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Abstract 

In this paper, we study how aspects of leadership work increasingly become part of 

notions of professionalism for physicians and nurses in the ongoing changes of Swedish 

health care. We suggest (1) that leadership work is indeed a central and increasingly 

significant aspect of professionalism for both physicians and nurses, (2) that current 

developments can be characterised as a gradual incorporation of leadership work in 

notions of professionalism, and (3) that the construct of leaderism is central to re-

formulate our theoretical understanding of leadership work in health care in an era 

dominated by NPM critique. Leaderism is most present in the empirical study of 

physician and nurses involved in lean healthcare implementation in a Swedish hospital 

reported here, but in different ways. This study thus echoes other recent studies on 

leadership work and leaderism in its observation that leaderist ideals may serve as a 

subtle but effective way to integrate medical and administrative priorities, while it also 

points at potential redefinitions of what it entails to be a ‘professional’ in future health 

care. 

 

1. Introduction 

In this paper, we study how aspects of leadership work increasingly become part of 

notions of professionalism for physicians and nurses in the ongoing changes of Swedish 

health care. For many years, there has been an NPM-inspired tendency to increase the 

number and impact of non-medical administrative specialists and managers that were 

made responsible for designing and implementing new organizational structures and 

routines, thereby locating leadership elsewhere (ref). In addition, the traditional dis-

identification with management upheld by many medical professionals has continued 

(Andersson, 2015). However, current developments towards ‘lean healthcare’ and 

similar managerial techniques have emphasised the active involvement of the medical 

professions in the daily implementation work, and the ways of framing these techniques 

increasingly tend to centre around patient service and hospital effectiveness (Waring 

and Bishop, 2010). 
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Our main interest in this study is thus to inquire into the consequences for health 

care professionals of their increased involvement in leadership work. While much has 

been said and written about the processes whereby the medical professions have 

become bereft of status and influence in the context of New Public Management 

(NPM), the question of how these developments affect how medical professionalism is 

constructed and re-constructed as professionals take active part in organisational 

change work calls for further research (Fitzgerald and Ferlie, 2000; Waring and Bishop, 

2013; Loh et al, 2016). The extensive attention to the contents and consequences of 

NPM has mainly focussed on NPM as a way for managers and politicians to increase 

their control over health care operations by means of managerialist interventions, 

rational organisational structures, systems for performance measurement, calls for 

increased transparency, etc. Portraying this development as a shift in power, research 

has inquired into this in terms of how traditional professional values have been 

challenged and changed, and how the close leadership exercised by professionals has 

gradually been replaced by distant forms of administrative leadership (cf Fitzgerald and 

Ferlie, 2000; Noordegraf and Van der Meulen, 2008; Choi et al, 2011). 

In this paper, we depart from a notion of leadership work in health care 

organisations as dispersed, differentiated and situated (Denis et al, 2012; Fitzgerald et 

al, 2013; Bresnen et al, 2015), in order to analyse ongoing changes in leadership work 

for physicians and nurses in relation to each other. In line with O’Reilly and Reed 

(2010, 2011), Martin and Learmonth (2012), and Bresnen et al (2015) we take the 

perspective that current organisational reforms take place in a discursive setting where 

’leaderist’ ideals such as consumerism, client-centered care, and heroic individualism 

are increasingly drawn upon and complementing the established managerialist 

discourses inherent in NPM. Extant critical analyses emphasising managerialist 

interventions in traditional profession-based settings has certainly lead to interesting 

insights concerning shifts in power relations for physicians and nurses in relation to 

administrators and politicians (Levay & Waks, 2009), but an analysis focusing on the 

invocation of leaderism in the ongoing construction of professionalism may instead 

reveal how leadership work is gaining primacy in the meaning of being a physician or 
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nurse (McMurray, 2010) and that the articulation of what leadership work entails is per 

se a production of power relations (cf Martin and Learmonth, 2012; Kelly, 2013). 

Leadership work is gradually becoming an integral part of both nursing and 

physician professions, but in different ways. Traditionally an aspiring profession (Bolton 

and Muzio, 2008) hierarchically inferiorised in relation to physicians (McMahan et al, 

1994), the nursing profession may through the invocation of leaderist discourses 

establish itself as increasingly autonomous in everyday medical treatment, as the 

primary representatives of patients/clients, as attending to economic matters and human 

resource management in a responsible manner (cf Reedy and Learmonth, 2000; Bolton, 

2003; Salhani and Coulter, 2009; Traynor et al, 2010). As nurses in Swedish health care 

are also increasingly being recruited to senior managerial posts and given significant 

authority to make and implement decisions related to management accounting, quality 

control, human resource management and so forth (Rosengren and Ottosson, 2007) – 

thereby influencing not the medical decisions as such but indeed the economic and 

organizational context in which they are made.  

The situation for the heterogenous physician profession is somewhat different, as 

it is under significant pressure to take active part in managerialist reform while it tries to 

retain its absolute control over medical decisions, the right to let medical priorities 

override all administrative ones, and its individualistic emphasis on personalised 

competence and judgement (cf Nugus et al, 2010; Waring and Bishop, 2013). What we 

see is thus not only a development in which leaderist aspects become more salient to 

professionals’ experience of work, but also that different versions and foci of leaderism 

emerge in different professions working together on a daily basis (Martin & Learmonth, 

2012; Andersson, 2015).  
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2. Theoretical background 

2.1 New Public Management, managerialism and leaderism 

Since the 1980’s, New Public Management is a general trend in public sector reform 

across the world, driven by policy discourses constructing the public sector as 

bureaucratic, conservative, self-serving, ineffective, dominated by internal professional 

norms (Hood, 1995). It thus implies a reversal of the two founding doctrines of 

traditional public management, those of sustaining the distinctiveness of the public 

sector vis-à-vis the private one, and of emphasizing rules and norms to guarantee 

procedural justice. Instead, the boundaries between public and private sector 

organizing are dissolved and focus is turned from process regulation to results and 

outcomes – implying an agenda of procedural deregulation and increased emphasis on 

performance measurement. 

