


























































































































































































































































































































































































































































































































































































































The competency framework suggested by this research, therefore, has its elements of
difference from two recent accounts of the abilities of leaders in the UK healthcare
system, from oné framework of capabilities of senior executives in Australian public
service, and from an older framework of competencies of change agents. The need to
win support for change is unsurprisingly present in each of the frameworks, as is the
concern for achieving results (the latter is more strongly emphasised in the LQF and
in the APSC frameworks than by Alimo-Metcalfe/Alban-Metcalfe or Buchanan and
Boddy). The importance accorded by interviewees to abilities and concerns that could
be described as managerial or organisational — represented by the competencies of
Implementing change, Monitoring and Establishing structures and systems — is
unusual. For a broader comparison, Table 8.2 logs individual competencies against
competencies from the following sources:

Buchanan and Boddy’'s (1992) change agent competencies

APSC Leadership Capability Framework (1998)

Klemp and McClelland’s (1986) senior executive competencies

Spencer and Spencer’s (1993) dictionary of competencies

Harvey and Butcher’s (1999) meta-competencies

Goleman, Boyatzis and McKee’s (2002) emotional intelligence competencies
A framework of competencies for senior managers, published by the
Management Charter Initiative (1993) and developed by a research team | led
at the Northern Regional Management Centre

= Porter-O’Grady and Krueger Wilson’s (1995) competencies for the ‘reinvented
leader in healthcare organisations

Note that no attempt is made in the table in Table 8.2 to indicate, with italics or

parentheses, the degree of fit of the comparator competencies.

These frameworks have been chosen for relevance or likely fit. Note that Klemp and
McClelland, Spencer and Spencer, and Goleman, Boyatzis and McKee have (or had)
affiliations with McBer, or Hay-McBer, or the Hay Group (who developed the LQF) and
therefore these frameworks may have an affinity with one another. Note also that the
comparison in Table 8.2 is not exhaustive, but is based on identifying individual
competencies from these frameworks with some similarity with the competencies
developed from the interviews in this research: a comparison of framework to framework
would also note the competencies/ capabilities in other frameworks that have no similarity

with competencies identified by this research.
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Table 8.2

Comparable competencies

Leading change
competency
framework

Overlapping capabilities/competencies/meta-competencies

Analysing the issues
and making
decisions about
change

Diagnostic information seeking - K&M
Information seeking — S&S

Managerial knowledge, Cognitive skills — H&B
Analytical thinking, Conceptual thinking — S&S
Judgement - NRMC

Implementing

Planning/causal thinking — K&M

change Clarity — B&B
Stimulating Motivation and Commitment — B&B
Communication Skills — B&B
Directiveness — S&S
Inspires a sense of purpose and direction — APSC
Steers and implements change and deals with uncertainty
- APSC

Monitoring Concern for order, quality and accuracy — S&S

Ensures closure and delivers on intended results - APSC

Winning support and
overcoming
opposition

Directive influence, Collaborative influence, Symbolic
influence - K&M

Networking — B&B

Selling, Negotiating and Influencing skills — B&B
Nurtures internal and external relationships — APSC
Negotiates persuasively — APSC

Impact and influence, Relationship building — S&S
Influencing Others — NRMC

Change catalyst, Influence - GBM

Understanding
complex social
systems

Conceptualisation/synthetic thinking — K&M

Sensitivity, Political Awareness, Helicopter Perspective -
B&B

Harnesses information and opportunities — APSC
Shows judgement, intelligence and common sense —
APSC

Information seeking, Organizational awareness, Analytical
thinking — S&S

Managerial knowledge, Cognitive skills — H&B

Systems thinking, Pattern recognition, Synthesis —
POGKW

Strategic Thinking, Judgement, Information search —
NRMC

Organizational awareness - GBM

Achieving results

Commits to action — APSC
Achievement orientation, Initiative, Directiveness — S&S
Achievement focus — NRMC

Understanding the
perspectives of

Interpersonal Skills — B&B
Values individual differences and diversity — APSC
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others Interpersonal understanding, Flexibility — S&S
Perceptual acuity - H&B

Communication, Judgement — NRMC
Empathy - GBM

Collaborative Interpersonal Skills — B&B

working Marshals professional expertise — APSC

Facilitates cooperation and partnerships — APSC
Teamwork and cooperation — S&S

Participation competencies, Communication, Facilitation,
Interdependent leadership — POGKW

Building teams — NRMC

Teamwork and collaboration - GBM

Establishing Team Building — B&B

structures and

systems

Orchestrating the Guides, mentors and develops people — APSC
team Developing others — S&S

Team leadership — S&S
Building teams — NRMC
Developing others - GBM

Self belief Self confidence - K&M

Tolerance of Ambiguity — B&B

Personal Enthusiasm — B&B

Displays resilience — APSC

Demonstrates self awareness and commitment to personal
development — APSC

Self knowledge, Emotional resilience, Personal drive —
H&B

Self control, Self confidence, Accurate self assessment -
S&S

Self confidence — NRMC

Self confidence - GBM

APSC = Australian Public Service Commission (1998)

B&B = Buchanan and Boddy (1992)

GBM = Goleman, Boyatzis and McKee (2002)

H&B = Harvey and Butcher (1998)

K&M = Klemp and McClelland (1986)

NRMC = Northern Regional Management Centre; published by MCI (1993)
POGKW = Porter-O’Grady and Krueger Wilson (1995)

S&S = Spencer and Spencer (1993)

As Table 8.2 shows, there are equivalents — some close, some remote — of each of
the competencies in the framework in Spencer and Spencer’s (1993) dictionary of

competencies (20 competencies are described in detail in the general directory of the

204



dictionary, and another nine are listed as being reasonably common) — except for
Establishing structures and systems. This is the least well matched competency, with
only Buchanan and Boddy's (1992) Team building capability, which includes the
ability ‘to bring together key stakeholders and establish effective working groups, and
clearly to define and delegate respective responsibilities’ coming close (One of the
three elements of leading change, according to Buchanan and Boddy’s analysis, was
that of ‘managing control’, which included traditional project management activities.)
However, some of the Spencer and Spencer (1993) competencies include the
development of systems as behavioural indicators of advance level competencies —
for example in Concern for Quality and Order a higher level behaviour is: ‘Puts new,
complex systems in place to increase order and improve quality of data’ (p30) and the
competency of Achievement orientation may lead to ‘a more efficient system’ (p27).
Spencer and Spencer’'s Team leadership includes some behavioural indicators
concerning team assignments, cross training and acquiring resources, that imply
systems and structures. Therefore Spencer and Spencer evidently do not regard the
development of systems as outside the scope of a competency — they simply have

not chosen to make this the focus of a competency in its own right.

Porter-O’Grady and Krueger Wilson (1995), whilst they do not include a competency
concerned with establishing systems or structures, write, in relation to their
competency of Patterning, that ‘Part of the leadership role is to create systems that
take into account the thinking, learning and self-managing patterns of organizational
staff (p51). A survey of 49 corporate competency frameworks in use in the UK found
that Planning and organising (or a competency with an equivalent title) was found in
over 50% of the frameworks (Rankin 2006) — but the content of such competencies
appears to be more about planning and objective setting than creating or adapting
structures and systems (Competency and Emotional Intelligence 2004). Hamlin's
(2002) framework of ‘criteria of managerial effectiveness’ included a factor of
‘organization and planning’ — but the components were a mixture of factors to do with
reliability, being well-prepared and efficient, which have more in common with the

Implementing change competency in this framework than with Establishing structures

and systems.
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Monitoring is the next least well-matched competency, simply judging by titles and
numbers of competencies. Of the two matches noted here, the APSC capability
includes some drive for achievement, and some implementing; the higher levels of the
Spencer and Spencer competency, however, are similar to those demonstrated by

the interviewees in this research.

Self belief and self management is probably the best-matched competency, with
similar competencies/capabilities in six of the eight comparator frameworks. Self
confidence has regularly appeared in McBer and Hay McBer frameworks, although
Spencer and Spencer (1993: 80) wonder whether self confidence is an independent
variable or an outcome: ‘Is someone successful because they have self-confidence or
do they have self-confidence because they are successful?’ Self belief may be linked
to ‘presence’ or charisma — and, as we saw in Chapter 2, there is disagreement
among leadership scholars about whether charisma is an essential component of
transformational leadership. The research methodology | employed is unlikely to be
suitable for assessing the extent to which a person uses charismatic qualities in
leading change. Some interviewees were charming, confident, personable and
articulate in the interview, but it would be unsafe to make an assumptive leap from
that perception to the attribution of charisma to them. Self management is strongly
associated, as we saw in Chapter 4, with emotional intelligence, with being aware of
one’s emotions and being able to manage the more difficult or more disruptive moods
or feelings (Goleman 1998, 2006). Several interviewees described feeling, in certain
situations, these disruptive emotions, including nervousness, anxiety, stress,
disappointment, anger, or frustration. | did not pursue in detail how they coped with
these emotions, and therefore cannot confirm whether they actively managed them by
following the kinds of processes advocated by Goleman, or other writers on emotional
intelligence, or whether they coped in some other way. The reliance on values, which
is incorporated in this competency, is commonplace in competency frameworks and
leadership literature: integrity is a value of effective leaders that is noted by, among
others, Storr (2004), Bennis (1989), Guo and Anderson (2005), Higgs (2003), Klemp
(2001), Alimo-Metcalfe/Alban Metcalfe (2005) and the LQF.

The competencies of Analysing issues and making decisions, and Implementing

change, are not matched exactly in any of the other frameworks, but what might be
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called constituent parts are presented elsewhere, particularly those of the former
competency, with different types of thinking described by Spencer and Spencer,
Klemp and McClelland, and Harvey and Butcher. However, the way in which the
behaviours are brought together in this competency are unusual, in comparison with
other frameworks. In the literature on leadership and leading change, although some
writers appear to start from the assumption that the need for change has already
been established (eg Kotter 1996; Balogun and Hope Hailey 2004; Thompson and
Martin 2005), other writers include these activities of identifying a need for change
and of carrying out some analysis: for example, Hayes (2007) talks of a diagnosis
stage in the change process, as do Paton and McAlman (2000), Kanter et al (1992),
Senior and Fleming (2006) and Carnall (2007), and Clark (1994) talks of diagnosing
the business case for change; Burnes (2004a: 469) writes of clarifying the problem or
opportunity; Milner and Joyce (2005) talk of how public sector leaders need to learn
the detail of the issues they are tackling. Implementing change is partially matched by
competencies in other frameworks on setting targets, developing and communicating
plans, and motivating others. Planning or agreeing systems to provide incentives —
included in this competency - is an activity very similar to the practice observed by
Balogun (2005) of change agents ‘adjusting measurement systems’ — including
systems of rewards - to encourage individuals to support the change initiative — also
by Christenson et al (2006). Hayes (2007) includes training and development as one

of the ‘people issues’ in bringing about change.

Understanding complex social systems is partially matched by Spencer and
Spencer’s Organisational awareness — but the closest match is Porter-O’'Grady and
Wilson Krueger's Systems thinking, which considers systems connections other than
the political, decision-making systems that are of most concern to Spencer and

Spencer, Goleman et al and the LQF.

Understanding the perspectives of others and Collaborative working are well-matched
in other frameworks (particularly by Interpersonal understanding, Perceptual acuity
and Empathy in fhe case of the former and by Facilitates cooperation and
partnerships, Teamwork and cooperation and Interdependent leadership in the case
of the latter). Understanding the perspectives of others is seen in the Alimo-

Metcalfe/Alban-Metcalfe dimension of Networking and achieving to the extent that this
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dimension includes winning the trust of others by ‘sensitivity to needs’ (possibly it is
also an unstated component of Genuine concern for others, if that dimension is to be
exercised with some genuine insight into others), and it is an element of the LQF
quality of Collaborative working (‘understanding and being sensitive to diverse
viewpoints’). The activity of understanding the perspectives of others has elsewhere
been described — in whole or in part — as ‘empathy’ (eg Goleman et al 2002; Goleman
2006). Baron-Cohen (2001) has distinguished between the intellectual and the
emotional abilities to appreciate that another person has a different perspective to
one’s own, and to relate to that perspective, and also between empathy (relating —
intellectually and emotionally - to another's feelings) and sympathy (wanting to do
something to help another person who is suffering). The competency of Orchestrating
the team, with the interdependencies indicated in the interviews, however, is not well

matched in other frameworks.

Achieving results is also, surprisingly, not matched by more than three of the other
eight sets of competencies in Table 8.2, nor, in the explicit content described above in
Chapter 7, is it well-matched in detail. Competencies concerning results orientation —
which included commitment and drive and achieving success were, however, found in
59% of 49 UK corporate frameworks surveyed in 2004 (Rankin 2006; Competency
and Emotional Intelligence 2004). Achievement orientation — a competency at the
motive level - was originally identified by McClelland (1962, 1988) and was
characterised by behaviours that included setting achievable targets, and seeking
feedback on performance in order to improve. As it has been more recently
construed, achievement orientation is more often associated with personal
performance and high task standards, and with a ‘pacesetting’ style of leadership that
may not be effective (Spreier et al 2006). In this framework, it appeared that the
competency of Achievement focus needs to be combined with the competency of
Understanding complex social systems — otherwise its effect may be limited to a
narrow area in the organisation — and with the competencies of Collaborative working,
Understanding the perspectives and motives of others and Winning support —
otherwise the change agent’s scope for success was similarly limited to areas that
they, personally, could control. This is a competency that was necessary to bring

about significant change, therefore, but not sufficient.
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Winning support and overcoming opposition is partially matched by competencies in
the other frameworks concerning networking, negotiating, selling and influencing.
There was a rich range of influence tactics demonstrated across the interviews, which
included consulting and seeking consensus, providing resources, impression
management, reputation and credibility, winning support through achieving resuits
and directly confronting opposition. Communication and persuasion approaches
included: acting to raise the profile of an issue with a particular group, acting to
educate others, carrying out repeated communications, undertaking formal
presentations and launches, publishing newsletters, seeking confirmation that
communications had been clearly understood, consciously considering what is the
appropriate language for the recipient, carrying out private discussions in advance of
and outside of group meetings, arranging to move items further up the agenda for a
meeting, emphasising the benefits of the change in terms of the particular values and
needs of the recipient, seeking to redefine terms and categories, and showing
sensitivity to timing in raising and communicating issues. Communicating a vision as
a means of motivating people to work towards a change was used by only a minority
of interviewees: this issue is discussed in more detail below, in the section on styles

of leadership.

