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ABSTRACT

Objective: The aim of this study is to explore medical and care staff’s experiences of leading the implementation of the
management innovation, named value-based healthcare (VBHC) at a large Swedish University Hospital.
Methods: In this study an explorative design was used. Data was collected with individual open-ended repeated interviews with
20 members of four teams leading the implementation of VBHC. The interviews were transcribed verbatim and qualitatively
analysed.
Results: Findings from this interview study showed that not all participants were comfortable with being appointed as leaders
for the VBHC implementation process. Some found it rather too challenging instead. Participants described characteristics
such as openness, visibility, approachability, and the ability to be a role model as necessary when leading implementation work.
Leadership strategies emphasized were participation and involvement but also the ability to control implementation processes.
Anchoring was effectuated by means of a pedagogical approach including dialogues and feedback before making step-by-step
changes in everyday work itself.
Conclusions: This study shows that leadership is a challenging experience in the context of a team responsible for implementing
VBHC, however commendable the management innovation in itself may be. The expectations connected to the leadership role
in the context of VBHC implementation must be clarified. Awareness is needed of the extent of the mandates accorded to the
care and medical staff appointed as leaders of VBHC teams, especially since care and medical staff are formally speaking not as
managers.

Key Words: Leadership, Leadership characteristics, Leadership strategies, Management innovation, Value-based healthcare,
Qualitative study

1. INTRODUCTION
Management innovation in healthcare may be seen as the im-
plementation of new behaviours, routines and work processes
aimed at facilitating healthcare provision. Innovation is often
supported by administrative technologies and systems.[1] A

specific management innovation includes both process and
outcome as the intention is to influence processes and struc-
tures which can enable the organization to reach its goals.[2]

Management innovation also changes how managers carry
out their managerial work.[3] Healthcare organizations have
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for a long time implemented evidence-based medical inno-
vation led by health professionals even if this is not without
problem. One problem that has been raised for example is the
unwieldy explosion of clinical guidelines,[4] while other re-
searchers point at difficulties in implementing guidelines.[5]

It may be assumed that not all health professionals have the
same experiences of implementing management innovations
as they have of implementing evidence-based medicine. In
this study the focus is on leading the implementation of a
management innovation.

For the past decades the market-orientated model New Public
Management (NPM) has been used to govern healthcare in
Sweden.[6, 7] For some years, Swedish healthcare organiza-
tions have shown increased interest in the implementation of
value-based healthcare (VBHC) as a management strategy.
According to Porter and colleagues VBHC means increas-
ing value for the patients through measuring both health
outcomes and the costs of delivering outcomes. Healthcare
should be developed based on measurement of health out-
come. Furthermore they suggest organizing healthcare on
the patients’ medical conditions and full care cycles and bun-
dle (episode-based) payment for healthcare.[8–10] There is
an ongoing debate amongst health professionals in Sweden
as to whether the management innovation VBHC implies
a break in the NPM trend or not.[11–14] However, whether
VBHC is a trend break from the NPM or not the process of
implementing VBHC requires leadership. As early as 2007
Porter and Teisberg stated that working in line with VBHC
called for leadership not just at top management level but
also at the clinical level.[15] Some studies about leadership in
relation to implementing management innovations have been
found, but according to Volberda and colleagues more knowl-
edge is still needed about how management innovations are
introduced and led in various organizations.[16]

Vaccaro and colleagues emphasized the need of differen-
tiated leadership behaviour depending on the size of the
organization, when management innovation is implemented
in an organization. In smaller and less complex organizations
more transactional leadership was advantageous and in larger
and more complex organizations transformational leadership
was an advantage.[17] In a study in the banking sector it was
found that transformational leadership was positive when
the innovation related to unit-level. On organization-level
transformational leadership correlated positively with an em-
powerment climate, which in turn contributed to improving
unit-level management innovation.[18] On the other hand an
earlier study toned down the importance of the managers’
individual transformational leadership and instead pointed
at the importance of collective learning in the organization.
However, leadership has a strong influence on organizational

learning and thereby indirectly influences the organization’s
innovations.[19] Transformational leadership has been found
to influence organizational learning directly as well as organi-
zational innovation and organizational performance in manu-
facturing organizations.[20] All these studies highlighted the
relation between leadership and implementing management
innovations although in different ways.

