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ABSTRACT

Background As systems become more complex, shared
leadership (SL) has been suggested to have a dominant
role in improving cross-functional working tailored to
organisational needs. Little, however, is known about the
benefits of SL in healthcare management, especially for
UK’s recently formed integrated care system (ICS). The
aim of this study was to understand current attitudes,
barriers and needs of clinical and non-clinical managers
sharing leadership responsibilities in the ICS.

Method Twenty clinical and non-clinical leaders in 15
organisations were interviewed to understand current
cross-functional leadership collaborations, and the
potential SL may have on the recently established ICS

in the National Health Service (NHS). The data were
transcribed and analysed thematically.

Results Findings showed perceptions and experiences
of clinical and non-clinical healthcare management

in relation to: (1) motivation to execute a leadership
position, including the need to step up and a sense of
duty; (2) attitudes towards interdisciplinary working,
which is reflected in conflicts due to different values and
expertise; (3) SL skills and behaviours, including the need
for mutual understanding and cooperative attitudes by
means of effective communication and collaboration; and
(4) barriers to achieve SL in the ICS, such as bureaucracy,
and a lack of time and support.

Conclusions SL may help improve current leadership
cultures within the NHS; however, for SL to have a
tangible impact, it needs to be delivered as part of
leadership development for doctors in postgraduate
training, and development programmes for aspiring,
emerging and established leaders, with clear lines of
communication.

INTRODUCTION
Leadership has been suggested as one of the
most influential factors in shaping organisational
culture,' * with effective leadership being associ-
ated with fundamental health services improve-
ments, including greater staff well-being, decreased
turnover rates and an overall increase in quality of
care.”™ However, while leadership is influential,
the type of leadership is even more s0.°® A number
of different leadership models exist; while some
focus on a single leader, others adopt a more shared
approach, emerged in response to the demands
created by increasing complexity, change and multi-
disciplinary nature of work and collaborations.”"!
Shared leadership (SL) has been recognised as
a meaningful tool to improve cross-functional
working.'? SL implies mutual influence and shared

"2 Monica Alabi,? Ara Darzi," Colin Bicknell'?

responsibility among team members, whereby
members lead one another towards achieving a
group or organisational goal or both." It fosters
both task-related and social dimensions of group
functioning, such as by having a shared purpose and
social support, which, in turn, enhances productivity
and organisational performance.'* SL is not static
and leadership roles can be assumed by different
team members either at the same time or at various
points during the team’s life-cycle." As such, team
and contextual dynamics allow for emergences of
leaders, and the conditions that influence how SL
can evolve over time.'® !’

When SL is executed, team members are believed
to bring more resources to the task, share more
information and experience higher commitment
with the team,'® generating greater levels of trust
and respect.”” This appears a valuable asset espe-
cially in managing health service and care, where
multidisciplinary teams consisting of both clinical
and non-clinical managers frequently experience
tension due to divergent skills and ways of thinking,
as well as the isolated nature of how each often
chooses to operate vis-a-vis the other.?

Context

In 2016, forty-four sustainability and transforma-
tion partnerships covering the whole of England
were formed, including multispecialty community
providers, such as primary and acute care systems,
urgent and emergency care networks, and mater-
nity services. These sustainability and transfor-
mation partnerships comprised National Health
Service (NHS) trusts, local authorities and clinical
commissioning groups. For each area in England, a
multidisciplinary team was appointed to be respon-
sible for the implementation of agreed population
plans, which, in February 2018, became known
as integrated care systems (ICS). By 2021, ICS in
England will be a mandatory and integrated part of
the NHS, responsible for managing resources, deliv-
ering NHS standards and improving the health of
the population it serves.?' In doing so, ICS relies on
clinicians and managers working closely together,
to help foster cross-organisational working and
provide care tailored to individual needs.**

Aim

Successfully sharing leadership will rely on clinicians
and managers working closely together to deliver
high quality of care. Previous evidence suggests
that a productive relationship between managers
and clinicians is correlated with better patient
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outcomes.”* ** As the ICS is still developing, this study sets out to
understand the current culture of collaboration between clinical
and non-clinical healthcare managers, and to explore perceived
barriers and benefits of SL in the NHS. Specifically, we wish to
understand current attitudes, barriers and needs of clinical and
non-clinical managers in UK’s ICS, and explore perceptions of
SL skills and behaviours necessary to achieve success in their
provision of healthcare service and delivery.

