, individuals and general groups complement, and a group category or 

individuals attenuate. 

 

The comparative alignment of managerial and professional indications of 

leader characteristics and attributes occurs in their vision, enthusiasm, drive, 

confidence, character, loyalty, judgement/discernment, good example, very 

good interpersonal skills, good influence and engagement with people.  GMs 

and heads of discipline are predominantly participative and consultative.   

 

There is comparative complementarity in energy, competence, loyalty, 

innovation and good organisational skills. 

DNs also challenge inappropriate behaviours and practice. 

 

Attenuation occurs in perceptual differences of the corporate style.  On the one 

hand it is more open to ideas and to empower people and on the other, 

responsibility and control creates a tendency to be prescriptive.  Style variation 

in context is expected but this is not explicit in the indications.  Two ACEOs 

claim to have an autocratic style although others have a different view of one 

of them and the other expresses contradictory views of himself.  Some 

clinicians are abrasive and a Director of Nursing is controlling and ‘walks 

over’ people. 

 

The aligned characteristics of vision, enthusiasm, drive, energy, confidence 

and character in managers are complemented by clinicians’ honesty, 

competence and innovativeness and nursings’ enthusiasm, courage and 

judgement.  The aligned relational attributes of accessibility, receptiveness, 

communications and interpersonal skills in managers are complemented by 

clinicians’ very good interpersonal skills and nursings’ trust and mutual 

obligation, involving, influencing, challenging and encouraging responsibility 
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in staff.  These are augmented by individual indications of complementarity in 

characteristics and attributes. 

 

There is alignment of leadership expectations and indications in the following 

characteristics and attributes.  Multiple alignment of characteristics are 

indicated for vision, confidence, respect, enthusiasm, innovation, judgement 

and integrity.  The single characteristics indicated are the leader as individual 

and knowledge.  Multiple alignment in relational attributes occurs in relation 

to motivate, example, loyalty/ trust, accessibility, positive interaction, good 

communication and awareness. 

 

There is an expectation of style variation.  Managers are autocratic, 

democratic, participative or directive.  Directors of Nursing are democratic or 

autocratic.  Ward Sisters can be participative or directive.  However, the 

preferred style is participative.  The dominant indication across levels is 

positive interaction or interpersonal skills. 

 

The subjects’ expectations of characteristics without indications are 

commitment to change, leader difference and extroversion.  Their indications 

without expectations in relational attributes are autocratic, pragmatic, loose, 

democratic, directive and exploratory styles, stabiliser and challenger.  Mutual 

respect is not evident as clinicians and Directors have varying experiences of 

each other’s profession.  There are negative behaviours reported of clinicians 

and a Director of Nursing. 

 

Managers’ understanding of others’ expectations of their leadership includes 

maturity, clarity and understanding of the organisational structure and 

relationships, competence and support.  Managers expect their staff to take 

ownership and responsibility for their actions, do their best and review the 

situation with them.  They want them to be achievement orientated focused on 

results, and have honesty and integrity. 
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Style variation in context is expected. (IA.2.4, III.A) 

Consistency and variation in the corporate style profile is not made explicit in 

specific contexts. Shared characteristics are indicated. 

 

Enthusiasm: 

The C.E.O’s huge enthusiasm cascades down throughout the organisation. It 

is a big part of his style (III.A); an ACEO’s enthusiasm a Director of 

Nursing’s enthusiasm (III.E) for the organisation’s mission (III.G); Midwives 

enthused by clinicians’ competence (III.E) 

 

Vision: 

The C.E.O’s vision is excellent (III.B) and it is a strong view of how 

healthcare ought to be delivered (III.A). An ACEO has the same vision as the 

C.E.O (III.B). It is a vision of where he wants to go with the acute sector 

(III.F). He shares the vision with everyone (III.E). A clinician has vision for 

his service but not the energy to bring it to reality (III.B). 

 

Interest: 

An ACEO’s interest is patient centred (III.C) 

 

Energy: 

The C.E.O certainly has energy (III.B). A Director of Nursing has energy but 

lacks confidence (III.E) 

 

Drive: 

The C.E.O is the main driver of change (II . ). A GM is driven to make the 

system work (III.B) Elderly care ward sisters are drivers in the interest of 

patient care (II.12). 

An ACEO describes himself as ‘driving’ (II.4) 

 

Confidence: 

The C.E.O instilled confidence to change the MHS (III.G). A clinician 

demonstrates his confidence in the C.E.O (III.B). An ACEO has confidence 
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to lead but is aware that the real test is in others perceptions (IA.5). There is 

confidence in his competence as a decision maker (III.C). It is a sense of 

competence that builds confidence (III.F). 

A Director of Nursing observes managers growing in confidence (III.G). A 

GMs credibility creates confidence in those reporting to him (III.E). A deputy 

GMs confidentiality gives confidence in his relationship with a Director 

(III.E). A Director lacks confidence in herself (III.E). Some clinicians give 

nursing staff confidence through their own competence (III.E) 

 

Intelligence: 

A clinician refers to the C.E.O’s intelligence in abundance (III.A). 

 

Competence:  

An ACEOs competence (III.C.F); Clinicians’ competence (III.E) 

 

Strength of Character: 

The C.E.O’s leadership has to do with his strength of character and innate 

leadership skills (III.A). A GM has great integrity and ability (III.B). 

Clinicians value honesty (III.C.D) and directness, irrespective of political 

perspectives (III.C) 

 

Loyalty: 

The C.E.O earned the loyalty of his senior managers in the clinical and 

administrative worlds (III.G). A Director of Nursing introduces new entrants 

to the philosophy of loyalty to the hospital and to the community it serves 

(III.F). 

 

Innovative: 

A GM is very innovative (III.B;  

Clinical practice innovators (III.B); 

 

Intuition: 

A Director of Nursing’s intuition (III.E) 
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Courage: 

A Director of Nursing's courage (III.G) and ward sisters’ responsiveness in 

adversity. 

 

Judgement: 

A Director of Nursing’s (III.G) and Ward Sisters’ good judgement (III.D). 

 

Organisational Skills: 

A Hospital Manager (III.F) and ward sisters (III.D). 

Relational attributes: 

Discernment: 

The Chief Executive Officer knows when to lead and when to drive (III.E). 

He has a sense of the organisation (III.G) 

 

Receptive: 

The C.E.O takes on board what people feel (III.E). He is receptive, although 

less involved on the ground (III.C). 

An ACEO has willingness to listen and is anxious to understand the 

organisation, more from the bottom up than the top down (III.E); 

He listens to a Director of nursing who knows that he has interest in Nursing 

per se. His understanding is very important for him (III.F).  

 

Behaviour: 

A Director of Nursing relates the C.E.O’s behaviour to his attitude to people 

(III.E) An ACEO links the C.E.O’s risk-taking behaviour to trust and his 

mentoring style (II.2).  A Director of Nursing refers to clinicians’ 

abrasiveness in pursuing their own interests (III.F). A Director challenges the 

inappropriate behaviour of clinicians and of a Director of Nursing’s 

controlling behaviour (III.E).  An ACEO tends to work to maximise his own 

agenda. He is confrontational, sceptical and is concerned that at times he can 

be seen as obstructive (IA.4).  
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Communications: 

The C.E.O’s communication skills are good. His everyday communication is 

simplified friendly and people orientated (III.E) 

A Deputy GM gives feedback to a Directors of Nursing and keeps her 

informed (III.E) 

 

Encourage: 

The C.E.O encourages the ACEOs to be corporate. They are expected to 

work across boundaries (II.2). A clinician encourages his team to take 

responsibility (III.C)  

A Director of Nursing encourages staff to be more confident (III.G) 

 

 Accessible: 

An ACEO (III.E) and Functional  Officer (IA.7) 

Example:  

A GM gave good example and changed the hospital climate (III.B). A clinical 

innovator is an exemplar for colleagues and Nurses (III.B) 

A ward sister gives example in practice improvement (IV.B) 

 

Inter-personal Skills: 

Clinicians and a deputy GM who have excellent (III.B) or very good inter-

personal skills (III.B). A hospital manager demonstrates leadership qualities 

in his interactions with staff at every level (III.F) 

 

Influence: 

A Hospital manager is the real influence in the hospital (III.F). A Director of 

Nursing influences morale and professional fulfilment and a philosophy of 

loyalty to the hospital and to the community (III.F). A Director nourishes 

beliefs (III.G). 

 

Engages: 

A Director of services is consultative and supportive (VI.5). A Director of 

nursing anticipates difficulties and involves staff (III.E). A ward sister 
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involves staff (IV.A) 

 

 

Trust and Mutual obligation: 

Directors of Nursing value trust and mutual obligation in relationships 

(III.F.G) 

 

Autocratic: 

An ACEO describes himself as autocratic but recognises that the real test is 

in how others view him (IA.5). 

Another is autocratic but has the wisdom to use it effectively and not in a 

manipulative way (IA.4) 

Participative/ Directive: 

An ACEO is very participative, and a team leader (II.4). Functions indicate 

two styles participative is consultative and empowering, and directive. (VI.4) 

Directors have a preference for a participative style but can be directive 

when necessary (VI.5) 

CGMs are participative or directive (VI.2) GMs and heads of discipline are 

predominantly participative and consultative. Ward sisters in an acute 

hospital are instructive, directive and responsive (III.C) 

Democratic: 

An ACEO (III.E) and Functional Officer (IA.7) 

 

Pragmatic: 

An ACEO’s style is much more pragmatic than the C.E.O’s (IA.2) 

 

Stabilise: 

A deputy GM is a stabiliser in the structure (III.E) 
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APPENDIX 3.4.2 

THE GROUNDED ANALYTIC TEXT 
 

PART II: MEDIATORS AND MODERATORS IN THE CHANGE EXPERIENCE 

 
INTRODUCTION:  A: ACTIONS 

1.0 The influencers as mediators of change 

1.1.0 Managers 

1.1.1 Managers Reports 

1.1.2 Professionals’ Reports  

1.2.0 Professionals  

1.2.1 Managers’ Reports  

1.2.2 Professionals’ Reports  

1.3.0 Mediators and Moderators   

 

2.0 The development of the organisational community  

2.1.0 Managers 

2.1.1 Managers’ Reports  

2.1.2 Professionals’ Reports  

2.2.0 Professionals 

2.2.1 Managers’ Reports  

2.2.2 Professionals’ Reports  

2.3.0 Mediating change through people development 

  

3.0 Operational systems development: Structure and Service 

Structure 

3.1.0 Managers 

3.1.1 Managers’ Reports  

3.1.2 Professionals’ Reports  

 Service 

 Strategy and plans 

 Performance review  

3.2.0 Professionals 

3.3.0 Mediating change through the development of the operational 

system 

  

 

  

Moderating Influences  B: ISSUES 

1.0 Mediators’ influence moderated in context 

1.1.0 Managers  

1.1.1 Managers’ Reports  

1.1.2 Professionals’ Reports  

1.2.0 Professionals  

1.2.1 Managers’ Reports: Clinicians and Nursing  

1.2.2 Professionals’ Reports: Clinicians and Nursing  

Approach to Change   

1.1.0 Managers Reports  

1.2.0  Professionals Reports  

Communicating  

1.1.0  Managers  

1.1.1  Managers’ Reports  

1.1.2  Professionals’ Reports  

1.2.0  Professionals 

1.3.0 Moderating influences and influencers 

 
2.0 Moderating influences in the development of the organisational 

community  
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2.1.0 Managers  

2.1.1 Managers’ Reports  

2.1.2 Professionals  

2.2.0 Professionals  

2.2.1 Managers’ Reports  

2.2.2 Professionals’ Reports  

Capability  

2.1.0 Managers 

2.1.1 Managers’ Reports  

Capacity  

2.1.0 Managers 

Time & Workload 

2.1.0 Managers  

2.1.1 Managers’ Reports  

2.1.2 Professionals’ Reports  

2.2.0 Professionals  

Owning  

2.1.0 Managers  

2.1.1 Managers’ Reports  

2.1.2 Professionals’ Reports  

2.2.0 Professionals  

2.3.0 Moderating influences and people development   

 

3.0 Moderators in operational system development 

 

Structure 

3.1.0 Managers 

3.2.0 Professionals 

Service  

3.2.0 Professionals 

3.3.0 Moderators in operational system development 

 

    C: RESPONSES  

1.0 Improving influencers performance as a mediator of change  

Leading  

1.1.0 Managers  

1.1.1 Managers’ Reports  

1.1.2 Professionals’ Reports  

1.2.0 Professionals  

Approach to Change 

1.1.0 Managers 

1.2.0 Professionals 

Commitment 

1.1.0 Managers 

1.2.0 Professionals 

Communicating  

1.1.0 Managers 

1.2.0 Professionals 

Contact  

1.1.0 Managers 

1.2.0 Professionals 

Understanding  

1.1.0 Managers 

1.2.0 Professionals 

1.3.0 Improving influencers performance 

 

2.0 Improving the development of the organisational community  

Relating  

2.1.0 Managers 

2.2.0 Professionals 
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Involving  

2.1.0 Managers 

2.2.0 Professionals 

Engage  

2.1.0 Managers  

Enable  

 (i) Capability  

2.1.0 Managers  

 (ii) Capacity 

2.1.0 Managers 

2.2.0 Professionals 

 (iii) Ownership 

2.1.0 Managers 

2.1.1 Managers’ Reports  

2.1.2 Professionals’ Reports 

2.2.0 Professionals 

2.3.0 Improving the development of the organisational community 

 

3.0 Improving on the development of the operational system 

Structure  

3.1.0 Managers 

3.2.0 Professionals 

Service 

3.2.0 Professionals 

3.3.0 Improving the development of the operational system 

 

     D: OUTCOMES  

1.0 The status of change and the progress of mediating influences. 

Leadership 

1.1.0 Managers  

1.1.1 Managers’ Reports  

1.1.2

  

Professionals’ Reports  

Vision  

1.1.0 Managers 

1.2.0 Professionals 

Values  

1.1.0 Managers   

1.2.0 Professionals  

Approach to Change  

1.1.0 Managers 

1.1.1 Managers’ Reports  

 

2.0 The status of change and the development of the organisational 

community  

Relate/ involve  

2.1.0 Managers  

2.1.1 Managers’ Reports  

2.2.0 Professionals  

2.2.1 Professionals’ Reports 

Capability  

2.1.0 Managers 

2.2.0 Professionals 

Ownership  

2.1.0 Managers 

2.2.0 Professionals 

2.3.0 The status of change: improvement in the operational system 

Structure 

3.1.0 Managers 

3.2.0 Professionals 
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Service  

3.1.0 Managers 

3.2.0 Professionals 

Public Image 

3.1.0 Managers 
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PART II: 

MEDIATORS AND MODERATORS IN THE CHANGE EXPERIENCE 

The potential of mediator influence in creating a new order, which may be 

conducive to the achievement of its overall objective of activity, is explored in 

Part I of this document.  It is demonstrated in the evidence of purpose-role 

congruity and the extent of the alignment between subjects’ expectations and 

indications of their perceived characteristics and attributes of persons in 

potentially influencing roles in the organisation. 

 

In Part II, the subjects’ perceptions of mediators’ actions, issues, responses and 

outcomes in the change experience are examined in three emergent strands of 

activity in the change project.  They mediate change through the influencing 

agency of managers and professionals as indicated in: 

1. Influencers’ styles and actions in their approach to, and in 

communicating change, 

2. the development of the organisational community, and 

3. operational systems development. 

 

Evidence of perceptual alignment and difference is examined through the 

perspectives of two major domains of influence i.e. managerial and 

professional.  The presentation scheme of Part II is summarised in Table 

A.3.4.2.1. 