At the core of NPM, we find the managerialist discourse – emphasizing the 

management of public sector organizations through instrumental rational structures, 

standardized procedures, clearly defined notions of responsibility and accountability 

(Pollitt, 1990). Managerialism has been introduced as a set of organizational and social 

technologies for the efficient management of organizational matters, construing public 

sector organizations as in need to be ‘managed’ and the clients/taxpayers as consumers 

operating in a turbulent marketplace (Ball, 2003). According to O’Reilly & Reed (2010), 

managerialism contains an aspect of entrepreneurship (non-bureaucratic organizing for 

innovation in a competitive market) and an aspect of culture management (aligning 

policymakers and public sector managers in terms of beliefs and strategic orientation). 

Managerialism thus projects most of its hopes through the deeds of professional 

managers, who are best informed and best suited to deal with the challenges facing 

their respective organizations. More specifically, hope is projected onto a desired 

image of the professional manager, an ideal and simplified image of a rational and 

omnipotent actor to which the fates of complex organizations can be trusted. 

In the words of O’Reilly & Reed (2010, 2011) there is an emerging discourse of 

‘leaderism’ complementary to managerialism, a discourse emphasizing leaders as 
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radical change agents, emphasizing the possibilities of unifying a diversity of 

stakeholders into common visions, but also emphasizing leaders as autonomous. They 

are not only implementing reforms, but also designing them within a general 

framework set up by policymakers; they are “authors of their own reforms”, actively 

transcending traditional professional and managerial hierarchies by attending to the 

needs and voices of users, clients and citizens (O´Reilly and Reed, 2011). Moreover, an 

image of leadership as a positive and inspiring phenomenon - that is, a moral, aesthetic 

and spiritual addition to functionalist managerial techniques - is as the centre of this 

discourse (cf Currie & Lockett, 2007). In that sense, leaderism does not only extend 

managerialist beliefs in rational organisational structures and control systems, but it also 

rejects traditional professionalist notions of expert autonomy and elitism. 

 Professionalism Managerialism Leaderism 
Service ideology Provider-driven – 

mitigated in documents 
‘Performance’-driven Community-driven 

Knowledge base Specialised 
‘professionalization’ 

Centralized hierarchy Distributed-dispersed 
leadership 

Strategic focus Custodial-‘professional 
leadership’ 

Technocratic 
(‘performance’, 
disciplines and 
domains) and 
consumerist 

Technocratic 
(‘performance’) and 
custodial (‘local 
leadership’) 

Essential features Expertise Management autonomy Grit of leadership 
Service improvement Professionalization Better management 

techniques 
‘Strategic leadership’ by 
government 

Regulative mode Expert autonomy, light 
touch regulation and 
inspection – mitigated 
in documents by 
multiple collaborations, 
measurement and 
incorporation of elite 
professionals 

Organizational control 
Collaboration – with 
government and 
‘system’ management 

Dispersed leadership – 
but strategic leadership 
by government 
Involvement – of users 
and stakeholders 

Table 1. Professionalism, managerialism and leaderism as discursive foundations of 

public service reform (adapted from O’Reilly and Reed, 2011: 1085) 

 

2.2 Professionalism and reform in public sector organizations: A processual/discursive 

perspective 

Professions are in many cases argued to be distinguished from other forms of 
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occupations by their association with power and prestige. They are granted these 

privileges by society through having access to distinct, exclusive bodies of knowledge 

that in turn are closely linked to the needs and values of society. Professions are 

expected to be devoted to the service of the public rather than being guided by profit or 

other incentives (Sarfatti Larson, 1979). Common to all professions are suggested to be; 

(1.) the cognitive dimension, centred around the body of knowledge and skills to apply 

this knowledge, (2.) the normative dimension, centred around the profession’s distinct 

ethics and service orientation which in turn legitimizes its privilege of self- regulation 

and (3.) the dimension of evaluation, in which the profession compares itself to other 

occupations in society (Sarfatti Larson, 1979). The profession thus functions as an 

identity base where its members form a community characterized by identity, 

commitment and loyalty to the professional group (Lindgren and Packendorff, 2008). 

These communities are often further formed into institutions, schools and associations. 

A profession’s privilege of self-regulation is often referred to as professional 

autonomy (Bucher & Stelling, 1969; Levay & Waks, 2009). Morgan & Ogbonna (2008) 

note that the commitment to protect autonomy and independence is very strong, 

resulting in a phenomenon of closure where the profession is separated from the rest of 

the organization. Closure grants power to the professional group since external 

influence is rebuffed and transparency kept to a minimum. Other studies of professions 

have indirectly touched upon the concept of closure by describing how loyalties to the 

own profession might well be stronger than those to an employer or to an organization 

as a whole (Morgan & Ogbonna, 2008). Iedema et al. (2003) expand the concept of 

professions by describing them as socially constructed through performances: 

”... the boundary between profession and organization is seen as an effect of 

specific interactants’ performances, rather than as inherent to professionalism as 

such.” – Iedema et. al, 2003 

In a professional organization, values and belief systems are firmly anchored and hence 

very strong (Sarfatti Larson, 1979; Morgan & Ogbonna, 2008; Levay & Waks, 2009). In 

earlier studies within professional contexts, researchers have also noted that one of the 

most prevailing kinds of struggle between professionals and managers is centred around 
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conflicting views of standards. This could be understood as a result of competing 

discourses. Members of a profession are focused on raising standards in their own 

discipline and not on conforming to managers or bureaucratic standards (Morgan & 

Ogbonna, 2008).  