METHODS
Sample
Participants were recruited as part of purposive sampling, via
the ICS management office. Information about the study, the
purpose and why they had been invited to participate were
provided. Written consent was obtained prior to interviews.
Inclusion criteria were that participants had to be either a clinical
or a non-clinical manager with leadership responsibilities for at
least 5 years, and that are part of and work within the ICS.
Twenty participants were interviewed (age range: 35-50
years); 10 with a clinical background, including 9 general practi-
tioners and 1 nurse, and 10 with a non-clinical background. All
of them worked in senior leadership positions in the ICS.

Interview

Audio-recorded, semistructured interviews were conducted that
addressed (non-)clinical managers’ (A) experience in leadership
positions, (B) their attitude towards SL in ICS, (C) barriers and
enablers of working with (non-)clinical managers, and (D) the
skills and behaviours they believe valuable for achieving SL in
the ICS (cf Questionnaire in online supplementary material).

DATA PROCESSING AND ANALYSIS

The audio recordings were transcribed by an external company
for an agreed fee. A qualitative approach using thematic analysis
was used to interpret the results. Thematic analysis allows for
identifying, analysing and reporting patterns or themes within
data from an inductive, semantic, iterative approach.” 2¢ This
included reading the data several times in order to get familiar
with the depth and breadth of the content, which is the ‘a key
phase of data analysis within interpretative qualitative method-
ology’.?” Next, a set of initial lists of ideas from the data were
generated, expressed in codes from the data that appeared
meaningful to the first and second authors. With a clear sense
of context, the coding process enabled to organise the data into
meaningful groups, before being grouped into broader, overar-
ching themes. Embedded into an initial thematic map, and after
further evaluation and refinement of the themes, the authors
aimed for a coherent pattern which considers the validity of the
individual themes, as well as whether the thematic map accu-
rately reflects the meanings evident in the whole data set. Finally,
the collated data were organised into an internally consistent
account with accompanying narrative and supported by quotes
from participants that capture the essence of the point being
demonstrated. The analytical narrative was done in consider-
ation of perceptions and attitudes towards SL in the ICS.

RESULTS

Findings from the thematic analysis revealed four main themes,
including: (1) motivation to execute a leadership position; (2)
attitudes towards interdisciplinary working; (3) SL skills and
behaviours; and (4) barriers to achieve SL in the ICS. Similar-
ities and discrepancies of both groups are highlighted below (cf
figure 1 for an overview of each theme and example quotes).

Motivation to execute a leadership position

Leadership motivation is expressed in participants’ ability to
identify what inspired them to take on strategic leadership, and
that “...affects a leader’s or leader-to-be’s decisions to assume
leadership training, roles and responsibilities’.”® Findings from
this study suggested that both non-clinical and clinical managers
did not set leadership as a career goal, with clinical managers
feeling a sense of ‘discomfort’, reflected in an identity conflict
triggered by a dual role responsibly of treating patients while
also managing care. Non-clinical managers’ decision to take on
a leadership role was reflected in a sense of duty towards team
members and a dedication to the organisational goals within the
context of the national mandate. In contrast to clinical managers,
they showed a greater level of embracement towards the oppor-
tunities that were presented (cf table 1).

Attitudes towards interdisciplinary working

Shared commitment in leadership and from healthcare and
managerial professions is needed to create effective healthcare
service and delivery. Historically, however, both have struggled
working together, due to different work ethic, dissimilar styles
of solving problems or even contrasting values.*” *° The findings
from this study suggest that tensions exist, reflected in conflicts
due to different values and expertise (cf table 2).