This particular list of influence tactics is not explicit in other frameworks, but the
literature on leading change supplies a comparable spread. Table 8.3 compares the
behavioural categories derived from the interviews with two established lists of
influence tactics, from Kotter and Schlesinger (1979) and Yukl (2002). Five of Kotter
and Schlesinger’s oft-cited six tactics for influence were evident: the one missing was
‘manipulation and cooption’. Nine of Yukl’'s eleven ‘proactive influence tactics’ were
evident: those missing were ‘inspirational appeals’ and ‘ personal appeals’. Areas not
well covered by these two lists were the behaviours of impression management,
establishing and maintaining reputation and credibility; and winning support by
achieving results. Not all of the detail of the communication and persuasion

behaviours from the interviews were apparent in either Kotter and Schlesinger's or

Yukl's descriptions.
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Table 8.3

Influencing tactics

Winning support and overcoming
opposition

Consulting and seeking consensus (may
involve compromise or joint agreement)

K&S: Participation and involvement
Y: Consultation

Communication and persuasion

K&S: Education and persuasion
Y: Rational persuasion, Apprisal,
Legitimating tactics

Provide resources

K&S: Facilitation and support
Y: Collaboration (also facilitating)

Trade and negotiate

K&S: Negotiation and agreement
Y: Exchange

Develop and use alliances and
partnerships

Y: Coalition tactics, Ingratiation (when
used as a longer-term strategy)

Impression management, reputation and
credibility

Winning support by achieving results

K&S: Direction and coercion
Y: Pressure

Facing up to opposition

K&S = Kotter and Schlesinger 1979

Y = Yukl 2002

Impression management, however, is discussed by Huczynski (1996) and Buchanan
and Badham (1999) — (and also by Yukl 2002:150-151, as a source of referent or
expert power, rather than as a direct influence tactic). Of credibility — an ascribed
attribute - Kouzes and Posner (1993: 22) have said it ‘is the foundation of leadership’.
Pfeffer (1992) and Kotter (1985) note that reputation is a source of potential influence.
The fact that change agents in the interviews reflected that they won more support for
their project when it had demonstrated some initial success, when people could see
some results, was an interesting finding, volunteered independently by a number of
quite different interviewees. There is some resonance with Kotter's (1996) injunction
to leaders of change to plan for (and achieve) some early short term wins, and thus

demonstrate some success, but only three interviewees explicitly indicated that they

had thought in this way.
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Kotter and Schiesinger (1979) included ‘manipulation’ as one of the tactics of a
change agent and, along similar lines, Buchanan and Boddy (1992: 18) argued that
‘manipulation and threat...must remain on the change agent's list of essential
techniques’. Buchanan and Boddy (1992: 29) talked of the need for change agents to
take part in ‘backstage activity'’ (which they contrasted with ‘public performance’)
consisting of ‘the politicking, the wheeler-dealing, the fixing and negotiating, the
coalition building and the trade-offs — which typically cannot be openly discussed in
the organisation...’. In studies on cross-organisational collaborations in the public
sector, Huxham and Vangen (2005) and Vangen and Huxham (2003) talk of
‘manipulating the collaborative agenda’ and ‘playing the politics’ — activities which
include ‘stealthy behaviour’ and ‘finding ways to exclude those who are not worth the
bother’. There was little evidence of these backstage, wheeler-dealing activities in the
accounts provided by the interviewees. There were examples of the use of assertive
behaviours and even threats, as change agents stood up to opposition, or promised
unpleasant consequences for non-compliance with implementation plans (and the
accounts provided in the interviewees included a number of examples of threats being
made against the change agents). There were examples of conscious impression
management, as noted above, examples of thoughtful estimations of the power of
different individuals and groups, examples of interviewees preparing the ground by
having meetings with individuals before group meetings, and examples of efforts to
tailor arguments to address the values and interests of different stakeholders, but not
to the extent, as one interviewee said, that he might be found ‘saying something that’s

palpably untrue, or leading people up the garden path'.

There were numerous examples of the more innocent activity that Balogun et al
(2005: 267) call ‘engaging in stage management’ — which they defined as:

Manipulating situations in particular ways to ensure a message is delivered
more effectively. For example, setting up meetings or discussions in a
particular way, such as use of experts to reinforce particular points, or
deliberately creating a particular self- image or impression, or making visible
the added value of their work to others.

PowerPoint presentations and other forms of rehearsed oral and printed case-making
were frequently part of the activities that change agents described using in order to
make their case (eg UKO1; UK13; UK16; UK18; UK22; UK27; AUS03). The other

most extensive examples of ‘'stage management’ described in the interviews were the
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arrangements for awards ceremonies, designed to show appreciation to staff and/or
trainees (UK10; UK22; AUSO05). Some interviewees also described how they
designed processes for facilitating meetings and workshops — but the examples were
no more intended to manipulate responses in an underhand way than the average
training session or organisational development workshop. The reason for this relative
absence of negative politics, of backstage ‘wheeler-dealing’ and ‘fixing’, may be that
such behaviours are not typical of people who would be recommended by my
referees as effective leaders of change — or it may be that the interviewees were
unwilling to volunteer examples of such behaviour on such a brief acquaintance with a
researcher — or it may even be that such behaviours are not typically associated with

effective leadership of change in healthcare systems.

Overall, this description of the competencies, derived from interviews with effective
leaders of change in healthcare organisations, presents some different ideas,
structured in a different way, from other frameworks of competencies/capabilities, and
whilst many of its constituent parts are similar to descriptions of competencies/
capabilities that are found elsewhere, there are some significant differences in the
detail of the competencies that were demonstrated by the change agents in the

interviews.

One of the criticisms levelled against competency frameworks, as discussed in
Chapter 2, is that they are reductionist and do not relate well to the whole
management task. The next section seeks to address this, at least partially by
considering how the individual competencies appeared to interact in certain styles of

leadership and leading change that were demonstrated in the interviews.
Styles of leading change in healthcare systems

The styles of many of the change agents, as they used their competencies could be
described as collaborative/participative, persuasive, transactional and
managerial/organisational. Only a minority were recognisably visionary and
transformational, in the sense of the mainstream descriptions of such types of
leaders, although more than this small number brought about, or helped to bring

about, major changes in their organisation, directorate or profession. Even those who
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exhibited some of the visionary style associated with transformational leadership

reinforced this with transactional measures.
Participative, collaborative and persuasive leadership

A participative style was evident in the accounts of the majority of interviewees, who
worked with others in a highly collaborative manner, with the accompanying need to
be able to understand and relate to the perspectives of different stakeholders in the

system.

In Chapter 2, | noted that several of the writers on leading change distance
themselves from the ‘lone hero’ idea of an effective leader (eg Buchanan 2003;
Caldwell 2003a), regard leaders of change as needing to adopt a mixture of direction
and receptiveness (eg Kanter 1983, 2006; King and Anderson 1992; Weick 2000;
Connelly et al 2000; Balogun and Johnson 2004), and that a number of scholars
propose that leadership can be a collective activity, under the headings of dispersed,
distributed or shared leadership (eg Bryman 1996; Bennett et al 2003; Rodgers et al
2003; Ross et al 2004a, 2004b, 2005; Gronn 2002; Pearce and Conger 2003; Martin
2005; Mehra et al 2006). In addition, the movément to regarding leadership as a
distributed process has been given momentum by the increasing complexity of
organisations: those who take a view of organisations as complex systems are almost
naturally led towards perceiving leadership as a shared process (eg Senge 1990;
Porter-O’Grady and Wiison 1995; Marion and Uhi-Bien 2001; Lichtenstein et al 2006;
Schneider and Somers 2006; Attwood et al 2003; Palus and Horth 2002). One
practical reason for this is that in complex changes, what Beckhard and Harris (1987)
called ‘soft’ changes, there is no obvious ‘right’ solution to a problem requiring
change, and the success of the change depends on the involvement and commitment
of a number of stakeholders, and this will most likely be achieved by a participative,
collaborative style (Heifetz and Linsky 2002; Schein 1987). Another reason is that in
complex systems it is simply not feasible to restrict the leadership role to figures at the
top of the organisation: the continual complex adjustments that are required indicate
that leadership influence should be dispersed. Hayes (2002: 162) picks out six
situational variables that may suggest to a change agent that a more collaborative or

a more directive style is appropriate in a particular situation: three of these that favour
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a collaborative style were present in many of the examples described by interviewees:
the need for more information, the need to agree on what the change should achieve,

and the need for the commitment of others.

The implication for the individual who wishes to bring about change is the need to
learn how to work collaboratively, sharing information and other resources with
others, bringing individuals and groups together to contribute to, and therefore
ultimately to own, decisions about change. These activities, and these capabilities,
were demonstrated in the research in many different settings by different
interviewees, as described in the sections in the previous chapter on Collaborative
working and Orchestrating the team, and individuals were able to engage in these
collaborations by virtue of their ability to Understand the perspectives of others. To
the extent that collaborations are not without disagreement (or even conflict) the need
to seek consensus, to communicate and to persuade, even to negotiate and trade,
were in evidence in some of the collaborations, as described in the competency of
Winning support and overcoming opposition. The sharing of leadership functions
evidently varied, including the pooling of ideas in informal, small partnerships or
dyads; the more role-bound mixture of contribution, interaction, influence and
compliance of larger groups (such as project steering groups); and the complex and
structured interactions of the members of an individual's immediate team, described
in the previous chapter as Orchestrating the team, with the need for the team leader
to take action to sustain and develop the team and support the individual members.
Participation-direction has been a long-established spectrum for consideration of
appropriate leadership styles, presented in a contingency form by Tannenbaum and
Schmidt (1958), where the most effective style was said to depend on the nature of
the decision to be taken and expectations of the ‘followers’. Senior and Fleming
(2006) and Dunphy and Stace (1993) described a continuum of styles of leading
change as collaborative, consultative, directive, coercive, and Kanter (2006), Weick
(2000), Balogun and Johnson (2004) have all argued for some directiveness and
some participativeness of style. In the leadership literature, the six leadership styles of
Goleman et al (2002) include two that are particularly participative — the democratic
and the affiliative styles — and two that are more directive — the pacesetting and the
commanding styles. Although there were strong themes of collaboration and

participation in the accounts of leading change provided by the majority of
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interviewees, there were also examples of directiveness and (in a minority of cases -

five of the interviewees, three of them chief executives) a pacesetting style.

Where directiveness was absent, many of the decisions that were described by
interviewees required the cooperation and agreement of a number of stakeholders
and it would not have been possible for the change agent, as a lone leader, to dictate
the decision to others and to expect commitment or even compliance. This was the
case not only in those decisions that spanned organisations, but also many of those
that affected only a single organisation, but multipie professional groups. Where
directiveness was present at the decision-making stage of changes, it was most often
because of the urgent imperative to meet a set target: the change agent perceived
they themselves had little room for manouevre, and acted to emphasise the need for
others to do their bit to resolve problems quickly in order to meet targets. This did not
mean that the change agent knew the detail of how to resolve the problem, but they
directed others to take action to find a resolution. Directiveness was also present in
some examples where the change agent had the authority to command others to
address a problem in relation to other performance problems: this was highlighted in
cases where the problem related to patient care. In almost all the other cases where
directiveness was demonstrated in the examples provided by interviewees, it
occurred at a later stage in the change process, when the aims and objectives of the
change had been agreed, and yet the desired performance was not being achieved,
or people were still resisting the change. In those circumstances a number of
interviewees described how they used their authority to call individuals and groups to
account, in some cases confronting others directly and forcefully in order to bring this

about, as representing in the competency of Achieving results.

Persuasiveness was also used to a great extent by the change agents, as
represented in the competency of Winning support and overcoming opposition. For
anyone familiar with the literature of change, this will be of little surprise. As we saw in
Chapter 2, the actions of change agents in overcoming resistance and managing the
politics of change have for many years been a concern of writers and researchers in
this field (eg Kotter and Schlesinger 1979; Kanter 1983; Hayes 1984; Buchanan and
Boddy 1992; Pfeffer 1992; Kotter 1996; Bragg 1996; Buchanan and Badham 1999;
Senior and Fleming 2006; Hayes 2007).
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Transactional, pragmatic, personable (but rarely visionary) leadership

The transactional nature of the leadership styles adopted by many of the change
agents was not entirely expected, nor was the very limited evidence of a visionary,
transformational style. As we saw in Chapter 2, the idea of transformational
leadership, with vision and the communication of vision as central elements, has been
a dominant feature of the landscape of thinking and research into leadership since the
1980s (eg Bass 1985; Bennis and Nanus 1985; Hunt 1999; Bass and Riggio 2006)
and is also a key component in ideas about leading change (Kotter 1990; Eisenbach
et al 1999; Balogun and Hope Hailey 2004). In Chapter 3 we saw various writers
argue that transformational leadership is needed in the health service (Alimo-Metcalfe
and Alban-Metcalfe 2000, 2001, 2006; Xirasagar et al 2005; Millward and Bryan 2005;
Edmonstone and Western 2002). However, visionary leadership did not feature highly
in the accounts that the majority of interviewees gave of their actions to bring about

change.

Of the 40 interviewees, only four Australian and 13 UK interviewees used the word
‘vision’ at all. Of these, nine spoke of establishing a vision and communicating it to
convince others of its desirability, or achieving acceptance in other ways (such as by
ensuring contribution to building the vision); another two interviewees spoke of
achieving a shared vision, and one spoke of it in terms of establishing an
implementation plan to translate the vision into reality. Of these 12, perhaps no more
than seven could be said to have described using a vision or visions as a central part
of their efforts to bring about change (four CEOs, two directors and one clinician) and
of those seven, five talked of achieving cooperation not only through winning
commitment to the vision, and in some cases by inspiring others, but also through
transactional means such as setting standards, monitoring them and requiring
compliance. There was no evidence to suggest that these seven leaders who
described using vision as a central approach were more effective than all the other
interviewees — ie there was no evidence that they represented the ‘outstanding’ group

to the mere ‘effective’ rating of the others.

This is only one measure of whether the interviewees were exercising

transformational leadership, and it requires a number of caveats. First, the interviews
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did not seek out visions or visionary activity, and the word was never used in a
question unless it had already been volunteered by the interviewee. It may be that if
some way had been found to probe this issue with those interviewees who did not
volunteer that they had developed a vision, | might have found that yes, in fact, they
did have a clear idea of a desirable future state of affairs, something that could have
been described as a vision. Secondly, establishing and communicating visions is
commonly said to be a core element of transformational leadership, but it was evident
that some interviewees were carrying out transformations of organisations, and were
inspiring and developing people, without mentioning the word vision, or even
indicating they had a long term, visionary goal in mind. Thirdly, it may be that the
methodology employed is not entirely suitable for identifying this behaviour: Spencer
and Spencer (1993:65) note of the competency behaviour of ‘Communicates a
compelling vision' that ‘Examples of this [behaviour] are rare and are likely to be
inferred from the results of activities, from reports by others, and from the
interviewer's observation and impression rather than by direct quotes [in a
Behavioural Event Interview].” The Hay competency frameworks of 1993 did not
feature vision highly — but as we have seen, the LQF of 2001/2002, which was
substantially developed using BEI did feature visionary activity by leaders (in fact the
name of one of the qualities was only changed from ‘Vision’ at the last moment, in the
final draft), and in this study the methodology was sufficiently sensitive to detect

visionary leadership on the part of some interviewees.

However, there may be other reasons for the relative absence of vision. Of the
visionary style of leadership, Goleman et al (2002) reflect:

...the visionary style doesn’t work in every situation. It fails, for instance,
when a leader is working with a team of experts or peers who are more
experienced than he — and who might view a leader expounding a grand
vision as pompous, or simply out of step with the agenda at hand. This
kind of misstep can cause cynicism, which is a breeding ground for poor
performance.