 

TABLE  A.3.4.2.1:  MEDIATORS AND MODERATORS IN THE  

CHANGE EXPERIENCE 

 

Activity Strand 

 A 

Actions 

B 

Issues 

C 

Responses 

D 

Outcomes 

1.0 The influencers as 

mediators of change 

1.1.0 Managers 

1.2.0 Professionals  

1.3.0 Conclusions 

    

2.0 The development of 

the organisational 

community 

2.1.0 Managers 

2.2.0 Professionals  

2.3.0 Conclusions  

    

3.0 Operational system 

development, structure 

and service 

3.1.0 Managers 

3.2.0 Professionals 

3.3.0 Conclusions  
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The three ‘activity’ strands are framed in four dimensions i.e. actions, issues, 

responses and outcomes and are sequentially examined from the perspectives 

of managerial and professional roles.  The Action strands demonstrate the 

operationalisation of the change project.  The Issue strands represent the 

intervening conditions or moderating influences in the actors’ reported 

experience in mediating change.  The Response strands re-connect with the 

purpose of change and are the subjects’ prescriptions or proposed interventions 

to improve mediator performance in each strand.  The Outcome strands are the 

perceived consequences of the change actions and are indicative of the status 

of change. 

 

A: ACTIONS  

 
1.0  THE INFLUENCERS AS MEDIATORS OF CHANGE. 

The managerial and professional influencers’ actions or styles in action are 

indicated in managers’ and professionals’ reports.  The reported evidence 

forms the basis of a conclusion on their separate or connected actions or styles 

in effecting change. 

 

1.1.0 Managers 

1.1.1  Managers’ Reports 

The CEO communicated change through ‘meetings with major groups’ (II.4).  

ACEOs undertook group sessions with general and care group managers and 

heads of discipline.  An ACEO conducted ‘workshop sessions with general 

managers and heads of discipline on action plans’.  He brought people through 

the change process.  They were influenced by him first of all through 

empowerment, communications and quality initiatives (II.5).  Another ACEO 

initiated workshops for care group managers and communicated with each 

group to achieve a sense of clarity and thinking on the desired outcomes (1D.2).  

Some members of the corporate team provided information packs and 

information days (1D.5.6).  General managers conducted ‘regional meetings 

with staff representatives’ and ‘communicated change via structures and 

grapevine… a process of consultation which involved younger Consultants’ 

(II.8) and availed of staff meetings ‘to listen and take the opportunity to tell 
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them how this is changing’ (II.10).  The Director of Finance says that he is 

making every effort to facilitate the implementation of change (II.9).  Mid-

managers cascade internally (V.3) and to external agencies to inform them of 

the direction of services (V.4).  They maintain regular up-down flows through 

strategic meetings with staff (V.4) and ‘the spread of the messages to their own 

areas’ (V.6).  They stress the leadership role (V.2) in ensuring that information is 

cascaded to individual team members (V.2.4) on all aspects (V.4).  They provide 

awareness and training workshops (V.4.6.7).  Their general workshops deal with 

‘governance, quality and changing the organisation’ (V.4).  Specific groups and 

topics are addressed e.g. care group policy, structured change and HR training 

(V.7).  Their objective is to create understanding of the need for change by 

working with staff to help them understand issues and processes (V.2) as 

people need to be helped to see (V.4) and to understand the reasons for the 

change programme (V.2).  They set the seed with staff ‘of the need to move 

from incrementalism to one of change, innovation and service quality’ (V.1).  

Symbols and artefacts of change in improving the Board’s image and 

information access are indicated in the redesign of the logo and newspaper, the 

development of the internet and intranet, media liaison and event management 

protocols (V.4).   

 

At corporate level, change is monitored and routinised, by status reports for 

the CEO (1D.5), by maintaining the change programme on scheduled meetings 

(1D.4) and the general managers’ agenda (1D.5) and ACEO participation in their 

meetings (II.4).  Mid-Managers monitor and provide follow-up action through 

site visits, additional workshops (V.6), ‘continuous assessment and monitoring 

of communications effectiveness’ and weekly staff meetings to review 

performance against service targets and to take corrective action (V.4). 

 

1.1.2 Professionals’ Reports 

Service groups expect leadership at CEO level.  He is ‘the one with ultimate 

responsibility to see it (change) through’ (IV.H).  They say: ‘I do think that you 

do lead us…’ (IV.H) and, obviously, there is leadership at your level’ (IV.G).  

The corporate style is very healthy.  A Director of Nursing says that the 

initiative of communicating the new style within the organisation was good but 
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it needs to be built on.  He describes the CEO as the main change driver.  It is 

very much his and it reflects the degree to which people are converted to this 

new philosophy.  Yet, it is not exclusively his as people see it as something 

good for the organisation (III.G).  The CEO energises others to take 

responsibility for change and to move it forward (III.G).  The change in style is 

noted by a clinician.  In his view, the past was fairly autocratic, traditional, 

top-down, scoring low on the visionary side and high on the autocratic side 

with the resulting disenchantment, dissatisfaction and lack of direction.  The 

present is extremely strong, and visionary, with strong personal persuasive 

powers.  The approach, ‘is not necessarily and fully understood by other 

people, so advanced and so rapidly moving in its evolution’ (III.A).  This 

contrast is echoed by a service group in their reference to ‘hierarchy 

before…ruling from the top-down… it is great that you (CEO) are here today 

as there are so many tiers in the Health Board’ (IV.H).  Another service group 

tells the CEO: ‘you are the change influencer and that should filter down’ 

(IV.J).  Service groups refer to the CEO’s regional meetings e.g. nurses 

(IV.B.E.J) and parameds (IV.E.F.H).  Some attended more than one session 

(IV.E.H).  Their impressions of the CEO’s regional meetings may be described 

as ‘functional’ or ‘inspirational’.  For some, they appreciated the opportunity 

(IV.B), found it very (IV.E) or fairly informative (IV.J) or difficult to understand 

(IV.C.D.F).  Others could not relate the vision to their work (IV.C.D).  For one 

group, it had an inspirational effect.  They point to a higher level of 

engagement through the effect of the CEO’s imagery and the language which 

he used.  ‘That language has actually fired me up, poetry like language’.  It 

contrasts with the ordinary experience.  They know they have to make it 

concrete (IV.H).  An elderly care group remarks to the CEO, in the context of a 

focus group, ‘this is very good now today, we will pick something out and 

start applying that to our clinical situation.  My team colleagues, most 

mornings, are using your policies’ (IV.G).  A Director of Nursing acknowledges 

that ‘people at senior level in the organisation are working to eliminate 

ignorance around particular areas of change’ (III.G).  He says that roles were 

described and a sense of ongoing learning was introduced through a journal 

club and the use of workshops.  He notes that there have been moves to see 

that the general managers are aware of the philosophy and new direction.  By 
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informing people, he says, resistance was dealt with as ‘they have a better 

basis on which to make judgements’ (III.G).  He also refers to people being 

facilitated in the change from Programme to Strategic Management ‘to grapple 

with the kind of concepts of change that were happening’ (III.G).  These change 

actions were occurring ‘at the time the whole issue of leadership was emerging 

in the organisation’ (III.G).  A child care group confirms that the general 

managers spoke to colleagues.  A member has ‘some ideas and see(s) a certain 

detailing, particularly with the general managers… the beginnings of things 

coming together’ (IV.H). 

 

Effective communication is dependent on access and contact.  A Director of 

Nursing says that the CEO is accessible and communicates his vision for the 

organisation (III.F).  Contact and access is necessary to energise change as 

distance is a problem in a hierarchy.  Direct access to management changes 

this (IV.H). 

 

1.2.0 Professionals 

1.2.1 Managers’ Reports  

An ACEO describes some heads of discipline as ‘very supportive… 

progressive… have the capacity to understand what it (change) is about’ (II.2).  

A general manager notes that ‘there are some (heads of discipline) who allied 

with the new management and new structures’ (II.8). 

 

1.2.2  Professionals’ Reports 

A Director outlines the approach adopted in responding to ‘great unease’ 

arising from the changes in Mental Health Care.  An attitudinal survey 

encouraged people to voice their concerns.  The organisation took these on 

board.  Senior managers looked at approaches and analysed the energies for 

and against change.  Various training initiatives caused people to focus on 

what they were achieving.  That brought the service forward considerably 

(III.G).   

 

A Chief Nursing Officer demonstrated change leadership in the difficult 

circumstances of moving Mental Health from a hospital to a community based 
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service.  He nurtured confidence and trust in the way forward (III.G).  In a 

Director’s experience, respect and trust are attributes of leadership in 

interdisciplinary teamwork (III.G).   

 

Senior Clinical Psychologists adopt roles in change.  They ‘have to be change 

influencers.  Evidence of change is there in the clinical practice… the needs of 

service fuelled by patients’ concerns.  We are carrying responsibility and are 

the first to be tackled.  People influence how I practice in terms of the range of 

things I can do; what I can offer’ (IV.J).  A colleague’s version is in ‘fighting 

for some kind of corner in terms of the organisation, driving this change 

agenda from your own position’ (IV.H).   

 

In leading change, there is an alternative source of energy which a Director 

describes as professional responsiveness to client needs and mutual obligation.  

He says: ‘it is the energy that drives it forward and the leadership of the CEO 

which focuses the plan of action’ (III.G). 

 

There is some evidence of participants at regional meetings communicating the 

change message to staff in local services.  Their communication is either 

limited or generalised in content.  Time is a limiting factor for them.  

‘Difficulty… due to lack of time’ (IV.B).  ‘I would discuss it with them on the 

wards when we got the time’ (IV.B).  ‘Gave them back three lines or so’ (IV.C); 

‘heard a little from the Ward Sister… so long ago its just out of my head’ 

(IV.F); ‘I did receive some feedback about this’ (IV.J) and ‘attended hospital 

meeting’ (IV.C); ‘I would have told them’ (IV.E); ‘informed all my staff what I 

was told at the meeting and gave handouts I got’ (IV.E).  The child care group is 

more active in having a two day process with outside facilitators.  They say 

this ‘fired’ them up.  They identified their priorities.  It put some kind of 

energy back.  They also took time out to look at themselves and reflect.  They 

talked about the organisation and how the change affects them on a day to day 

basis and what they would do about it.  They decided that it is about team 

building (IV.H). 

In routine service delivery a clinician observes that ‘certain people seem to 

come to the top and assume leadership in the ward rounds’ (III.C).  Ward sisters 
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in elderly care are described as ‘drivers’ by a general manager (II.12).  There is 

evidence of innovation, influencing behaviour and performance.  Innovation is 

a leadership characteristic for clinicians.  They mobilise teams to work.  A 

clinician refers to three colleagues.  A’s stroke unit is an excellent example of 

somebody who had a vision and made it happen.  P. ‘showed great initiative in 

settling the whole leg ulcer business which tackled an ongoing problem’.  M. 

is an exemplary colleague who embodies many aspects of the ideal clinical 

leader.  She has vision, is experienced, and her clinical practice influences 

colleagues and their protocols (III.B).  Two Directors of Nursing challenge 

professional colleagues.  One, in relation to clinicians' behaviour in interacting 

with their junior doctors and a Director’s controlling behaviour (III.E).  The 

other, with his Ward Sisters ‘took on the Consultants on the way they were 

doing ward rounds’ (III.F).  He sees a part of his ‘leader’ role as encountering 

an issue or problem and sussing it out with the medical people (III.F).  He 

believes in influencing new entrants to the service to be loyal to the hospital 

and to the people it serves i.e. ‘the philosophy that we have built up here’ 

(III.F).  He also influences nursing practice through education, learning and 

information systems (III.F).  A clinician and ward sisters bring junior doctors 

‘into line with the way we do things here’ (III.C).  In contrast, a ward sister 

‘can’t name anyone who would influence me in the work environment’ but 

recognises that someone might go on a training course and comeback and pass 

on a technique (IV.E).  A radiographer says that she wouldn’t interfere with her 

colleagues’ practice as ‘they have the same training, we all know our jobs’ 

(IV.F).  There is a service view that personal influence can get things done 

(IV.G) and effect change (IV.J).  It may depend on relationships: 'we all have 

influence, it depends on who you are feeding back to and what you are feeding 

back' (IV.G).   
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CONCLUSION  

1.3.0  Mediators and Moderators  

The managerial and professional actions or influencing styles in effecting 

change are summarised. 

 

Managerial actors engage staff groups through regional meetings with major 

groups (CEO) and staff representatives (GMs).  Members of the corporate 

team hold group sessions to inform people and facilitate change.  Mid-

Managers use workshops for specific groups and topics and cascade the 

change message both internally and externally.  There are symbols and 

artefacts e.g. logo redesign, internet access, and intranet, which are indicative 

of change.  The change project is monitored and reviewed at corporate and 

mid-management levels. 

 

The mediating influences from a professional/service perspective are: 

(i) The CEO’s leadership and the new corporate style.  Leadership is 

expected at his level.  He is the main change driver-influencer who 

converts people to the new philosophy.  He energises others to take 

responsibility.  The corporate style is very healthy and the initiative of 

communicating it was very good.  It is strong and visionary, with strong 

personal persuasive powers in contrast with the autocratic style of the 

past. 

 

(ii)  Access to and contact with senior management reduces ‘distance’ in the 

hierarchy.  The CEO is accessible and communicates his vision for the 

organisation. 

 

(iii) Regional ‘change’ meetings are ‘functional’ for some and ‘inspirational’ 

for others.  Contact and information eliminates ignorance about and, 

resistance to change.  There are professionals who are very supportive, 

and progressive and who allied to the new management and structures.  

Change influencers are identified in nursing and clinical psychology. 
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Change is effected by nurturing trust and confidence in the mental health 

service.  Respect and trust are leader attributes in inter-disciplinary teamwork.  

Local leadership emerges in routine service, i.e. ward rounds and ward sisters, 

clinical innovation, Directors challenging inappropriate behaviour or practice, 

and in a Clinician and a Director influencing others’ standards or philosophy.  

Local action is poor, with the exception of Child Care.  Influence may be 

personal or peer influence.  Some say that they can’t be or won’t be 

influenced.  Professional responsiveness creates an alternative influencing 

energy. 

 

2.0  THE DEVELOPMENT OF THE ORGANISATIONAL COMMUNITY. 

There is no presumption that the organisation has the characteristics of a 

community.  The purpose of change, if realised, may enable the development 

of a network of communities of practice with a unifying mission, vision and 

values.  This is examined in managers’ and professionals’ reports of the 

development of relationships, staff development and ownership. 

 

2.1.0  Managers 

2.1.1  Managers' Reports 

Relational acts and processes enable organisational cohesion within and 

between levels.  An ACEO observes that there is a forming process in roles 

and relationships (1C.2).  There is positive engagement in the corporate team's 

internal, general manager and clinician relationship.  The team relationship is 

good (1A.2), particularly amongst ACEOs, 'the people with core accountability' 

(1A.5).  They get together and talk (1B.4) and recognise the value in the CEO 

bringing them together more regularly (1A.4).  They are clarifying relationships 

with general and care group managers and interacting with relevant general 

managers and the people in the Area Executives (1D.5).  An ACEO reports 'a 

good connection' with his GM (1C.4).  The Director of Finance is involved with 

finance managers, general managers and ACEOs on financial issues (1A.9).  An 

ACEO says that he had to remove himself from inappropriate tasks through 

systematic delegation of authority and decision making (1D.2).  Devolved 

decision making is noted at local level by a mid-manager (V.7). 
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A mid-manager provides 'a Board-wide service to staff in implementing these 

new initiatives' through his role in the Organisational Development Unit (V.6).  

Three of his colleagues acknowledge the value of education, training and 

development in change.  Education is necessary to understand change 

management and to influence role performance in change (V.4). 

 

‘In the change of work practice and the evolving change process, I identified 

the need for knowledge of management theory.  I believe the 'Masters' will be 

of immense value to my work on change and effective communications’ (V.4).  

‘It enables an understanding of the total organisation and of other departments 

and disciplines’ (V.5).   

 

Their training and development activities included participation in a mentoring 

scheme (V.2), in reviewing 'personal and professional strengths and needs'  and 

in 'developing knowledge and skills in leadership and influencing, to 

contribute to the change agenda' (V.4). 