Current managerialist and leaderist demands for increased scrutiny of professions 

from the outside are putting pressure on previously unopposed ways of conducting and 

directing work within the professions themselves (Lokatt and Sack, 2013). Adoption to 

new demands has, because of contradictions between professional and managerial 

priorities, not been a straightforward process but rather been characterised by suspicion 

and opposition from the professional groups in question. Levay & Waks (2009) look at 

this phenomenon from a processual perspective, wanting to understand the 

mechanisms behind professional resistance. They investigate how the adaption of soft 

control mechanisms, shifting scrutiny processes from hierarchical government to more 

network-based monitoring, affects autonomy and influence of professional groups. In 

this process, they also acknowledge that earlier responses to change in a professional 

setting usually have been manifested through decoupling, reverse decoupling or 

colonization. Decoupling mechanisms refer to professionals superficially fulfilling 

formal demands not actually affecting the goal of the implemented work processes. 

Resistance exists through the decoupling between actual work and the new 

organizational design archetype of managerial control. In cases of inverse decoupling 

on the other hand, the professions have managed to keep their autonomy intact by 

adopting and controlling the new managerial practises and successfully excluded 

managers (Levay & Waks, 2009). New managerial practises can however also be 

adopted and incorporated into the profession, leading to change in a manner described 

as colonization. The professional’s autonomy is here complemented and affected by 

managerial priorities.  

With a discursive perspective on organizational change, dynamics between strong 

professional groups can be understood and investigated. As noted by Morgan & 

Ogbonna (2008), professions are associated with their strong discourses. Discourse is in 

turn suggested by Hardy et. al (2000) to constitute a strategic tool for change initiation 

and has been demonstrated as important for understanding the dynamics of change.  
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In a recent study of the increased discursive emphasis on ’leadership’ in British 

health services, Martin and Learmonth (2012) suggest that it holds much more positive 

valence than notions of ’management’. By constructing leadership as a desired quality 

not only in formally appointed managers, but as a facet of what it entails to take 

organisational responsibility for all actors in health care, it serves the (partial) purpose 

to align the subjectivities for these actors with current policy intentions. Leaderist 

discourses thus not only links notions of professionality to what it means to be a 

responsible member of the organization, but also affects and extends the very notion of 

identifying oneself as a professional (Bresnen et al, 2015).  

 

2.3 Professionalism vs. managerialism and leaderism in Swedish health care 

The healthcare sector in Sweden has evolved from the small local hospitals of the 

1920’s to the large complex institutions we know today. Responsibility for providing 

the public with healthcare was during the 1920’s divided between the state, managing 

the locally stationed provincial doctors, the major cities, managing their own hospitals, 

and the county councils. During this time, physicians acted as directors of the clinics 

and hospitals. A physician was appointed director of the hospital mainly on the basis of 

his expertise in the field of medicine and not primarily by his knowledge and/or skills of 

administration. A professional administrator in charge of the economy and a nurse in 

charge of staff issues assisted the director. During this period, the medical profession 

was dominating how to run the clinics and hospitals in Sweden. Since healthcare was 

public, the hospital director was subordinate a political committee but in practise, the 

professionals were in charge of the hospitals. (Östergren & Sahlin-Andersson, 1998) 

The growth of hospitals, the increased number of specializations in the field of 

medicine and the restructuring of the public healthcare sector resulted, in the 1960’s, in 

large and complex management units. These new hospitals were difficult to organize in 

the traditional way and administration of administrative units became heavily 

influenced by how industries and factories were run. (Östergren & Sahlin- Andersson, 

1998)  
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In running these large hospitals, needs for new management systems were 

stressed. A new administration hierarchy evolved in parallel to the old medical 

hierarchy. The administration grew in authority although professionals, i.e. the 

physicians, still retained much influence. Managers and professionals coexisted at first 

without much tension. The Swedish healthcare sector was growing with increased 

budgets and funding. Between the 1970’s and the 1980’s, the administrative units of 

the hospitals grew faster than the clinical operations and in the 1980’s, many attempts 

to make the administration more efficient were undertaken in the form of 

decentralization.  

As the New Public Management ideology emerged in conjuction with a severe 

economic crisis in Sweden in the early 1990’s, politicians increased their financial 

pressures on public sector organizations. Budgets for the public healthcare became 

more restricted and the administration turned to the private market in search for more 

efficient ways of managing the hospitals. For the first time, the public hospitals became 

influenced by management trends common in the private sector. This influence, 

combined with a shrinking healthcare budget, pitted for the first time administrators, 

politicians and medical professions together against each other. (Blomquist & 

Packendorff, 1998; Östergren & Sahlin-Andersson, 1998) 

Power relations between the competing discourses have changed during the 

course of time. New managerialist discourses put pressure on how healthcare should 

be organized and conducted. Managers are starting to encroach upon areas 

traditionally managed by the professionals, resulting in an increased tension between 

the two discourses. The politicians, driven by their aim to increase the quality of care to 

a lower cost, here come in conflict with the professionals’ view of how to provide good 

healthcare. Similarly, the managers come in conflict with politicians and professionals 

about how to administer, run and streamline the hospitals. 

The health care sector has a long history of professional governance, manifested 

in the autonomy by which physicians have led the daily operations, diagnosed patients, 

decided on treatments and medication, and so forth, based on scientific evidence and 

occupational regulations. Nurses have been inferiorised in the sense that they have 
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been expected to act in accordance with physicians’ decisions and instructions, but 

have also taken a different role as they usually connect to and monitor patients closely 

(McMahan et al, 1994). From only having the responsibility to subtly communicate 

recommendations without interfering with the physician’s right to take all initiatives 

(Stein, 1967), nurses today possess the formal right to perform tasks and make decisions 

previously strictly limited to the doctoral force (Dent, 2008). In the beginning of the 

21th century, so called “nurse practitioners” started to take over parts of the physicians’ 

routine work within domains traditionally coupled to the nursing profession (Banham & 

Connelly, 2002). Today, nurses have reached specialisation within additional medical 

areas and assist their physician colleagues in everything from outpatient consultations 

to anaesthetics and surgery work (Dent, 2008). Within this new working role, nurses 

sometimes feel that they get stuck between patients and physicians as expectations 

between these two groups may differ significantly (Fox, 1993). However, the power 

relationship between nurses and physicians has definitely altered as the medical 

profession now fears encroachment over its traditional working areas (Dent, 2008). 