On cynical reactions, one of the interviewees talked of one of his staff attempting to
win the buy-in of a group of clinicians:

The first challenge for her was to get up in front of all the clinicians... and
communicate, or get their buy-in, to developing the vision for the future.
That's hard. Because they come, they’re cynical, not in tune, out of whack
with where you want to go now, let alone the future, and [it’s] ‘ooh, here
we go again’ type of story.
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Perhaps the dispersed power structures in healthcare, with their parallel and

competing types of expertise, discouraged the use of a visionary style by the

interviewees?

Whilst the interviewees provided fewer examples of one type of vision than might be
expected — the type of vision of a future desirable state that would inspire people to
action, associated with leading change (eg Kotter 1996; Conger 1999) — there were
frequent examples of the inclusive kind of visioning that reminds people, in the midst
of the complexity of targets and budgets and regulations and demarcations of job
roles, of the contribution they make to a bigger purpose — particularly in terms of
providing patient care. There was a high emphasis on patient care from interviewees,
both in terms of an end that motivated their own activity and of a purpose they

communicated to others in order to motivate them.

Most interviewees, however, whilst being effective in bringing about change, could be
not be described as demonstrating traditional visionary leadership, and those that did
reinforced it with measures that were clearly transactional (providing incentives,
tackling failures to perform). This combination is not unheard-of: writers such as Bass
(1985), Kakabadse and Kakabadse (1999) and Kent (2005) have argued that
individual leaders can be both transactional and transformational. However, as was
argued in Chapter 2, the exact meaning of transactional leadership is also not entirely
clear: Yukl (1999: 289) has described its use by Bass as covering a variety of ‘mostly
ineffective’ leader behaviours that ‘lack any clear common denominator. The
exchange of something for something else (the original basis of transactional
leadership from Burns 1978), and using direct authority to seek compliance with
instructions or standards (from Bass 1985, management by exception) was evidenced
by interviewees in this research in:

* trading and negotiating

= seeking consensus (including seeking/accepting compromise)

» standing up to opposition

* holding others to account (part of Achieving results)
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Transactional leadership often suffers in print from its comparison with the
transformational alternative. It appears dull, calculating, selfish, uninspired. It is
associated with a Theory X view of humanity, compared to transformational
leadership’s Theory Y. However, in this research interviewees spoke of (and in many
cases demonstrated) transactional leadership that was participative, fair and effective,
as well as at times considerate and personable. Transactional leadership has been
narrowly described as providing financial rewards for productivity or denying financial
rewards for lack of productivity, whereas transformational leadership (among other
things) aligns the objectives and goals of individuals, groups and the organisation
(Bass and Riggio 2006: 3). This duality over-simplifies a complex interaction. As one
clinical director reflected in an interview, in his opinion other clinicians were generally
willing to try a new thing if it could be shown to be a reasonable thing to do, that would
improve patient care, and would not result in too big a loss to them (the clinicians) of
time or money. It was interesting that where financial transactions were described by
interviewees, in the form of bargains that were struck in order to win support for
change, they generally concerned funding for facilities, or for extra staffing, in order to
improve services to patients, rather than for direct personal gain. This appears to be a

significant extension of what Bass and Riggio define as transactional leadership.

A modern perspective on leadership that is non-visionary but other than transactional
is provided by Michael Mumford and colleagues (Mumford 2006; Mumford and Van
Doorn 2001; Strange and Mumford 2002) and their idea of ‘pragmatic leadership’.
Pragmatic leaders are those who use their sensemaking faculties to define problems
and develop solutions. Rather than developing visions to influence others:

pragmatic leaders exert their influence through an in-depth understanding of
the social system at hand and the causal variables that shape system
operations. Pragmatic leaders are skilled not only at identifying socially
significant problems but also at devising actions that allow them to manipulate
current situations in such a way as to bring about efficient practical solutions to
significant systems problems (Mumford 2006: 9)
This is an appealing way of interpreting some of the information provided by the
interviewees about how they brought about change, and it fits well with the evidence
of the importance for the change agents of being able to make sense of the complex
socials systems within which they operate — in other writings, as outlined in Chapter 2,

Mumford and colleagues also emphasise the importance of this sensemaking skill (eg
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Mumford and Connelly 1991; Mumford et al 2000). Mumford (2006) categorises
individuals as pragmatic leaders (or ideological leaders or charismatic leaders — both
a type of visionary leader) but allows for the possibility of leaders who could operate

in a mix of modes, enabling us to talk of pragmatic leadership behaviours, and even a
pragmatic leadership style.

Mumford and Van Doorn (2001) originally argued that pragmatic leadership was less
likely to be effective when there is much disagreement about causes of problems or
about the values that should be pursued — ie it may only be effective in tackling
technical issues and problems, but Mumford’s thinking on this progressed, and he
later argues that pragmatic leaders may be better able to bring multiple diverse
groups together to reach agreements, and to enable others to formulate their own
visions of what they wish to achieve (Mumford 2006: 38-39). Mumford and his
colleagues argue that pragmatic leadership represents an alternative route to

‘outstanding leadership’, a route that is more rational and less emotional.

From a combination of Mumford and Van Doorn (2001:302) and Mumford (2006:38-
39) the core characteristics of pragmatic leadership emerge as the exercise of
influence through

= elite social relationships (ie networks or other structures)

» appeals to existing shared values

» the effective communication of the merits of a plan

» persuasion and negotiation through demonstrations

= entrepreneurial ability to identify opportunities for innovation

= bringing together diverse groups to reach agreements

= enabling others to formulate their own visions of what they wish to

achieve

There is an odd one out in this list of characteristics, to which we will return in a
moment. Overall, the pragmatic leadership style would be one that works primarily
behind the scenes, putting forward well-devised, rational proposals for change. This is
a fuller picture than the limited description we have of a transactional leader, and the
last two elements in the list are inclusive and would fit with the participative/

collaborative style that was evident in many of the interviews. There is a fairly wide
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range of behaviours (although a narrower range of tactics for winning support than
arose from my interviews), whereas the transactional leader, as defined by Bass
(1985), and Bass and Riggio (2006) is limited to exercising control over those where
he/she already wields authority. However, a consideration of a wider range of
transactions could enable us to stretch the term to include many of those influencing
behaviours described by writers on change such as Kanter (1983) such as ‘tin-
cupping’, ‘horsetrading’ and ‘bargaining’. The more rounded list of influencing
behaviours of the pragmatic style of leadership still appears appealing, but if the main
distinguishing factor is rationality and lack of emotion, one must have some concern
that the type will not embrace the relationship-building behaviour demonstrated in
many of the interviews and described in the literature on change agents (Buchanan
2003). The list of characteristics also contains an exceptional characteristic of the
pragmatic leader, among the list of ways in which they exercise influence — the
assertion that they possess entrepreneurial ability to identify opportunities for
innovation. This is not so very different from Conger’s (1999) assertion that the
charismatic leader is concerned to find (and succeeds in finding) areas for
improvement and change. A concern for improvement is not the sole preserve, nor

the distinguishing feature, of either of these views of leadership types or styles.

Returning to the interviews, the main characteristics of the accounts of change were
that the change agents were concerned to achieve improvements, that they often
analysed issues in detail, usually combined this with a sophisticated understanding of
the wider systems within which they were working, often worked participatively/
collaboratively, and sought to be persuasive in order to win the support they needed
to bring about the change. The form of persuasiveness varied, perhaps depending on
the situation and the resources available, and included transactional exchanges (or
the promise of them) as well as appeals to shared values, demonstrations, effective
communication and the other approaches used by the pragmatic leaders of Mumford
and colleagues. The idea of pragmatic leadership is interesting, therefore, but
contributes to an understanding of, rather than entirely explaining, the behaviour

described in the interviews.
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Task- and person-centred leadership

If the actions described by the interviewees did not easily fit with conventional wisdom
about transformational and transactional styles of leadership, they did have some
resonance with an older perspective on leadership styles, the interplay of task- and
person-centred leadership. As set out in Chapter 2, studies at the universities of Ohio
State and Michigan, identified two factors that influenced leadership behaviour (Yukl
2002): a concern for task achievement and a concern for people, or ‘consideration’.
This was developed by Blake and Mouton (1964, 1985) into a grid of five different
styles of leadership, including a high focus on task, a high focus on consideration, and

a high focus on both task and people.

A concern for completing tasks successfully, meeting targets, meeting the needs of
patients was evident in the examples of behaviours described by the interviewees,
and formed the basis of the competency of Achieving results. This was often
displayed as a proactive, developmental competency, as discussed in Chapter 7,
where interviewees identified and tackled improvements that could be made to the
then current ways of providing services. The competency of Implementing change is
also centred on task achievement, and includes planning, agreeing targets and
protocols, and motivating people to achieve the objectives of the change project. A
concern for people was demonstrated in the often empathic understanding of others
that interviewees sought to develop, or practised; in the inclusion of others in
cooperative working arrangements; in the pleasure that some interviewees took in the
development of others — as contained in the competencies Understanding the
perspectives of others, Collaborative working, Orchestrating the team, and in
Implementing change (in the training and development element of this competency).
There were perceived trade-offs, discussed by some interviewees between the need
to consult with, and include, people, and the desire to make speedy progress with the
task in hand, as discussed above, in Chapter 6, in relation to bring people together to
analyse an issue and make decisions. The most striking examples of task- and
person-centred concerns working together, however, were around cases where the

interviewee tackled performance problems, and cases where they acted to train or

develop staff.
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Training and development activities were often discussed by interviewees, both in
relation to helping staff to learn new clinical techniques and skills in order to
implement a change in service, and also in relation to management and leadership
skills, in order to improve organisational capacity. This function has been placed in
the competency Aof Implementing change in the framework, but there is an argument
for regarding it as a separate competency: just as the competency of Establishing
systems and structures develops one aspect of an organisation, so too does the
activity of developing the knowledge and skills of the organisation’s members. The
task orientation of the interviewees was often obvious — they needed people to be
able to do things differently in order to be able to meet the (new) demands of the job;
the people orientation in some cases was obvious, too, where interviewees described
how they took pleasure in helping people learn, or in seeing others respond positively
to training, or in seeing the increased confidence and pleasure that people took from
training and learning (eg UK10; UK11; UK22; UK30; AUS05). The explicit
combination of the task and people orientation was expressed by one interviewee in
terms of the ‘importance of development for individuals in order to build services and
to really build a climate for change and to embrace it as an organisation’. And more
simply by another: ‘I learnt that if | supported people through problems, or as
individuals, [by supporting] their personal development, | got so much more out of
them’. This was not a cold calculation, but a statement from an executive who had
already said:
what | want to do with [this organisation] is to have people that have come and
worked for us...go out having learnt and grown themselves, [so they]... can go
back to work in whatever field they're going back to, that have learnt and
grown and feel fulfilled, and | think that’s really important that you support
them as individuals.
The other striking interplay between task-centred and person-centred styles
concerned holding people to account for performance problems. This has been
placed in the competency framework in Achieving results rather than in Implementing
change, because it may occur at any stage in the change process (including at the
outset, where performance problems may indicate that a change is required). Some
interviewees took a tough approach to holding others to account for performance
problems, emphasising standards, the achievement of targets, the duties of the job
etc: as one said: ‘I am ruthless when it comes to patient care. | am very, very

intolerant of people who can't hack it.” Other interviewees, however, described
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examples of how they tried to balance their concern for task achievement with their
concern for people, to solve the problem that was affecting performance but with
consideration for the people involved. This involved focusing on processes, systems
and performance, rather than the individual and, in some cases bringing an
understanding to bear on the culture within which the individual had been working, or
the (lack of) support they had received relative to the difficulty of the task. Sensitivity
to the individuals’ feelings of anxiety, guilt or defensiveness was also a factor in some
examples. Ways of tackling the issue might involve changing responsibilities,
clarifying what was required, ensuring more support was provided in future, enabling
people to feel better by helping to contribute to the solution to the problem. Quotations
from four of the executives who demonstrated this high task/high person-centred style
illustrate this:

...it got slightly difficult at some stages because | think people were starting
to feel quite criticised.... [but] thanks to the facilitator | think who helped to
put that skillfully, [the inquiry into the problem] became more about the
process than about individuals’ performance

...their concern was that they would all end up being sacked and goodness
knows what. But you've got to recognise they're part of a system and they've
functioned within a system that's had a particular culture and a particular
way of working, and they hadn’t had proper management and proper review
to help them to understand that they weren’t managing the caseload

properly.

| think it’s about trying to have a dialogue with people... [so that] they don't
feel they're being beaten up... | think it's reminding people what their duty is,
and taking them through the stages of how this could be [carried out]

_..it became clear that the XXX Department was really struggling, not
because of any fault [of theirs], they just didn’t have the capacity to sort it
out. And | just said, let’s shift it into a new phase, let’s do it in a different way,
let’s set up a committee, let’s get one of our non-execs to chair it with the
Jocal people in it as a steering group. And I'll drive it with them.

Managerial/organisational leadership

A further feature of the change agent styles described in the interviews was that they
were also managerial/organisational. | noted in Chapter 2 that, although some writers
conflate the opposites of (transformational) leadership — transactional leadership and

management (Bass 1985, Burnes 2004a:521; Flanagan and Thompson 1993) this
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seemed wasteful of useful analytical tools. Persuasive and transactional leadership
were evident in the interviews, and so too were different sets of behaviours that could
be described as managerial and organisational. | noted in Chapter 2 that a limitation
of many studies of leadership from a transformational/transactional perspective is that
they focus on the motivation of ‘followers’, often those in one-to-one relationships with
the ‘leader’ and ignore many of the activities associated with the exercise of
leadership positions in organisations, such as creating and developing the
organisation’s structures and systems (Yuk! 1999: 290; Kets de Vries 1994: Boal and
Hooijberg 2001; Collins and Porras 2000). The activities of agreeing and monitoring
business plans, for example, which are crucial to the effective functioning of most
organisations, are often considered in the literature to be ‘managerial’ rather than
leadership functions (eg Kotter 1996; Boyatzis 1982), although Kotter (1996) argued

that management is needed in change, in order to deal with complexity.

However, there are minority views that these ‘managerial’ activities are indeed part of
the leadership of change. As noted in Chapter 2, Nadler and Tushman (1990) talked
of the need for ‘instrumental leadership’ in bringing about change, which included
building teams and creating structures and creating systems and processes for
control, Bryman et al (1999) found that ‘instrumental leadership’ - defined in terms of
clarifying roles, organising, ensuring that sufficient resources are available - was
regarded as important by respondents in their research, and Munshi et al (2005)
talked of ‘structuralist leadership’ as being important for innovation - including
undertaking tasks such as organisation design, the coordination of activities, and the
provision of resources. Balogun (2005) talks of the structural practice of bringing in
new measurement systems, or changing existing systems for target-setting,
measurement and reward in order to provide incentives for individuals to support a
change. Christensen et al (2006) promote the use of ‘management tools’, including
control systems and standard operating procedures, to bring about change. Two of
Quinn’s (1988) roles of leaders were ‘Monitor’ and ‘Coordinator’. Pfeffer and Sutton
(2006: 210) write in terms similar to those of Collins and Porras (2000) on clock-
building and time-telling when they write that in larger organisations leadership
becomes a ‘less direct and less dramatic process’, one that entails ‘building reliable
systems’ rather than being the ‘heroic saviour who steps in and saves the day.’