 

2.1.2 Professionals' Reports 

An ACEO's relationship with a hospital executive is good because he listens 

and extracts the points that are necessary for him to improve or clarify his own 

vision (III.C).  A clinician describes his engagement with management 

colleagues in developing his service.  The process requires a lot of negotiations 

and straight talk.  Being straight and demonstrating the ability to deliver 

achieve results.  This is reciprocal.  He says: ‘I react in a human way to people 

who support me.  I have more faith in people I am dealing with because I 

know the faces.  We are going in the same direction.  Who cares whether we 

fall out about 5% or 10% (of the time)’.  In his experience, a joint view 

supported from the top, demonstrated capability to deliver outside the norm of 

the 'patch'.  He sees 'no reason why anything can't happen in others' (III.A). 

 

The CEO has great capacity in engaging staff, according to a Director of 

Nursing.  He has seen a transformation in him.  In a recent engagement with 

staff nurses in the Mental Health Service, the CEO knew people by name.  He 

says that 'the potential there was tremendous; that was not a contrived move' 
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(III.G).  The corporate style is very healthy.  There is a sharing of responsibility 

by the CEO to the people he feels are performing the duties (III.C).   

 

The CEO's delegation of decision making to the ACEO is good and, 

consequently, the ACEO makes most of the decisions (III.C). A clinician is 

nevertheless concerned, as, 'to get anything for EGH, it is only achieved by 

speaking directly with J. or yourself… ultimately, the CEO or ACEO seems to 

have to be involved or it does not seem to happen' (III.C).   

 

2.2.0 Professionals 

2.2.1 Managers' Reports 

Clinicians are being involved in management (1A.4).  A general manager notes 

that some heads of discipline are good at empowering staff while others are 

not.  This is 'probably due to their operational styles' (II.11).  Mid-managers 

report learning through projects (V.3) and the publication of a research bulletin 

to support evidence based practice (V.4). 

 

2.2.2 Professionals’ Reports  

Directors of Nursing are looking at clinical governance, at present, to clarify 

responsibility as this leads to a broader scope in ownership and accountability 

in the organisation (III.F).  A Director has joint sessions with medical staff.  

These business and scientific sessions are used to get the message across 'in a 

personal and non-threatening way' (III.F). 

 

The empowerment of nursing staff by Directors means building on their 

strengths and areas for improvement.  They concentrate on 'the good point' and 

'where they would need to 'improve' and 'help them to develop their skills' 

(III.E).  They see potential and facilitate opportunities to see that potential 

realised (III.G).   

 

Directors nurture confidence and trust in managing change (III.G) and engage 

staff by being able to anticipate issues and support them when they undertake 

actions which have an appropriate rationale (III.E).  Heads of discipline 

encourage teamwork through their monthly meetings (VI.3). 
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At service level, there are indications of intra-disciplinary involvement.  In 

general practice, the Primary Care Unit provides an interactive forum in 

anticipating and solving problems (IV.4.1.3).  Although participation is 

encouraged (IV.4.3) and access is available to them if they want it (IV.4.5), 

some GPs don't make a lot of contact (IV.4.5). 

 

A Director of Nursing resolves overcrowding problems by involving her 

nursing staff (III.E).  A ward sister in acute care says that her staff 'want more 

ward meetings', 'they are telling me things to do' and she takes advice for them.  

When she tried to get them involved initially they were scared and found it 

strange to be asked for their opinion (IV.A). 

 

There is an emerging sense of ownership.  Nursing staff feel responsible for 

and work for the good of the patients (IV.B) and say that they deal with 

professional matters themselves (IV.A) e.g. sort things out on the ground and 

manage stress themselves (IV.B).  Attendant staff discuss matters among 

themselves first in one acute hospital (IV.A) in contrast with another where the 

older attendants, who are set in their ways, take no notice of younger 

colleagues (IV.F).  Clinical Psychologists provide mutual support and exchange 

professional hints.  There is a great source of energy, enthusiasm and 

commitment (IV.H).    

 

In the Regional Hospital, a senior paramed gives flexibility and responsibility 

to his staff (IV.A).  In an area acute hospital they are also given scope.  ‘The 

boss is open to our suggestions.  He will take everything on and work with it.  

From that point of view, we just work it out ourselves’ (IV.F).  In the area acute 

hospitals, parameds have a sense of ownership of their practice.  They keep 

informed and updated on new procedures by reading journals and attending 

meetings.  They compare different methods, make themselves aware of 

practices and limitations and deal directly with hospital administration (IV.E.F).  

New procedures can only be applied to the extent that resources allow (IV.E).   

 

A junior doctor asserts: ‘I am going to make a difference’ (IV.A).  Some 

clinicians provide support or demonstrate their interest.  One is 'a great back-
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up, very approachable… has affected certain ways we do things' (IV.E).  A 

junior doctor observes that another is 'set in his ways, but, it there's anything 

that's proven to be of benefit… he will get it’ (IV.F). 

 

CONCLUSION  

2.3.0  Mediating change through people development. 

A managerial perspective recognises a forming process in roles and 

relationship.  The corporate team’s relationship is good.  They meet and talk. 

Their relationship with other managers is developing through delegation, 

enabling local decision making and removing themselves from operational 

tasks.  The organisational development unit supports initiatives.  Mid-

managers value education, training and development for responsibility in 

effecting change. 

 

Professionals observe that the corporate style is very healthy.  The CEO 

engages staff.  His delegation to ACEOs is good even though there is a 

concern about local capability.  Clinicians note a positive relationship between 

an ACEO and Hospital Executive and with management colleagues in service 

development.  It is reciprocal. 

 

Clinicians are being involved in management.  Directors of Nursing are 

pursuing risk management and clinical governance.  Engagement is occurring 

through empowering, nurturing and supporting nursing staff.  Some heads of 

discipline are good at empowering and encourage teamwork, others are not, 

due to their own operational orientation. 

 

There is inter-disciplinary action through joint medical/nursing sessions.  

Intra-disciplinary action occurs in nurse development and involvement in 

problem solving  and GP participation in the primary care unit. 

 

There is an emerging sense of ownership in nursing’s sense of professional 

responsibility for patients, attendants’ addressing their own issues and clinical 

psychologists’ mutual support.  Senior parameds enable ownership by giving 

flexibility and responsibility to staff.  In area acute hospitals parameds have a 
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sense of ownership of their practice.  Clinicians are supportive to their junior 

doctors. 

 

3.0 OPERATIONAL SYSTEMS DEVELOPMENT: STRUCTURE AND SERVICE. 

This ‘activity’ strand examines managerial and professional perspectives on 

structural and service management as developments in the operational system. 

 

Structure 

3.1.0  Managers 

3.1.1  Managers' Reports 

Senior managers identify structural change in the new senior management 

arrangement (1B.5), functional devolution (HR, Finance and Technical 

Services) (1A.1, 1D.9), area financial management (1D.2) and general 

management.  There was a gradual approach in transferring responsibilities to 

area financial managers (1D.2.9). 

 

An ACEO says that there was 'a lot of effort in restructuring, training and 

orientating general managers (1A.4).  He had a subsidiary role to the CEO in 

restructuring the Regional Hospital (1D.4) and in the introduction of the 

hospital executive (II.4).  A general manager confirms that the 'Hospital 

Executive is clearly put in place with support (II.8) and 'staff buy-in is 

facilitated' (1D.8).  Another ACEO 'developed management structures and 

processes within each area of responsibility and reviewed roles…' (1D.2). 

 

There are multiple intra-managerial role linkages indicated.  Up, down and 

lateral links occur in the case of GMs, CGMs, Functions and Directors 

(VI.2.4.5).  CGMs have upward links to an ACEO, Director and GM.  They 

have lateral links to CGM colleagues and heads of discipline.  They also refer 

to downward links.  Devolved functions link to corporate level functions.  

Heads of discipline (VI.3) only refer to downward links. 
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3.1.2 Professionals' Reports 

There is an awareness of structural change at service level.  Regional Hospital 

groups refer to the Board and the Regional (IV.A.D).  Other Acute Hospitals 

refer to their Hospital Executive (IV.D.F).  Elderly care is aware of new posts 

e.g. GM and Disability Co-ordinator and of positions changing (IV.G).  There is 

a sense of the whole system changing (IV.D).   

 

Service 

General managers co-ordinate (II.10), negotiate and implement (II.11) service 

agreements with voluntary agencies and develop elderly care assessment teams 

(II.10).  GMs and mid-managers engage in joint actions with external agencies 

(II.10, V.7) and mid-managers develop joint pilot projects internally (V.5.7). 

 

The Quality Improvement policy provides assurances regarding safe systems 

(V.1).  The indicative actions of managerial groups are: 

(i) General management: process improvement to facilitate speedy and 

efficient responses and involve front-line staff (VI.1), 

(ii) Director of Services: promote the development and implementation of 

quality improvement with service providers and stakeholders, and, the 

standardisation of processes (VI.5), 

(iii) Function: ongoing audit of financial procedures (VI.4), 

(iv) Care group management: provide support and advice in specialist areas; 

involve front-line staff (VI.2). 

(v) Mid-management highlights (V.1), provides (V.5) applies (V.3) good (V.1) 

or best (V.3) practice and spreads it to other areas (V.1); enables a 

customer orientation by developing more accessible mechanisms, an 

appeals process (V.7) and complaints management (V.7). 
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Mid-managers participate in systems development.  This includes: 

 

(i) planned, objective systematic appraisals to identify system failures, risks 

and opportunities and recommend solutions (V.1), 

(ii) applying PEST and SWOT analysis to review service delivery and to 

enable a seamless approach (V.7).  

 

Strategy and Plans 

The indicative actions of managerial groups are: 

 

(i) ACEOs: The production of an overall strategy and principles; set up 

planning groups (II.5); set aside specific time for planning and identify 

critical service deficiencies, develop solutions, review regional targets 

and personnel (1D.2). 

(ii) General Managers: The preparation of service plans (VI.1) and the 

delivery of operational plans (II.10). 

(iii) Director of Services: Drafting and updating strategies and multi-annual 

and annual service plans; ensure that plans reflect legislation; involve 

others in the design and monitoring of plans (VI.3). 

(iv) Functions: Provide expert input, review support strategies (VI.4). 

(v) Care group managers: Participate in the development of multi-annual 

plans through working groups or the consultative process; consult with 

stakeholders; participate in and involve others in the preparation of 

annual service plans (VI.2). 

(vi) Mid-managers (Regional): Strategy formulation, consult stakeholders 

and contractors (V.3) and involve peer groups in multi-annual planning 

(V.7); reflect 'change' (V.4) in and implement operational plans (V.3) and 

review service plans (V.4). 

 

Participation in the development of strategies and multi-annual plans is 

indicated by all of the levels except general managers.  Each level indicates a 

role in annual service planning.  Roles include setting up planning groups (II.5), 

participating (VI.2), involving and consulting others (VI.2.5, V.3.7), preparing 

(VI.1), implementing (V.3) and reviewing (1D.2, VI.4, V.4).  There is also expert 
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input (VI.4) and ensuring that change (V.4) and legislation is reflected in the 

plans (VI.5).  There is some variation in role emphases even though each level 

is involved in the planning process.   

  

Performance Review  

 

The level and frequency of managers reviews of other managers are set out in 

the following table. 

 

TABLE A.3.4.2.2: PERFORMANCE REVIEW 

Reviewer/ 

Reviews 

GM Directors Functions CGM 

ACEOs Month, week Quarter/ month    

 

‘Senior Mgt.’¹   Month, week, day  

GMs   Month, week, day     ² Quarter/fortnight 

Dirs.   Month, week, day     ²  Indefinite  

¹ACEOs are included in ‘Senior Management’. 

²Devolved functions. 

 

Review frequency varies.  Devolved functions are reviewed very regularly by 

senior and general managers and Directors.  General managers are reviewed 

regularly by ACEOs.  Directors are reviewed less frequently, by ACEOs.  

GMs reviews of CGMs are less frequent.  One CGM reports 'no review' 

although all CGMs refer to review topics.  A GM refers to additional reviews 

which are externally driven by user feedback and issues arising in the service 

area.  Functions have opportunistic reviews by senior management.  A 

Director is also subject to a National Monitoring Committee. 

 

The review topics or indicators are: 

 

(i) General Managers: service user feedback, media interest, representations 

from politicians and staff associations, 

(ii) Functions: meeting targets on time, staff retention, response time to 

representations, 
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(iii) Directors: meeting targets on time, putting systems in place to monitor 

progress against performance indicators and reports to the ACEO, 

(iv) Care Group Managers: Target reviews, staff appointed, response times to 

requests for information, complaints and the containment of complaints 

and crises. 

 

The review topics indicated for GMs are generic and without reference to 

plans.  Service target reviews occur at Function, Director and Care Group 

manager levels.  Response times to representations or complaints are also for 

Functions’ and Care Group Managers’ topics.   

 

3.2.0  Professionals 

There is no reference to professionals’ actions in restructuring.  In relation to 

service management their reports are very limited.  Heads of discipline 

develop protocols and guidelines and provide input to multi-annual plans 

(VI.3).  They also produce monthly activity reports on performance.  This is 

basically collecting activity data according to one of them.  Another refers to 

regular staff meetings on performance review (VI.3).  Care Group Managers 

report that all staff are involved in a quarterly progress review of targets (VI.2). 

  

CONCLUSION  

3.3.0 Mediating change through the development of the operational system 

(structure and service) 

Structure 

Managers report structural change in area management and functional 

devolution.  ACEOs undertook restructuring in acute and non-acute services.  

There was a lot of effort in restructuring, training and orientating general 

managers.  There was a gradual approach in transferring responsibilities to 

area financial managers.  Intra-managerial role linkages demonstrate multiple 

connections in-line and between line and functions but do not explain the 

purpose or nature of the relationship. 
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There are no actions indicated for professionals in restructuring.  They have 

awareness however, of structural change at service level.  Some have a sense 

of the whole system changing. 

  

Service 

Managers co-ordinate, negotiate, develop and implement service arrangements 

and engage in joint actions both internally and externally.  Mid-managers 

undertake systems appraisal to improve service performance.  In quality 

improvement, general managers engage in process improvement, Directors of 

Services promote and develop quality improvement with stakeholders, Care 

Group Managers provide support and advice in specialist areas and involve 

front-line staff, and mid-managers identify and apply best practice and 

customer orientated processes. 

 

Heads of discipline develop protocols and guidelines. 

Each managerial group, (ACEO, GMs, Functions, Director of Services, 

CGMs, Mid-managers Regional Services) indicates a role in annual service 

planning.  There is some variation in role emphasis e.g. setting up groups, 

preparing, involving, consulting, participating, implementing and reviewing.  

There is also expert input and ensuring that change and legislation is reflected 

in the plans.  With the exception of general managers, each group reports 

participation in the development of strategies and multi-annual plans.  Heads 

of discipline provide input to multi-annual plans and produce monthly activity 

reports on performance. 

 

Performance review frequency varies.  GMs are reviewed regularly by 

ACEOs.  Devolved functions are reviewed regularly by senior and general 

managers and Directors.  Directors and CGMs are reviewed less frequently.  

Some reviews are opportunistic and others are issue-driven.  The GMs’ review 

topics are generic and without reference to plans.  Function, Director and 

CGM reviews are based on service targets.  Functions and CGMs also use 

response times to representations or complaints. 
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A head of discipline refers to regular staff meetings on performance review 

and CGMs report that all staff are involved in a quarterly progress review of 

targets. 
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B: ISSUES 

Moderating influences as intervening conditions on influencers’ change 

actions and their effect on the development of the organisational community 

and of the operational system as structure and service are examined. 

 

1.0 MEDIATORS’ INFLUENCE MODERATED IN CONTEXT. 

The presumption of leadership is challenged. 

 

Assertions of the existence of leadership or a consistent view of it is tested in 

the reality of subjects' evidence.  Identification with the values of the 

organisation through an immediate line manager (III.G) is not necessarily true.  