In a study with an action research approach five critical points
for adopting a management innovation in healthcare were
found. Firstly, it is essential to develop a vocabulary describ-
ing the inner sense of the management innovation. Secondly,
the new way of working and the change agents need to be
accepted. Thirdly, an evolutionary adoption process includ-
ing dialogues and reflection about the process is required.
Fourthly, the change agents need to develop improvement
expertise, and fifthly it is beneficial to use evidence-based
actions and research-driven approaches.[21] The need of an
evolutionary adoption process as stated in this study by Hell-
ström and colleagues, was also found in a study comparing
the implementation of twelve different organization and man-
agement innovations in Swedish healthcare.[22] Øvretveit
and colleagues also pointed at the importance of the role of
clinical leaders when implementing service innovations.[22]

Implementing innovations is always done in a context with
its own traditions and culture; something the manager re-
sponsible for the implementation process needs to take into
account. The managers therefore need to set goals for what
the innovation is intended to contribute in the organization.
They also need to understand how the innovation will influ-
ence the professionals’ identity.[23] Although several studies
dealt with leadership in relation to implementing manage-
ment innovations no studies were found about experiences of
leading the implementation of VBHC; a gap this study aims
to fill.

Aim
The aim of this study is to explore medical and care staff’s
experiences of leading the implementation of the manage-
ment innovation, named VBHC at a large Swedish University
Hospital.

2. METHOD
A qualitative design[24] was used to explore how team mem-
bers responsible for leading the implementation of the man-
agement innovation, VBHC. This study is part of a larger
project in which the hospital’s implementation process was
followed for two years. Open-ended interviews were used
as the data collection method in this study as the intention
was to understand the team members’ perspectives and expe-
riences of leading this implementation.[25]
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2.1 Setting
The hospital management director at a Swedish University
Hospital decided to start the process of implementing VBHC
in October 2013 with the establishment of four pilot teams,
each one responsible for one group of patients with simi-
lar medical conditions. The members in these teams were
responsible for leading the implementation work in their
respective team. The hospital delivers care and treatment
to both children and adults. The hospital has around 2,000
beds spread over 130 inpatient wards. The hospital’s 180
outpatient wards are yearly visited by 1.2 million persons.
About 16,700 persons are employed at the hospital.

VBHC
VBHC is a management strategy aiming at solving problems
of quality and economy in healthcare.[8] The idea is that
this strategy will shift the focus from processes to health out-
come and costs. The overall aim is to create as much value
as possible for the patient in relation to cost.[8, 9] Quality
in healthcare can increase thereby, patients’ suffering can
be reduced and better cost-effectiveness can be achieved.[8]

The members of the four pilot teams, which were supported
by external management consultants the first three months,
were expected to map the group of patients; define outcome
measures; collect and analyse data; develop and implement
improvement based on eventual identified weakness in the
outcome measures; and finally continue to work in accor-
dance with the strategy of VBHC.[8, 9]

2.2 Participants
All members in the pilot teams, in all 20 persons, were in-
vited to participate in this longitudinal interview study. The
all gave their informed consent and agreed to participate in
the study. The participants had different posts and profes-
sional qualifications. Nine of the participants were physi-
cians whereof five were heads of department, three were
clinicians and one was a clinician and healthcare developer.
Three of the participants were registered nurses whereof two
also worked part time as healthcare developers. Two were
psychologists, whereof one worked part time as a health-
care developer and one was an occupational therapist with
a managerial position. Finally, three logisticians and three
controllers also participated. The participants’ mean age was
46 (34-62). Eleven of the participants were male and nine
were female.