Hosking (1988: 293) suggested that ‘leadership can be seen as a certain kind of

225



organizing activity’ in a paper that Grint (1997: 290) presented as a significant

alternative view of leadership, one where

an effective leader is...someone who is skilled at leading — it is an active not a
passive affair but it is not one restricted to face-to-face interpersonal skill nor is it
restricted to a single actor’s behaviour

Interviewees in this research described their managerial/organisational/structural
activities in a variety of contexts, as detailed in Chapters 6 and 7, as they spoke about
how they established and structured steering groups for projects, created systems for
analysing or monitoring aspects of performance, agreed relevant individualised
targets for organisations or project leaders, resolved perceived problems by making
changes to structures and systems, or established structures and systems simply in
order to bring their new organisation into being. These are not areas that have been
emphasised by scholars of leadership or leading change - although there are
exceptions, as noted in the previous paragraph. These activities are mainly
represented in the competency framework in the competencies of Implementing
change, Monitoring performance and Establishing structures and systems —
competencies which, as noted earlier in this chapter, are often not well-matched in
other frameworks of competency or capability, and are under-represented in the
Alimo-Metcalfe/Alban-Metcalfe and the LQF frameworks.

Taking Kotter's (1996: 25) categorisation of management as ‘a set of processes that
can keep a complicated system of people and technology running smoothly’ and
leadership as a set of processes concerned with creating or adapting organisations,
and his argument that, where a high degree of change is needed and the system is
highly complex, then considerable management and leadership expertise are needed,
it is logically far from surprising that the interviewees in this research described
undertaking a significant number of management activities. Kotter (1990:13) allows
that some individuals may be strong in both leadership and in management skills (as
he defines those skills) and that individuals and coalitions with a mixture of these
skills are needed for success in major changes (Kotter 1996:58). Empowering
employees to bring about change entails, at least, changing structures and systems in
order to reduce obstacles (Kotter 1996:101-116) requiring some of the planning,
budgeting, organising and staffing activities that Kotter allocates to management. As

with the two-category framework proposed by Bass, however, Kotter seeks to
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promote one of the two categories he has identified and, like Bass, whilst not denying
the less important category has a contribution to make to achieving effective
performance, tends to attribute the more human, personable behaviours to his
favoured category, so that, for example, for Kotter it is leadership that seeks to
empower, whereas management seeks to control (1990: 8). If that is the case, who
then will create the systems and structures for consultation and empowerment? Who
will design the systems for agreeing on fair and flexible targets, which take account of
individual situations and aspirations? Or rather, by which process will these things be

done - by leadership or by management?
Leading change in a complex environment

In this research, the ability to make sense of complex social systems was a
competency that featured highly in many of the change agents’ accounts of their
activities. In this section | intend to link this to relevant literature on the leadership of
change, and to discuss the relevance of some of the other competencies in the

framework to leadership in a complex environment.

Healthcare environments are all potentially complex. Matters of concern to the welfare
of an individual patient may involve a number of organisations and professions — each
with slightly different perspectives, responsibilities, areas of expertise and concern.
Numerous factors can affect the decisions of policy-makers and managers about
strategic direction and funding. For any one problem or issue - such as a new
approach to treatment — there may be a variety of active groups, locally, nationally
and/or internationally. The complexity of the healthcare setting has been observed by
a number of commentators. In Chapter 3, | noted that lles and Sutherland (2001:80)
argue that differences concerning leading in the health sector, as opposed to other
sectors, include the complexities of leadership in large, multi-professional systems,
where ‘interrelationships, interdependencies and awareness of different views of
purpose’ are crucial. This endorses the need for the ability to understand the complex
social systems that operate in health care (also Dawson 1999; Dawson and Dargie
2002; Boyne et al 2006; Edmonstone and Western 2002; Attwood et al 2003; Porter-
O’'Grady and Krueger Wilson 1995; Plsek and Wilson 2001).The American Healthcare

Leadership Alliance Competency Directory (2005) identified, as one of its five major
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domains, a knowledge of the healthcare environment, which includes an

understanding of the healthcare system, and systems thinking skills.

Attwood et al (2003: 61) write: ‘In the whole systems development context, leaders
must be able to think systemically — to “map the system” — and to help others make
sense of these realities’. Porter-O’Grady and Krueger Wilson (1995 ) include systems
thinking as a key conceptual competency needed by healthcare leaders, along with
the ability to recognise patterns and to synthesise information, as noted earlier in this
chapter. They write (1995: 49):

Systems thinking is the most noteworthy of the conceptual competencies
demanded of the reinvented health care thinker. A leader who is a systems
thinker does not simply look at care delivery as a group of services to be
configured along the continuum of health and illness but sees it as the product
of their interactions
They note that this means — among other things — that problems should not be ‘seen
in isolation but as part of a larger universe of problems’ (ibid) and therefore the

analysis of a problem relies on systems understanding.

As described in Chapter 2, above, much of the literature on leading change
emphasises the importance of context, and the need for leaders to understand
context, and this is sometimes reflected in the abilities attributed to effective leaders
of change. For example one of the five elements of Conger and Kanungo’s
Charismatic Leadership Scale concerns Sensitivity to the Environment — (Conger et
al 1997). For Hayes, too, the first stage of a change is recognition — realising the need
to change — which ‘involves complex processes of perception, interpretation and
decision making’ (Hayes: 2007: 83). Similarly, Pettigrew and Whipp (1991) talk of
‘problem-sensing’ as an early stage of change, and Paton and McAlman (2000) and
Senior and Fleming (2006) advocate systems analysis as a means of understanding
the problem/opportunity that requires change. The ability to assess and understand
the environment does not begin and end with this first stage of the change process,
however. The ability of effective leaders to understand context was highlighted by
Mumford, Zaccaro and colleagues, as described in Chapter 2, above. They took as a

starting point that

organizational leaders need to be able to confront a variety of difficult
problems and be able to fashion individual and organizational solutions in a
complex and sometimes hostile environment (Zaccaro et al 1991: 320).
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Zaccaro, Mumford and colleagues emphasise the need for leaders to understand the
context within which they work, and therefore highlight the ability of leaders to make
sense of their complex surroundings — an ability described as social awareness, or
social intelligence (Zaccaro et al 1991; Mumford et al 2000; Zaccaro et al 2000), or
the ‘social judgment skills’ required for operating effectively ‘within a complex

organizational setting’ (Mumford, Zaccaro et al 2002).

Mumford, Zaccaro and colleagues linked these skills with the skills of understanding
other individuals, and the ability to behave flexibly towards others in the light of your
assessment of their perspective — an approach which aligns them with Goleman'’s
(2006) categorisation of the outward, social aspects of emotional intelligence —
recognising emotions in others and being able to work with them — as ‘social
intelligence’ — although Mumford, Zaccaro and colleagues are concerned to stress
that their view is of ‘a distinctly cognitive model’ (Mumford et al 2000: 26). | have
argued that Understanding the perspective of others can usefully be regarded as a
separate competency, rather than one of a piece with Understanding complex social
systems, but both competencies are extremely valuable in a complex environment. In
a complex environment, with a wide range of stakeholders, the potential for difference
and for conflict ié higher, and therefore the ability to understand the perspectives and
motives of others is at a premium, as a foundation for a) understanding the role they
are likely to want to play in the issue at hand; b) working collaboratively with them

and/or c) seeking to win their support or overcome their opposition.

An implication of the systems perspective on healthcare taken by Attwood et al (2003)
and Porter-O’'Grady and Krueger Wilson (1995) is that leaders must work
collaboratively with others, helping them to learn and develop, and expecting them to
take action. Thereafter the two sets of writers to some extent go their separate ways
in suggesting how leaders can influence their systems, Attwood et al advocating
particular approaches to helping others to learn, Porter-O’'Grady and Krueger Wilson
arguing (among other things) for the leader to think systemically about establishing
structures and systems. The specific details of neither of these approaches are
suggested by the information from the change agents | interviewed, although the

general direction is in accordance with many of the interviewees’ accounts, and is
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therefore reflected in the competency framework: collaborative working was seen to
be important in most of the examples, and leaders of change needed to establish

systems and structures in order to make things happen.

A feature of a complex environment, such as healthcare, which is not explored so
much by Attwood et al (2003) or by Porter-O’'Grady and Krueger Wilson (1995) is that
a variety of influence tactics may be necessary in order to bring about change: these
tactics may be guided by a good understanding of the systems in which the action is
taking place, and a good understanding of the perspectives and motives of others, but
after the change agent has come to some conclusions about the systems and
individuals he/she has encountered, there is still a need to act to influence others. As
Buchanan and Badham (1999: 67) argue:

Approaches [to influencing others] that are effective in one setting may be
wholly inappropriate in another. The change driver thus needs an extensive
behaviour repertoire of both political and conventional tactics in order to
succeed
There is support from some quarters, therefore, from researchers into healthcare
systems and from writers on leadership and leading change, for an emphasis on the
ability of change agents to understand the complex social systems within which they
operate. The need to be able to operate effectively in a complex, pluralistic
environment also supports the need for competencies concerning understanding the
perspectives and motivations of other individuals, working collaboratively with others,
and being able to use a range of influencing approaches in order to win the support of

others.
Leading change in a healthcare environment

There were a number of significant implications of the fact that interviewees were
leading change in healthcare environments: the public sector setting; the financial
arrangements; the responsibility (in the case of most interviewees) for matters of
sickness and health, if not life and death; the dangers of public disquiet, publicity and
political interference; the imperatives for UK interviewees of centrally-imposed targets
_ but two factors stood out in particular: the focus on patients, and the need for

managers and clinicians to work together.
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An explicit focus on patients and their welfare was found in almost every interview. In
the framework, this is incorporated into the competencies of Achieving results and
Analysing issues and making decisions about change. This focus was found not only
in those interviewees who were clinicians, but also in executives at every level. One
executive, for ex‘ample, described the key question in understanding problems, and
potential changes, as ‘what does this actually mean for this patient?’ Another said,
with great credibility: ‘I'm doing this job because | want to ensure that the care for
people with [this iliness] and their outcomes are improved, for no other reason’.
Another executive said that in addressing issues of change, ‘| adopt the position of
the patient and articulate what's best for the patients, it makes... my decision-making
very clear because it's a no-brainer to say, do | want the person to wait twelve months
or six. It's a no-brainer.” Other executives credibly emphasised that patient care was

their main concern, and their main argument, in seeking the changes they described.

The need for clinicians and managers to work effectively together is an obvious
component of Collaborative working, but it is also a factor in the competencies of
Understanding the perspectives and motives of others (managers and clinicians may
have different perspectives and motives — as may different groups of clinicians),
Winning support and overcoming opposition (tactics of persuading, negotiating,
providing incentives, impression management and credibility, may need to be varied
for different groups or individuals) and Understanding complex social systems (it is
important to understand the function, place and powers of groups and individuals in
the system). To focus on management-clinician relationships is not to underestimate
the issues of clinicians working effectively with clinicians from other directorates or
specialities, or the difficulties in clinician-clinician relationships across different
organisations — say, for clinicians in secondary care in winning the cooperation of
general practitioners for particular changes. Both of these were problem areas raised
by interviewees: there are many different tribes and clans of clinicians, indeed there
are many tribes of medics, with different professional backgrounds and different
organisational responsibilities as Denis et al (2002), Ferlie et al (2005), Currie and
Suhomlinova (2006) and others have observed, as we saw above in Chapter 3.
However, as noted in that chapter, there is a recognised need for leaders in
healthcare to win support from clinicians, especially from well-established medics
(Ferlie et al 2003; Degeling 2004; Boyne et al 2003; Marshall et al 2003; Reinertson

231



et al 2005; Ham 2004). It is unsurprising, therefore, that executive interviewees and
others with management responsibilities were concerned with issues of how best to

work with this powerful group.

The clinical group that were most involved in this research were senior medics — all
but three of the 16 clinician interviewees were doctors. Ten of the medics who were
interviewed had management responsibilities as clinical directors, the ‘hybrid
professional-manager role’ (Ferlie et al 1996:104) that has been mooted as the role
that can ‘translate’ between medics and managers (Ferlie et al 1996: Llewellyn 2001;
Roddis 2005). These interviewees spoke of seeking to manage and influence other
clinicians, including other medical consultants, as well as seeking to influence

executives and other managers.

In effective clinician-management relationships, individuals used the four
competencies inA combination, although in some statements one competency or
another appeared to be dominant. For example, the competency of Understanding
complex social systems (in relatively simple form) can be heard in the statement of
one chief executive, that: |

the medical staff...are a key constituency... there is a pecking order, I'm afraid,
and they are at the top of it, it’s sad, but they are and you need them to come
along [with changes you propose]
Whereas in the following statement, by another chief executive, there is more
emphasis on Collaborative working:
I've always seen my job as a Chief Exec... [as being] about working with these
people [ie clinicians] and trying to ensure that they can do the best they can
within the circumstances of finite resources and inevitable frustrations with large
bureaucracy
And a concern with Winning support, reinforced by an element of Understanding the
perspectives and motives of others was evident in the argument by another CEO that
executives should always to focus their position on patient need: ‘if we do what the
patients want, the professionals actually will follow in the end’. Anyone leading
change, said this executive, has to ‘speak from the perspective of the patients’
because ‘waiting lists are political but, actually, patient suffering isn’'t’ and arguments

about patient suffering are matters that clinicians ‘can’t disassociate themselves from'.
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Patient-focus and working well with, or winning the support of, clinicians, thus come
together.

The importance of language, and being aware of the different values of different
groups was emphasised by executives and clinical directors. One clinical director in
particular said that it was important to be able to talk to ‘the hospital’ (ie the
management of the hospital) in ‘their language’ and then to be able to talk to
consultant colleagues in their language. He had convinced his colleagues of the
benefits of a change to the provision of services on medical grounds, relating to
quality of care. He convinced the hospital that the change would reduce ‘bed days’ (ie
the time patients stay in hospital) which would mean savings. He then agreed to split
the saving with primary care: he was able to fund more work and more facilities and
grew his directorate. Three different stakeholder groups, plus the patients, plus the
clinical director himself, were satisfied by this change. Success in bringing it about
depended on being able to communicate with and to satisfy clinician and
management groups. Another clinical director reflected, of his attempts to persuade
the Trust executives of his ideas for new ways of working: ‘it takes a degree of
management speak as well, which is odd, if you use the right buzz words with them,

then they ultimately become slightly more receptive'.