In a clinician's view 'some see the organisation as a day's work'.  The vision is 

very small or non-existent for them.  Others have strong views about how the 

organisation ought to progress and they are encouraged to share that vision 

with the organisation (III.A).  There are also issues of divided loyalties which 

an ACEO attributes to very different professional backgrounds.  Consequently, 

he says ‘a particular leadership style at the top of the organisation doesn't 

necessarily mean that the same leadership style permeates throughout the 

organisation’ (II.5).  

 

1.1.0  Managers 

1.1.1  Managers’ Reports  

The CEO’s style is subject to perceptual differences.  An ACEO claims that 

the CEO's direct approach, which tends to by-pass him and a GM, has an 

effect on the local executive (II.4).  This contrasts with another ACEO's view of 

the CEO's 'risk taking behaviour linked to trust' and his 'mentoring style' which 

required quite an adjustment for the ACEO (II.2) and a GMs view of the CEO's 

'hands-off' approach as to do otherwise would be by-passing that line of 

command’ (II.11). 

 

General managers refer to the continuing influence of the old structure which 

inhibits progress (II.10).  The majority of the care group executives are 
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programme focused.  Multiple reports to a GM means that he has 

responsibility for integration (II.12). 

 

1.1.2  Professionals' Reports  

Systemic influences affect the organisation and its leadership.  Externally, 

confusion at DoHC level and the influence of the political system means that 

leaders 'must carefully choose processes which ensure that they don't get 

stifled by a layer above' because, there are consequences of failure to deliver 

(III.A). 

 

A Director of Nursing is uncertain about GMs' buy-in to the current values of 

the Board or their capacity to buy into and share those values.  If they don't 

deliver, they won't inspire confidence (III.F).  A clinician now sees more 

potential and buy-in by them to the shared vision although, in his view, 

leadership at that level has not evolved as much as he would like.  They have 

direction he says, but they are confronted by 'older prejudices, inertia and older 

ways of operating on a daily basis, at the coalface' (III.A).  Clinicians note 'a 

fierce rigidity in the hospital system' (III.B) and implied restrictions in decision 

making in that local managers 'are not allowed or feel that they are not allowed 

to make decisions' (III.C).  In a  crisis situation, they are seen 'as being scared, 

frustrated as we (clinicians) are (and) are of the opinion that they will be 

blamed' (III.D).  This may reflect on the quality of leadership 'as decision 

making appears to stop at ACEO level' (III.C). 

 

An alternative view is that they are not problem solvers.  They don't appear to 

be 'prepared to jump and take on the responsibility of making major decisions' 

(III.C).  In contrast, there is an exemplary GM who is accessible and who 

changed the hospital climate (III.B). 
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1.2.0 Professionals 

Leading 

1.2.1 Managers’ Reports 

(i) Clinicians 

An ACEO and GM refer to a difficulty in involving clinicians because of their 

perception of the consequences of peer group reaction (II.4.8). 

 

(ii) Nursing 

Nurse managers still act as advocates, representing the views of nurses, a 

critical mass of people in the organisation, and have not embraced the 

management role (II.11). 

 

1.2.2 Professionals’ Reports  

(i) Clinicians 

An absence of clinician leadership is explained by reference to professional 

training, direction, interest and the system. 

 

Professional training and direction. 

Clinicians’ professional training and direction do not encourage them to 

develop the creative side of the brain as in other professions (III.A).  There is an 

issue of medical competence indicated in the view that current standards are 

unacceptable (assessment, work ethic of NCHDs, inadequate training) with the 

consequences of delegating to people who are not capable (appointing 

registrars who are not up to standard).  There is a lack of direction and of good 

role models (III.D) with the result that 'the way we're going, you are going to 

find it very difficult to get leadership at clinical level’ (III.D). 
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Interest  

There is little interest in getting involved in clinicians’ leadership, 'one area 

that has moved least in my four years here', according to a clinician (III.A).  He 

attributes this to traditional clinician leadership adhering strongly to its 

position, and, more depressing, to a general lack of enthusiasm for this area.  

There are also time (III.A), workload and motivation issues (III.D).  A clinician 

suggests that there is very little to motivate people as the system does not 

reward (III.D).  However, a Director of Nursing is not impressed with his 

clinicians' time management as 'they are all over the place' (III.F). 

 

The System 

Clinicians' traditional autonomy in work practice, their strong self-view and 

suspicion of traditional management, make the process of bringing them on 

board fairly tedious and frustrating.  The development of their own vision is 

problematic in the context of an organisational vision.  Their active 

involvement in clinical practice makes it difficult to get skilled people 

involved in leadership (III.A).  A young clinician says that his older colleagues 

'are just fed up of being in the health system… trying to push for things'.  He 

had expected to learn from others rather than having to assume a leadership 

role himself.  He has seen quite a lot of development since he came but, 'others 

saw very little and maybe that's why they have lost heart' (III.C). 

 

(ii) Nursing  

Clinicians see control as a dominant tendency in nursing with autocratic, top-

down management (III.D).  Most decisions are directed.  ‘They are very 

reluctant to take any responsibility for any decisions… there is virtually no 

decision making.  They constantly defer to us’ (III.B) a clinician says.  

Motivation seems to be a problem for them which a clinician attributes to the 

chain of command (III.C).  Nurses let themselves be bullied instead of standing 

up if something is not safe (III.D).  Younger nurses leave if the work is too hard 

for them while, traditionally, people who were attracted to nursing worked 

even harder in the face of difficulty (III.D). 
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Directors of Nursing are aware that some areas of nursing are still very 

hierarchical and authoritarian (III.G).  A current Director 'walks over people, 

(is) more driving than leading… afraid to devolve decision making… needs 

control over that… a blame culture… takes positives, the negatives remain on 

your side… always your fault' (III.E).  Her style affects others who feel very 

disempowered (III.E).  Senior nurses find it difficult to let go and their control 

of HR matters generates difficulties down the line (III.E).  A Director believes 

that nurses are silent about nursing; 'they always emphasise somebody else's 

work rather than their own' (III.F).  This is reflected in a Director's lack of self 

confidence and 'the ability to accept the good characteristics you have'.  She 

says that this is typical of her age group and is probably a nursing trait 'because 

you did it because you were told' (III.E).  This view is also reported by a service 

group in contrast with the confidence of younger nurses (IV.A). 

 

APPROACH TO CHANGE 

1.1.0 Managers’ Reports 

(i) General  

At an early stage in this study, senior managers feel that they may have 

underestimated the enormity of the task (1D.2) and the size of the organisation 

(1A.6).  They query their criteria on commencement (1A.6) and the absence of 

milestones in the project at the outset (1A.1).  ACEOs comment that without 

objectivity 'what you hear is only as good as our own insights (1A.5) and, 

perhaps, they may have done things too thinly and should now focus on one or 

two areas instead (1A.2). 

 

These concerns are later shared by a mid-manager who states that there 

appeared to be no agreed template, levels of responsibility in the organisation 

or consistency in how strategies were formulated and integrated (V.3). 

 

(ii) The Pace of Change  

There are conflicting views on the pace of change.  The 'system' is either stuck 

(1A.1), too slow (1B.10), completely inadequate (II.10) or OK (1A.3).  There is a 

lack of emphasis on (1B.12) or there are missed opportunities for short-term 

gains (1B.2).  A GM believes that 'people will buy into that (i.e.) concentrate on 
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short-term wins' (1B.12) as 'a lot of us don't like change… too much change 

together… one can't expect that everybody is going to have the same level of 

vision, interest and time' (II.12).  In his view, there is too much of a rush for 

change from the 'programmes' to 'Executives'.  It is 'a revolution', whereas he 

believes in 'evolution' (II.12).  It is incredibly difficult to get people to change at 

the same pace, a mid-manager explains.  'It may be unsustainable in certain 

instances (and) it could lead to disillusionment and become counter-

productive' (V.2).  An ACEO is more pragmatic as 'the change process is at an 

early stage and people are playing roles which are very new to them' (1A.5).   

 

(iii) Interest and Relevance 

Managers believe that some staff query the relevance and purpose of change 

(1A.1) or who see change for change's sake (1B.4) or who can't see the need for 

change (II.10). 

 

(iv) Stress and Fear 

A 'blame' culture can stifle innovation and risk taking (VI.1).  An ACEO 

suggests that 'change could lead to a loss of security (and) what could happen 

if there is a kickback?… punishment!' (1B.2).  Resistance to change is 

explained by mid-managers in relation to anxiety about the future, distrust, 

uncertainty of what is expected (V.4) and fear of letting go (V.4.5). 

 

1.2.0 Professionals’ Reports 

There is a lack of clarity in the organisational change programme in achieving 

long term objectives for patient care and services according to a head of 

discipline (VI.3). 

 

(i) Commitment  

Directors of Nursing explain the nursing mind in relation to change as 'very 

stand alone' (III.E) and preoccupied with immediate concerns (III.F).  ‘Nurses 

are so caught up in the urgency of situations that, basically, they don't take 

time to reflect… the issues of the day often drive the organisation more than 

the philosophy of the organisation’ (III.F).  Yet, there are staff who are willing 

and are aware of what and, there are those who find it difficult to cope with 
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change.  There are facilitating people who are enthusiastic and link with other 

professionals, as well as resistors (III.E). 

 

A Director has different expectations of two groups of Ward Sisters.  Those he 

appointed are more susceptible to change and new ideas.  He expects them to 

work in a way that the older group don't feel that they are left behind.  This has 

implications for him in managing both groups (III.F). 

 

From a Child Care perspective, a commitment to change is not adequately 

demonstrated and efforts to change evaporate.  ‘…in some cases, there is a 

vacuum created.  I would have come away from the place fired up… try to 

take some of the things… begin to implement them, then, that sometimes 

evaporates and I am wondering whether the follow up is too long and if that is 

part of the process as well’ (IV.H).     

 

(ii) Interest 

Regional Hospital groups say that some people can be driven and others will 

never be motivated (IV.B) or are just interested in their own jobs (IV.A). 

 

(iii) Stress 

Child Care relates people's stress levels to change and accountability (IV.H).   

 

Communicating  

1.1.0  Managers 

1.1.1  Managers’ Reports 

Communications emerged as a major issue in driving the change agenda 

successfully (V.3).  Diffusion was inhibited by internal blockages and the level 

of participation at workshops (V.4.6).  There is a difficulty in measuring the 

effects of communication activity if channels of access to key audiences are 

not identified (V.4).  Nevertheless, mid-managers (Regional), an ACEO and a 

GM attribute the problem to mid-level in the organisation.  'This information 

flow began as a cascade at the top and became a trickle somewhere at mid-

management' (V.4). 
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'The process is getting stuck somewhere in the middle… staff are not getting 

the message' (II.12) and 'failure in communicating the message from middle 

downwards' (1B.4).  An ACEO and a GM have an issue with the CEO's 

language and concepts in his presentations to general audiences.  While he has 

a huge amount of knowledge, his communications are not always clear for 

groups in irregular contact with him (II.4).  He uses 'very severe 

conceptualisations' which makes it difficult for locals to understand (II.8).  The 

corporate team has a tendency to be prescriptive and don't have enough 

emphasis on 'listening, openness and trust' (II.8). 

 

(ii) Understanding  

Staff and contractors are unclear (V.3).  People had difficulty in understanding 

the purpose and process of change and 'what is it all about?' (V.4).  They want 

definite answers although it is not always possible in a changing situation (V.5). 

 

Mid-managers refer to their initial difficulty in matching the espoused values 

with the level of service provision (V.1).  They acknowledge their own 

limitations in knowledge of theory and change management concepts (V.4) and 

in understanding how different theories and approaches translate into the 

health sector (V.2). 

  

1.1.2  Professionals’ Reports 

The CEO's language has origins in his use of 'academic' and 'theoretical 

management discourse'.  This creates a problem in bringing people with him 

who need to understand and be brought on board (III.B). 

 

1.2.0  Professionals 

(i) Communications 

The change message, as received by some service groups, is inadequate.  In the 

Regional Maternity Hospital, some who attend local meetings don't come out 

with a very clear idea of what is going to happen.  They find out from talking 

to people and putting bits and pieces together' (IV.C).  In Mental Health a view 

is that information doesn't filter through.  ‘I haven't a sense of the corporate 

organisation at all… not sure if there is a mechanism to percolate information 
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at all levels… not a general sense of what is happening’ (IV.J).  In Child Care, 

it is a case of 'picking it up as I go along' (IV.H). 

 

(ii) Understanding  

In Mental Health 'there are people who don't understand the rationale and they 

are finding it very difficult' (IV.J).  In Child Care, 'it is very hard to have a 

perspective while you are actually in process' and have to struggle at times to 

know what it is I'm supposed to be doing' (IV.H). 

 

(iii) Awareness  

 Some individuals in acute services have very little awareness of change.  A 

junior doctor doesn't have a sense of the structure changing as it is not 

discussed deeply by Consultants (IV.B).  Others 'haven't heard of any changes'; 

'couldn’t notice any dramatic change over recent times' (IV.E); 'don't think most 

of us on the ground can see any change, any improvement'; 'nurses and 

attendant staff are not aware' (IV.F). 

 

CONCLUSION  

1.3.0  Moderating influences and influencers. 

Leadership 

A dominant influence by organisational leadership cannot be assumed 

according to an ACEO and clinician.  Identification with the vision and values 

of the organisation varies.  There are degrees of interest and divided loyalties 

which are attributed to different professional backgrounds.  A particular style 

at the top doesn’t necessarily mean that the same style permeates throughout 

the organisation. 

 

Some managers have different perceptions of the CEO’s style.  The continuing 

influence of the old structure inhibits progress.  Professionals identify systemic 

influences which affect the organisation and its leadership.  They have to 

carefully choose processes to ensure that they don’t get stifled by a layer above 

i.e. DoHC or the political system, as there are consequences of failure to 

deliver.  There is a fierce rigidity in the hospital system.  Local managers are 

reluctant decision makers as they fear that they may be blamed.  This may 
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reflect on the quality of leadership.  An alternative view is that they are not 

problem solvers and are not able to take responsibility for major decisions.  

This is an intrinsic issue.  There is some uncertainty about GMs’ buy-in to the 

current values and their leadership has not evolved as much as a clinician 

would like.  Although they have direction, they are confronted by ‘older 

prejudices, inertia and older ways of operating’ (III.A).  There is an exception 

who is an exemplar, is accessible and changed the hospital climate (III.8). 

 

From a management perspective, the clinicians have a difficulty in becoming 

involved because of their fear of peer reaction.  Nursing management still acts 

as an advocate of the profession which is a critical mass of people in the 

organisation.  They have not yet embraced the management role. 

 

Leadership deficits in clinicians are explained by them with reference to their 

professional training, issues about current medical standards, a lack of role 

models and little interest in getting involved due to a lack of enthusiasm, time, 

workload and motivation.  They attribute their lack of motivation to the reward 

system.  However, a Director of Nursing is not impressed with their time 

management.  They are suspicious of traditional management.  Their 

autonomy and involvement in clinical practice makes it difficult to align their 

vision with that of the organisation and makes the process of bringing them on 

board fairly tedious.  An alternative view is that the older clinicians are 

frustrated by the system and have lost heart.  A young clinician consequently 

found that he had to assume a leadership role.  Nursing is associated with 

control by clinicians.  They are reluctant to take responsibility for any 

decisions.  Their motivation is affected by hierarchical control.  They let 

themselves be bullied.  Young nurses, unlike their older colleagues, leave the 

service if the work is too hard for them.   

 

Some of their Directors are aware that some areas of nursing are still very 

hierarchical and authoritarian.  This disempowers nurses as some senior nurses 

find it difficult to let go.  There is an issue of confidence for some older nurses 

because of their past training in contrast with younger nurses.  There is a view 

that nurses are silent about nursing and emphasise other people’s work. 
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There are some shared explanations for managers’ and professional’s 

leadership deficits.  Systemic issues affect both domains.  For managers there 

are external and internal systemic issues.  There are control indications in 

management and nursing referenced in top-down decision making.  They have 

a fear of failure or a ‘blame’ culture.  This is strongly indicated in nursing 

which has motivation, bullying and disempowerment issues.  Clinicians’ 

dominant interest is in their clinical practice.  Older clinicians lack of 

involvement is attributed by a young clinician to their frustration with the 

system.  An older clinician relates their lack of motivation to the reward 

system.   