2.3 Data collection
The first interview set was collected from March to April
2014, the second from November 2014 to January 2015 and
the last from September 2015 to November 2015. Altogether
the 59 individual interviews generated 36 hours of digitally

recorded interview material. One participant, who had not
yet been introduced into the pilot-team declined participation
at the third interview as being too newly employed. All inter-
views were carried out at the participants’ office except one
that was carried out in the participant’s home. One theme
in the thematic interview was about experiences of leader-
ship related to the implementation work. A typical question
to open up this theme was: “Can you tell me about your
experiences of your role as leader when you work with imple-
menting VBHC?” Depending on the interviewee’s answer,
follow-up questions were asked. All interviews were tran-
scribed verbatim. A tentative analysis was made after each
collected set of data to discover the main content. These anal-
yses were sent to the participants and they were all given the
opportunity to give feedback on the analysis. These tentative
analyses were used in subsequent interviews.

2.4 Study trustworthiness
Lincoln and Guba used four concepts to describe the rigour
of qualitative research, namely credibility, transferability,
dependability and confirmability.[26, 27] In this study credi-
bility was strengthened by the fact that all the members of
the first four pilot teams accepted the invitation to participate
in this study. They were of different age and gender and
had varying experience and professional qualifications. This
contributed to creating a comprehensive picture of leader-
ship experiences. Credibility was further strengthened by
means of individual interviews carried out three times dur-
ing two years. These interviews were judged an appropriate
data collection method to catch the complexity of experi-
ence involved in leading the implementation of VBHC. The
analytical process contributed to forming suitable meaning
units as a base for catching the variation of experiences. This
study does not claim to generalize the findings, but it should
be possible to transfer the findings to similar contexts where
the implementation of a management innovation as VBHC
is to be undertaken.

Transferability in this study was strengthened by illustrat-
ing the findings with excerpts from the interviews as well
as by describing in detail the context where the study took
place. However, it is always the reader’s decision to what
degree the findings are possible to transfer to another context.
The fact that interviews were carried out three times might
seem to increase dependability as that might contribute to
consistency in the data. On the other hand, however, inter-
viewing is an evolving process contributing to new insights
over time. Questions raised during the tentative analysis
were deliberately used during the forthcoming interviews
to raise new questions thereby deepening the understanding
of the phenomenon being studied. Furthermore, the open
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dialogue between the researchers contributed to judging the
consistency in the content. The researchers’ long experience
of qualitative research and positions in different academic
fields contributed to awareness of assumptions taken for
granted. In qualitative studies confirmability is intended to
ensure that the findings are a result of participants’ experi-
ences. This study does not give any answer as to how the
leadership enacted was experienced by other staff in the or-
ganization. The findings only depict the participants’ point
of view and experiences. The interviews were recorded and
transcribed verbatim and these transcripts were analysed with
a high degree of accuracy that also reinforces the study’s con-
firmability. The participants’ confirmation of the tentative
analyses contributes to showing the researchers’ neutrality
during the analytical process, since the participants had very
few objections to these analyses, and they were on the level
of wording.

2.5 Data analysis
The analysis was guided by a qualitative approach.[24, 28]

Miles and Huberman[28] stated that qualitative analysis con-
sists of three steps: data reduction, data displaying and con-
clusion drawing/verification. The process of reducing data
started, based on the study aim, with reading all the interview
material. This reading aimed to give a sense of the whole
and an overview of the material. As the interviews were read
they were imported to NVIVO 10 (software for qualitative
analysis QSR International Pty Ltd.). This programme was
then used in the forthcoming analysis. The data reduction
continued with identifying meaning units in the interviews.
Condensed codes describing the content of the meaning units
were then developed. These codes were later on used to dis-
play data by comparing similarities and differences between
them and the units of meaning belonging to them. Through
this comparison the data was grouped into categories. During
this process an interpretation of the content in the categories
was made. Based on this interpretation, conclusions could
be drawn which led to establishing the themes in which the
categories were interwoven and presented in the findings.
Finally, verification of established themes was carried out by
going back to the interviews and comparing descriptions in
the themes with interview data. Furthermore, excerpts from
the interviews contributed to illustrating the findings.

2.6 Ethics
According to the Swedish legislation approval from an Ethi-
cal Committee is not needed for this kind of interview study
with health professionals.[29] According to this law and the
Declaration of Helsinki[30] informed consent are required.
Therefore, each participant was informed about the study
aim and the data collection method as well as that partic-

ipation was voluntary, that their interview data would be
treated confidentially, and that they could withdraw at any
time. Informed consent was obtained from all participants.