Interviewees said that credibility on both sides of the clinician-management dialogue
was enhanced by a track record of producing results and honouring commitments,
and of signs that the person on the other side had some understanding of your point
of view. The signs (from clinicians) might be ‘the right buzz words’, or actually
achieving savings or attracting funding, or achieving changes that helped executives
to move in their preferred direction, or (from managers) a concern with patient care, or
an understanding of clinical issues, or providing funding to develop services, or a
willingness to commit to longer term development of a service — rather than ‘over-
reacting’ to targets, or seeking only short-term wins. Executives with a clinical
background said that this helped their credibility (four of the UK executives and three
of the Australian executives were professionally qualified and had practised as

clinicians before becoming managers).

A picture of a balanced relationship was expressed by one chief executive, who said:
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we regched a shared understanding on many key issues because [although]
we might not have the same perspective... they recognised that | had a job to
do, tha{ we had to have a serious regard for the government’s agenda, and |
recognised that that had to be balanced with an understanding of the priorities
thgt they faced day-to-day in terms of their direct interface with patients. And |
still think that’s the recipe for the most successful management of this service
at all levels.

This recipe was not achieved in every case, however, and a small number of

clinicians expressed resentment over the decisions executives took about controlling

resources, and a small number of executives expressed frustration over difficulties in

managing clinicians.

Summary

This chapter has discussed the competencies derived from the interviews and
compared them with competencies (or the equivalent capabilities, dimensions,
qualities etc) from other frameworks, and relevant material from the literature on
leadership and leadership skills. Many of the individual competencies in the
framework have equivalents, or partial equivalents, in other frameworks, but — to the

best of my knowledge - this framework is not quite like any other.

A key question for qualitative researchers, from Mason (2002), is ‘are my conclusions
supported by my data analysis?’ The information from the interviews has been
analysed carefully and in detail, and supports the conclusion that the behaviours
described in the framework have been employed by change agents in successful
efforts to bring about change, and that as they are described they are not unique to
any one individual. The grouping of these behaviours into competencies is partly an
issue of design, and | have included discussion in the chapter where decisions about
grouping have been less than straightforward. Some of the omissions from the
framework, in comparison to other frameworks might be explained by the method of
gathering information: in particular, interviewees may have been unwilling to describe
some of the ‘backstage’ political actions they carried out; also | did not deliberately
pursue in the interviews how the change agents coped with difficult emotions, and
therefore the framework has no evidence for including competencies dealing with
emotional intelligence, such as those in the Leadership Qualities or the Goleman et al
(2002) frameworks. A further omission from the framework, in comparison to current

ideas about leading change, concerns developing and communicating a vision. These
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visonary activities were described by only a minority of interviewees — indicating that
the research method was sufficiently sensitive to register the activities, but they were

less common than a reading of the literature might lead one to believe.

The chapter then discussed the competencies in action in relation to ideas about
styles of leadership, and concluded that common, effective styles for leading change
demonstrated in the interviews could be described as participative, collaborative and
persuasive; transactional, pragmatic, personable (but rarely visionary); balancing
task- and person-focus; and managerial/organisational. The chapter also argued that
the complexity of the environment in which these leaders of change operate placed a
high premium on the ability to understand complex social systems, and the healthcare
environment was evident in the importance placed on patient care by executives and
clinicians alike, and the importance of executives and clinicians to be able to work

with one another.

The final chapter will summarise the framework that has emerged and identify those

areas where this research has contributed to knowledge.
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9. Conclusions and recommendations

This final chapter briefly summarises what the research has found, discusses the
extent to which these findings have significant implications for the leadership of
change in healthcare systems, and identifies where the findings represent a
contribution to knowledge. The chapter then proposes five practical consequences
of the findings of this study for policy in relation to effective leadership of healthcare
systems. Finally, the limitations of the research are revisited, and areas for further

research, building on this study, are proposed.

Summary of findings

This research has a number of significant outcomes. Based on the analysis of
accounts of change in healthcare systems, the research presents a framework of
competencies and behaviours that executives, managers and professionals used
in order to lead change effectively in these systems (see Table 9.1). The research
also identified how these competencies interacted with one another in the process
of leading change, and related the competencies and behaviours to relevant

contemporary theories of leadership and change.

It has been argued that, in order to be useful, a competency framework needs to
be accurate, acceptable and accessible (Boak 2001; Rankin 2005, 2006). It needs
to be accurate in the sense that it does not omit any competencies that are
required for effective performance, and does not include any competencies that are
superfluous; it should be acceptable to the people who are expected to use it, in
terms of its face validity, the extent to which it accords with the users’ own
experiences, and the degree of harmony between it and other priorities affecting
the users. The framework should also be accessible, in the sense that it is easy to

use. This framework has been developed to its current state with these criteria in
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Table 9.1 Leading change competency framework

Competencies

Behaviours

Analysing the
issues and
making
decisions
about change

- analysing an issue thoroughly, or contributing to a collective analysis
of an issue, and identifying potential options for change,

- this might include arriving at new insights, and new perspectives on
elements of the issue

- establishing priorities, goals and objectives in relation to the issue you
seek to change, and a preferred way of achieving them

Implementing

- setting realistic targets, clarifying responsibilities for achieving the

change change
- setting up systems, procedures and protocols for guiding and
monitoring performance, in some cases providing incentives or
disincentives
- providing, or ensuring the provision, of any training that people need to
achieve the change, and of any other required resource
- encouraging, motivating and requiring people to work towards the
change

Monitoring - monitoring the outcomes of a change against targets or expectations
and/or
- monitoring performance of a service or a unit against targets or
expectations
- communicating positive results to show progress
- initiating action where problems or shortfalls are indicated

Winning - consulting and seeking consensus

support and - communicating and persuading

overcoming - prov_iding resources

opposition - trading and negotiating

- developing and using alliances and partnerships
- acting to manage your reputation and credibility
- demonstrating progress or success

- facing up to opposition

Understanding

complex
social
systems

- considering a sophisticated range of influences, causes and effects in
making sense of the systems within which you act, including

- understanding the economic, psychological, political and professional
influences on elements of the system

- understanding of how other individuals and groups within the system
interact, or are likely to interact, with each other

- seeing alignments and connections, actual and potential, between
different elements of the system

- actively seeking information on the workings of the system from a
number of sources, including working with front line staff, exchanging
information with colleagues in other departments or organisations, and
encouraging people within your own organisation to communicate
openly with you

Achieving
results

- being concerned to make progress, achieve worthwhile, sustainable
results, often linked closely to a focus on the welfare of the patient
- being willing to take responsibility for achieving results
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- being prepared to take action to achieve resuits even in times of doubt,
when the way ahead is unclear

- holding people to account for results they are expected to achieve

- having a certain balanced pride in achieving results, being the first, or
among the first, or the best

Understanding
the
perspectives
and motives of
others

- being able to interpret and relate to the perspectives and motives of
others, even when the perspectives and motives of others are very
different from your own, or when the others are in conflict with you

- taking time and making efforts to gather information to enable you to
understand the viewpoints and interests of others

- taking this understanding into account in deciding how to behave,
proactively or responsively, towards others

Collaborative
working

- working effectively in partnerships with others in order to make sense
of events and to achieve results, in formal and informal groups

- demonstrating some flexibility and give-and-take to be able to work
with different people with different priorities

- investing time and effort in developing good relationships with others
- bringing individuals and groups together and encouraging and helping
them to take collective approaches to addressing complex issues

- working effectively with individuals and groups from different
healthcare professions

Establishing
structures and
systems

- creating systems, and structuring responsibilities effectively, in order to
bring people together to share information and jointly decide on
solutions to problems

- creating new systems and structures in order to enable and motivate
people to undertake work more effectively/efficiently

Orchestrating
the team

- working in close and effective partnership with your staff, delegating
some aspects of the task to staff members and tackling other aspects
personally, based on a balanced assessment of task requirement,
capability and development

- taking action to develop and support the team and individual team
members in appropriate ways, through formal and informal activities

Self belief

- demonstrating self confidence and resilience

- acting on your values and principles, and acting with integrity
- undertaking learning and self development to enhance your
knowledge, understanding, and abilities

mind. Although it has not yet been thoroughly tested with potential users for

acceptability and accessibility, it is small enough to remember, manage and apply;

it is simply and clearly expressed; it can be related to common (and common

sense) ideas about effective leadership and change as well as to recent research

(eg Attwood et al 2003; Balogun and Johnson 2004).
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The linking of the framework to stages of a change may go some way to answering
one of the criticisms of competency frameworks raised in Chapter 4, that it is
important to know when to use each competency (Burgoyne 1989: Buchanan and
Boddy 1992; McKenna 2004). Tensions between competencies that pull in different
directions are still evident within this framework, however, but they have been
simplified to a point where they are manageable, not too confusing, and reflect the
tensions that individuals experience in practicé and need to balance — between

* analysing/seeking to understand

* pushing to achieve results

* working collaboratively with others

The research found that the leaders of change in healthcare organisations needed
to use a sophisticated systems understanding in order to bring about sustainable
change in anything other than a very narrow sphere of responsibility. This systems
understanding included but exceeded the ‘political astuteness’ indicated in the
NHS Leadership Qualities Framework, in that the competency of Understanding
complex social systems comprises more than just understanding the political
influences on action. The closest representations of this systems understanding
found in the leadership literature are in Porter-O’Grady and Krueger Wilson (1995)
and in the ‘social intelligence’ of Zaccaro (1991), Mumford et al (2000) and Zaccaro
et al (2000).

One of Mason'’s (2002) questions for the qualitative researcher — bearing in mind
that qualitative research usually examines smaller samples than quantitative
research — is ‘are my conclusions more widely applicable?’ Practically, this means
does this analysis of the competencies employed by these change agents, and the
styles of leadership they adopted, have any application to other leaders of change
in healthcare? There are arguments to be considered on both sides of this

question.

In favour of wider applicability, first, although this research did not set out to prove
or disprove any theories of leadership or change, there is resonance between
some of the findings and other portrayals of effective leadership of change (eg
Mumford 2006; Balogun and Hope Hailey 2004; Attwood et al 2003) — although the
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combination of findings brought together in the previous chapters has not, to my
knowledge, been derived from any other study of leading change in healthcare.
Secondly, the findings are based on detailed research into a wide-ranging sample
of executives, clinicians and managers, who between them tackled a variety of
types of change across a range of organisations, recommended as effective
leaders of change by a number of different people. This research process enabled
me to generalise about approaches to leading change, and relevant competencies
and leadership styles, as set out in the previous three chapters. Thirdly, a key
element of the activities that interviewees described carrying out is the importance
of a sophisticated understanding of context and specific issues, which is
represented in the competency framework in the competencies of Understanding
complex social systems, Understanding the perspectives and motives of others,
and Analysing the issues and reaching decisions on change. From the accounts
provided by the interviewees, attempts to bring about change were often frustrated
when these three understandings were not achieved. The message from the
research, therefore, for practice elsewhere is not to apply some blunt behavioural
tool that will be effective in every situation to bring about change, but to seek to
understand the context in which you are working, and the issue that you are facing,

and apply measures to bring about change that are relevant to the situation.

Against wider applicability, first, there is nothing to show that the interviewees
comprise a representative sample of leaders in healthcare systems (and even if
they did, it is a very small sample by the standards of quantitative studies); there
may be leaders in healthcare who are effective in leading change in quite different
ways from those derived from my interviews. Secondly, the interviews were carried
out over a two year period, ending in the winter of 2005, at a particular time in the
health services of both the UK and Australia, and it could be said that the culture of
the health systems and the priorities applied to them have moved on since then.
Thirdly, as | have admitted in discussing my methodology, the approach | have
taken may have led to certain tactics in leading change being under-represented,
because interviewees may have been reluctant to volunteer them — such as being
very directive, pressurising or firing staff, carrying out ‘backstage’ politics or
'wheeler-dealing’ — or because | did not deliberately check for the presence or

absence of certain key behaviours, such as emotional intelligence, or displaying
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charisma, or communicating a vision. Fourthly, and related to those ‘missing’
behaviours, if an argument for wider applicability in the previous paragraph is that
some of the findings have resonance with theories of leadership of change, what
about the relative absence of visionary leadership? This, surely, flies in the face of

accepted wisdom about leading change?

Considering these arguments, | suggest a case may be made for wider
applicability. First, empirical generalisation, based on the representativeness of the
sample, is not possible — but this is a common situation for any qualitative research
(Mason 2002: 195). Secondly, there may have been changes in the culture and
systems of healthcare organisations since the interviews were undertaken, but
decisions about change in healthcare still involve similar components today as they
did at that time — such as patient need and impact on patients, financial
considerations, changes in medical technology, the need to bring together clinical
and managerial perspectives, the need to win support for changes, the need to
analyse issues, the need to make organisational arrangements to implement
decisions. The particular types of change may be different in different times (and
possibly in different organisations), such as seeking agreement on a process
analysis, or seeking more flexible methods of delivering services (although the
accounts of some interviewees of influencing mergers or developing new
organisations would be familiar to executives and leading clinicians in 2006-2007);
the extent of the power of different groups or individuals may alter with time and
place; the priorities to be taken into account, according to central government, may
be different (a new financial squeeze for example, or the imposition of a new
system of targets). But none of these differences logically requires different skills
and competencies from those derived from the interviews. Indeed, published
accounts of changes brought about in four UK acute trusts, in order to achieve
financial turnaround, in August 2007, contain descriptions of leadership behaviours
that are congruent with the competencies and styles | have identified in my
interviews: detailed analysis of processes; analyses of systems; managerial/
organisational behaviours to alter structures and systems; communication to inform
and to win support; working together to develop effective teams; managers and

clinicians working well together; demonstrating progress in order to win (or
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maintain) support; collaborative cross-organisation behaviours (Vaughan et al
2007). |

Thirdly, it may indeed be the case that the framework is incomplete, that some
behaviours have been under-represented and therefore. not included, but that is not
to underestimate the practical value of the behaviours that have been described,
which represent a credible description of change agents at work in a complex
organisation. Finally, what about the (relatively) low incidence of visionary
leadership in the interviews? This curious finding was a surprise, but it is based on
careful, detailed analysis of neutral interviews that neither encouraged nor
discouraged individuals to talk about visions of change. This finding is one of the
contributions of this research to knowledge about leadership and change in

healthcare organisations.
Contribution to knowledge

This research has produced an original framework of competencies that effective
change agents used in leading change in healthcare organisations, and has
provided examples of how the different competencies in the framework were
employed in combination in a range of styles of leadership, in order to bring about
change in complex healthcare environments. This framework of competencies
differs to a significant extent from any other frameworks of competencies/
capabilities, including the contemporary ‘dimensions’ and ‘qualities’ put forward in
the Alimo-Metcalfe/Alban-Metcalfe and the Leadership Qualities frameworks, both

designed to apply to individuals in UK healthcare organisations.