 

There are intrinsic issues for each group.  Local managers are slow to buy-in to 

the organisation’s values.  They are reluctant decision makers.  They are 

confronted by older attitudes even though there may be exceptions.  Clinicians 

fear peer reaction.  Their professional training, traditional autonomy and 

suspicion of management affects clinicians relationship with the organisation.  

Older nurses self confidence was affected by being trained to do what they 

were told to do and are consequently silent about nursing.  This however 

contrasts with a management view that senior nurses are still professional 

advocates.   

 

Clinicians have other motivational constraints such as lack of interest and 

enthusiasm and time for a leader role.  There is similarity between local 

managers’ implied constraints and nursings’ hierarchical control tendency 

which contrasts with the self imposed limitations on the intrinsic motivation of 

clinicians to adopt leadership roles. 

 

Approach to Change 

Managers felt, in the early stage of this study, that they had underestimated the 

scale and enormity of the task.  They have concerns about criteria, project 

milestones, objectivity, clarity about responsibility levels and templates.  They 

now suggest a more limited focus.  They have conflicting views on the pace of 

change.  Some believe that there has been a lack of emphasis on short-term 

gains which would enable people’s buy-in.  Not everyone can have the same 
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level of vision, interest and time.  The process is too slow for some or too 

much of a rush for others.  An ACEO is pragmatic and recognises that the 

change process is at an early stage and people are playing roles which are very 

new to them.  There are concerns that some staff query the relevance and 

purpose of change.  A blame culture can stifle innovation.  Resistance is also 

linked to anxiety, distrust and fear of letting go.  Nursing’s attitude to change 

is varied.  Some Directors describe nursing as ‘very stand alone’ (III.E) and 

‘caught up in the urgency of situations… they don’t take the time to reflect…’ 

(III.F).  Yet there are those who are willing to change and those who find it 

difficult to cope with change.  From a Child Care perspective, the commitment 

to change evaporates if there is not follow up.  They also relate stress to 

change and accountability. 

 

Communicating Change 

A management view is that communications was a major issue in the process.  

Diffusion was inhibited by internal blockages and this is attributed to the mid-

level of the organisation.  The corporate team tends to be prescriptive with 

insufficient emphasis on ‘listening, openness and trust’ (II.8).  Mid-managers 

say that people are unclear and have difficulty in understanding the purpose 

and process of change.  They want definite answers and this is not always 

possible in a changing situation.  They themselves have difficulty in matching 

values and service levels and have knowledge limitations in translating 

concepts into the health sector.  The CEO’s language and concepts were not 

always clear for groups in irregular contact with him.  A clinician says that its 

origins are in his use of ‘academic’ and ‘theoretical management discourse’ 

and that it can be a problem in bringing people with him. 

 

Service groups demonstrate that there are communications issues.  People who 

attend meetings are not very clear of what is going to happen.  Some don’t 

understand the rationale, have to struggle at times to know what they are to do 

or pick it up as they go along.  In the acute services, some have very little 

awareness of change.   
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2.0  MODERATING INFLUENCES IN THE DEVELOPMENT OF THE 

ORGANISATIONAL COMMUNITY. 

In the development of a cohesive organisational network of communities of 

practice there are inhibitors in the relationships, capability, capacity and 

ownership.  These are examined from the perspectives of managers and 

professionals. 

  

Relating-Involving 

2.1.0  Managers  

2.1.1  Managers’ Reports 

ACEOs have experienced ‘much turmoil of thought during the past ten 

months’ (IB.4) and have issues about mutual expectations and explicitness 

(1B.5).  There is uncertainty.  Are their internal linkages ‘strong enough to 

make a difference?… not sure how Public Health supports, complements and 

interacts!’.  The ACEO-general manager relationship has not been as strong as 

it should be (1B.5).  ACEOs have concerns about what GMs do and their 

understanding of things.  There is a problem of mutual awareness: ‘what is 

going on down there, and, their views of what is going on at the top floor.  In 

any case, there is a very subjective sense of how we are perceived by others’ 

(1A.5).  ‘Their concepts are very significantly different’ (1A.4) and ‘if they do 

not understand it (change) what difference does it make to the patient?’ (1A.2). 

 

2.1.2  Professionals  

There are problems in getting the involvement of stakeholders (V.3).   

 

2.2.0  Professionals 

2.2.1  Managers’ Reports 

Consultants have difficulty in getting involved in the bigger picture as they 

tend to focus on their own activity (II.8).  They fear peer group reaction to their 

involvement with management (II.4) or may regard change as ‘detrimental 

locally’ (II.8).  In an ACEO’s view people have to be engaged where they are at 

(1A.4).   
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2.2.2  Professionals’ Reports  

A Director of Nursing is suspicious about the DoHC and the new National 

Health Strategy.  He sees a ‘hidden’ agenda as ‘Dublin’ is not trusted because 

of issues arising from past experiences when confidence was eroded in 

healthcare (III.F).  Some service groups do not feel that they are a part of the 

change process (IV.H) at the moment (IV.G).  One group claims that ‘the idea of 

developing the vision, getting people on board, that doesn’t happen in 

reality… we are not briefed on this!’ (IV.C).  Others say that they haven’t had 

much input (IV.G) or say in organisational change and don’t have an 

opportunity to change much anyway (IV.A).  Child Care has a different 

perspective on people’s expectations of involvement.  ‘A lot of people tend to 

feel envious.  They are not feeling part of it.  This is part of the difficulty.  The 

norm is two-tiered.  It’s about management.  People on the ground need to be 

part of that… need to involve others… otherwise its on a pause’ (IV.H). 

 

Capability  

2.1.0  Managers 

2.1.1  Managers’ Reports 

There are concerns about managerial capability expressed by managers.  There 

are questions of organisational capability to convert a mission statement into 

action (1D.5); operational change experience at corporate level (II.8); a clear 

deficit in management capacity (1D.2) and ability to deliver (1A.2) or contribute 

(1A.6) at mid-level.  There is an issue of confidence in the competence of 

others (V.4) and the view that mid-level is focused on their own agenda (1A.6). 

 

Capacity 

2.0  Managers 

There are resource inadequacies such as the financial system (II.2), funding for 

information technology (V.6) and a lack of support for quality in the early stage 

(V.7).   

 

Later in the study, there are still reports of resource deficits linked to 

accountability (VI.2) and the integration of IT systems and processes (VI.4). 
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Time and Workload:  

2.1.0  Managers 

2.1.1  Managers’ Reports  

Time is a particular worry for senior managers who are over-committed, 

operational, and have final accountability (II.4).  The organisation is 

operationally driven (1A.7).  The Board’s focus is on operational issues (1C.10).  

This takes from a strategic focus at senior level. 

 

In Public Health, they ‘have been drawn into an operational approach, the 

same as the others… performance management and operational responsibility 

together… attempted to be systematic, but, always put off in the face of more 

urgent ‘issues’ (1A.6).  An ACEO has reduced his operational involvement 

significantly but not sufficiently (1D.2).  General managers find that change 

management is very time consuming for managers at every level (II.11) and 

limits their time for a systematic approach: ‘just don’t have time to do all this 

(implementing the new vision and structures)’ (II.12).  The system still has to be 

maintained.  Change takes an amount of negotiation against a background of 

current work (II.10).  ‘The sheer volume of work has been a problem… 

management issues are a major problem… inundated day to day’ (1B.12).  

‘Found ourselves swamped to some extent… an enormous amount of detail 

coming in here…’ (II.10).  GMs are ‘snowed under’ (II.12).  Their primary 

concern is to ‘free-up’ from operational issues (II.10). 

 

Heavy operational demands present difficulties for mid-managers in changing 

work practice where long established routines are evident (V.6).  They are 

bombarded with new legislation and regulations in recent years (and) 

continually working with deadlines and backlogs (V.5).  They are trying to keep 

up with the daily workload while trying to study and absorb the vision and 

concepts (V.6).  Their preoccupation with operational matters affects their 

response to the challenge of change (V.4) and in moving from the operational 

to strategic (V.2).   
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2.1.2  Professionals’ Reports  

‘People at managerial levels haven’t had time to understand the implications 

for staff’ (IV.H).  The Child Care group says ‘it is a pity that some people who 

are in influential positions are actually so overloaded with work’ (IV.H).  An 

ACEO ‘once he clears his desk, he will get a sense that something is driven 

from a strategic sense and not a knee jerking reaction’ (IV.H).   

 

2.2.0  Capacity: Professionals 

Time is a key consideration in involving clinicians in management.  If it was 

sorted out, it might free-up capable people (III.A).  However, some clinicians 

have a problem with their own time management.  A Director of Nursing 

observes: 

 

‘We were finding that consultants were all over the place.  When they were 

here, they were here at the wrong times… we were able to centre in 

specifically (a ward round issue) (III.F).  Clinical time in a MHS Unit limits 

opportunity for other matters: ‘immersed in clinical work at the weekly staff 

meeting… 99% is clinical’ (IV.J). 

 

GPs are concerned about time for participation in the PCU (1V.4.2);  trying to 

interface with all of the services (1V.4.5) and in being preoccupied with their 

own business (1V.4.3.).   

 

Owning 

2.1.0  Managers  

2.1.1  Managers’ Reports  

There is a mutual reluctance to ‘let go’ and ‘take on’ power and control 

between managerial levels.  At corporate level, an ACEO questions their own 

willingness to engage, participate in and to drive change.  This contrasts with 

their declarations of ultimate accountability and responsibility (ref. Chapter 6).  

They admit that they are reluctant to let go of power and control (11.5) and still 

hold on to a lot of their original portfolios (11.2) 
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There is an issue of trust i.e. ‘having faith to let things go … there are 

implications in moving the concept to reality …. a problem in getting parts of 

the organisation working’ (1A.6).  The reluctance to ‘let go’ derives from the 

nature of bureaucracy and central accountability.  An ACEO queries: 

empowerment… ‘is there capability and capacity in a bureaucracy! (1A.5).  

This is represented as ‘the perversity of devolution and accountability … a 

counterforce against devolution’ (1A.6). 

 

A reluctance by GMS to ‘take on’ responsibility is explained by ACEOs as 

their preference to refer up: ‘I’m not sure that they appreciate the need for 

change as people evade responsibility …. It is a comfort to refer upwards’ 

(11.4), or to avoid the consequences of devolution and ownership (1C.5).   

 

The alternative explanation is that ‘if you do not engage senior management, 

then what moves (1C.2)?’  General Managers perceive that the real power base 

is with the ACEOs (1C.12) and so conclude that they are just another 

administrative support to the ACEOs (1C.10).  They see a central bureaucratic 

tendency in the organisation, which can create difficulties in trying to 

empower people at all levels (1C.11).  The decision process and the bureaucracy 

is a problem.  A General Manager claims that everything moves up to the next 

layer.  Everything ‘is being sucked up, and, talk about devolution and giving 

budgetary responsibility in effect has not happened’ (11.12).  He reflects a view 

that ‘change is seen as a matter for HQ! (1B.12).  At area level heads of 

discipline are still referring problems up to GMs;  they are not taking 

ownership or empowering staff because of their operational style (11.11) and 

they have little interest in buying into Directorates (1D.12). 

 

2.1.2  Professionals’ Report  

A clinician notes that an ACEO still has to make most of the decisions as it 

appears that to get anything for his hospital, the CEO or ACEO have to be 

involved or nothing happens (111.C). 
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2.2.0  Professionals 

The professionals do not have any observations on their own ownership of 

change.   

 

2.3.0  Conclusion  

Relationships  

Senior managers have uncertainty in their own mutual expectations and in 

their mutual relationship and understanding with general managers.  This has 

implications for the change project.  Heads of discipline refer to problems with 

stakeholders involvement.  Clinicians, from a management perspective, have 

difficulty in getting involved because of their limited focus, fear of peer group 

reaction and the potential local effect of change.  A Director of Nursing is 

suspicious about the DoHC and the National Health Strategy because of past 

experience when confidence was eroded in healthcare.  Some service groups 

don’t feel a part of the change process at present or are sceptical about it.  

There is a view that the system is two-tiered and that people on the ground 

should be part of the change management process. 

 

Capability and Capacity  

Managers have concerns about organisational capability to operationalise 

change which are attributed to a lack of experience and deficits in ability and 

focus at mid-level.  There is an issue of confidence in the competence of 

others.   

 

There are continuing resource and support system issues throughout the study 

period.  Time and workload demands limit managers’ opportunity for change 

management.  There is a preoccupation for change management.  There is a 

preoccupation with operational matters at al levels in the organisation.  This 

takes from a strategic focus at senior level in spite of their efforts.  General and 

mid-managers are inundated with operational demands which limits their time 

for a systematic approach in change management.  A service group recognises 

the managers’ situation and believe that it restricts their time to understand the 

implications for staff and to become strategic. 
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Time is also a constraint on clinicians’ becoming involved in management.  A 

Director of Nursing is not impressed, however, with some of his clinical 

colleagues’ time management.  Clinical time also limits opportunity for other 

matters in a MHS unit.  GPs have time considerations affecting their 

participation in the PCU, interfacing with all of the services and their own 

practice.  The professionals do not refer to their own organisational change 

capability.  The operational orientation of the total system indicated in the 

volume of managerial work in maintaining the system and clinical time 

commitments limits engagement in the change process. 

 

Ownership 

There is an apparent tension between the managerial levels in their mutual 

reluctance to ‘let go’ or ‘take on’ power and control.  At corporate level, their 

declarations of ultimate accountability and a reluctance to let go connects with 

a perceived reluctance to them to engage in change.  There is a question of 

trust and nature of bureaucracy and control accountability.  This is represented 

as a paradox of empowerment i.e. capability and capacity and the perversity of 

devolution and accountability in a bureaucracy.   

 

There are two managerial perspectives in the explanation of a reluctance to 

‘take on’ responsibility.  Two ACEO’s explain that GMs prefer to refer 

upwards to evade responsibility and to avoid the consequences of devolution 

and ownership.  Another interprets it as a perceived need to engage senior 

managers or also nothing moves!.  General managers connect with that view.  

They see that the real power base is with the ACEOs and conclude that they 

are just another administrative support to the ACEOs.  They say that 

bureaucratic tendency and the decision process works against empowerment at 

all levels and affects devolution.  Other levels refer up to GMs who claim that 

they in turn are not taking ownership or empowering staff.  A clinician notes 

that an ACEO or the CEO still have to be involved to make things happen.  

The professionals or service groups themselves do not have any observations 

on their own ownership of change. 
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3.0  MODERATORS IN OPERATIONAL SYSTEM DEVELOPMENT: 

Some managerial and professional perspectives focus on structural and service 

issues in change.  

 

Structure 

3.1.0 Managers 

A GM wonders if another layer of bureaucracy has been introduced with the 

Care Group Executive (1C.D.12).  There are issues around clarity in roles and 

relationships indicated by CGMs, Functions and a Director (V1.2.4.5.).  Some 

CGMs lack clear and meaningful performance goals and are not clear about 

the Director – GM relationship.  Directors are aware that others are somewhat 

confused about their role (V1.6).  A GM is concerned about staff deployment to 

certain preferred areas (1C.10).  The Director of Finance has a problem in the 

recruitment of financial specialists (1D.9). 

 

3.2.0 Professionals 

Elderly Care are trying to link all of the non-acute services in a functional way 

and are disappointed that the new posts are not improving the hospital – 

community linkage (1V.G). 

 

In Acute Services, some groups are not aware of structural change.  The 

Surgical Department of the Regional hospital doesn’t have a sense of the 

structure changing (1V.B).  This is also reported by some individuals in the area 

acute hospitals.  ‘Haven’t heard of any changes’; couldn’t notice any dramatic 

changes’ (1V.E) and, ‘don’t think most of us on the ground can see any 

changes’;  ‘not aware of the new Executive’ (1V.F).  This is a concern as an 

ACEO notes, ‘if the direct providers don’t have a sense of change, what about 

the outside?’ (1A.5). 