While physicians constitute one of the most strongly institutionalised professions 

in society (Gleeson & Knights, 2006), nursing has traditionally been considered a semi-

profession. Not only due to the lack of full autonomy and distinctive knowledge bases, 

but also as a result of its feminine character (Bolton and Muzio, 2008) (Dent, 2008). It 

was first in the 1970s, when women began to claim their equality with men and 

advocate independency, that nursing went from being considered a natural extension 

of womanhood to start becoming professionalized (Banham & Connelly, 2002). Not 

surprisingly, the professionalization processes for physicians and nurses have thus 

come to be rather different in the era of NPM. While physicians have tried to 

emphasise their medical and scientific perspective on the patient while adapting to 

economic or administrative considerations in diagnosing and treatment decisions 

(Iedema et al, 2004; Waring and Bishop, 2013), nurses have worked both informally 

and formally to achieve autonomy over certain forms of knowledge and certain areas of 

decision-making (Salhani and Coulter, 2009; Traynor et al, 2010).  

According to a stream of recent literatures, physicians often try to adapt to 

managerialist requirements while preserving their medical and scientific professional 
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cores. A tradition of clinical freedom, where the physicians have possessed the 

exclusive knowledge to define illnesses and decide on appropriate treatments for the 

patient, has fostered a strong professional autonomy that protects the medical 

profession from outside scrutiny (Doolin, 2002). In defending this autonomy, physicians 

draw upon their medical expertise for securing power within the changing health care 

organisation and studies have elucidated how medical doctors, in spite of the new 

managerial preconditions, sustain their superior position within the organisation 

through strategically defending their control over medical knowledge. Currie et al. 

(2008) describe how physicians, at the cost of individual autonomy, practice strategic 

evidence-based decision-making. In a similar way, Fox (1993) shows how the doctoral 

workforce maintains control over patient consultations by consciously steering 

conversations in specific medical-centred directions, focusing on medical core 

knowledge rather than alternative topics of interest for the patient. Studies have also 

shown that unsatisfying incident reporting sometimes with only little effort can be 

reformulated to a question of insufficient financial resources for the medical profession 

(Currie et al., 2008). Physicians can thus be considered exerting major control over 

many of the control systems implemented within the realms of NPM, resisting any 

unfamiliar organizational logic that could challenge autonomy. Usually resulting in a 

variety of more or less unsatisfactory ways of combining the managerialistic and the 

professional discursive resources, this tends to put doctors appointed managerial 

positions in a state of flux and ambiguity (Doolin, 2002; Iedema et al, 2004). 

The nursing profession also tends to extend its scope into the realms of 

administration and management, reluctantly incorporating managerial work into what it 

entails to be a professional nurse (Reedy and Learmonth, 2000; Bolton, 2003; 

Sambrook, 2006). Within the British National Health Service (NHS), nurses have for a 

long time played a natural role in hospital management (Bolton, 2003). Before the 

1990s however, the meaning of this role shifted constantly, going from line 

management responsibilities solely - to membership in senior management teams - and 

back to exclusion from the management boards. During the last decades, it has been 

widely recognised that the nursing profession possesses knowledge and experience 

critical for providing high qualitative health care and thereby plays an important part in 
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the hospital management function. With the new market logics however, the nursing 

management role has taken new shapes. Where the former emphasis on leadership and 

support of nursing work allowed for full focus on caring, extended requirements in 

terms of financial constraints and HRM issues have now forced many nurses to take on 

multiple perspectives in their occupational role (Bolton, 2005). This has had the effect 

that nurses sometimes tend to disassociate themselves from the term “manager”, 

considering this being something that goes against the institutionalised discourse of 

caring (Bolton, 2003; Dent, 2008). Nurses in managerial positions have also 

experienced challenges to maintain respect from their colleagues, who do not see 

managerial working tasks as adequate for professional nurses to perform (Rosengren 

and Ottosson, 2007). 

As the inclusion of physicians as well as nurses implies entering into new 

discursive worlds, dominated by administrative and economic logics as well as 

performative notions of leadership and manager-ship (Alvesson and Sveningsson, 2003) 

– it is certainly of interest to study not only how managerialist and leaderist discursive 

resources are drawn upon, but also how they are combined with existing professional 

discourses. The legacy of power asymmetries between the two professions also implies 

that this may happen in rather different ways, for example that the nursing profession 

could be closer to a leaderist way of framing their managerial work than a 

managerialist one. 

 

3. Methodology  

In this paper we use qualitative data from a study of an organisational change processes 

in Swedish health care, in which both physicians and nurses were interviewed. The 

change process studied took place in a context where there was a surge of lean 

healthcare initiatives, usually aiming at re-organizing production processes and flows at 

hospitals.  Besides reducing lead times in medical treatments and increasing the levels 

of safety and quality for patients, lean healthcare initiatives were also intended to 

induce increased inter-professional collaboration and participation in change work 
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among medical staff as large shares of the medical work are intended to be organized 

along patient flows rather than along disciplinary boundaries. 

We apply the discursive notions of managerialism and leaderism to qualitative 

interview data in order to analyse how aspects of leadership work and professionalism 

are constructed in these change processes, how they are combined and re-combined in 

daily practice in the physician and nursing professions, and how this leads to the 

production of new power relations between physicians and nurses. Interviews were 

carried out in a medium-sized hospital in Sweden, located in one of the larger cities 

with responsibility for a part of the city region. Semi-structured interviews were held by 

the main author of this paper (sometimes together with one of the other co-authors) 

with 15 physicians in various clinics and 15 nurses with some sort of administrative 

responsibility. In addition, five members of the hospital management unit were 

interviewed, most of them staff involved in operations development and lean 

implementation. One group interview, where chief physicians from different clinical 

departments discussed the aftermaths of a lean implementation initiative in 2010, was 

also performed. The themes were  (1.) Professional roles within the organization, (2.) 