The research has also shown that leadership of change in healthcare systems can
be carried out effectively without using a visionary style of leadership — without
developing and communicating appealing visions of an attractive future state in
order to motivate others to change. This is in contradiction to most mainstream
contemporary literature on leadership and on leading change. This does not mean
that a visionary style is inappropriate for leading change in healthcare systems —
the minority of interviewees who described how they developed and communicated

visions were evidently successful in their efforts — but far fewer interviewees
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described developing and using visions to bring about change than one might have
expected, given the emphasis on the role of vision in mainstream literature on
leadership and leading change. Where a simple image of a desirable state of
affairs (which might qualify as a ‘vision’ although it was not so described) was
evident in the accounts provided by interviewees, it was more often used for
reminding themselves and others of the connection between their daily activities
and the ultimate purpose of their efforts (such as a good standard of care for the

patient) than to inspire the motivation to change.

The research has shown that successful change in healthcare organisations can
be brought about through a combination of leadership styles that could be
described as transactional and pragmatic (Mumford 2006), but with a personal
ability to communicate with, collaborate with, persuade, support and understand
others that is seldom attributed to transactional leaders. The leaders of change
also described a number of managerial/organisational activities they carried out,
which they regarded as central to their ability to bring about change, including
agreeing and monitoring structured plans for change and establishing or modifying
organisational structures and systems, which are rarely included in competency

frameworks.

Perhaps the most significant finding of the above is that effective leadership of
change was often achieved through an approach to leadership that was highly
collaborative and personable, which relied on pragmatic problem-solving and
transactional agreements with others, and used effective managerial and
structuring activities to make change happen. This is particularly significant, given
the dominance of visionary/ transformational leadership in the literature of change,
and the argument that this kind of leadership is needed in health service
organisations (eg Edmonstone and Western 2002). To paraphrase Mumford (2006:
271): the widespread focus on visionary/transformational leadership may mean
that leadership scholars have committed themselves to a model of effective
influence that is too restrictive, and may mean that we lose sight of other important,

and effective approaches to leadership.
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How original is this finding? Interestingly, Bryman (2004b: 753) argues that
qualitative research studies into leadership often produce findings about
behaviours and styles that are sometimes ‘more mundane than recent quantitative
research on leadership with its emphasis on vision, charismatic leadership, and
transformational leadership.’ This includes a qualitative study into police leadership
that Bryman himself undertook with others, which emphasised, among other
findings, the importance of instrumental leadership (Bryman et al 1999), which has
some similarities with aspects of the managerial/organisational behaviours found in
this research. However, this observation by Bryman has not to date led to a more
widespread acceptance in general leadership literature of the importance of these

instrumental, managerial elements of leadership.

Whilst further work remains to be done on checking and possibly refining the
detailed descriptions of the competencies and their constituent behaviours, the
competency framework developed in this research will ultimately provide the basis
for individual development needs analyses, and for relevant training and
development, to ensure that the effective approaches to leadership exemplified by
the participants in this research are understood, and can be applied more widely,

by others who seek to lead change in healthcare organisations.
Implications for policy

What are the implications of the findings of this research for policies about leading

and shaping healthcare? Five recommendations appear appropriate.

On developing leaders for healthcare systems: the competencies demonstrated by
the effective leaders of change in this research all appear to be skills that can be
learned; they combined in styles of leadership that can all be adopted by the
average clinician or health service manager. When designing training and
development for leaders for healthcare systems, it is important to look beyond the
traditional visionary/transformational model of leadership and encourage also the
use of the collaborative, persuasive, personable, transactional, pragmatic
approaches that were demonstrated by change agents in this research. In

particular, on the evidence of this research, it would be extremely useful to help
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individuals who may move to executive positions learn to develop a sophisticated
Understanding of complex social systems, and the com petency of Orchestrating

the team.

Secondly, healthcare systems are tribal, occupied by different professional
specialisms. Effective change agents in this research on the whole understood the
inter-tribal dynamics and behaved in ways that meant they were effective in
collaborative work across professional boundaries. A key boundary is the one
between managerial and clinical staff — but there are also significant boundaries
between different clinical groups. There is evident benefit, therefore, in any
measures that will enable members of one profession to communicate, and to work

more effectively, across these professional boundaries.

Thirdly, many of the examples of change recounted by UK interviewees concerned
dealing — directly or indirectly - with changes imposed on the NHS by central
government initiatives. Some of these were significant structural changes — and
more changes of this sort followed in 2006 and 2007 — creating disruption and
uncertainty. At the same time, from the interviews, a core component of being able
to work effectively with other groups and significant individuals in the healthcare
system was said to be establishing good relationships, and developing them over
time. Reorganisations, and changes to funding streams (in particular sudden cuts
in funding to some of the clinical projects led by interviewees) were destructive of
these good relationships. Central government has the levers to change structures,
and to reduce fu'nding in areas where it has previously been provided, and in this
way can stop activities on the ground, but in order to make new, productive things
happen, to make new structures and systems work effectively, healthcare systems
need the energy and commitment of individuals on the front line, and good
relationships between them, and these ingredients are at risk of being damaged by

regular, radical restructuring.

Fourthly, it was evident that national projects, such as those promoted by the
Modernisation Agency (and the state-wide projects in Australia) were very
beneficial for the services that the system provides and for the clinicians who took

part in those projects. The scope for learning in such projects appeared to be
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great, not only in terms of members of the healthcare system sharing and learning
about the particular function or disease area, but also in terms of enabling
clinicians to develop and practise their leadership abilities in an environment that
often provided more scope than, and a different challenge from, that of their own
locality, their own clinical directorate. More natjonal projects, with clear funding

schedules, could achieve these benefits.

Finally, a theme in a number of interviews was the conflict between achieving
sustainable change and achieving short-term compliance with central-imposed
targets. The debate on the benefits of targets is ongoing among practitioners. On
the one hand, they may encourage gaming behaviour, short-termism and cynicism
(Hood 2006), on the other hand, they can provide leverage for change agents in
the service to overcome traditional and ineffective methods of working, and thus
benefit the patient. This clash between longer term, sustainable benefit and being
able to show short-term compliance is an interesting issue, where further specific
research would be useful. In the implementation stage of the changes they sought
to bring about, a number of interviewees emphasised the value of using
individualised (rather than standardised) goals and targets, as realistic and
effective measures. Perhaps this individualisation can play a part in the solution to
the tension between the policy centres of the health service and the delivery of

healthcare on the ground.
Limitations of this study and questions for further research

The limitations of this study were discussed in Chapters 5 and 8. To summarise:
the research focused on a relatively small number of change agents (40 in total) in
healthcare systems, and was reliant on the recommendations of referees to identify
people who were effective in leading change. The research methods used, which
relied on accounts from individuals of their own behaviours, appear to suit some
interviewees more than others, and it may be that the interview method employed
emphasises the behavioural repertoires of those individuals it best suits. It is also
possible that the research methodology may have led to certain behaviours in
leading change being under-represented in the findings, because interviewees may

have avoided describing some tactics they actually employed, such as being very
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directive, pressurising or firing staff, or engaging in political activities that may have
appeared unethical. Finally, the design of the research, which did not compare
groups of ‘effective’ and ‘ineffective’ leaders of change (or ‘average’ and
‘outstanding’ leaders) means that it is not possible to show that the competences
that have been identified are those that make the difference between effective and

ineffective leaders of change.

A number of questions for further research arise from this study, including work on
testing and refining the details of the framework of competencies. Further inquiry
into the competency of Understanding complex social systems is of particular
interest. ‘Whole systems thinking’ is often evoked in healthcare organisations, but
perhaps less often practised. From the information gathered in this research it is
possible to begin to build a framework setting out what specific aspects of complex
social systems change agents at different levels needed to understand. Further

research will extend and consolidate this framework.

In addition, of particular interest is further research, based on this study, to refine
and develop a more sophisticated understanding of transactional leadership, for so
long characterised in contrast to transformational leadership as selfish, narrow and
limited. There is scope to extend this study with more research into examples of
transactions in leadership in healthcare organisations, combining ideas from the
literatures on leadership and on leading change, including those of Mumford’s
pragmatic leadership, which may enable the identification of characteristics of
socialised (as opposed to personalised) transactional leadership, and so to
exemplify the lighter as well as the darker sides of transactional leadership (to

paraphrase Howell and House 1992).

Finally, it was observed above that in the competency framework developed in this
study there are tensions, and the need for balance, between individual
competencies. There will be a value in further, focused research, building on this
study, into how individuals resolve the tensions between the three activities of

understanding/analysing, driving to achieve results, and working collaboratively

with others.
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Appendix 1; The interviewees

Code | Job role M/F | Ref- Time
eree (mins)

UKO1 | Director F A 62
UKO2 | Director F B 53 Referee: the referee is
UKO3 | CEO F C 50 indicated by a code to show
UKO4 | CEO M A 45 which interviewees were
UKOS | CEO M A 51 recommended by which
UKO6 | CEO M A referees. Interviewees where
UKO7 | CEO M D 53 the refereee is marked GB
UKO8 | Director F_|D 60 were identified by me;
UKO9 | CEO F A interviewees marked HSJ
UK10 | CEO F GB 61 were contacted following
UK11 | Director E B 50 awards for innovative
UK12 | CEO F E e pract'ice from thg Health
UK13 | Consultant E GB 6 Service Journal in 2004.
Bmg 8?:;“5?:'[ I; EISJ gg Time: this is the time of the

recorded interview. In four
UK16 | CD M G 61 cases the recording
UK17 | CD M G 56 equipment did not work
UK18 | CD M G 52 properly and the transcripts
UK19 | CD M G 52 were based on notes. One
UK20 | Director F H 43 interview (UK23 and UK24)
UK21 | Manager M HSJ 47 was a joint interview with a
UK22 | CEO F B 75 total time of 59 minutes.
UK23 | Manager F J 59**
UK24 | Other clin F HSJ 59**
UK25 | CEO F GB 62
UK26 | CD M K 59
UK27 | Consultant M L 54
UK28 | Director M K 39
UK29 | CD M L 32
UK30 | CEO* F M 47
Aus01 | Director F N
Aus02 | CD M O
Aus03 | CE M N 60
Aus04 | CD M O 59
Aus05 | Director M N 59
Aus06 | Ass CD M N 60
AusQ7 | Manager F N 60
Aus08 | CD M @) 60
Aus09 | CD M O 66
Aus10 | Manager M N 68
* equivalent

** joint interview
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UK interviewees

11 CEs or equivalent — 6 female, 5 male
6 Directors — 6 female, 1 male

2 other managers — 1 female, 1 male

6 Clinical Directors — all male
3 consultants — 2 female, 1 male

2 other clinical — 2 female

17 female, 13 male

Australian interviewees

1 CE - male

2 Director — 1 female, 1 male

2 other managers - 1 female, 1 male

4 CDs — all male
1 assistant CD - male

2 female, 8 male

Note: all but two (Aus05 and Aus10) have clinical backgrounds

Whole sample, is 19 female, 21 male

Settings

PC Acute | SHA Other Total
CEOs 2 4 3 3 12
Directors 3 4 - 1 8
Other managers - 3 - 1 4
CDs +assCD - 11 - - 11
Consultants - 3 - - 3
Other clinical 1 1 - - 2

Settings: the settings are indicated as PC (primary care), Acute (secondary care, ie
working in a hospital), SHA (pre-2007 strategic health authority in the UK) or Other

(none of the above)
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Appendix 2

Sample of a transcript

This extract from a transcript contains slightly less than half the whole interview.
begins with the second event described by the interviewee.

The marginal notes are the text of the original coding notes handwritten in the
margin of the transcript.

The summary notes taken forward for thematic analysis across the range of
interviews are at the end of this excerpt. These were written from the marginal
notes and a further consideration of the transcript.

Part of this transcript was used in a coding exercise with a group of MA students
and the results of this are noted after the summary notes.

Note: all names have been changed to preserve confidentiality.

It
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TInterviewee — XY
*Interviewer: GB

*GB: OK. That’s a great example, from my point of view that
was an excellent example of something that you’ve done over
the past 12 months. What else have you done?

XY: Well I'll give you an example that L--- suggested to me the
other day when I said, I’ve got no idea what I'm going to say.
Because I think this is probably more typical of how I think I
would probably tend to work. Which is, we’ve got huge
financial problems within this PCT.. .[provides details of the
financial problems].. so we’ve got massive financial problems.
And clearly a huge effort over the year has been made a) to try
to get to a break-even position this year, not recurrently, but also
[b)] to look at how we’re going to get into recurrent balance
over the next three years because we can’t keep on coping as we
are at the moment. We had a CMT time-out which is our
corporate management team which is essentially the exec team.
And in advance of that I guess I’d been thinking, what are we
going to do about this over the next few years? how on earth are
we going to start to get to grips with it? And what is very
evident is that inevitably you have practices that you look at and
you think, I don’t think this is probably the most cost effective
or high quality way of delivering these services, and we’re
probably not getting the best patient outcomes. But we’re locked
into it. And when you’re in it then you don’t notice it, so it’s one
of the advantages I guess of coming in new. So in advance of
that time-out I probably talked to three or four individual
colleagues within the team to say, what do you think about ways
in which we could tackle some areas of practice and look at
some projects that would deliver change in practice that
potentially could also deliver us either immediate savings or
ways of delivering services that would potentially mean that we
don’t have such a demand for secondary and specialist services?
We got to the CMT and what I’d done is put onto the agenda for
that, ‘finance strategy’ as an opportunity to start to have that
kind of discussion. And it was all a bit twitchy that first day and
I think everybody was feeling very stressed and edgy. And we
got into the finance strategy session and to be honest just didn’t
get to a point where it made logical sense to introduce that
particular proposal. So I left it because I thought, timing is
everything and it’s clearly not the right time, we’d not ended up
at a point in the discussion where that will come in. And then
the next morning everybody had had a good evening and we
were all much more relaxed and we were sitting talking about
things and the opportunity came up. And essentially that was the
modernisation programme that we’d set up which was a series
of seven project areas that everybody basically signed up to, that
we could deliver change that would potentially also deliver us
cost savings. So that I think is an example. What I don’t like is
people to be too surprised. Because what happened was, it came
up naturally as part of that discussion and because we’d had
earlier informal corridor-type conversations then nobody’s
particularly surprised by it and everybody’s sort of already half
way there in thinking, yes that makes sense and yes I can
contribute to that or how about this, that or the other

*GB: How did you go about working out those seven projects

BET issue: chooses an
example

Financial break-even
as an objective

Forward thinking
about how to solve
problems

Judges practices on
patient outcome and
cost effectiveness

Prepares people for
decisions

Systems thinking

Senses thoughts,
viewpoints of others
Delays discussion of a
strategic proposal
when it is not the
right time - sensitive
to readiness of others

Takes opportunity
when fime is right
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ATeas?