 

Staffing levels affect service performance in acute, elderly and mental health 

care groups.  There are complaints about inadequate secretarial support (1V.E) 

and turnover in administration (1V.F.G.).  In mental health they say: ‘unless 

numbers of staff increase, it will remain a service job (with) no opportunity to 



 442 

question, to change … most will continue to have a large clinical workload’ 

(1V.J).  There are accommodation and equipment issues (1V.C.E.F.) 

 

3.2.1 Service Professionals  

GPs complain about the lack of access for their patients to the Regional 

Hospital (1V.4.3), which results in county GPs referring their patients to other 

hospitals (1V.4.6). 

 

Acute services experience increased activity (1V.C.D.E.F.).  They have an issue 

about a lack of appreciation of their efforts (1V.E).  Some staff feel that they are 

not valued or are disheartened by an over emphasis on developments where 

they have to work in less that optimum conditions (V1.3).  Staff stress, is related 

to increased activity (1V.A.B.F.) and pressure from demanding patients (1V.C.E.).  

An area acute hospital has additional demands since it extended its 

professional services to other parts of the care system (1V.E).  There are 

increased waiting times for patients (1V.E);  quicker discharges from acute and 

slower from elderly care, which impacts on the quality of the services (1V.F.G.).  

In obstetrics there are service consequences arising from changes in clinical 

practice (1V.D). 

 

3.3.0 Conclusion  

Moderators: operational system development 

Structure 

Some managers have issues about clarity in roles and relationships.  A GM 

queries the relevance of Care Group Executives.  From a Directors’ of Service 

perspective some CGMs lack clear goals and are unclear about the Director-

GM relationship.  In acute service groups, some do not have a sense of the 

structure changing.  This is a concern as an ACEO notes, ‘if the direct 

providers don’t have a sense of change, what about the outside?’ (1A.5).  

Elderly Care are disappointed that the new posts are not improving the 

hospital-community linkage.  There are staffing recruitment, deployment and 

availability issues which affect service performance. 
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Service 

GPs have issues with hospital access.  In acute services, there is increased 

activity and related stress, a lack of appreciation and demanding patients.  

There are new service and practice demands.  There are increased patient 

waiting times and patient discharges are faster from acute care and slower 

from elderly care services.  This impacts on the quality of the services. 
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C: RESPONSES  

The subjects’ responses or reflections on their experience of change are 

prescriptions or intervention strategies for improvement.  The three activity 

strands are examined from managerial and professional perspectives. 

 

1.0  IMPROVING INFLUENCERS’ PERFORMANCE AS A MEDIATOR OF CHANGE 

Leading 

1.1.0  Managers 

1.1.1  Managers’ Reports 

For effective organisation-wide change, ‘leadership must exist at all levels’ 

(11.5); it cannot be centred at the top of the organisation as ‘in the arena there 

are no hiding places’ (1A.5).  Champions are required to influence others and to 

give leadership in vision and ideas (11.8).  There is a need to create leaders 

against reluctant participants (11.4).  Leadership, resource, practice issues and 

staff concerns have to be dealt with (V.6). 

 

The driving influence is expected from the administration as against the 

professional domain as an ACEO suggests, ‘the professional services could not 

have been exposed to the working of an organisation’ (11.5).  It has to come 

also through the devolved areas and by functional teams (V.6). 

 

An ACEO recognises that they have to ‘demonstrate judgement’ as ‘others 

judge your performance, not necessarily position’.  Leadership by performance 

is in steering and implementing change (11.5).  A GM states that ‘leaders have 

to create a sense of urgency in people’s minds and clearly spell out that 

everything is subject to change’ (11.10). 

 

1.1.2  Professionals’ Reports 

Change cannot be driven by the CEO alone.  It has to be driven at every care 

group level (111.G).  There is a great need for leadership and greater evidence 

that management are committed and that values are shared at care group 

levels.  New energies are required (111.G).  A balance is required between the 
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leadership of service providers, which is too clinical, and of managers, which 

is too administrative (1V.J).   

 

1.2.0  Professionals  

Doctors have to be motivated to lead their colleagues and to take more active 

roles in creating a better system (111.B).  There is a need to replicate exemplars 

i.e. excellent clinicians, who influence their colleagues and nursing practice 

(111.B).  In Nursing, there is a need for (111.B) and huge potential for leadership 

(111.D). 

 

Approach to Change 

1.1.0  Managers 

Managers’ prescriptions to improve their management of change are, reflect, 

analyse, routinise, challenge, clarify roles, process and outcomes.  The past 

period should be looked at ‘as a guide to how we should progress from here on 

in’ (1B.12) and to review again, the purpose and key tasks (1C.10).  An ACEO 

proposes a thorough, detailed and structured analysis of problems in the 

change project to determine what is required (1A.B.2).  Mid-managers want 

clarity in their roles in the process (V.4) and in the responsibility level for 

integrating strategies in the change programme (V.3).  They want to keep the 

change process on the agenda by adding a short session to a team’s regular 

work (V.7); additional work on process and outcomes (V.4) and the problem of 

long established routines challenged (V.6). 

 

To improve the overall management of change, a project management 

approach is required (1A.1.D.4) and a model (EFQM) adopted to facilitate and 

integrate change (V.6).  Change has to be driven continually (11.11).  ACEOs, 

emphasise the management of change (1B.4) and the role of GMs in the next 

phase as ‘the next wave of organisational change management, driven by GMs 

is critical’ (1D.2). 
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1.2.0  Professionals 

A Director of Nursing suggests the use of focused workshops ‘to ascertain 

where this value driven organisation is’ (111.G). 

 

Commitment 

1.1.0  Managers 

Scepticism and fear have to be overcome.  An ACEO is concerned as ‘fear 

breeds a degree of resistance among people who were committed and doing 

their best’ (11.4).  To gain the commitment of staff, their concerns have to be 

dealt with (V.3); they have to be helped to overcome their worries, fears, 

uncertainties and cynicism (V.2).  A Mid-Manager proposes regular meetings 

with staff to address their fears (V.5). 

 

1.2.0 Professionals 

There are status issues for an attendant in an acute hospital who asserts that ‘all 

should be equal in this day and age’ (1V.A).  Child Care is not as hierarchical 

and rigid and believes that there should not be differences in the organisation 

(1V.H). 

 

Communicating 

1.1.0  Managers 

Mid-Managers want days on organisational change and challenging questions 

as they are very helpful and keep the vision and direction focused (V.5).  

Regular exposure to change issues and informal debate generates new ideas.  

Reflection on the change experience can help cascade the change process (V.2).  

There is a need, however, for GM support to improve the level of participation 

in workshops (V.6), and, for a free-flow of information, up and down the 

organisation (V.2). 

Good communications are important in linking with service providers 

(V1.1.2.5).   
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1.2.0  Professionals 

Information is important to overcome resistance.  The change process must be 

more visible.  A Director of Nursing says that a lot of people are committed to 

do a good job, but need to know (111.G).  A clinician says that key players have 

to be engaged through effective communications so that they can be brought 

on board as some do not share the vision (111.A).  Elderly Care are always 

looking at ways of improving communications and stress the need to create 

community awareness of the whole care system (1V.G). 

Heads of Discipline emphasise consultation and listening skills (V1.3).   

 

GPs want to be informed if changes are happening in the hospitals and even 

have a say in them (1V.4.6).  They emphasise the need for a more proactive 

effort in bringing about change in communications (1V.4.2) and suggest a 

regular format between doctors in the services (1V.4.6). 

 

Contact 

1.1.0  Managers 

The need for change has to be communicated at ground level (1B.5) as local 

communication is more receptive (11.8). 

 

1.2.0  Professionals 

Contact is important between corporate and service levels.  A Director of 

Nursing emphasises that senior management ‘must not lose contact with the 

grassroots of this organisation and with the various care group systems’.  This 

must be done through collective review sessions with the CEO and the 

assigned strategic manager meeting people from various care groups’ (111.G).  

Service groups also stress the importance of contact.  ‘There are so many tiers 

in the Health Board, can we have a repeat performance here locally as in 

Castletroy …. come down once in a while ….. it is important for the top to 

come down’ (1V.H).  They want more feedback, ‘some explanation or 

something like this on a regular basis, to see if things have improved’ (1V.A);  

‘focus groups like this …. if the documentation is there, it will be used’ (1V.E). 

They want more interaction (1V.A) and staff meetings (1V.D.F).  They want to 

be heard: ‘listen to others point of view;  if they are not ready to listen it 
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affects your work; leaves a mark on you’ (1V.A);  ‘take people who are really 

giving their best … how they can be heard’ (1V.H). 

 

Understanding 

1.1.0  Managers 

Mid-Managers say that people have to understand the reasons for change 

(V.2.4).  The message has to be simplified so that people can relate it to things 

they have done or seen.  They must be comfortable with the language being 

used (V.2). 

 

1.2.0  Professional 

People have to understand and believe that it is their vision (111.B). 

 

1.3.0 Conclusions  

Improving influencers performance 

Leadership  

Managers and professionals agree that leadership must exist at different levels.  

This has to be enabled.  Managers say that champions, leading by 

performance, and creating a sense of urgency are required. 

 

An ACEO expects the driving influence to come from ‘administrators’ as 

against ‘professionals’.  This expectation of leadership from management is 

also indicated by a Director of Nursing who wants greater evidence of 

commitment and new energies from management.  A clinician wants a 

balanced leadership between service providers and managers.   

 

A clinician says that doctors have to be motivated to lead colleagues, take a 

more active role in the system and provide exemplars.  Clinicians also refer to 

the great need for leadership in nursing. 

 

Approach to Change  

To improve their management of change, managers want to reflect on their 

experience, review the purpose, undertake problem analysis and provide role 

clarity.  To routinise change it has to be kept on agendas, and project managed 
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continually.  The next wave of change must be driven by GMs.  A Director of 

Nursing suggests an assessment of where the value-driven organisation is. 

 

Managers recognise that staff’s fear and concerns have to be dealt with 

regularly so as to gain commitment and overcome resistance.  A hospital 

service group reports a status issue.  A community service group believes that 

there should not be differences in the organisation. 

 

Communicating Change  

Mid-managers want improved formal communications on change i.e. days to 

keep the vision and direction focused and informal debates to generate new 

ideas and help cascade the process.  GM support and an improved information 

flow is required.  Good communications are important in linking with service 

providers. 

 

Professionals emphasise information, process visibility and effective 

communications to bring people on board.  Heads of discipline emphasise 

consultation and listening skills.  At service level GPs want improved 

communications with and an input to change in hospitals.  Elderly care seeks 

ways to improve communications to increase community awareness. 

 

Managers recognise that local contact is most important for effective 

communication.  Professionals emphasise that senior management must not 

lose contact with the grassroots of the organisation.  Collective review sessions 

should be undertaken between senior management and local care groups.  

Service groups also emphasise the importance o such contact on a regular 

basis.  They want more interaction at all levels as otherwise there may be 

consequences for people.  Mid-managers and a clinician say that people have 

to understand the reasons for change or the vision.  The message has to be 

simple and clear. 
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2.0  IMPROVING THE DEVELOPMENT OF THE ORGANISATIONAL COMMUNITY 

Relating 

2.1.0  Managers 

Managers’ strategies to improve relationships are: a stakeholder approach with 

internal and external linkages (V.7) to facilitate partnership and the 

development of networked alliances (V.3), and having common goals, 

objectives and mutual support, where there are diverse roles (1A.5). 

 

Internal contracts (1B.6) are required at corporate level, to clarify what 

members want from each other, their contributions to others (1B.2) and 

individual role clarity (1A.4).  There is a need for mutual engagement (1A.1) 

contributions and appropriate connections (1A.5) with GMs. Good relationships 

(V1.1) are based on trust, confidence, motivation (V1.1.4), respect (V1.3), clarity 

(V1.4), a willingness to succeed (V1.3), and conflict resolution (V1.2). 

 

A shared vision and goals (V1.1.5) are deemed to be essential by all 

management levels (V1.1.2.3.4.5).  A Director and CGM refer to a clear focus 

and understanding of objectives and goals (V1.2.5).  The starting point for 

building teamwork is in having a shared vision and goals.  This puts the patient 

at the centre of service delivery, according to a GM (V1.1).  Effective teamwork 

requires a clear agenda (V1.4) and adhering to it (V1.3).  CGMs and a Function 

identify the need to develop teams (V1.2), teamwork (V1.4) and a team approach 

(V1.2).   

 

Managers identify other organisational enablers in roles and relationships.  

They refer to culture (V1.4), the climate and level of trust (V1.2), a feeling of 

belonging to the organisation (V1.2), encouragement (V1.3), support from 

functions (V1.1), organisational leadership with vision and values (V1.5) and the 

‘learning organisation’ (V1.2). 

 

2.2.0 Professionals 

A clinician stresses that every person with a view and vision should be listened 

to as this avoids alienation (111.A).  A Director of Nursing says:  ‘every 

member of staff must have a sense that they are valued’ (111.G).  Nursing is a 
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major group, which needs attention by developing a sense of mutual obligation 

between nurse managers and their staff (111.G).  At an individual level, people 

have to discover that when their attitude and behaviour is not working, they 

must change to develop positive relationships (111.E). 

 

The Child Care Group suggests that the organisation needs to show it cares, 

and asks the CEO to ‘bring to the organisation the ideals you talk about’ 

(1V.H). 

 

Teams are proven to be effective but there are still untapped opportunities in 

the organisation as a whole (111.F).  Service groups suggest: ‘create more 

teams, include doctors, initiate with the Ward Sisters’ (1V.G) and ‘liaise with 

nursing on the protocols and create more teamwork’ (1V.B).    

  

Involving 

2.1.0  Managers 

ACEOs say that GM involvement in change is essential (1C.D.2).  People 

generally have to be convinced to become more involved by accepting that 

change is a better way (11.4). 

 

A GM believes that staff will go with a ‘new’ organisation if there is an 

opportunity for input (11.12).  To become involved, staff have to be supported, 

with training tailored to their specific needs (V.4), and, in their efforts to meet 

the challenges.    A critical view from the patients’ perspective should also be 

taken on board (1A.5.D.2).  A mid-manager advocates a stakeholder perspective 

(V.7). 

 

2.2.0 Professionals 

A Director of Nursing says ‘there must be a greater sense of inclusiveness’ 

(111.G).  The organisation must show that it cares (1V.H).  At hospital level, it is 

suggested that there is ‘no need to involve the union if there is discussion’ 

(1V.A).   GPs want an input to acute care (1V.4.4) by secondment to hospital-GP 

liaison with specific objectives to influence within the hospital (1V.4.2).  To 

involve clinicians in management roles, they have to be appropriately trained 
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and guided (111.C) recognising that all doctors cannot be convinced to get 

involved (111.A). 

 

Engage 

2.1.0 Managers 

GMs have to be engaged (1A.1) so that they support and improve the levels of 

staff engagement through follow-up exercises after the ‘change’ workshops 

(V.6).  To engage people locally a GM emphasises local credibility by 

understanding local issues and local reaction to change.  ‘Patience and 

pragmatism is required and a high level of acceptance locally … credibility 

comes from good buy-in … you have to earn it.  You do not get respect from 

position and status’ (11.8). 

 

Enable 

(i) Capability 

 

2.1.0 Managers 

To improve organisational capability, managers propose a variety of 

interventions.  Performance is dependant on the availability of high calibre 

personnel who have ‘change’ experience (V.7) and appropriate characteristics 

and attributes, clarity in roles and vision, good communications, relationships, 

teamwork and staff development. 