Efficiency in the daily teamwork between nurses and physicians, and (3.) 

Organizational implications of a change project (the Lean implementation initiative) 

introduced at the hospital in 2010. The topics were highly intertwined. While the first 

two themes had a strong connection to interprofessional interaction, the third theme 

was included as a way of highlighting how organizational change initiatives brings the 

standing tension between different professionals to a head, thus encouraging a 

discussion on the more challenging aspects of interprofessional collaboration and 

leadership roles. In addition, the main author also kept a field diary. 

The authors independently read the transcribed interviews and performed an 

initial thematisation in which the focus of interest was on the understanding of the own 

profession and its relations to other medical professions as well as managerial work. In 

a second stage of the analysis, these understandings were related to the ways in which 

managerialist and leaderist discourses were invoked and the consequences thereof. 
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4. Empirical findings – physicians and nurses in the context of lean 

implementation 

In this section we will present the first findings from our empirical study. We will start 

out by placing the notion of professionalism in the specific context studied; NPM-

inspired organisational reforms related to lean healthcare. In the organisations studied 

for this paper, various managerial initiatives have been taken with reference to lean 

thinking. They usually implied an emphasis on production processes rather than 

production units (designing health care operations as boundary-crossing activity flows 

around patients rather than as autonomous departments), on systematic improvement 

work (installing clear routines for how to evaluate and develop the production 

processes), and on teamwork (requiring the close interaction and collaboration of all 

professions and occupations around the treatment of the individual patient). The 

implementation of these principles evoked reactions and reflections both on the view of 

management and leadership in general, as well as on the own profession.   

Thereafter, we will study more in detail how physicians and senior nurses relate to 

this and to each other, in order to trace how management and leadership is becoming a 

part of the respective professions and how it shapes their ongoing interactions.  

 

4.1 Lean healthcare – a managerialist intervention 

The main problem with lean healthcare identified by our interviewees is that it is 

widely seen as a managerialist concept, i.e. as a concept emanating from 

manufacturing industry and implemented in health care for administrative reasons only: 

“But the concept of Lean within the medical profession is tricky I can tell, because 

it’s being perceived... in certain places at least... as a consultant product and you 

need to respect that so to speak and then we have been rather pragmatic and said: 

OK, fine you can do... you should work process oriented and you should reach 

your goals and if you feel that Lean is a provoking word which prevents you from 

reaching your goals, forget about Lean as a word but you should work with your 
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flows, work with quality and standardize your work.” (physician/operations 

developer) 

Physicians are generally constructed both as the most important staff category in lean 

implementation, and as the main resisters to such implementation. Lean healthcare is 

on the other hand evaluated by the physicians not as an administrative or managerial 

issue, instead it is made subject to the same scrutiny as medical treatments: 

“You have a great task ahead of you if you want to convince the medical 

profession to get on-board the Lean-train. They almost only pay attention if you’re 

one of them. When I stand there, they always scrutinize me and try to nail me. 

What source do you have for this? Is this scientific? Is this evidence-based? I have 

never worked so much with my presentations as I have here. You are terrified to 

say something that later turns out to be wrong.” (operations developer) 

Physicians themselves confirm this; if they are expected to incorporate lean thinking in 

their way of organizing medical treatments and activities, they want to be assured that 

it is indeed evidence-based and thus conforming to the same professional standards as 

all other principles upon which they organise their daily work. The claims that lean 

thinking represent an increased focus on the patient is seen as slightly provocative as 

they think that the patient has always been their main priority. Lean thinking is thus 

rejected as alien to healthcare settings at the same time as its main components are 

claimed to be already there, as part of the ongoing medical improvement work that has 

always been part and parcel of the profession. Some voices from the study show the 

feelings around lean thinking: 

“Concepts from the outside, not based on knowledge” (Physician) 

“Attempts to implement models from the industry to a healthcare setting, does not 

build on research and is not suited for us” (Physician) 

“It was something like, it was like The Emperor's New Clothes. It was only a new 

name for something that we have always worked with.” (Physician) 
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The concept is also looked upon by suspicion due to its origin – conceived in the car 

industry and then brought into their own organisation by administrative managers 

sensitive to trends and the need to appear as modern and active: 

“It’s a catchword. It’s nothing new either. We have had continuous improvements 

since year zero. But there’s always stuff happening, it’s a catchword. A new boss, 

either an operations manager or hospital manager, always needs to introduce 

something new, to put his mark on the organization.” (Physician) 

Consequently, lean implementation has been somewhat stalled and also gradually 

adapted to the criticism: 

”... Partly because they have a fragmented work situation and have a hard time to 

free up time, that’s the first. And secondly because the physicians are a special... 

they are always questioning things and find that Lean is... if it’s not scientifically 

tested and if we can’t demonstrate the effects they think... and if we don’t... we 

tried to, we worked a bit amateurish with this from the start so we had a hard time 

convincing them...” (physician/operations developer) 

Different occupational categories had different perspectives on the task of lean 

implementation: 

And then if you should generalize how people received lean… maybe nurses and 

administrators they thought it was an interesting project, you could draw new 

maps and you went on study visits… while the physicians thought it was just… a 

major part of the physician group thought it was just bullshit so to speak. (hospital 

CEO)  

… and it was relatively easy to set up working groups with nurses and assistant 

nurses but it was much harder to engage the physicians… (operations developer) 

They mean that we should pick out the physicians, not having them attend this 

together with the chief nurses but letting them have the education for themselves 

on their own and letting them talk about their problems and what is their hang-up 
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in this and how we can like work with them… how we can get them in favour 

rather than against. (strategic quality manager) 

 

4.2 Physicians – resisting organisational responsibilisation 

The physicians interviewed generally departed from traditional professional notions of 

themselves as having sole responsibility for their patients and all decisions that relate to 

the treatment of these patients and their ailments. Their main priority and their main 

ethical concern is to provide the patient with the best possible care, and that is what 

they have received years of training and experience to be able to do. From their 

perspective, they are the natural leaders of daily medical work. Several of our 

interviewees lament that this long-lasting traditional order is now being changed as a 

result of current managerialist reforms. They claim that the traditional authority of the 

physicians have been severely diminished and depict a daily work situation in which 

occupational categories are in conflict and where non-professional considerations are 

affecting how the operations are organized: 

I perceive the physicians to have lost all their authority and therefore have a sense 

of powerlessness. It becomes very evident in, for example, the delivery ward and 

the obstetrics ward where the conditions are dictated by other personal 

categories, and in particular by the midwifes. If you are to change processes etc., 

it can only be put through if it favours their working conditions, never if it speeds 

up the (process) flows or enhances the physicians position at their {the midwifes} 

expense. It is for example unthinkable for them that the ward round is to be lead 

by the physician in charge, then they have to adapt to us rather than the opposite. 