XY: Let’s think about what some of them were. One of them
was continence. Well I’d had some discussions because they
were reviewing the contracts for continence and were reviewing
the product range and all the rest of it and I’d just been keeping
a watching brief I guess on what had been happening around
that. And it had become quite apparent to me that we’d got real
problems about where the clinical accountability for assessment
lay and where the financial accountability lay, and those two
should really be as close together as possible. And they aren’t
currently. And I’d talked to district nurses and discovered that
they didn’t have basic equipment they need to assess patient
with incontinence problems. So you start to put together a
picture. And the budget is huge and it overspends every year.
And you just get a picture that says to you, this ain’t working.
The clinicians on the ground who see the patients who are
assessing them, haven’t got the basic kit to do the assessments,
they haven’t got clinical accountability because they then have
to send their little documents off to be marked by the continence
team. And they haven’t got the financial accountability because
they haven’t got the budget. So you know, why would you be
surprised that the budget is massive and overspending? And
basically from a patient’s point of view, you’ve got patients
probably on products who if they were given proper
management programmes, would be continent. So you haven’t
got good patient outcomes either. So that was one which over a
period of time, just from different sources just putting a picture
together that said to you, this is a big area that’s probably really
poorly managed. Tissue viability is another. And that was much
as anything because we get a very poor service from the
specialist service which is managed by South West Button PCT,
so that instantly rings alarm bells, because if you’re not getting
specialist advice and training, then people won’t have the skills.
And then it was that we’d got district nurses again basically
running around with huge caseloads of patients with leg ulcers.
And you shouldn’t have that. Because if you’re treating them
properly, if they’re managed properly then you heal them. So if
they’ve got huge caseloads of patients with leg ulcers, they’re
not managing them properly. So you pick things up as you go
round I think and put together a little picture that says, these are
the half dozen or so areas where things aren’t working. CAMHS
was another. Mental Health Tier 1 you know. Health Visitors
and School Nurses are all saying to me, we get qualified, we
can’t then access the training and education we need to develop
specialist skills we need to work properly and effectively with
quite difficult client groups. Now I'm talking to CAMHS, Child
and Adolescent Mental Health Services, who have a huge
waiting list. Well the two go together. If your primary workers
can’t manage basic early intervention then you’ll end up with a
long waiting list for the specialist service. So that’s really...
*GB: So one thing leads to another?

XY: Yes, I think you see patterns. And I've been doing this sort
of work a long time. So it’s not like coming in fresh into it. You
know, I’ve worked in all these things, I've done continence and
all the rest of it, so you don’t need many triggers before you can

look at it and say, right I actually know what the problem is here

*GB: Thank you, that’s another great example. That’s great.
What else have you been tackling over the last 12 months?

Monitoring how things
work

Assessment of system
dysfunctions re
divided responsibility

Uses clinical and
financial info to 'put
together a picture’

Puts a picture
together

Good understanding of
how the system works

Uses clinical
experience to diagnose
systems problems

Gathers info from
front line staff
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“[Notertext from here used in a coding exercise]

XY: I think an interesting area probably is complaints. The NHS
on the whole manages complaints really badly and I think it
does that for two reasons, first because the NHS is very good at
concentrating on the wrong thing - so targets is a good example
of that you know, let’s concentrate on two week cancer waits or
twelve hour trolley waits - when I was in Northfield and we then
had patients dying in ambulances outside the A & E doors
because they weren’t allowed off the ambulance because of the
trolley waits... And you just think, that’s not actually what the
point of the targets is. But complaints is another area because
what you end up is quite a bureaucratic system that doesn’t
really concentrate on achieving the best outcome for the
complainant, it’s more concerned with getting rid of the
complaint. I think the other reason that complaints are generally
poorly managed in the NHS is because you usually have...
essentially the complaints management is administrative in that
it manages the process, and what you don’t have is people who
are sufficiently skilled in investigating and asking the right
questions. And when I came here, one of my responsibilities
was complaints, and I was finding that I actually couldn’t get
proper investigations done. And I'd be asking a senior manager
to investigate a complaint and I’d get back... a classic example
was a patient who died... and I got back this letter which just
basically said, it’s the patient’s own fault because she wouldn’t
let us test her blood sugar. And I said, no I don’t think that’s
quite adequate. And I thought, right ask the questions. So I
asked all the questions and I got back another letter which
essentially said the same thing as the first. And then it transpired
they didn’t actually have any complaints procedures and they
had never clearly investigated a complaint in their lives. And the
whole culture was one of defensiveness and hide it and don’t do
anything about it. So I think what we’ve managed to do really
around complaints is to improve the process a lot, so we go to
a...you know, a lot of complaints are fairly straight forward but
we usually try to ring a complainant up when the letter first
comes through and say, can you just take me through this and
make sure I understand it properly? And then if necessary... for
example, in that particular case, we met with the complainants,
so we actually had face-to-face contact with them and spend a
couple of hours with them in fact going through it.all and
understanding and making sure that they were clear that we
were going to be honest, and what the timescales would be for
responding and making sure that we investigated it properly and
all the rest of it. What I’ve also done is to put in a clinical lead
for complaints, so that’s actually, she’s an ex-midwife and she
managed a midwifery unit up in G--- so she’s very used to
complaints and litigation. She’s very experienced in that. And
she then provides on-the-spot help. She gets copies of every
complaint that comes through. She contacts the manager
responsible for investigating, and can offer them support with
the investigative process, particularly if it’s a complex
complaint. She’ll actually go out with them, talk them through
it. work with them with the team if they need help with the
investigation so they get a good quality investigation done. And
then obviously we deal with the response. But if it’s a
particularly difficult one like the patient who died, we then
arrange to meet with them again to make sure that we’ve spent
time on... for example in that case we admitted fault, so it was

(Low level)
understanding of how
systems work

Systems analysis

Valuing role of skills in
the system

Investigates, analyses

Concern for quality of
service for patients

Reading of 'culture’
and perceptions of
others in how the old
system worked

Creates new org
structures, employs
people with experience
and skills
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~Tealty important that we spent the time with the family, so this is

what went wrong. And actually it wasn’t your responsibility, it
wasn’t your errors, we let you down. And I think that’s the sort
of culture that we’re trying to get established, that we learn from
it, it’s not about blaming the staff, it’s just about saying, things
do go wrong sometimes and we need to understand why and
make the necessary changes so that staff aren’t placed in that
position again because it’s very traumatic for them as well. But Seeks learning from
also that patients are suffering. And that complainants are mistakes, not to blame
treated as having a legitimate reason to complain, it’s not seen staff

as a problem. And I think we’ve done some good quality work

with complainants where probably they hadn’t necessarily had

that kind of experience in the past.

*GB: It sounds a tremendous system, that you’ve put together a

set of process, how in the beginning was it received inside the

PCT?

XY: Ithink...I guess there’s probably still mixed feelings about

it. We’re running training at the moment for all staff because

clearly they need to understand... and certainly for that team

for example, it was very, very traumatic because they had to Sees and empathises
face the fact that actually they were culpable, and that actually with perspectives of
they hadn’t delivered care in a safe effective way and a patient others

had died as a consequence of that negligence. Which was
clearly very difficult for them. I think the important thing is
making sure that you do support them through it, and that they
understand that it isn’t about blame. And yes, things have gone
wrong and things haven’t been done that should have been, but
nobody was disciplined out of that. Which clearly their concern
was that they would all end up being sacked and goodness
knows what. But you’ve got to recognise they’re part of a on behaviours of
system and they’ve functioned within a system that’s had a others
particular culture and a particular way of working, and they
hadn’t had proper management and proper review to help them
to understand that they weren’t managing the caseload properly.
So I think it will be experience over time for the staff, that they
have to see that actually what we did was... we got involved in
action planning to look at how we improve practice but that they
were then part of the solution. So we moved them on if you like
from just being left with this huge problem of things that went
wrong to actually, you can be part of introducing best practice
across the Trust, so you can actually lead the best practice. So I
think the culture is there still, which is to me, still quite 'move them on’ -
defensive, not necessarily patient-focused in the way that rd empathy

like to see it. But you can’t change it overnight. And you have to
do it by experience with each time that you go in there

[Note: coding exercise finishes here]

*GB: So changing the system there and helping people to work
through what that change meant sounds like another tremendous
example of looking to bring about change inside the
organisation. You talked just now about changing the culture,
what do you mean by that?

XY I think...When I first came into the Trust - and there’s
always a risk that when you come into a new area that you can
be deeply critical, because it’s very easy to start spotting all the finance people and
things that aren’t right - but there was a particular culture that I clinical people
found quite difficult if I'm honest, which was that financial

decisions were made at a county-wide level by a little group of

finance specialists. And fundamental decisions about clinical

care were actually being made by a group of responsible finance

x

Patient focus - aims to
provide support and
empathy

Systems perspective

Involves staff in
positive action when
things go wrong, to

Sees different
perspectives of
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people and they were making those decisions in good faith
based on financial criteria but actually not necessarily decisions
that you know... my view is that finance is part of a team which
is a multidisciplinary team and it’s a multidisciplinary team for
good reason which is that everybody has a different perspective
and can contribute something different. But we’d got this set of
systems in Buttonshire which seemed designed to separate that
team out and have different people making quite different
decisions in little cabals (laughs). That’s a culture I do struggle
with and I think we’re moving away from. But an example
would be around individual named patient agreements for
treatment. And there’s about four different categories of those
types of treatments that people may put in requests for, on an
individual patient basis. And they’re basically for us to fund
treatment for procedures or for other treatment that isn’t part of
our usual bog-standard portfolio of work. And we’ve got a
county-wide system that’s led by West Button PCT, by the DPH
over there, for some of those, and then some of them come
directly into the PCT. So instantly you’re starting to think, well
this isn’t a very sensible system because you’ve got several
different routes of things coming in. And over the course of the
year I get quite a high proportion of complaints about the
decisions that are made in relation to those named patient
agreements. And what’s become apparent is that basically those
decisions are made by a person with a public health hat on. So a
public health perspective is applied to whatever the request is
but people are more complex than that and their situations are
more complex than that, and you can make a decision which is
perfectly valid and reasonable from a public health perspective
which is actually not valid and reasonable if you look at it in the
round. And one example of that would be a patient who’s
attending an alternative therapy unit, which they’ve actually
been attending for 20 years, funded by the health authority in
London. They moved up here and we then refused to fund
treatment at this. .. it got refused. So in the end I set up a
meeting with this DPH and the patient’s G.P. to understand why
it was that this patient had had treatment successfully for 20
years and now couldn’t have it. And essentially it was a
perfectly valid public health decision, that there was no
evidence-base for the treatment and that there were concerns
actually about this particular centre which were being explored
nationally. But from a clinician’s perspective this patient was
actually very effectively managed as an individual on that
treatment and they were clinically improved. And so...and it
was cheap. Because she was on cheap drugs from the NHS and
cheap treatment from this place, which actually amounted to
less than if she’d been on the most up-to-date NHS treatment.
So the whole case sort of crumbled around you when you started
to get a better perspective on looking at, what does this actually
mean for this patient? So I think we have got undoubtedly a
culture that is a bit inclined to hive off decision-making and not
to have that patient outcome focus. And around that we're trying
to now get the system changed so that we have a full
multidisciplinary panel that includes independent lay
representation, that looks at all main patient agreements not just
some of them that come in via different routes, and that has a
separate independent appeals process. You’d think that sounds a
bit basic really, wouldn’t you? But that’s the situation we're 1n,
that’s how it’s been managed up till now you know, that was

Values different
perspectives and seeks
to include them in
decisions

Detailed
understanding of
system

Normal monitoring
reveals a problem

Understanding of
different perspectives
of others

Investigates the detail
of an issue

Understanding of
different perspectives

Patient focus

Seeks transparent
process ina changed
system
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\Tl'ml'yﬂmﬁr‘wzrm/amaged in the Health Authority. And

there was an acceptance that that was a reasonable and

acceptable way for it to operate. And I just don’t think that [
would support that really.

*GB: How have you got agreement from people that that’s the

way to go?

XY: I think I’ve just got on their nerves. If I'm honest, I think

over that particular one I’ve just all year whittled about it. And Persistence in making a
every time a complaint comes through which is regularly, about case

a decision that’s been made, then we almost always end up
reversing it, because it’s flawed. When you actually get down to
it. We had a classic example of a patient who had gone to P--- [a
city about 100 miles away] for private treatment to have a
cataract removed. And her family had had to scrape around to
gather up the funding for this because it had gone to West
Button and had been turned down on the grounds that we’ve got
other local providers with whom we’d already got service level
agreements who could do that surgery. I got a letter of
complaint in from the family because she needed to have a
second cataract removed from the other eye and they couldn’t Investigates, seeks
afford to fund the private treatment for that. When we really got information

into it, it could have gone either way really... her family all

lived in P---, so they were willing to transport her up there and

would then have been able to provide her with the aftercare once

she’d had the treatment. So that would have been a very valid

reason for us to support it. In actual fact the reason that she’d

requested it was because she believed that the waiting list for

that surgery were over a year locally and she was 83 and a

year’s a long time at 83. In actual fact we could get her treated

with a local provider within 3 months. And so we basically

offered her the choice, go to P--- and we’ll pay for it and you’ll

have your family to support you, or we can arrange transport

and so forth to T--- [a city about 20 miles away], and you can be

treated within 3 months. And in actual fact she took that second

option. But it does seem to be a classic example of, nobody had Patient focus and
ever picked the phone up and said to her, why do you want to go
to P---? And her whole family had gone through all the stress
and expense - which they could clearly ill-afford in funding her
to have private treatment - when she could have gone to T--- in
the first place. And that’s...you know, you can’t live with
systems like that. You just have to change the system

empathy with patient
Value-based action
when systems are

wrong for the patient

( Note: interview continues for another 3700 words).
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(notesf made on themes in interview, taken forward to identify themes across
interviews; seven minor changes made from original to protect anonymity)

Strong patient fo_cus ref ngeds of patients, redressing failures to meet those needs;
concern for quallt_y of service; empathy; value-based action when systems are
wrong for the patient; value-based action (‘you can’t accept that’)

Takes action basgd on values (‘fundamentally wrong’ options are ‘unacceptable’)
Speaks out to resist proposals from more senior/more powerful actors where they
dp no_t meet the needs of the population: prepared to confront people in this
situation: makes a clear, open statement of her position in a confrontation and is
successful in achieving change

Makes a political assessment of influences in a situation

Forward thinking about how to address issues over the next few years

Judges practices on patient outcomes and cost effectiveness

Sensitive to thoughts and viewpoints of others

Deliberately preparing people for decisions: delays discussion of a strategic issue
when it seems not the right time: sensitive to the readiness of others: takes
opportunity when time is right

Systems thinking: considers how systems work Identifying patterns and problems
on the basis of experience: understanding how systems work: assessment of
system dysfunctions re divided responsibilities; role skills of people in systems;
reading of ‘culture’ and perceptions of others in how the old system worked

Uses clinical experience to diagnose system problems

Monitors how things work: monitoring reveals problems that require action
Investigating — seeking facts: gathers information from frontline staff: investigates
the detail of issues when problems arise

Creates new organisational structures and responsibilities, employs people with
experience and skills

Seeks learning from mistakes — not to blame staff

Involves staff in positive action when things go wrong, to ‘move them on’: empathy
Sees different perspectives of finance people and clinical people, and different
types of clinical people; values different perspectives and seeks to include them in
decisions: likes learning about different perspectives and different jobs — importance
of being able to understand that in order to ‘make sense...or produce things that are
going to make sense to them’: sensitive to how things appear to staff (after the
merger)

Seeks transparent processes of making decisions; importance of due process in
making decisions; fits difficult cases within the process

Persistent in making a case

Seeks to involve others in collaborative decisions

Perception of job is about supporting the team _
Stands on values: offers to quit job if unsuccessful in a project in order to win
cooperation of others: takes responsibility

Develops sophisticated collaborative system to achieve results

Concern for sustainable results

Encourages systematic open communication .