 

The preferred individual characteristics associated by managers with effective 

performance are, motivation (V1.1.2.5), competence (V1.1.2.3.4) and integrity 

(V1.1.2).  The ‘personal characteristics of integrity and motivation are at the 

heart of effective performance according to a GM (V1.1).  CGMs connect 

motivation with openness and self-motivation (V1.2).  GMs link competence to 

skills, training, trust and confidence (V1.1).  A CGM links it to skill initiative 

and an ability to think laterally (V1.2).  Additional characteristics indicated by 

CGMs are, personal commitment, perseverance, empathy, respect, enthusiasm, 

attitude and diplomacy, and an ability to learn from successes and mistakes 

(V1.3). 
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Staff development enables people to take positions of responsibility, become 

reoriented in new roles and equipped for change.  The organisation has to 

‘prepare groups of staff who would be ready to get promotion in this 

organisation … fast track …. do a lot more work on individuals’ (11.4).  GMs 

want the Care Group Executives to be re-oriented from a discipline focus 

(11.10);  be provided with supports to enable them and given a very restricted 

agenda in their first year (11.12). 

 

People are prepared to change but want to be equipped, to know about 

standards and being made accountable (11.12).  These are recurring topics 

(11.11.12, V.7, V1.3).  A mid-manager wants staff to be helped and supported so 

that they can acknowledge their strengths and weaknesses or development 

needs and be equipped to deal with the changes and associated uncertainties 

(V.3).  A colleague recognises their own need for in-service training to achieve 

consistency in the interpretation of values, outcomes and performance (V.7).  

Structures, processes and continuous evaluation are enablers in performance 

within resource limits (11.11).  However, there is no formal individual 

performance review system in place, at this stage, although staff performance 

is conditional upon standards and competence (V.2).         

 

A Director of Nursing prescribes staff appraisal and development for the 

management and clinical worlds as a basis for personal growth and developing 

a sense of the organisation (111.G). 

 

(ii) Capacity 

2.1.0 Managers 

Time is a key consideration for staff in a change context.  The availability and 

utilisation of time as a resource has implications for the change project as 

against the volume, variety and operational orientation of routine management.  

An ACEO says that there is ‘a need for time for reflection on issues when 

changing’ (1A.4).  GMs need time (11.8.10.11.12) and commitment to develop the 

new structures (1C.12) and to adopt a systematic approach (11.10).  Time and 

patience are necessary for consolidation (11.8).   
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Mid-managers want time-out to focus the approach; to meet the pace of change 

and the demands of the day job (V.2).  The operational demands of taking on 

the new initiatives have to be discussed (V.6).  Incremental change is suggested 

as ‘change doesn’t happen in a month or in a year’ (11.11).  A GM proposes that 

the process should be ‘a step at a time’  in effecting change ‘in an organisation 

that was there virtually thirty years … make the changes, bed it down, maybe 

over a five year period’ (11.12). 

 

2.2.0 Professionals  

There are demands on professional time in managing a discipline (11.2) and in 

allocating time for creativity (111.A). 

 

(iii) Ownership 

2.1.0 Managers 

2.1.1 Managers’ Reports  

Shared ownership is critical for change.  An ACEO says that ‘people must take 

ownership of problems, come with solutions and formulations (as) ownership 

of problems will drive urgency’ (1B.2).  ‘There is no point’ a GM says, ‘in 

driving the change unless you get people to take ownership of it’ (11.11).  This 

means that senior management ‘will have to give away that traditional power’ 

(11.2).  The corporate team should have confidence in those now working and 

new to the system to enable them to let go.  They should ‘give them 

confidence in their own ability.  It is about trust and accountability…. 

something undertaken, done by themselves…. Give meaningful roles’ (11.11).  

People need direction and encouragement to make changes (V.2) and in how 

change can be achieved (V.3). 

 

Delegation formally defines ownership in relation to authority and 

responsibility.  GMs want decision-making devolved further to heads of 

discipline (11.11) and to the Care Group Executives (11.10).  A mid-manager 

urges senior managers to delegate responsibility and accountability, 

recognising that ‘letting go is difficult to do at times’ (V.4). 
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2.1.2 Professionals’ Reports  

A clinician places the responsibility on the corporate team to sort out local 

ownership and leadership in relation to budgets, capability and decision-

making.  He refers to the CEO's involvement in a local issue and wonders, 

'why did we have to bother you with it when for you it was not a major issue… 

maybe people just needed to put their neck on the line!' (III.C).  They need 

confidence, which the clinician defines in terms of people acquiring a sense of 

their own importance (III.C).   

 

2.2.0 Professional  

A Director of Nursing recognises the need to develop her own confidence and 

to improve her drive (III.E).  A clinical colleague wants people empowered with 

direction and encouraged to do what they like doing and to be prompted in that 

direction! (III.D).   

 

2.3.0 Conclusions  

Improving the development of the organisational community. 

Relate-Involve  

Managers’ strategies to improve relationships are an internal-external 

stakeholder approach, partnerships and alliances with common goals and 

mutual support. A stakeholder perspective which includes the patient’s view is 

important.  Senior managers emphasise GM involvement in change, 

convincing people that change is better, giving them opportunity for input and 

supporting and training them to meet the challenges.   

 

Senior managers want internal contracts for role clarity and mutuality in 

engaging with one another and GMs.  In their view good relationships are 

based on trust, confidence, motivation, respect, clarity, a willingness to 

succeed and conflict resolution.  A shared vision and goals are essential.  This 

is the starting point for building team work.  It puts the patient at the centre.  

There is a need to develop teams.  Effective teamwork requires a clear agenda 

which is adhered to by members.  Managers also specify other enablers of 

positive relationships e.g. culture, belonging, encouragement, support, 

organisational leadership and learning.   
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Professionals stress listening to avoid alienation, being valued, caring, ideals 

and an appropriate attitude and behaviour.  They want inclusiveness and a 

caring organisation.  In their view general managers must be engaged to ensure 

they influence the level of staff engagement through follow-up exercises.  

Local credibility requires local understanding.  Nursing needs to develop a 

sense of mutual obligation between nurse managers and staff.  Teams provide 

opportunity in the organisation.  More inter-disciplinary teams and teamwork 

is required. 

 

Clinicians need to be appropriately trained and guided in management roles 

although not all doctors will get involved.  GPs want direct input to acute care. 

 

Capability 

Managers’ improvement strategies reflect on managerial capability and 

capacity.  Capability is dependent on high calibre experienced personnel with 

appropriate characteristics and attributes, clarity in roles and vision, good 

communications, relationships, teamwork, staff development and performance 

review. 

 

The managerial characteristics for effective performance are motivation, 

competence and integrity.  Competence is linked to skills, training, trust, 

initiative, lateral thinking, ability and confidence.  It also requires personal 

commitment, perseverance, empathy, respect, enthusiasm, diplomacy and an 

ability to learn from successes and mistakes.  

 

Staff development enables people to take positions of responsibility and 

become reorientated in new roles and equipped for change.  These are 

recurring managerial topics.  A colleague recognises managers’ own training 

needs to achieve consistency in the interpretation of values, performance and 

outcomes.  Continuous evaluation is necessary.  A formal individual 

performance review system is required for managers and professionals. 
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Capacity 

Time is a key ‘capacity’ consideration for managers and professionals.  Time 

is necessary for routine and change management e.g. reflection, refocusing, 

developing new structures and consolidation.  Incremental change is 

suggested. 

 

Ownership 

Shared ownership is essential in driving change.  Managers must give away 

traditional power and have confidence in others to let go.  It is about trust and 

accountability.  People need direction and encouragement in undertaking 

change.  Delegation of authority and responsibility means ‘letting go’ of 

decision making to heads of discipline and to care groups even if it is difficult 

to do at times.  A clinician places the responsibility on the corporate team to 

sort out local ownership and wonders why the CEO has to become involved in 

a local issue.  People need self confidence and empowerment with direction. 

 

3.0  IMPROVING ON THE DEVELOPMENT OF THE OPERATIONAL SYSTEM 

Managers and professionals propose structure and service improvements. 

 

Structure 

3.1.0  Managers 

To improve the performance of the new structure an ACEO suggests that the 

corporate team meetings should focus on the strategic as against the 

operational (1A.4).  Systems and processes are necessary (VI.1) to support 

effective decision-making (VI.3).  Managers need greater clarity in their roles, 

relationships and structures (VI.1.2.3.4.5).  This includes clarity in reporting 

pathways, levels of autonomy (VI.5) and in linkages to outside agencies, 

colleagues and care groups (VI.2). 

 

Clarity is required in relation to roles (V1.4.5), and skill mix (V1.4), 

organisational (V1.4.5), and management (V1.2) structures, team agendas (V1.3), 

and the organisation’s sense of direction and vision (V1.2).  There is specific 

reference to understanding the roles and relationships within the Director – 

GM structure (V1.1) and Child Care Managers (V1.3).  Clarity is also required in 
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relationships and structures for those working across Care Groups (V1.3) and in 

general working relationships (V1.4).  Some Heads of Discipline want staff 

assigned to a single Care Group (V1.3). 

 

A GM stresses the importance of how Care Group Executives are managed 

e.g. who participates in them, what issues they address and the competences 

and models in use (1C.11).   

 

3.2.0  Professionals 

Although there are linear links from 'the coalface to the top', a service group 

emphasises the need for 'cross-fertilisation' (IV.J).  Clinical Directorates 

facilitate this.  Their development is supported by a clinician and a Director of 

Nursing.  They involve clinicians in managing, organising, planning and 

developing their units (III.A).  From a nursing perspective, they enable a 

broader view, and, experience indicates that they provide a greater sense of 

reality because the 'division is wider' (III.F). 

 

Service 

3.2.0  Professionals 

Service groups suggest ways of improving and supporting service practice and 

provision.  To improve practice, there is a need for training, protocols (IV.B), 

research days, model linkages (IV.C) and service utilisation audits (IV.4.4).  To 

support practice, computerisation (IV.D), ward clerks (IV.D.E), social work 

(IV.E), advocacy (IV.J) and the creation of community awareness of the whole 

care system (IV.G) is required. 

 

To improve the service, there is a need for outreach posts for the community 

(IV.G), a GP resource in the acute hospital (IV.4.6) and better guidelines and 

arrangements for hospital referrals and the management of Consultant clinics 

(IV.4).  GPs want to be informed if changes are happening in the hospitals and 

even have a say in them (IV.4.6). 
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3.3.0 Conclusions  

Improving the development of the operational system. 

Structure  

The managers see the new structure as enabling the corporate team to focus on 

strategy.  Systems and processes are necessary to support effective decision 

making.  Greater clarity in structural relationships, skill mix, team agendas, 

general working relationships, pathways, autonomy and internal-external 

linkages is required.  The management of Care Groups and their performance 

is emphasised.  Professionals see the need for lateral linkages.  The 

development of Clinical Directorates is supported by a clinician and a Director 

of Nursing as they involve clinicians in unit management and enable a broader 

view.   

 

Service 

Improving professional practice requires training, protocols, research and 

audits and other system supports.  Service improvements indicate inputs to the 

community and hospital services, improved service access, guidelines and GP 

involvement.  The creation of community awareness of the whole care system 

is proposed by elderly care. 
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D: OUTCOMES 

The continuous and dynamic nature of the change project has emergent change 

indicators over the study period.  They are not necessarily contemporaneous.  

The status of the consequences of the three activity strands are examined from 

a managerial and professional perspective.   

 

1.0  THE STATUS OF CHANGE AND THE PROGRESS OF MEDIATING 

INFLUENCES 

This section reports on leadership, vision and values and the approach to 

change. 

 

Leadership  

1.1.0  Managers  

1.1.1  Managers' reports 

There is a significant change in the leadership style after two long regimes.  It 

is very open, facilitatory but sometimes it is too much so, according to an 

ACEO (1A.5). 

 

1.1.2  Professionals' Reports 

Change was effected by a whole group of people who are leaders (III.B).  A 

clinician says that 'the old autocracy is gone' (III.A).  There is a clear contrast in 

his impression of the organisation's past and present leadership.  In the past, it 

was fairly autocratic, traditional, top-down, scoring low on the visionary side 

and high on the autocratic side with an associated disenchantment, 

dissatisfaction and lack of direction.  He describes the present as extremely 

strong and visionary, with strong personal persuasive powers.  The new 

approach 'is not necessarily and fully understood by other people, so advanced 

and so rapidly moving in its evolution' (III.A).  Change is evident amongst his 

management colleagues.  

 

'It clearly exists at corporate level for the last few years' (III.A).  There is 

certainty, direction, models and necessary organisational change.  The 

organisation has embarked on very serious changes in the last few years under 
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the CEO's direction.  I don't think that there is any going back from that.  I 

think a light has been lit in a context of where Irish Society is right now and 

that isn't going to be quenched.  Its going to go forward; the issue is how? 

(III.A). 

 

Directors of Nursing also contrast their past and present experience.  'The 

leadership is now far more democratic' (III.E).  'The authoritarian manager is 

really no more' (III.G).  The evidence of change is in 'a climate out there that we 

are in a changing way of work' (III.G).  The new style, 'gives staff the feeling 

that what they contribute matters a lot and that it is a joint decision at the end 

of the day.  There is a sense of a positive atmosphere' (III.E).   

 

Service groups note that both senior and hospital management is a lot better.  

The approach of senior management is very balanced as against their past 

experience (IV.B).  It gives 'a greater sense of staff importance and well-being' 

(IV.A).  The Child Care Group comments on the CEO's language of change, 

which inspires and energises. 

 

‘There is a kind of poetic language around as well, and that kind of language is 

rarely used in organisations.  It’s almost as if there is no place for it, and yet, it 

is the kind of language and the inspirational energetic influence to galvanise 

people's energies.  It’s easier to own.  I came out of these meetings feeling 

energised' (IV.H). 

 

Vision 

1.1.0  Managers  

There are no specific reports from managers on vision. 

 

1.2.0  Professionals  

A clinician refers to a shared vision which provides certainty and direction.  

He says ‘the vision is strong and locally generated and therefore easier to buy 

into.  It is shared throughout the system.  There is certainty and direction and 

people in place to implement the vision’.  That vision percolates right down to 

hospital reception.  ‘They take pride in their work.  They see themselves as the 
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face of the organisation.  In that respect, they work towards the shared vision’ 

(III.A).  There are concerns, nevertheless, expressed by that clinician and a 

Director of Nursing, of failure to deliver the vision i.e. ‘if the visionary types 

can’t see an outlet or a way of bringing their view of things to fruition’ (III.A).  

The Director envisages ‘a demoralised workforce’ and that managers ‘won’t 

be inspiring confidence’ (III.F). 

 

Values 

1.1.0  Managers 

There are no specific reports from managers on vision. 

 

1.2.0  Professionals  

Directors of Nursing observe that values are now dominant in the system.  One 

of them feels that this may not be easy for people (III.G).  ‘The dominant sense 

coming across (is) trust, respect and a sense of service’ (III.F).  ‘One of the 

biggest changes that has occurred, is the whole move over to a value driven 

organisation.  That’s something that people cannot grapple with that easily, 

because, it is more a philosophy.  It needs to be operationalised in people’s 

experience’ (III.G). 

 

Leadership Deficits 

There are degrees of deficits in general managers', clinicians', and nursing's 

leadership.  While there is a view that leadership is evolving in general 

management, there are questions raised by a clinician and a Director of 

Nursing  about their commitment to the organisation's vision and values.  The 

subjects' reports indicate that neither nursing or clinicians have moved from 

the dominance of their professional interest to a managerial, organisational or 

sub-system leadership, role.  There are explanations in professional 

orientations, intrinsic factors and systemic influences.  Each domain is subject 

to a hierarchy of system influences, both external and internal.   
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Approach to Change 

1.1.0  Managers  

1.1.1  Managers’ Reports 

At an early stage in the study, managers’ reports of progress varied.  Change 

from a corporate perspective was evolving (1B.4.5) and was seen as a faster 

pace in comparison with the past (II.4).  There was some (1D.6) or no great 

progress (1B.5).  GMs’ perceptions varied between slow, reasonable and real 

progress.  One of them is disappointed at the amount of change that is being 

driven by himself (II.10).  Another sees a reasonable bit of movement (1B.11) 

which he later revises as 'real change… we can get decisions now that used to 

take us weeks… now, in a day or two days' (II.11).  There is openness now in 

the change agenda.  It is now 'up-front… transparent' (II.4).  ‘People are more 

open now.  They see where change is going more readily (but) people are still 

observing to some extent’ (II.12).  Some months later mid-managers report on 

progress.  The programme 'appears to be growing on staff and contractors.  

