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Abstract 
Swedish Healthcare managers’ organizational preconditions and supportive resources are 
important for their ability to work with planned change in a sustainable way. This thesis 
further investigates these factors together with an output measure, healthcare process quality 
(HPQ).   
 
The overall aim was to investigate how healthcare managers’ organizational preconditions 
and support contribute to or counteract managers’ work with planned change in order to 
implement process development in a sustainable way. Specific aims were: to improve 
knowledge of managers’ views of and approaches to increasing their employees’ influence on 
and engagement in models for improving care processes (study I); to investigate 
relationships among managers’ organizational preconditions, support, and work to improve 
quality of care and HPQ over time (study II); to investigate whether managers’ coaching 
style, preconditions, implementation strategy, appraisal of change, and clinical autonomy are 
associated with HPQ (study III ); and to assess the influence of support from superiors, 
colleagues, external sources, subordinates, and private life on managers’ own health (study 
IV ). 
 
The data for Studies I – III came from five hospitals collected over a three-year period. The 
data were collected by means of interviews (Study I, qualitative analysis) and annual 
questionnaires (Studies II and III, quantitative and mixed-method analyses). The data for 
Study IV were based on questionnaires administered to first- and second-line managers in 
municipal care, twice during a two-year period.   
 
The results revealed that the healthcare managers were key actors in implementing planned 
change, but were dependent on their employees’ engagement in order to succeed. Managers’ 
appraisal of work with planned change became more positive with strong support from other 
managers, employees, and the organization as well as with long managerial experience. 
Support from private life and networks, as well as the managers’ attitudes towards their 
managerial role, predicted their own health. For new managers or managers with many 
employees, organizational support predicted their health-related sustainability. Managers 
practising a more distanced style of coaching (e.g., clearly delegating responsibility for 
implementation work to employees) were associated with better HPQ outcomes than were 
managers who were more involved in implementation. In conclusion, implementation of 
planned change are facilitated by, engaged managers, employees with knowledge of 
implementation work and of the healthcare system, as well as organizational structures that 
support the managers. Strong support from various sources as well as managerial experience 
are important for managers’ appraisal of work with planned change. Strong managerial 
support and a more delegated leadership style are both important factors related to higher 
estimated HPQ.       
 
Keywords 
Healthcare, Managers, Support, Organizational preconditions, Healthcare process 
quality   
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Sammanfattning 
Organisatoriska förutsättningar och stödresurser för svenska chefer inom hälso- och 
sjukvård, har betydelse för chefernas möjligheter att arbeta med verksamhetsutveckling på 
ett hållbart sätt. Denna longitudinella studie undersöker dessa faktorer vidare, tillsammans 
med ett utfallsmått på förändringsarbete, vi döpt till, sjukvårdens process kvalitet (HPQ).  
  
Det övergripande syftet med avhandlingen var att undersöka hur organisatoriska 
förutsättningar och stöd kan bidra till eller motverka chefers arbete med implementering av 
processutveckling på ett hållbart sätt. I studie I var syftet att öka kunskapen om chefernas 
syn på och strategier för att öka sina medarbetares delaktighet och engagemang i införandet 
av Lean eller processarbete. I studie II var syftet att undersöka samband mellan chefers 
organisatoriska förutsättningar, stöd och utveckling av vårdkvalitet och processkvalitet över 
tid. I studie III var syftet att undersöka ifall chefernas, ledarskapsstil, förutsättningar, strategi 
för implementering, värdering av att arbeta med förändring och klinikens grad av 
självbestämmande var associerat till HPQ. I studie IV var syftet att utvärdera potentiellt 
inflytande av stöd från, överordnad chef, kollegor, externa källor, sin personalgrupp och 
privatlivet till chefernas egen hälsa.    
 
Det empiriska data- materialet för studie I- III samlades in vid 5 sjukhus under en treårs 
period. Data samlades in med hjälp av intervjuer (studie I, kvalitativ analys), och enkäter som 
skickades ut årligen vid tre tillfällen (studie II - III, kvantitativ och mixad metod analys). Det 
empiriska materialet för studie IV samlades in med hjälp av enkäter till första och andra 
linjens chefer inom kommunal sjukvård, vid två tillfällen under en tvåårsperiod.  
 
Resultatet visade att chefer i sjukvården är nyckelpersoner vid implementering av 
förändringsarbete inom sjukvården, men de är i hög grad beroende av sina medarbetare för 
att lyckas. Chefers positiva värdering till att arbeta med verksamhetsutveckling ökade dels 
genom starkt stöd från sina chefer, anställda och organisationen men också genom längre 
erfarenhet som chef. Stöd från privatlivet och olika nätverk samt chefernas attityd till sin 
chefsroll hade samband med chefernas egen hälsa. För nya chefer samt för dem med många 
anställda var stöd från organisationen betydelsefullt för egen hälsa. Ett mer delegerat 
ledarskap, d.v.s. att medarbetarna i högre grad ansvarade för implementeringen, visade 
samband med bättre skattningar av HPQ. Slutsatsen är att implementering av processer 
understöds av engagerade chefer och anställda med kunskap om implementering och 
sjukvårdsystemet styrning samt organisatoriska strukturer som stöttar chefernas arbete. 
Erfarenhet som chef och högre grad av chefsstöd från olika källor är betydelsefullt för att 
chefer ska uppleva förändringsarbete mindre belastande. Starkt chefsstöd och ett delegerat 
ledarskap hade båda betydelse för högre HPQ.   
 