3. RESULTS
The analyses of the interviews resulted in three themes
with their additional categories, which are interwoven in
the themes.

3.1 Challenges of being a leader
Some participants did not experience themselves as lead-
ers for the implementation of VBHC. They saw themselves
just as workers with an assignment to carry out the job of
implementation. Some participants without a management
position in the hierarchical structure reduced their leader-
ship responsibility by to some degree hiding themselves in
the team: “Leading implementation – this is something we
do together in the team, it is nothing that I do alone, but
we all work together.” (IP1). Another participant thought
he/she was not the best leader even though the participant
was nominated by the head of the department. Thus despite
extensive competence in the field the participant was dubious
about being a leader for the implementation process: “I have
thought a lot about who is the perfect person to lead the
implementation work; actually, I do not think it’s me.” (IP16).
This doubtfulness was to some extent explained by her/his
questioning the top-down decision to implement a strategy
such as VBHC. The participant thought it would have been
more advantageous to develop value for the patient based on
a bottom-up approach.

As these participants did not fully see themselves as leaders
they said they did not have any strategies related to needs of
making changes related to VBHC work. Instead of seeing
strategies for leading the implementation the participants
focused on analysing the situation or the problem and tried to
find out what kind of data was needed to direct the activities
involved:

“I do not have any explicit strategies apart from trying to see
the problem clearly. On a sound basis, we try to understand
what data shows. How is it? Is it good or bad? That’s step
number one. If anyone complains about something you have
to ask: is it really like this?” (IP10)

As stated, some of the participants did not see themselves
as leaders which might be due to their estimation that their
co-workers were so positive and autonomous that they could
independently make the necessary decisions to implement
VBHC. Therefore there was no need for a leader to motivate
them. If the problem or situation was correctly described
the co-workers were found to be capable of finding solutions
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themselves:

“I do not think I need to motivate many here. Everyone is
very positive, but you have to describe the problem and get
people interested in participating in solving the problem, and
provide them with own space and their own responsibility.
And it’s very cool to see people grow.” (IP 7)

3.2 Personal characteristics in leadership
Other participants talked about personal characteristics,
which they had used in their leadership during the imple-
mentation phase. They said they were open persons, a char-
acteristic they used when they informed those involved in the
implementation work. They said that they were open with
goals, status of the process, but also what they experienced as
problems. Participants thought this openness was a necessary
base to create the staff’s engagement and involvement. One
participant gave an example of this openness:

“I prefer to use other staff as a sounding board even if I myself
may have good ideas how to understand something and also
get it done. I do so as I think openness and involvement
are important in change processes. I can say to a colleague

‘you are fine at performance and outcome, what do you think
about measuring this in VBHC’ and then a lot of questions
will be raised and discussed, which creates engagement.”
(IP15)

Participants stated that openness was a way to create curios-
ity and willingness to participate. However, participants said
they did not force staff to participate in implementation activ-
ity if they did not feel comfortable with that. As leaders they
thought it was important to respect that staff are at different
stages in life and do not always have the capacity to engage
in developmental work.

Participants also pointed out that they were visible and ap-
proachable. These characteristics made it possible to build
relationships and to make the most of opportunities when
the staff were ready and willing to make extra efforts in their
developmental work. However, visibility and approachability
demanded consideration and planning:

“You can’t just be impulsive, things need to be scheduled, for
example, I schedule where to eat lunch, this week I’ll eat
lunch here, the next there, it sounds boring, but there are no
shortcuts. Another example is that I participate in workplace
meetings both day and night at different wards. You have to
be seen around if you are to be truly visible.” (IP11)

Participants also pointed at the importance of being a role
model for the staff involved in the implementation work.
This also included personal characteristics such as being
positive and enthusiastic and furthermore trying to create a

good atmosphere and working climate. Their own intense
workload was expected to influence other staff so that they
exerted themselves a little extra when work was piling up.
They also thought they were more trustworthy if they them-
selves worked hard when necessary. By being a role model
they could arouse enthusiasm in the implementation work
but also make demands on employees:

“If you want others to perform well, you have to perform well
yourself. It doesn’t work otherwise. You have to manage
your own part of the job, you have to ensure that you do that;
otherwise you will not be seen as a credible leader.” (IP 3)

3.3 Strategies used to shoulder leadership
Besides taking advantage of and using more personal char-
acteristics, participants also described strategies used delib-
erately. One important strategy emphasized by participants
was to make use of participation and always to have that
in mind as the guiding star when leading. They considered
that the more people became involved in the implementation
work the more VBHC would become part of everyday work.
Getting staff involved sometimes involved a more informal
approach. One such example was to expand the circle of
people when discussing VBHC by including the ones not
directly involved for example at the coffee break. This was a
conscious strategy to engage and motivate staff to work with
VBHC:

“Yes, I actually think it is important to try to make them
understand what they can contribute with so that they be-
come involved; to show that this is the way we work; this is
something I can do.” (IP20)

A first step when involving staff was to inform staff about the
VBHC concept and what it means for the patients and how
VBHC could contribute to creating value for the patients. Im-
plementing VBHC also included working with results from
measurements undertaken. In subsequent improvements,
groups of staff need to be involved as it is important to gather
experiences from different groups of staff at different wards
to improve patients’ healthcare:

“Well we have to bring some staff together in a small group;
staff who can think and have antennae out, feel the attitudes
in different wards, to work through changes. Nobody can do
everything at once but working together in groups can create
progress.” (IP1)

Participants related how they tried to take control of what
was happening in different processes due to the implemen-
tation work. This kind of control could be effectuated by
participants’ direct questions to staff for example if they had
performed activities in line with decisions made. Control
of the processes could also be implemented by administra-
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tive staff who could produce statistics in relation to VBHC;
statistics that were discussed in the teams. Based on knowl-
edge about how the processes developed and functioned
it was important to give feedback to those working with
these processes. Participants considered that it was central
to inform the co-workers how the implementation work was
proceeding. Giving feedback about the process as well as
about results obtained was also seen as a way to involve co-
workers. Participants said it was important to give feedback
about what the work was leading to and that they were aware
of both positive and negative results emanating from VBHC
work. Feedback could be given at formal meetings but also
informally when meeting staff at lunchtime or at a coffee
break:

“I use different contact surfaces. I always take the opportu-
nity to inform about progress in VBHC and try to integrate
different improvement initiatives based on monitoring mea-
surements. When giving feedback we try to think about and
discuss, ‘what does this mean’ and ‘is this important to us’.”
(IP14)

Participants also talked about the importance of using a ped-
agogical approach when explaining what would be done and
why. They tried to show that they had confidence in the staff
and their ability to get VBHC implemented even if they were
not experienced in VBHC. The pedagogical approach called
for the participants’ patience and use of concrete simple ex-
amples on what they wanted to be done and changed in the
organization:

“Actually, I think I am very good at explaining in a simple
way so that people understand. I never use difficult words
for their own sake.” (IP18)

Participants’ change management strategy meant that im-
provements were made step by step. Participants were aware
of the importance of instructing staff when a new routine
or guidelines were to be implemented. A new routine not
used in daily work called for repeated information. However
almost all of them emphasized the necessity to create dia-
logues with staff as it was easier to understand the meaning of
new guidelines through dialogues. Even if a new guideline
was announced in the internal web-based communication
channels available, it was necessary to communicate directly
via dialogues since there was no guarantee that staff would
read web-based communication. Participants thought it was
easier to implement new routines when they were frequently
used. Independent of frequency, participants assumed that
the updating of guidelines contributed to motivating changes
and to providing more value for the patients. After all that
is said and done, creating engagement among the staff is of
utmost importance:

“I think a very important part is to get involved and try to
raise the level of consciousness among all the staff about
their actually having great significance in the end to create
value for patients. We will never be better than the weak-
est link in the chain. Every detail is important in the chain.
Therefore everyone needs to be engaged.” (IP3)