(Chief physician) 

In their mind, managerial reforms could concern overarching issues such as 

governance and funding, but that the everyday operations should be left to the 

physicians to run: 

“If you want the productivity to drop, then you should let the managers mess 
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around. So you removed the managers and placed them outside to acquire 

necessary resources, then the productivity increased straight away. There’s a lot of 

meddling by managers in our business. As a tax-payer, I think it’s very stupid.” 

(senior physician) 

Physicians generally describe themselves as the group that is at one and the same time 

most negative to administrative reforms and the most crucial one to convince about the 

benefits of such reforms. Administrative managers are not needed and shall be kept at 

bay: 

“In some cases the improvements were very clear, in some cases they were not, 

and as I mentioned before, one of the explanations for this was probably that 

certain clinics didn’t have commitment from management. They didn’t have the 

physicians’ involvement at all stages.” (physician) 

 “No, it’s important but we have gone through our decisions, restructured the 

organization around these areas and these processes are rather successful if the 

managers are not that involved. Our current CEO has enough sense not to involve 

himself in everything. (physician) 

At one of the hospitals, a senior physician has been employed to run the development 

of continuous improvement and quality work. This is generally acknowledged as a 

positive thing: 

“But Jane has a specific task to include the physicians in the continuous 

improvements... and she is a physician herself...” (physician) 

“It’s a good starting point. It’s easier if physicians talk with physicians.” (physician) 

Among junior physicians, the notion of the autonomous medical doctor as an 

individual backbone of health care operations is not as evident as among the senior 

ones. They do not refer to a perceived need to distinguish physicans from other 

employees, and they do not describe themselves as part of a homogenous profession 



	 20	

where everyone has the same view and the same interests. Instead they emphasise 

teamwork, distributed responsibilities and mutual respect: 

”It’s essential that we work in cross-professional teams to achieve good health 

care. You cannot think you’re better just because you’re a doctor. Everyone’s 

specific knowledge is valuable.” (junior physician) 

”Our head nurses actively bring up the importance of having the physician by 

their side. Half of the costs at the ward unit are caused by physicians. So if 

physicians do not have any responsibility for the economic result, how can we 

expect things to improve? Bringing back leadership and commitment among 

physicians, that has been my main ambition.” (clinic head, physician) 

 

4.3 Nurses – organisational responsibilisation as caring strategy 

I mean, if you sit in a coffee room or something, then it is the physicians that 

direct the conditions. You are still looking up to them. If there are five nurses and 

two or three physicians it is surely they who…you either talk one by one but if 

you (anyways) are sitting together then it will still be them who talk the most. 

They are the ones that direct the conversation. (head nurse) 

Some of the nurses gave comments upon the traditional hierarchical view on the 

relationship between nurses and physicians, emphasising the need for better cross-

professional teamwork: 

And then the intention {with these meetings} was to discuss {important questions} 

from both the nursing and the medical perspective… But then it’s of course the 

responsible doctor who is in charge and makes the final decision but still it’s 

important to have these discussions with different occupational groups… and we 

had that but eventually it petered out. (head nurse) 
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“Well, I believe that they are stuck in this very traditional view of leadership, 

where one should... provide all the answers... the co-workers are some sort of 

low-class employees who should... work and keep quiet.” (nurse) 

The traditions whereby nurses are differentiated and inferiorised are criticised not only 

for being disrespectful and old-fashioned, but also for being hindrances to necessary 

organisational reforms and effective daily patient care: 

“All roles are needed in the patient flow, that’s also the Lean-philosophy. And 

then they feel a bit uncomfortable because the senior physicians still regard the 

assistant nurses as the old assistants we had back then. They should like, fetch the 

tea when [the physicians] arrive in the morning. But they have... I think it’s a 

question about privilege. Some old elements persist, hierarchical thoughts.” (head 

nurse) 

And many times you find yourself in a situation where you should demonstrate 

something for young physicians, something that you maybe would have done 

much better yourself. (nurse) 

Physicians are here stereotyped into a non-differentiated collective with the same view 

of things: 

“Imagine the surgeon with the big knife who...it’s really, yeah you command a lot 

of dignity in such a situation, a lot of impact. And Lean is after all based upon the 

principle... the importance of the team; everybody plays his or her part etc. It’s not 

about one person being the soloist and that the rest should only act as support. Of 

course it’s another way of thinking and that might be a bit hard for them {the 

physicians}.” (nurse) 

Like the physicians, head nurses describe their own profession as focusing on the needs 

of patients, but as superior in the sense that they are better at organising a satisfactory 

care episode for each patient. The ability not only to assist and help a patient, but 

tailoring the whole health care experience to what patients expect, is seen as crucial in 

this respect. This leaderist notion of customer focus is evident in several interviews: 
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The patients are nonetheless the most important and it’s their perspective that we 

need to presuppose, that’s a central notion, and we are perhaps better at this than 

the physicians, I would assume. They put a greater emphasize on the body of 

physicians. Then of course, they are as well considering the patient’s best 

but…no…there is a difference there {between the two professions}, I believe so. 