SL skills and behaviours

SL skills and behaviours were emphasised in terms of (1) mutual
understanding and cooperative attitudes; (2) listening, empathy
and emotional intelligence; and (3) effective communication and
collaboration to enable knowledge transfer and translation. To
illustrate, both groups expressed the wish to share a common
vision and to have a mutual understanding of the NHS processes
and its importance in relationship to improving healthcare.
Specifically, suggestions were made in relation to clear inductions
for clinicians taking on leadership roles, frequent collaboration
with non-clinical managers, as well as early communication to
avoid misunderstanding, solve problems and diffuse conflicts.
By openly asking for advice and eliciting the right information,
they recognised that responses are encouraged, relationships are
created and a cooperative attitude established. Lastly, the impor-
tance of listening, empathy and emotional intelligence (ie, ability
to manage one’s own and others’ emotions) was highlighted as
assets of SL, increasing understanding of each other’s roles and
responsibilities, and to allow for knowledge transfer and transla-
tion into actionable messages (cf table 3).

Barriers to achieve SL in the ICS

SL is dynamic and involves interacting with others within
the group. It is manifested by behaviours such as communi-
cating, influencing, making suggestions and holding members
accountable.’! Barriers were evident in both groups and deeply
entrenched and similar in terms of views of the other. In partic-
ular, frustration was expressed in association with bureaucracy,
lack of role and goal clarity, and time pressures, especially when
holding dual roles (cf table 4).

DISCUSSION

Summary of findings

Literature proposes benefits of SL for healthcare systems, which
enables the combination of expertise and resources to bring
change, improvement in service outcomes and enhancement in
organisational capability.'* 3%
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Main themes

Motivation to execute a
leadership position

Attitudes towards
interdisciplinary working

Shared leadership skills and
behaviours

Barriers to execute shared
leadership in the ICS

Figure 1

This study set out to understand the current culture of collab-
oration between clinical and non-clinical healthcare managers,
and to explore perceived barriers and benefits of SL in the NHS.
Findings from semistructured interviews and thematic analyses
revealed four emerging themes: (1) motivation to execute a lead-
ership position; (2) attitudes towards interdisciplinary working;
(3) SL skills and behaviours; and (4) barriers to achieve SL in
the ICS.

The majority of the clinical managers showed a low motiva-
tion to lead, which was shaped by a lack of support and the

Table 1 Quotes addressing the theme ‘Motivation to execute a
leadership position’

Non-clinical managers Clinical managers

‘It was probably more of a calling than an
ambition to go into leadership. I just probably
fell naturally into it."

‘I always saw myself as a clinician and
not a leader in that sense.”

‘I don't think it was ever a conscious choice, you
fall into roles but actually with management
there comes a responsibility to lead. You have
got people there that you're responsible for and
it's important that they see some direction.’

‘I happened to be the oldest person
there, and not based on the grounds
of any degree of ability, | was given a
leadership role whether | wanted to do
it or not.’

‘I have always wanted to make things better;
improve things... and | have made a career
out of it."

‘They needed a director; everyone ran
and | was left standing there."

Non-clinical managers

Clinical managers

“I always saw myself as
a clinician and not a
leader in that sense.”

“The big issue is always we
speak a different language. It's a
totally different outlook on the
world if you're a doctor and you
think in single-patient terms.”

“More inclusion. Keep them

informed, ask their opinion

and don't impose things on
them because then there'll be

resistance.”

“Organisational barriers,
the context we're working
in, the actual structure,
governance setup.”

Overview of themes with example quotes. ICS, integrated care system.

creation of a mixed leadership identity, which was in conflict
with clinicians’ daily workflow activities. In contrast, non-
clinical managers projected a sense of duty about their leader-
ship positions and welcomed the change as part of their natural
career progression.

SL requires high levels of dialogue and debate." ** There-

fore, leaders must pursue effective collaboration strategies.