Some have overcome their initial resistance, others are motivated and 

supported to embrace change' (V.3).  There is a realisation of 'how much 

change is actually going on continuously and how much systems have 

improved' (V.5).  A mid-manager believes that 'the organisation is substantially 

changed' (V.4).   

  

1.3.0  Conclusions  

Leadership 

A managerial view is that there is a significant change in the leadership style 

after two long regimes.  It is very open, facilitatory and even too much so at 

times.  The professionals’ views contrast the past with the present.  A clinician 

attributes the change to a whole group of people who are leaders.  A colleague 

and Directors of Nursing see a change from the past’s traditional, autocratic 

style which had consequential effects.  The present leadership is extremely 

strong and visionary with strong personal persuasive powers.  The approach is 

evolving rapidly but it is not necessarily or fully understood by some people.  

The organisation has embarked on very serious changes in the last few years 

under the CEO’s direction.  Change is evident in management, particularly at 

corporate level.   
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Directors of Nursing see the evidence of change in a changed work climate 

which gives staff the feeling that their contribution matters.  There is a positive 

atmosphere.  At the Regional Hospital, service groups note that both 

organisational and hospital management is a lot better and very balanced as 

against their past experience.  Staff have a greater sense of importance and 

well-being.  The Child Care group comments on the CEO’s language of 

change which inspires and energises. 

 

The professionals note the emergence of a shared vision and values.  The 

vision is strong and locally generated.  It is shared throughout the system and 

gives certainty and direction.  They have concerns nevertheless of the 

consequences of failure to deliver the vision.  Directors of Nursing observe 

that the biggest change is the whole move over to a value driven organisation.  

That’s something that people cannot grapple with that easily as it is more a 

philosophy and needs to be made tangible. 

 

Yet, there are leadership deficits in general management, clinician and nurse 

management.  Leadership is still evolving in general management.  Their 

commitment to the organisation’s vision and values is questioned by a 

clinician and a Director of Nursing. 

 

Clinicians and Directors of Nursing have not moved from their traditional 

professional roles to a managerial or system leadership role.  Each group’s 

limitations are historically explained in terms of their orientation, intrinsic 

factors and systemic influences. 

 

Approach to Change 

In the initial stage of the study, managers’ reports of progress varied from fast 

to some or no great progress.  But, they agree that there is more transparency.  

At a later stage mid-managers have varying reports.  Some people have 

overcome their initial resistance and others embrace change.  There is a 

realisation of how much is going on continuously, how much systems have 

improved or that the organisation is substantially changed.   

 



 465 

2.0  THE STATUS OF CHANGE: THE PROGRESS IN THE DEVELOPMENT OF THE 

ORGANISATIONAL COMMUNITY.  THIS SECTION REPORTS ON 

RELATIONSHIPS, CAPABILITY AND OWNERSHIP. 

 

Relate- Involve 

2.1.0  Managers  

2.1.1 Manager's Reports 

There are indications of improvement.  At corporate level, they have got a 

perspective on their own roles and the need to work as a team (1B.4).  In the 

past, teams had no sense of unity, it works well now (1A.5).  A mid-manager 

reports stakeholder participation in service developments.  They are consulted, 

kept informed, and, are engaged in the service planning and decision process 

(V.3).  By being involved, staff have a better understanding of the principles 

associated with the change and process, and how systems work (V.2).  Staff 

morale has been improved by focusing on work arrangements, both 

professional and service (V.6). 

 

2.2.0  Professionals 

2.2.1  Professionals' Reports  

A service group reports that Consultants in the Regional Hospital are involved 

now and trust is being established (IV.B).  GPs describe the hospital as 'more 

approachable'.  There is a channel. Heretofore, it would have been very 

bureaucratic; you did what you were told.  Now it is a lot better (IV.4.3).  They 

now participate in hospital meetings.  This provides them with insight on what 

is happening and they can influence the outcome.  ‘After a while, you become 

one of the permanent fixtures.  People start looking at you for advice… it was 

a privilege to be allowed twenty minutes at 8.30 a.m. to meet and influence the 

Executive’ (IV.4.2). 

 

At last, there is some progress (IV.4.2) as against the meetings in the past which 

yielded no results (IV.4.1).  In A&E, 'they have listened… the Lab. user group 

is being introduced, we have achieved our purpose' (IV.4.2).  Greater 

involvement is valued in an area acute hospital as it helps learning and 

problem solving.  ‘For years, we just weren't involved, but we are all becoming 
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more and more involved, which is great.  We're learning now how everyone 

else is working.  Focus groups, something like this, to discuss our problems; 

that's interesting’ (IV.F).  Ward Sisters in an elderly care hospital are delighted 

at being recognised as part of the system.  'Their views are being listened to…' 

(II.12). 

 

Capability  

2.1.0  Managers 

Staff are developing.  ACEOs note a significant change in the way people 

perform (II.5) and some heads of discipline ‘suddenly changed, no more than I 

did myself’ (II.2).  Two mid-managers reflect progress in their own 

development.  ‘I have moved outside the limits of the day job, accepting 

challenges… growing confidence that my knowledge and skills entitle me to 

offer an opinion… actively looking for ways to progress the agenda… 

acceptance of the change process… interest in developing others has grown 

considerably’ (V.2).  A colleague is ‘more reflective on practice and recognise 

the value and need for change’ (V.3).   

 

2.2.0  Professionals 

In a MHS team, a Director of Nursing notes that staff are very different now 

and have the capacity to move on to more senior levels (III.G).  A team member 

refers to his own sense of growth since he joined the team (IV.J). 

 

Ownership 

2.1.0  Managers 

A GM notes that the change is 'enabling and empowering people to be 

dynamic achievers'.  He contrasts the present arrangement where everybody is 

trying to ensure that authority is being decentralised and accountable with the 

centralised organisation of the past (II.11) ‘There is now, a very broad franchise 

in power and authority… those who had power taken away and those who had 

devolved power’ (II.2).   An ACEO attributes change agency to the new 

ACEOs.  'That was all the changed; they themselves changed.  They champion 

and push within their areas… I feel I own community services now… I can 

actually shape them' (II.2).  There are other views.  A GM observes that 'people 
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have belief in what they are doing; I don't think anyone is actively resisting 

change' (II.12).  He notes that some have naturally come on board with the 

Hospital Executive and some are not prepared to come forward (II.12). 

 

2.2.0  Professionals 

Clinicians note that a positive thing has happened that 'transformed the way we 

work' (III.B).  There is a lot of enthusiasm; people have the confidence to make 

decisions.  They have power to use carefully (III.A).  People are more 

empowered to get involved and to take responsibility for the overall good of 

the organisation.  That is great for them and contrasts with the past autocratic 

and rigid system where people were always frightened (III.A).  An area acute 

hospital has more local control.  ‘Before, we were led from Limerick… led 

centrally, now there is a little more control… somebody to go directly who 

will probably have a better idea of the service and it isn't the case of what is 

left over from the budget in Limerick as it was previously’ (IV.F).  In Child 

Care there is a sense of ownership of change.  One of them says: 'I am 

connecting change.  I am positive.  I don't think it should necessarily be with 

the GMs' (IV.H).  Another describes it as 'driving this change from your own 

position' (IV.H). 

 

2.3.0  Conclusions  

Relate/Involve 

ACEOs report that the corporate team works well now.  They have got a 

perspective on their own roles.  Mid-managers engage stakeholders in the 

service planning and decision processes.  Staff involvement has given them a 

better understanding of change and how systems work.  Staff morale has 

improved.  At service level, the Regional Hospital consultants are involved 

and trust is being established.  GPs are engaged in the hospital’s decision 

processes.  They are at last making progress.  Greater involvement helps 

learning and problem solving in an area acute hospital.  In elderly care, ward 

sisters are delighted that they are recognised as a part of the system. 
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Capability  

Managers recognise that staff are developing.  There is a significant change in 

the way they perform.  Mid-managers reflect on their own progress and 

confidence in change.  An ACEO refers to improvement among heads of 

discipline.  In a MHS Unit staff have capacity to move to more senior levels 

and a team member reflects on his own growth. 

 

Ownership 

Managers note that change is empowering people in contrast with the past.  

There is now a very broad franchise in power and authority.  An ACEO 

attributes change agency to the new ACEOs.  One of them observes that he 

feels that he owns his service and can actually shape it.  A GM says that 

people believe in what they are doing.  Some naturally came on board others 

are not prepared to come forward. 

 

Clinicians note that people are more empowered to get involved and to take 

responsibility for the overall good of the organisation.  This contrasts with the 

past autocratic and rigid system where people where always frightened.  A 

positive thing has happened which transformed the way people work.  There is 

a lot of enthusiasm and confidence to make decisions.  An area acute hospital 

has more local control.  In Child Care there is a sense of ownership by the 

professionals who don’t think that change should necessarily depend on GMs. 

 

3.0  THE STATUS OF CHANGE: THE OPERATIONAL SYSTEM. 

This section reports on the Board’s structure, service and public image.   

 

Structure  

3.1.0  Managers 

The adaptation of organisational structures to align with corporate and service 

strategies is reported primarily by managers.  The separation of strategic and 

operational is becoming more apparent (V.4).  There is now, a very clear 

structure from the CEO (II.10).  Staff have bought into it (II.12).  The general 

thrust is towards a more localised management.  Senior managers refer to 
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structural change i.e. Care Groups, Catchment Area Teams and Functional 

devolution.  ACEOs say that the Care Group Executives are resolved 

satisfactorily (1C.5.6).  There is ‘very little resistance to executive structures 

which are generally viewed as a very good thing’ (II.5).  ‘They make a 

difference where they are in operation’ (1C.2).  Some are more advanced than 

others i.e. Mental Health and Elderly Care (1C.5).  The Mental Health 

Executive is well established (1C.2) and has a flat organisational structure with 

multi-disciplinary teams (II.5). 

 

GMs also refer to the development of Care Group Executives and Catchment 

Teams in each area (1C.8.10.11.12).  Care groups are evolutionary in their 

management role.  At this stage, they have their own resources and address 

cross-boundary issues (1C.12).  The Catchment Team ‘facilitates system-wide 

co-ordination, with the GM, as a filtering process, in contrast with the 

traditional heads of discipline and programme manager relationship’ (1C.12).  

An administrator, while acknowledging the impact of the GM’s role, does not 

see it affecting the way she works or her values.  The GM is simply ‘the next 

step on the ladder that I have to go through’ (IV.G).  Functional devolution is 

reported by GMs: ‘devolved HRM is here’ (II.8) and ‘Finance is devolved and 

in place’ (II.11).  A mid-manager confirms that the new structures now in place, 

include Care Groups and GMs’ areas of responsibility (V.4). 

 

3.2.0 Professionals 

Service groups acknowledge that the Area Executives are a positive 

development (IV.F).  The devolved Personnel Dept; is very good (IV.A).  There 

is greater service integration in mental health, elderly care and maternity 

services.  In Mental Health, it is the hospital-community connection with 

greater integration between the professionals, the team and other agencies 

(IV.J).  In Elderly Care, a Geriatrician enabled a multi-disciplinary approach 

and ‘brought it all together from the team point of view’ (IV.G).  Integrated 

service management was achieved in the Regional Maternity Hospital (III.E).  

The benefit of local and integrated service management is that ‘there is a better 

interest taken… you don’t have to explain as much.  It can be a very morale 

building situation’ (III.F).  A Director of Nursing notes that a sense of ongoing 



 470 

learning was introduced in the context of leadership emerging in the 

organisation (III.G). 

 

Service 

3.1.0  Managers 

Service quality improvement is central to change.  A quality management 

system is in place.  A mid-manager says that a quality culture now exists, 

putting people first’ (V.7). 

 

There is learning through research projects (V.3) and a regional research 

bulletin, to support evidence based practice (V.4).  A GM observes: ‘what has 

changed is the quality; the focus on measuring your service against recognised 

standards’ (II.12).  A colleague confirms that the quality is ‘very tangible’ 

(II.10).  General Managers and a mid-manager refer to ISO achievements in 

various services e.g. community hospital, vocational training and welfare 

(II.10.11, V.7).  There is quality control in the Child Care Services (pre-schools, 

inter-country adoption and fostering) (V.3). 

 

A ‘customer’ orientation is evident in the development of more accessible 

mechanisms, an appeals process (V.7) and complaints management (V.6).  A 

practical dimension of this change may be attributed to the organisation's 

dealings with the public through improved information access and 

transparency e.g. Internet, FOI (V.6). 

 

3.2.0  Professionals 

Improvements in service delivery are reported by each level.  Clinicians report 

that the infrastructural developments in acute hospitals are indicative of 

progress (III.B.C).  The new strategy for acute services will affect the practice of 

medicine (III.C).  Directors of Nursing report a whole service system change 

and a move to clinical excellence.  One refers to the transformation in mental 

health care from an institutional base to a service which is ‘available at the 

least remove from the (patients) experience… the service is now beginning to 

flower as a result of good leadership’ (III.G).  Another refers to a move in nurse 

management towards clinical risk management and clinical governance ‘to put 



 471 

the patient experience dominant’ and to the contribution of a GM who changed 

the perspective of the hospital: ‘brought on site, services… all sorts of 

influences’ (III.F). 

 

From a service perspective, there are service improvements (IV.D.E.F), supports 

(ward clerks) (IV.F), systems e.g. computerisation (IV.D.F), procedures (IV.E.F) 

and upgraded accommodation (IV.C).  There are references to the quality of 

care: ‘everyone talks about the great care they get at Croom’ (IV.C); ‘I find it 

good.  I’ve worked in five other hospitals’ (IV.F).  In acute hospitals there is in-

patient involvement in the care process (IV.D) and satisfaction studies (IV.E). 

 

Public Image  

3.1.0  Managers  

Two members of the corporate team perceive an improvement in the 

organisation's public image.  'It has improved significantly' (1D.2).  'We have 

created a better image externally' (1C.6).  These views are based upon 'the many 

changes, symbols and public perception… we have gone for the highest 

standards… now, there is a question of legitimate expectations' (1C.2) and, 

'other organisations are more willing to be partners' (1C.6).   

 

3.3.0  Conclusions 

Structure 

Managers report that the separation of strategic and operational management is 

becoming more apparent.  There is a very clear structure from the CEO.  Staff 

have bought into it.  The general thrust is towards a more localised 

management.  The structural change includes area and care group management 

and functional devolution.  The executive structures are generally viewed as a 

very good thing.  They make a difference where they are in operation.  Some 

are more advanced than others.  GMs see the Care Groups as evolutionary in 

their management role.  Catchment Area teams facilitate system-wide co-

ordination in contrast with the traditional heads of discipline reporting to a 

central programme manager. 
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Directors of Nursing and service groups appreciate the development of the 

Area Executives and devolution.  There is greater service and unit 

management integration in care systems.  The benefit of local integrated 

service management is indicated in local interest and morale.  A Director of 

Nursing notes that a sense of ongoing learning was introduced in the context of 

leadership emerging in the organisation. 

 

Service 

Managers refer to the development of a quality culture.  What has changed is 

the focus on quality.  There is evidence of achievements.  A customer 

orientation is indicated in the development of more accessible mechanisms, 

appeals, complaints management and information access and transparency.  

Clinicians refer to acute service infrastructural developments and the potential 

of the service strategy.  Directors of Nursing report a whole service system 

change.  The transformation in the MHS is a result of good leadership.  There 

is a move to clinical governance so as to make the patient experience 

dominant. 

 

At service level, a GM changed the perspective of the hospital.  Service groups 

report improvements in services, systems and supports, procedures and 

accommodation.  The quality of care in certain hospitals is recognised and 

there is patient involvement.  

 

Public Image 

Senior managers perceive an improvement in the organisation’s public image.  

There are many changes and the perception that the organisation has gone for 

the highest standards.  Other organisations are more willing to be partners.  

Now, there is a question of legitimate expectations.   
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