(head nurse) 

When the nursing occupation first came, the profession, I don’t remember but it’s 

quite a long time ago, it was when there was a nursing-…or a profession, you 

could after all become a professor in the nursing area. And then this more 

{gender} equal would be there since the nurses no longer want to be assistants to 

the physicians but rather have their own area of expertise that they are 

professionals in. (head nurse) 

The construction of differences between the two professions are further exacerbated by 

notions of gender; nursing is a traditional feminine profession while physician is a 

masculine one, albeit under a rapid process of femininisation due to a inflow of many 

young women. Many of the episodes in which nurses recall the differences between the 

professions in daily practical work relates to gender differences and gendered 

arguments: 

I had…when I was working at the lung-, and kidney unit there was a lung 

physician, an amazingly talented lung physician, really good, but I know that he 

told me, I never forget this; “no it’s not good for the body of physicians that the 

share of women are on the increase”. Partly since he believed that the salary, that 

the trend of salaries would decrease and that doctors would not have quite the 

same status anymore. This is a while ago, but he said it and I will never forget it.  

(head nurse) 

Some nurses also claim that physicians are not as coherent a profession, their 

leadership in daily work may look quite different depending on what sub-specialisation 

it is: 
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But I notice a clear difference. When I work in the intensive unit, then you are 

meeting a lot of surgeons and anaesthetics and so on and they…then it’s perhaps 

more…distance. When I work in medicine, with the medicine physicians, there 

it’s totally different, with them you are able to talk and discuss. There are 

differences between a medicine physician and a surgeon. The surgeons are after 

all the ones that are more controlling so the medicine physicians, the ones that 

are not in surgery, they are more analytical, think and discuss with others. (head 

nurse) 

 

5. Discussion  

Our contribution is based in the recent focus on the differences between managerialist 

and leaderist discourses in the further developments of public sector reform (O’Reilly 

and Reed, 2011). We suggest (1) that leadership work is indeed a central and 

increasingly significant aspect of professionalism for both physicians and nurses, (2) 

that current developments can be characterised as a gradual incorporation of 

leadership work in notions of professionalism , and (3) that the construct of leaderism is 

central to re-formulate our theoretical understanding of  leadership work in health care 

in an era dominated by NPM critique. We also suggest that while leadership work for 

physicians tend to be treated as a practical matter of leading the daily operations and 

preserving professional autonomy, leadership work for nurses is instead focused on 

representing the patients, caring for the staff and producing organisational order. This 

leads not only to changed power relations between the two sets of professional ideals, 

but also to diverging and conflicting notions of what leadership work is, how it should 

be practiced, and how responsibility and professionalism are defined. The differences 

between the professions are not always as clear-cut, however; younger physicians tend 

to be more inclined towards integrated team-work and also more positive towards 

managerialist initiatives. 
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5.1 The gradual incorporation of leadership in professionalism 

Both physicians and head nurses are increasingly expected to nurture and develop 

leadership abilities. This in order to work better with issues such as continuous 

improvement work and patient safety. Not least the physicians are expected to extend 

and expand their focus from the individual relation with their patient and into assuming 

increased organisational responsibility – diagnosing and treating a patient is important, 

but as a potential leader a physician shall also take part in improving routines, 

procedures and cultures at their workplaces (Nugus et al, 2010).  

The physician profession is not described as homogenous and in total agreement 

in this respect. While older physicians tend to describe themselves as reluctant towards 

managerial initiatives at the same time as they claim that they have already assumed 

such responsibilities, younger ones instead emphasise the need for teamwork and the 

potential benefits of managerialist reforms. The physician profession is also 

decomposed into various sub-specialities that sustain very different notions of daily 

leadership. 

While lamenting their inferiorised position and the disrespectful treatment they 

have to endure, head nurses actively assume leadership responsibilities. They have 

found that issues relating to communicating with and caring for the patients have 

received increased attention, as well as improved procedures for integrating different 

clinics along ‘care chains’. Usually considered to be a semi-profession due to the lack 

of medical autonomy, they nurture increased ambitions to professionalise their 

occupation further by developing their own spaces of autonomy. Many of the head 

nurses interviewed does not only control procedures for care and episode planning, 

they are also in charge of the budgetary and regulatory organisational environment in 

which physicians operate.  
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5.2 Leaderism: Organisational responsibilisation of professionals 

Leaderism is founded on a series of inter-related discursive  themes; the primacy of the 

active, autonomous leader; the view that customer and stakeholder needs and claims 

are the raison d’être; and the idea that leadership is a quality required throughout an 

organisation for it to prosper (cf O’Reilly and Reed, 2010, 2011).  In contrast to pure 

managerialist thinking, in which professional organisations are mainly seen as in need 

for coherent and rational principles of work organisation, accountability, responsibility, 

performance measurement, etc, leaderism imply an emphasis on cultural values, 

enthusiasm, motivation and external usefulness. On the other side of the coin lurks 

several potential problems with monocultures, mental control, unclear rules and a lack 

of procedural justice (Martin and Learmonth, 2012). A traditional professional 

organisation that incorporates leaderist discourses may thus at the same time achieve 

increased cross-professional collaboration, a higher degree of organisational 

responsibility-taking, increased attention to the expectations of patients and citizens, 

but also creeping de-professionalisation, commodification of services, managerial 

malfeasance and ignorance of gender and diversity issues.  

In the data analysed so far, there are signs of several of these things happening. 