35

Table 2 Quotes addressing the theme ‘Attitudes towards

interdisciplinary working'

Non-clinical managers

Clinical managers

‘The general problem we have with clinicians
is that medical training teaches to do the
best for the patient in front of you and not
about the bigger picture.’

‘The majority [of clinical managers] want to
do a good job but they are not looking at the
bigger picture.”

I find it really important both to engage
and work with clinical colleagues, but |...]
Yyou need to understand both the patient's
perspective and the impact on clinical
practice.”

‘They see themselves as a separate entity.
At the moment, it's them and us and it
shouldn't be. They should realise that the
clinicians are an important part of the
structure.”

I think it takes practice and patience. It
does take a while to get the trust of non-
clinicians. What they want in a clinical
leader is somebodly to front up things, which
is usually bad!"

‘The big issue is [that] we speak a different
language. It's a totally different outlook on
the world if you're a doctor and you think in
single-patient terms.”
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Table 3 Subthemes and quotes addressing the theme ‘Shared leadership skills and behaviours'

Subtheme Non-clinical managers

Clinical managers

Mutual understanding and
cooperative attitudes

"You have got to find some commonality. Make sure you collaborate,
don't be positional, so don’t assume that just because you're a GP—
which comes with a level of kudos, comes with a level of authority

‘They need to understand where the clinician is coming from. For us, it is
about the patient and if we keep our patients happy, then our lives will be
less difficult as clinicians.”’

and power—just because of your title, don’t assume that people will

do things because of that.’

‘Having a common strategic vision and engaging in processes that
organisations have put in place in order to get towards this common

vision.”

Listening, empathy and
emotional intelligence
collaborative way."

‘The buzzword is emotional intelligence; [to] read situations well and

adapt to them.”

Effective communication
and collaboration to enable
knowledge transfer and
translation

I think you learn something every day from clinicians. | have
worked in various organisations but I'm not sure | have ever really

understood primary care.”

‘There is something around being able to listen, being able to build
relationships and being able to look at how you do things in a

‘I spent a lot of time going around practices with the medical
director and it instilled in me an understanding of clinicians.”

‘They have got to be able to look at how to communicate intentions in
terms of how that improves patient experience, how that improves clinical
outcomes and how that improves the day-to-day life of clinicians and non-
clinicians on the frontline.”

Articulating the problem in a way that people can understand it."

‘More inclusion. Keep them informed, ask their opinion and don't impose
things on them because then there'll be resistance.”

‘I have learnt that having a clinical perspective alone doesn’t work."

‘I have definitely picked up a far better understanding of the financial
decision-making going on in the NHS. | have developed a keen
understanding of just how much, at the high level, managers are
responsible to politicians. | have got far more knowledge around
population health.

GP, general practitioner; NHS, National Health Service.

Clinical managers expressed concerns that managers underes-
timated the time constraints they were under or the difficulty
in executing managerial leadership while also pursuing clinical
responsibilities. Non-clinical managers also highlighted a need
for clinical managers to engage themselves more around systems
and processes, instead of focusing on a single-patient view only.
These findings are in line with the concept of clinicians who
form a hybrid manager-professionals’ identity,’® who either
embrace their managerial role as part of formative identity work
or who are protective of traditional professionalism and only
temporary engaging in managerial roles. In this study, clinicians
are yet to fully embrace managerial responsibilities, due to the
lack of perceived support and time.

Identified important SL skills and behaviours for a successful
ICS were (1) a mutual understanding and cooperative attitudes;
(2) listening, empathy and emotional intelligence; and (3) effec-
tive communication and collaboration to enable knowledge
transfer and translation. It was perceived important that (non-)

Table 4 Quotes addressing the theme ‘Barriers to achieve shared
leadership in the 1CS’

Non-clinical managers

Clinical managers

‘Sometimes, clinicians can become very
entrenched in their own view and their
own way, and that is the only way."

“Lack of clarity of goals and when your
goals don't align with our [own] goals. |
don't blame them, were not part of the
same organisation, they're jumping to a
slightly different tune to us.”