Accordingly, dialogue was used as a change management
strategy for implementing new routines and guidelines for
VBHC, but dialogues were also used to anchor the ideas
that the changes were based on. The anchoring process was
facilitated by implementing changes in small steps. The
staff involved needed to understand why changes needed to
be made, what the problem was, and alternative solutions
and so on. Therefore participants stressed the importance of
anchoring the changes:

“We’ve anchored changes very clearly, we’ve had meetings,
regular meetings on the wards where all or at least many
staff have participated, and I think there now is a pretty big
engagement among staff for these changes.” (IP4)

4. DISCUSSION

The aim of this study has been to explore participating medi-
cal and care staff’s experiences of leading the implementation
of the management innovation, VBHC. The main findings
were that not all participants were comfortable with being
appointed as leaders for implementing VBHC. Some of them
found it rather too challenging instead. By working in a team,
personal leadership responsibility was reduced. Participants
also described personal characteristics that were useful lead-
ership qualities in the work of implementation. They found
openness; visibility and approachability were favourable to
good leadership as was being a role model when actually
carrying out the work of implementation. Participation and
involvement were leadership strategies that they emphasized
and also the control of processes during implementation
work. In their anchoring processes they gave priority to the
necessity of creating dialogues and giving feedback. Ac-
cording to their experience, implementing VBHC included
individual learning as a base for organizational learning and
for this a pedagogical approach was used. This learning
also included awareness that improvements needed to be
undertaken step by step.

From the clinical leaders’ point of view, implementing
VBHC in clinical settings is seen as positive and valuable
since this strategy to develop and manage healthcare has
the potential to create value for the patients.[31] Health pro-
fessionals’ wish to create value for the patients constitutes
the main reason for working according to the strategies in
VBHC.[8, 10, 32] This is in line with health professionals’ in-
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trinsic motivation to strive to do their best for the patients as
well as to develop their medical and care competence.[33–35]

Health professionals’ intention to do their best to create value
for the patients probably explains their interest in participat-
ing in teams leading implementation work. Another explana-
tion might be that implementing VBHC was seen as a break
in the NPM trend.[12, 14] Even if concern for the patients is a
key to increased engagement by health professionals,[36] this
study has solely focused on health professionals as leaders
for implementing VBHC. Therefore no answers are given
regarding patients’ experiences of the implementation of
VBHC. This fact does not reduce the importance of listening
to the patients’ voice.[37]

This study showed that being a member of a team appointed
to lead the work of implementing VBHC was not without
challenges. Some participants were uncomfortable at having
a leading role. It is to be expected that the participants were
used to implementing evidence-based medical innovation.
However, implementing a management innovation presum-
ably differs from implementing an evidence-based medical
innovation.[4, 5] Perhaps the difference between implement-
ing medical innovations and management innovations con-
tributed to the experience of this being a challenging assign-
ment. Another explanation might be that participants lacked
leadership characteristics. However it is somewhat surpris-
ing that only some participants applied aspects of transfor-
mational leadership, since this type of leadership includes
relational dimensions.[38, 39] Relationship is also of utmost
importance when health professionals provide healthcare
for patients.[40, 41] Transformational leadership has earlier
been found to be favourable in large and complex organiza-
tions[17] and one cannot deny that healthcare organizations
are complex.[42] The hospital in question here is without
doubt a large organization. Further explanation might be
that the participants themselves did not see their leading role
within the professional role. Earlier studies have pointed out
difficulties in recruiting, especially when it comes to physi-
cians, since leadership positions appear to be unattractive to
clinicians.[43] The leadership role also appears to be more
costly than beneficial, at least for women.[44] Therefore, it is
important for managers in an organization to be aware of the
need of personal qualifications for leadership so that they try
to identify people with the potential and interest to be future
leaders.