Nyckelord 
Hälso- och Sjukvård, Chefer, Stöd, Organisatoriska förutsättningar, Hälso- och Sjukvårdens 
process kvalitet  
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Preface 
My interest in writing this dissertation arose from my own long experience of working in 
healthcare. I started to work as a paramedic and then ambulance nurse for several years, 
followed by various assignments within different disciplines as a first-line, second-line, and 
development manager in Swedish healthcare. During my 15 years as a manager, I have 
participated in and run various development projects, both smaller and larger. Over these 
years, I have also carried out several leadership programs, several of which focused on 
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Table 1: Summary of studies: aims, designs, and conclusions 
Study Aim Design Conclusion 
I  To gain deeper knowledge of 

healthcare managers’ views 
on and approaches to 
increasing their employees’ 
influence on and 
engagement in models for 
improving care processes.  

Qualitative 
interviews with 
first- and 
second-line 
managers, 
n = 30 

Operational-level 
managers were key actors 
in implementing models 
for improving care 
processes; high employee 
involvement and 
organizational support 
were keys to success. 

II To investigate the 
relationships among 
healthcare managers’ 
organizational 
preconditions, support, and 
development work regarding 
quality of care and (HPQ) 
over time. 

Quantitative 
prospective 
questionnaire 
study of 
managers over 
time 
T1: n = 301 
T2: n = 298 
T3: n = 220 

Long managerial 
experience and strong 
support from managers, 
employees, and the 
organization are 
important for managers’ 
appraisals of work on and 
successful 
implementation of 
planned change. 

III To investigate whether 
healthcare managers’ 
coaching style, appraisal of 
change, degree of clinical 
autonomy, organizational 
preconditions, and 
implementation strategy are 
important factors affecting 
managers’ ability to 
implement planned change. 

Mixed methods, 
qualitative 
interviews with 
managers, n = 
31; 
quantitative 
questionnaires 
administered to 
employees of 
the interviewed 
managers 
measuring 
change over 
time 
T1: n = 801 
T2: n = 913 
T3: n = 634 

Leadership and 
preconditions for 
implementing planned 
change are important for 
healthcare managers’ 
opportunities to work 
with and implement 
change; it is also 
necessary for the 
healthcare managers to 
understand how 
management methods, 
governance principles, 
and professional 
bureaucracies work in 
practice. 

IV 
 

To assess the importance of 
support from superiors, 
colleagues, external sources, 
employees, and private life 
for managers’ health-related 
sustainability, taking 
managerial experience, 
position, and span of control 
into account. 

Quantitative, 
longitudinal 
questionnaire 
study 
T:1 n=215 
T:2 n=131 

Healthcare managers 
need adequate support; 
support from private life 
and networks as well as 
attitudes towards the 
managerial role predicted 
health-related 
sustainability, as did 
organizational support for 
new managers or for 
managers with many 
employees. 
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1. INTRODUCTION 
This thesis investigates how healthcare managers’ preconditions, approaches, and support 

resources may be important for their abilities to work with planned change in a sustainable 

way. The findings show that the comprehensive delegation of tasks from top management to 

first- and second-line managers contributes to these managers’ workload, making it difficult 

for them to address planned change. The managers’ problems with high workload thus 

worsen with high levels of delegated tasks, in line with earlier studies (Farrell & Morris, 

2003; Hatch, 2006); for this reason, delegated tasks must be accompanied by clear decision 

mandates. In this thesis, the studied managers claim that their organizations are slim and 

that they lack sufficient resources to perform daily operations well enough. This shows that 

professional workers, in a way, have great influence over the design of their work but lack 

sufficient time to perform it, another finding in line with earlier studies of managers in 

healthcare organisations (HCOs) and other professional organisations (Arman, et al, 2012; 

Tengblad, 2003). This combination can lead to stress among managers (Arman, et al 2012; 

Wikström & Dellve, et al 2011; Skagert, et al 2008; Tengblad, 2003) and, could in the long 

term, affect working conditions, weaken health-related sustainability, and lower (HPQ). 