There is an image of the good medical leader in emergence that does not only possess 

medical expertise, but also the ability to awaken enthusiasm among staff and to address 

patient needs in a satisfactory manner. The way of introducing a basically managerialist 

reform package such as lean healthcare is also leaderist; through its focus on teamwork, 

patient care and quality rather than on earlier notions of efficiency, effectiveness and 

productivity (cf Blomquist and Packendorff, 1998).  The backdrop is remaining issues of 

de-professionalisation (physicians’ notion of having lost authority and influence) and 

the invisibilisation of remaining structural power relations between professions and 

gender categories.  
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5.3 Physicians, nurses and leaderism: New power relations, new notions of leadership 

Our main interest in this study is to inquire into the consequences for health care 

professionals of their increased involvement in leadership work. This involvement is  

different for physicians and nurses both in terms of content and argumentation, but it 

has also affected the relations between the two professions. Reforms undertaken by 

means of leaderism are harder to resist than pure managerialist ones (as they they 

become concerned with cultural values, rather than with techniques and regulations, cf 

Salhani and Coulter, 2008) and they imply the emergence of new aspects of 

professionality that challenge the cohesion of established professions (physicians) while 

rewarding the cohesion of semi-professions such as nurses. 

Swedish health care organisations has a long history of not being able to involve 

physicians in managerial reforms. Physicians has had enough autonomy and influence 

to reject such reforms, claiming them to be irrelevant for medical operations, un-

scientific as they lack solid underlying evidence, and as based in the needs of 

administrators rather than of medical staff or patients. The integration of lean-inspired 

reforms with their emphasis on process mapping and ‘care chains’, and leaderist 

notions of good leadership, teamwork and customer-orientation cannot be rejected in 

the same manner. Leaderism thus implies the emergence of new meanings of what it 

entails to be a physician, from being a medical expert with full professional autonomy 

to also become a teamworker at par with colleagues from other occupations, a coach 

with a responsibility to involve others in one’s work, a communicator striving for 

patient and stakeholder approval and satisfaction.   

Leaderism also implies that the traditional care-oriented work that has been a part 

of the nursing (semi-)profession for over a century is upgraded and integrated in 

leadership work in health care. In several Swedish hospitals this has also implied that 

head nurses are increasingly recruited for formal managerial positions. The hospital 

studied had a particularly far-reaching way of doing this as they had also transferred all 

physicians from their ordinary affiliations to a separate staff pool – from where they 

attended to the varying needs of various parts of the hospital. Head nurses had both 
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their close affiliation with the daily operations and the responsibility to implement 

managerialist models related to lean healthcare and continuous improvement work.  

Physicians, on the other hand, had a much weaker connection to the permanent 

units and had in many ways a rather liminal position in relation both to patients and the 

organisation. This effectively presented them with the choice to either remain in the 

core of their medical profession – but with limited autonomy as they operated within 

the economic and managerial boundaries defined by clininal heads and head nurses – 

or to partake in organisational leadership work as one of several occupations, taking 

responsibility for medical systems and decisions but also issues of process control, work 

organisation, work environment, etc. Nurses were indeed seen as increasingly 

important and powerful in organising daily work and build up processes beneficial to 

the patients’ experience of the entire care episode, but they also faced increasing 

expectations to be part of continuous improvement work, and to assume responsibility 

for a growing range of medical decisions and procedures. 

The developments towards the inclusion of leaderism into notions of 

professionalism also contain complex gender dynamics (Bolton and Muzio, 2008). As 

noted above, our study is concerned with two occupational categories developing in 

different directions. Physicians are part of a strong masculine profession that has for 

decades been relatively successful in keeping managerialist reforms at bay; now it is 

undergoing a rapid process of feminisation, fragmentation and de-autonomisation. 

Nurses, on the other hand, is a feminine semi-profession traditionally inferiorised and 

unacknowledged for their medical competencies; now striving towards cohesion and 

professionalization by means of incorporating leaderist thinking and being recruited to 

managerial posts. While the gendered dynamics within and between these categories 

are not specifically explored in this paper, it is certainly of interest in future analyses of 

our data set to inquire further into the relations between leaderism, professionalism and 

gender.  
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6. Conclusion 

Our main interest in this study is to inquire into the consequences for health care 

professionals of their increased involvement in leadership work. We intend to 

contribute to recent inquiry into how New Public Management affect how 

professionalism is constructed and re-constructed as professionals take active part in 

organisational change work (Fitzgerald and Ferlie, 2000; Levay and Waks, 2009; 

Waring and Bishop, 2013). In line with O’Reilly and Reed (2010, 2011) and Martin and 

Learmonth (2012) we take the perspective that current organisational reforms take 

place in a discursive setting where ’leaderist’ ideals such as consumerism, client-

centered care, and heroic individualism are increasingly drawn upon and 

complementing the established managerialist discourses inherent in NPM. We find that 

Swedish health care is not different in this respect – from an earlier technical emphasis 

on performance measurement and management control systems, hospital managers are 

now increasingly inclined to make use of the cultural and leadership foundations 

inherent in notions of process organisation and lean healthcare. 

Leaderism is most present in the empirical study of physician and nurses in a 

Swedish hospital reported here, but in different ways. While members of both 

professions experience increased demands and expectations to involve themselves in 

managerialist organisational reforms such as lean healthcare, the consequences are 

rather different. For physicians, leaderism is problematic as it departs from a view of 

leadership work as attending to organisational goals and strategies (in contrast to 

professional ones) and that it emphasises a view of patients as clients in need for a 

high-quality service episode (in contrast to just curing their ailments). While physicians 

try to reject managerial reforms by employing argumentation from within their medical 

profession – claiming them to be un-scientific and not evidence-based – they cannot 

reject the expectations on teamwork and patient service, especially as a younger 

generation of physicians tend to embrace precisely these values. Nurses, traditionally 

trapped in an inferiorised feminine semi-professional status due to the lack of medical 

autonomy, find that their long-held cultural emphasis on caring for the patient is now at 

the heart of managerial reforms  and that professionalising their occupation by linking 
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these traditional values to emergent managerial concepts such as care chains, service 

quality and teamwork seems an attractive future development path. This study thus 

echoes other recent studies on leadership work and leaderism (O’Reilly and Reed, 

2010, 2011; Martin and Learmonth, 2012; Bresnen et al, 2015) in its observation that 

leaderist ideals may serve as an subtle but effective way to integrate medical and 

administrative priorities, while it also points at potential redefinitions of what it entails 

to be a ‘professional’ in future health care. 
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