This study has brought attention to some personal qualifica-
tions which participants themselves found useful when lead-
ing implementation work. These are worth being aware of
when managers intend to identify and appoint leaders. How-
ever, it is not just a matter of appointing the “right” leaders,
it is also important that the leaders have confidence in their

own capacity when they are appointed. The study results
showed that some participants did not have any strategies for
how to lead implementation work. This lack of strategies
may indicate lack of confidence in themselves in a leadership
role or may indicate that they quite simply did not see them-
selves as leaders. Earlier studies have shown that first and
foremost physicians do not define themselves as leaders as
they see themselves primarily as physicians irrespective of
how much leadership duty they shoulder. Physicians have a
strong physician identity.[45] With this said about physicians
in leadership positions, it must be pointed out that although
not all the participants were physicians they were the largest
professional group. Due to the power structure and hierarchy
in healthcare[46] one can assume that physicians played the
dominant role in the teams.

Whichever professional group played the dominant role in
the teams, it is important to know how clearly defined the
leadership assignment was. Hellström and colleagues stated
among other things that it is essential to develop the team’s
own vocabulary describing the inner sense of a management
innovation.[21] This study does not seek to answer whether
this was done or not in this case, but other studies have shown
that VBHC as a management strategy has been understood
in different ways.[31, 47] Understanding the concept is funda-
mental. Therefore it is important for a hospital management
team that decides to implement a management innovation as
VBHC in its organization to set explicitly defined goals and
to state clearly what work is expected of the team members.
If an assignment is unclear, team members themselves will
have to find out what and how things are to be done. A vague
assignment might lead to participants to avoid shouldering
their full responsibility.

Some participants discussed their use of personal characteris-
tics and various strategies to lead their implementation work
forward. Characteristics and strategies have been described
in earlier studies. Only a few characteristics are described
in this study and it is most likely that there are several more
that are favourable in leadership. In an earlier study other
personal leadership characteristics were identified among
managers when they were interviewed about what they had
learned in practice; these characteristics were “sensitivity”,
“clarity”, “trustworthiness” and “ability to inspire”. Sen-
sitivity included listening.[48] Furthermore in Nilsson and
Furåker’s study managers were shown to have developed the
following leadership strategies: “creating buy-in”, “timely ac-
tion”, “influencing one’s superior”, “delegation” and “careful
recruitment”. Anchoring as shown in this study was similar
to creating buy-in in Nilsson and Furåker’s study. The differ-
ences between characteristics and strategies in Nilsson and
Furåker’s study and this present study might be explained
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by differences between being a manager and being a leader.
To lead without having a manager’s authority requires other
personal characteristics and strategies. When recruiting lead-
ers, awareness of these differences is thus a requirement.
However, health professionals appointed as leaders also need
to step resolutely into the leadership role, even though this
might involve stepping out of their comfort zone. Accord-
ingly, when appointing leaders, attention must be paid to the
context in which leadership is to be practised.

The participants’ own opinions are reflected in the character-
istics and strategies they described. They may have described
them too positively. It is thus not certain that their descrip-
tions correspond fully to the actual reality. According to
the “Johari window”[49] there may be a difference between
how an individual perceives her/his own personal charac-
teristics and how others do. The results of this study do
not show whether or not participants actually reflected on
their leadership and the strategies they used and how these
affected other staff during the work of implementation. A
study among naval cadets showed that their work engage-
ment increased if their leader showed a greater degree of
transformational leadership.[50] Perhaps the picture emerg-
ing here from the participants’ viewpoint is overly positive.
If we had interviewed other staff instead another picture may
well have emerged. On the other hand, the picture given is a

reflection of these participants’ specific perception of their
characteristics and strategies.

5. CONCLUSIONS
The team members’ experiences of leading the work of im-
plementing a management innovation as VBHC showed that
they used personal leadership characteristics in combination
with conscious strategies to fulfil their leadership responsi-
bility. However not all team members were comfortable in
their leadership role and found their leadership responsibility
challenging. When describing the challenges, they empha-
sized the importance of clarifying what being a team member
meant, including the responsibility of leading the implemen-
tation. The study findings show that it is not enough to have a
well-defined and commendable management innovation even
as in this case with support from the hospital management di-
rector. Appointing staff as team members with responsibility
for implementing VBHC requires clear definitions of their
roles and what team members are expected to do and achieve
in their leadership role. Furthermore, those appointed to a
leadership role must be appropriately prepared. Clarification
of what leadership means and of the possible differences
between leadership and management is also essential.
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