Sets up structures and processes for clinicians to analyse needs and decide on
service development

Aware of need for staff development: meets staff 1:1 and mentors them, and
encourages them to develop individually and as a team

Seeks input into strategy from front line staff _
Makes time to be open and accessible to front line staff: networks, contacts, In order
to learn and pick up info

Chairs meetings that are difficult or where staff are ‘too new’

Seeks to use an enabling style of management (cf quote)
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INteérview analysis example

An excerpt from the interview, as indicated above, was shown to a group of
experienced health service practitioners and managers who were undertaking an
MA course, on 22 June 2005, as part of their research methods module. The
purpose of the interview was explained, in terms of my wishing to identify what
people need to do to bring about change in health service organisations. The group
was split into sub-groups and invited to analyse the text. The exercise followed a
brief exposition of the four-stage process of grounded theory methods in analysing
observations, based on Locke (2001). When the groups fed back | made notes on a
flipchart, which are the bases of these notes:

Group 2
Behaviours shown in the excerpt:

Highlighting deficiencies in the current system

Helping people to understand the implications and the outcomes of the current
system

Clarifying the problem: actions taken alone and also with others

Asking the right questions (in discussion it was agreed that this might be a sub-
category of a behaviour of collecting evidence)

Trying to change people’s motivation

Recognising others’ psychological need for support

Focus on action planning to bring about change

Group 3

Learning from the past

Conscious actions to change the culture

Honesty and openness

Involving the team in action planning and implementing best practice
Concern to establish a non-blame culture

(Group 1 completed the task very quickly and produced very high level abstragtions
which they subsequently found difficult to link clearly to the text, and | didn’t write
down their suggestions.)

Another member of the teaching team suggested that the person’s behaviours
indicated certain values: he began this list, and other members of the group added

suggestions

Concern for improvement

Concern for being honest '

Working with people — sharing information: caring for them; importance of face-to-
face communication

Placing a high importance on accountability

Sense of process in addressing complex issues
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Appendix 3

Word searches were carried out on all the interview transcripts for certain items —

an example is shown below. Other words searched for included stakeholders,
details, culture, mission, learning (for self).

Vision | Systm | Values | Patient | Learn Complex

Teach

etc

others
UKO01 0 v 0 2 0 v
UKO02 0 str 0 many v str
UKO03 0 v 0 * 0 0
UKO04 v v 0 v v Vv E*
UKO05 0 str v v v 1
UKO86 v v v v v 0
UKO7 | many v 0 many 0 v
UKO8 v v v v 0
UKO09 v str v v v 0
UK10 v 0 1 v v 2
UK11 0 str 0 v v 0
UK12 v str v v v v
UK13 v 0 0 0 v 0
UK14 v v 0 many str 0
UK15 0 1 0 many str 0
UK16 | O v 0 many v Q
UK17 v v 0 v 0 v
UK18 | 0 v 0 many v 1
UK19 0 str 0 v v 0
UK20 | 0 0 0 Y 0 Y
UK21 | v v 0 v Y 0
UK22 0 v 0 v str 0
UK23 | 0 v 0 v 0 Q
UK24 | weak v 0 v 0 0
UK25 | v v 0 4 Y 0
UK26 | 0 % 0 v 0 Y
UK27 0 v 0 many 0 0
UK?28 0 v 0 many 0 0
UK29 0 v 0 many str 1
UK30 0 v v many str 1

str = strong

* used as descriptive of a service — ‘in-patient’ | o
** as well as ‘complex’ he talks of a ‘very complicated world of multiple priorities

*** only in respect of engineering systems etc . .
“ means a particular method of doing things (process mapping, or particular
business systems) not systems more generally or the system as a whole
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Appendix 4

The following notes are from the first systematic application of change as a series of
stages to an interview transcript.

The notes concern the main scenario described in the interview (‘Example 1'). The
stage model was also applied to two other scenarios discussed in the interview; |
came tq the conclusion that one of these examples was a part of Example 1 (it ’was a
monitoring-implementation-confronting opposition adjustment) whereas the second
exgmple, although smaller than the main scenario, could realistically be analysed
using the stage model. This led me to design the competence framework on the basis
of stage-specific competencies and common, or pervasive competencies, as
described in Chapters 6 and 7. ’

These notes have been edited in minor ways (six amendments) to preserve
confidentiality.

Change model analysis

Interviewee “BB”

Main scenario:
BB aims to bring in major culture change, as a new CEO going into a failing
organisation.

Example 1

Identify issues

Previous CEOs had all produced quick wins at expense of long term viability of
organisation (eg by moving resources to hit short term targets, and away from
activities needed in the longer term — an issue that was revealed by an inspection).
BB aimed to achieve sustainability.

BB doubted the competence and trustworthiness of executive team

There was poor communication between exec team and staff, and low level of trust by
staff of management

Identifies need to build infrastructure (of team and organisation)

Identified a range issues for improvement, including: communication; how people
behaved towards each other; clear responsibilties; capability of staff; confidence
Acknowledges own need to learn and develop

Analyses aspects of operations in detail to improve performance

Staff feel under-appreciated
Reach a decision

a) worked towards organisation that is effective and sustainable, based on original
idea that BB took into job
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b) needs top team to deliver. Sees this as the main priority, so decided to replace the
executive team s/he inherited, and not to have a major reorganisation below that leve|
in the first year

c) decides to stick with his/her original ideas for the first year

d) focuses on a limited range of issues s/he has identified for improvement

e) refines the strategy after 12 months, with corporate objectives etc: develops the
strategy from a number of sources: by talking to staff; from DH documents which
indicate ‘the direction of travel’: from negotiations with other NHS organisations

f) restructures in order to get clear lines of accountability; provides more learning
support for managers

g) seeks personal learning and development; also develops mutually supportive
relationships with others, in other organisations

h) identifies changes that can be made to systems, procedures and technology in
order to make change to improve performance

i) creates award ceremonies to recognise and value staff

Get support or overcome opposition

a) Comes under pressure from SHA to meet targets in the short term: doesn't get the
‘honeymoon’ period s/he hoped for.

Seeks advice from ‘wise old owls’ who tell him/her to stand up for him/herself

Stands up to SHA CEO: SHA CEO backs off

b) clearly sets out his/her position to executive team members, who move into other
jobs, or who are moved out of the job: takes action against non-performers: this builds
up credit for him/her with front line staff, who had little confidence in their managers

c) Seeks support for and feedback on his/her ideas: seeks better communication with
staff — goes out to meet them, does shifts with them: communicates widely with staff
on a 1:1 basis; promises that s/he won't aim for quick wins but will aim for
sustainability; encounters doubt and opposition, but asks to be judged on results:
attributes much of his/her success to being honest with staff.

d) Expresses what needs to be developed (part of the strategy) in a simple form in
order to communicate it

e) Constantly communicates the strategy and develops clear statements of it, and role
models communicating it, in order to enable all managers to do the same.
Communicates it internally and externally. For members of other organisations, the
strategy shows how BB's organisation will benefit them

f) clear communication about reasons for re-structure and what it will and won't entail
h) some changes are technical and can be achieved easily; others require changes in
working practices: s/he seeks feedback from front line on their difficulties, addresses
the ones s/he can address, negotiates changes in working practices with
representatives of staff in order for them to be more proactive to meet patient gnd
community needs: negotiation includes providing staff incentives anq new equipment
and giving staff ‘input’; agreement has been partly brought about by improved
communication; sends firm message about change

i) persuades senior figures from other organisations to attend first award ceremony

Implement

d) puts in management training and IPDs; workshop to help Board. work; uses |
numerous ways to communicate positive messages to the staff to influence their

attitudes
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f) brings in new structures and also provides extensive coaching and mentoring
support for ADs
i) runs and attends award ceremonies

Monitor

Performance improvements shown in stars and performance monitoring stats
Monitors SHA CEOs’ reactions

Regularly monitors performance figures: role models this concern with monitoring and
controlling performance (‘you find the minute you take your eye off the ball, so does
everybody else’}

Publicises performance figures regularly within the organisation, to make people feel
responsible for results

Gets personal feedback from staff on award ceremonies

Other

nb emphasises simple nature of change

Capacity building: appointing competent people s/he can trust; clear responsibilities
through new structures and systems; improved communication with staff; seeking
agreement on a new strategy; carrying out detailed analyses of systems and
processes and focusing new resources at key points; improving capacity through
management training and coaching/mentoring; focusing staff on performance and
results

Values: strong focus on performance and working for patients; strong focus on
providing support, structure and direction for staff; seeks challenge in job and wants
to produce results

291



Appendix 5 Change areas

These are summaries of the notes | made on the types of change that interviewees

undertook, abridged to fit within the wordcount for this thesis. Interviews varied — i

n

Some cases the interview concerned the details of only one change, in other cases

there were as many as six items listed.

UK Executives and managers

New organisation — setting up and getting settled

Developing and getting agreement on a series of projects to reduce expenditure, and

to improve effectiveness of services for patients
Improving the complaints process

Changing systems for making decisions about care in order to improve the focus on

patient outcomes
Cross-organisational work to to provide healthcare support in schools
Organising, and communicating with health teams across the organisation, and
developing multi-professional working

Develops the nursing strategy

Changing a particular process — an area where there was a problem when she moved

into the job

Managing part of the processes of a merger with another acute trust
Developing and implementing a directorate strategy

Creating a body to link with and attempt to influence Health policy

Creating a robust management structure within a merged acute trust

Ensuring the trust meets its targets: includes setting and enforcing standards,
supervising system/process re-design

Handling a CHI inspection

Working on design of cross-organisational care when a whistle-blowing incident

arises
Trying to develop a strategy for financial recovery when a threat arises to close a

service of the hospital
As a new CEOQO, changing hospital structure, systems and culture to make it less

hierarchical, and to involve clinicians more in strategy and running of organisation
Attempting to develop a cross-organisational clinical strategy

Merger of acute trusts | _
Leading a cross-organisational strategy to move more care into primary care

Meeting targets (addressing a performance problem in an acute trust) |
Working to expand capacity in the health system, by exploring/promoting different

ways of delivering care .
Creating/supporting leadership development programmes for senior management

Setting up a new organisation - |
Lead a programme with social and economic orgs on employability in the region

New ways of managing support services, and service reconfiguration

Handling industrial relations ‘
Setting up structures jointly to manage a large change project

Achieving more flexible working | o
Creating a new organisation, result of a merger between different organisations

Achieving a quick change concerning meeting access time targets
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Introducing overseas clinical teams _ . .
Creating a change in the services offered in primary care (historical, in early 90s)

As a new CEO, work to change culture, working practices and behaviours in a failing
organisation in order to meet targets

CEO in a merger

Reorganising care in a number of different areas

Negotiating changes to working practices with clinicians to improve care for patients,
and to provide new and more flexible service arrangements

Introducing innovations into the service

Making a successful case for getting a new hospital built

Developing a teaching facility in the trust

Re-structuring, reorganising services

Creating a new PCT — setting up a new organisation

Managing the closure of an organisation in an NHS reorganisation

Improving systems and training staff to improve the performance of her organisation
Developing clinical staff and supporting them so they can lead innovations

Making decisions about closing a ward, due to financial pressures

Contributing to setting up a new organisation

Development and implementation of supported open learning in a cross-
organisational scheme, to improve patient care and to recognise skills of healthcare
workers

Developing skills of lay members of a key management committee

Reengineering of services, involving changes to systems, job, responsibilities, and
primary-secondary care cooperation, to improve patient care.

Translating national best practice into local action to redesign services, to help in
financial recovery

Tackling an urgent performance problem in relation to A&E targets in two hospitals
Improvement of hospital systems and processes for carrying out diagnostic tests
Developing a pathway across primary and secondary care regarding a particular
condition

Setting up a new organisation

Influencing Healthcare Commission to carry out a survey of patients

Setting up and running events in all SHAs to promote [disease area] care

Seeks to introduce ‘a performance and delivery culture’ into an acute trust

Making changes in children’s services in order to meet NSF targets and to achieve
financial savings _

Reduces numbers of medical wards in order to achieve savings

Resolves performance problem, changes working practices '

Supports clinical director in taking action to improve performance against targets

Helps clinicians establish a new clinic

Australian executives and managers

Taking charge of a hospital as a CEO, and taking steps to change the values and the

isati ' ' better service
culture of the organisation so that it prowdgd al .
Summarises inquiry report and publicises it nationally to improve awareness of need

ini ini rnance
for good clinical care and clinical gove . o
Lea%s a state quality council in order to encourage state-wide communication and

improve care

Changing way in which care is delivered — delivering more care in the community
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Purchasing and managing the implementation of a standardised stgtg-wide IT system
State-wide project to bring in performance indicators for a certain clinical area, and
improving work practices in that area .

Providing education and training resources for people in a clinical profession

Bringing a more ‘business-like’ approach to support services

Introducing e-procurement to the health service in his State

Supporting quality improvement projects

Changing recruitment and workforce management systems within the hospital
Creating a clinical governance programme

UK Clinicians

Two changes in clinical practice, to improve care and reduce risks

Supporting the development of a new role, as part of a regional/national project
Work on a national project to develop a new training programme for clinical staff
Reducing waiting lists and changing processes in his area of clinical responsibility
Developing a programme to educate patients to enable them to take more
responsibility for managing their own care

Making a change to processes and responsibilities in his directorate

Leading a national MA project to support innovations in his clinical area

Improved outpatients processes in his own directorate

Chairing a group in his Trust to review and improve performance [in a particular area]
Development of systems to improve how patients are booked into, and discharged
from, hospital for elective surgery and diagnostic tests

Makes changes over time to how services are provided in his directorate.
Developing new approaches to managing patients with certain medical problems
across primary and secondary care

Clarifying inter-organisational agreements on provision of services

Tackles performance problems by clinicians

Tries to build his directorate, getting new staff in, changing roles, changing the way
they work; including giving more information to patients

Tries to get better working relationships with other hospitals

Develops a system for clear prioritisation of patient need and allocation of staff
Seeks to set up a short stay medical unit to deal with a particular type of patient
Increases amount of teaching and research carried out in the hospital

Australian clinicians

Getting agreement on standard protocols for risk management in a specific area of

healthcare, across a range of clinical groups
Spreading lessons from his first project to a number of other hospitals

Has grown his department . .
Set up a private company to provide services |
Ensured his department took over an area of medical care, to improve quality of care

Established different working practices/policies to improve the service
Data analysis of patient care in a number of hospitals to improve how individuals

deliver services, and to improve systems of care - |
Changes systems and procedures concerning how drugs are prescribed to improve

atient safety, within his own hospital and then in a number of other hospitals
Erings together and coordinates multidisciplinary group to agree and implement a
coordinated patient pathway for a particular condition
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