“Clinicians work under extreme
constraints of time; and sometimes as
managers, we do have the luxury of
having a meeting, and mulling things
over’

‘Our time is just so pulled across in so many
places. There is always going to be conflict
when you have got essentially a part-time
contributor and a full-time team member.

‘[There is a] resistance to letting go
of the ways that they have always
worked.”

‘Organisational barriers, the context we're
working in, the actual structure, governance
setup.”

ICS, integrated care system.

clinical managers acknowledge each other’s points of view and
empathise and give credits to each other’s expertise, while effec-
tive communication and collaboration were emphasised crucial
to allow for each entity to become more fluid, flexible and adapt-
able. It was also highlighted that a lack in managerial expertise
and clinical experience, respectively, should be tackled by gener-
ating a greater awareness of the context of the work they both
do, in order to allow for knowledge transfer and translation to
lead into actionable messages.

Lastly, findings demonstrated some tensions and barriers for
successfully engaging in SL in the ICS. Clinical managers felt a
sense of isolation as they straddle both clinical and non-clinical
commitments. In contrast, managers expressed a need for clin-
ical leaders to acquire knowledge around systems and processes,
and embraced a shared vision by bridging the gap between
clinical care and managing the wider healthcare system. These
findings are in alignment with other studies,’” demonstrating
that a negative attitude towards the medical leadership agenda,
negative senior role modelling and lack of real-world corporate
experience are real barriers for successful healthcare leadership
of clinicians.?”

General discussion
Clinicians working in the ICS often are considered as being
outside the core leadership team, as they usually have dual roles,
with their clinical role taking precedence. Being part of the team
is important to SL, as the influence of leaders within a group is
based on a sense of psychological connection or identification
with the wider organisation, the particular group and its leader-
ship.*® When there is a sense of shared social identity, intrinsic
motivation results, leading to behaviour in line with the organ-
isational goals and objectives.”” The role of the social identity
process of being part of a team, should, ideally, be established
early on.

SL is generally assumed to be internal and informal,*’ which
emerges through a complex process of role taking and peer
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perception.*! Political skills, within the broader context of
social networks, will play a role in the development of SL,*
because it enables individuals more accurately to comprehend
the needs of organisations and their members, and help others
map the informal communication pathways embedded within
these organisations.* Because of this, it is necessary to recog-
nise informal leaders; identify their distinct characteristics; and
understand how they can support organisational effectiveness
through their performance as part of the team.**

Lastly, SL acknowledges the involvement of multiple roles and
functions that leaders may have in their positions. This allows
for a mechanism where leadership responsibilities can be distrib-
uted among team members to facilitate completion.* The work
of the ICS is complex, highly knowledge based and requires a
large degree of information sharing and interdependent activities
between team members.'® Collective engagement in leadership
by multiple individuals through both formal and informal rela-
tionships will enable a capability for facing increasingly complex
workplace, business and social challenges.*

Implications for practice and research

Findings of this study emphasise the importance of SL, which
relies on individuals influencing and leading one another to
achieve organisational goals. Similar to other studies,'* partic-
ipants emphasised that interaction and engagement have to
be bilateral,*” and require high levels of dialogue, debate and
discussion to achieve a shared understanding of problems and
solutions.*

One important enabler of change will be continuous educa-
tion and training.*” Both clinical and non-clinical managers
will play a critical role in shaping and supporting their ICS.>°
For this to happen, they must be supported towards an SL that
creates compassionate and inclusive cultures and that inspires
commitment to create healthy communities and service users.
Guidance should be drawn from the wealth of research in clin-
ical leadership development, which refers to ‘...a physician’s
ability to serve as both a manager and a leader of diverse teams in
pursuit of maximally effective patient care’.’! Clinical leadership
training can include aspects on system thinking, communication
influence, results orientation and cultural competencies.’' For
SL in the ICS, these, alongside a focus on the development of a
better role identity, which is associated with believing in certain
values, standards and expectations, should be encouraged.** For
clinical managers, the coexistence of clinical and managerial
tasks is likely to jeopardise the ability to execute their leader-
ship roles with efficacy, which, in turn, affects their motivation
to lead. Role identity needs to be aligned with their established
professional identity developed over years, and include a focus
on the leader as a person, not just the role.*?

The pace of progress and quality in developing SL in healthcare
institution will depend on how these resources are valued and
distributed.’* Managers and clinicians alike will be an important
factor in supporting the diffusion and adaption of SL, reflected
in finding a common ground to create credibility and trust, an
increased effort in engaging peers, and by efficiently influencing
resources, and enacting on hybrid leadership responsibilities.**
Only by collectively fostering a shift from individualistic, hier-
archical leadership, working primarily within and for a single
team, and hindering a natural career progression into manage-
ment and leadership roles,*” to an SL that creates compassionate
and inclusive cultures, can we inspire commitment and large-
scale change.®’

Lastly, leadership development programmes will need to
include ‘learn while doing’ approaches, combine learning from
evidence, personal experience, and a focus on the leader as a
person, not just the role. This should be provided by means of
horizontal as well as vertical development alongside the applica-
tion of innovative methods such as paired learning, role model-
ling and simulation training.>® Paired learning is a peer-learning
tool that links together different professional groups to develop
a shared attitude and decision-making in order to create a
common ground for values in their work domain. Paired learning
programmes have been trialled in various organisations and have
shown an increase in preparedness for working in partnership
and a better understanding of structures and hierarchies.*® Role
modelling enables clinical and non-clinical managers to observe
and learn skills and competencies related to healthcare and
management, and, alongside simulation training, enables both
groups to experiment on executing SL skills and behaviours
without fear, to reflect on the process of team and task work and
to view errors as learning and improvement opportunity.®’

From a research perspective, future studies should address SL
in the wider team contexts, such as in smaller teams across the
area could be carried out. It is also recommended to design and
evaluate implemented SL learning based on predetermined SL
skills and behaviours as measures of quality and success, and to
assess discrepancies between indented and observed outcomes
at an individual, team and systemic level. Lastly, virtually no
evidence exists on the sustainability of shifts towards SL in
healthcare management; thus, future studies should pay atten-
tion to contextual dynamics that allow for emergence of leaders,
and the conditions that influence how SL can evolve over time."’

Strengths and limitations
This research provides a unique insight into the current state
of leadership among clinical and non-clinical managers and the
potential benefits of SL between these two groups in the ICS.
The participants were selected from a range of organisations
and roles were varied, allowing for a wide examination and more
diverse data. In particular, general practitioners have a different
experience of leadership development, and practice is different
from doctors in other contexts. Similarly, nurses undergo a
different preparation for and experience of leadership.’® Thus,
the degree of translating these findings to other settings is limited.
A limitation of this study is that the interviewer worked in
ICS, which may have biased the data analysis process. However,
because the data were explored and evaluated by two inde-
pendently working reviewers, potential biases in data processing
and interpretations were reduced to a minimum.

Recommendations to train and improve SL in the ICS

From this research, themes were derived that provide areas for

recommendations to improve SL in the ICS.

Recommendations include but are not limited to:

» Introducing and training of SL competencies into the
curricula of both clinical and non-clinical managers, rein-
forced through (A) paired learning, (B) role modelling, and
(C) simulation training.

» Adapting clinicians’ time management regimes to allow for
an efficient role execution.

» Establishing organisational change that creates a culture
built on well-defined roles, expertise, credibility and SL.

CONCLUSION
Good leadership can have a great impact on the quality of an
organisational culture. This research was undertaken to examine
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the role of clinicians and managers in sharing leadership in
the ICS. Findings suggest that SL may be a meaningful tool to
provide an opportunity for both groups to use their expertise,
and to jointly shape and lead the system. However, this can only
be achieved by active steps towards more effective interactions,
including a supportive environment that maintains high stan-
dards of practice while also enabling to use resources wisely.
Future development programmes are encouraged to incorporate
this vision.
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