This thesis also describes how other factors, such as slim HCOs, professional bureaucracy 

(Mintzberg, 1983), Lean (Bergman & Klefsjö, 2007), and new public management (NPM) 

(Hall, 2013) can affect managers’ work with planned change in HCOs. Both NPM and, to a 

certain degree, Lean have led healthcare from being a system in which control is partly 

exercised by professionals, to a system characterized by measurement, rules, and thereby 

increased standardization (Berlin & Kastberg, 2011). Some authors claim that the hierarchical 

organization remains but that some decisions have been delegated to first-line managers as a 

way for top management to control their organizations (Edling & Sandberg, 2013), whereas 

others claim that politicians still lead by traditional orders rather than practicing 

management by objectives (Hall, 2013). However, the mixture of governance and steering 

principles leads to a hybrid organizational form in which the manager tries to navigate 

towards different goals that sometimes counteract each other. This contributes to the 

manager’s fragmented work situation, meaning that they must use negotiating tactics on 

their employees when working with planned change. Without their employees, the managers 

stand alone with the implementation work, because the power to resist change belongs to the 

employees and to some degree to the first- and second-line managers. The first- and second-

line managers seldom perceive they have formal mandates to make strategic decisions 

regarding the development of healthcare processes that crosses organizational boundaries. 

This can create crucial problems when implementing Lean or process development, because 

10 
 



the main purpose of Lean or process development is to improve patient processes that 

crosses organizational boundaries (Mazzocato et al., 2010). 

 
In line with this introduction, this thesis intends to analyse organizational preconditions and 

support resources that enable healthcare managers to work with planned change in a 

sustainable way.  
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2. Overall aim 
The overall aim of this thesis is to investigate how healthcare managers’ organizational 

preconditions and supportive resources can contribute or counteract their work with planned 

change to implement Lean or process development in a sustainable way. 

 

 

 2.1 Specific aims  
 

Study I: To gain deeper knowledge of healthcare managers’ views on and approaches to 

increasing their employees’ influence on and engagement in models for improving care 

processes.  

 

Study II: To investigate the relationship among healthcare managers’ organizational 

preconditions, support, and development work regarding quality of care and HPQ over time.  

 

Study III: To investigate whether healthcare managers’ coaching style, preconditions, 

implementation strategy, appraisal of change, and clinical autonomy are associated with 

healthcare process quality, measured as HPQ. 

 

Study IV: To assess the potential influence of support from superiors, colleagues, external 

sources, subordinates, and private life on managers’ health-related sustainability.    

 

 

12 
 



 

3. BACKGROUND 

3.1 Managers’ work and preconditions in public HCOs 
Given that over half the implementations of new innovations seem to fail (Lee & Alexander, 

1999), there is a need for better knowledge of the factors that promote or counteract change. 

In this thesis, some of these factors are described, based on earlier studies and from a 

theoretical perspective, starting with institutional theory. Institutional theory can be useful in 

highlighting why organizations do not always function as the rational tools they are supposed 

to be. Thereafter, professional bureaucracy (Mintzberg, 1983), (NPM) (Hall, 2013), Lean 

production or process development (Bergman & Klefsjö, 2007), measuring quality in HCO 

(Nordenström 2018) and managerial work (Tengblad, 2012) are described, due to their 

impact on the Swedish healthcare system and its healthcare managers.  

 

3.2 Institutional theory 
Institutional theory considers how organizations; follow what is taken for granted, are 

affected by their environment (which consists of other organizations), and comply with rules, 

both formal and informal, rather than choosing rational ways to act (Eriksson-Zetterquist, 

2012, p. 5). Institutional theory describes how organizations undergo change and become 

stable units. A main theoretical focus is how organizations affect each other. For example, 

this theory describes how organizations handle work methods and management theories that 

are currently in use. There are at least three different versions of institutional theory, for 

example: early institutional theory, Scandinavian institutional theory, and new institutional 

theory. The following describes new institutional theory and Scandinavian institutional 

theory (Eriksson-Zetterquist, 2012).   

New institutional theory is based primarily on the following articles: “Institutional 

organizations: Formal structure as myth and ceremony” (Meyer & Rowan, 1977) and “The 

iron cage revisited: Institutional isomorphism and collective rationality in organizational 

fields” (DiMaggio & Powell, 1983). The key concepts discussed in these articles concern how 

organizations acquire legitimacy, how they decouple different activities from one another (to 

survive), and how they become increasingly similar to one another (by isomorphism) 

(Eriksson-Zetterquist, 2009). New institutional theory deals primarily with the 

organizational structures and processes prominent in a specific sector and how these 

structures and processes function. The emphasis is on why organizations in the same 

industry exhibit similarities to one another. Another question concerns the fact that the 
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bureaucratic organizational form continues to spread around the world, even though it is not 

always the most effective way to organize daily operations (Eriksson-Zetterquist, 2009). 

According to Weber (1964), it has been assumed that the most effective way to coordinate 

operations inside an organization is through a rational organizational form. A rational 

organizational form is not intended to lead, coordinate, and control a company’s operations; 

rather, the rational organization relies on formal structures whose primary task is to 

legitimize the organization within its field or surrounding environment. In this way, we can 

distinguish between an organization’s formal structure and practical everyday operations 

(Meyer & Rowan, 1977).  

The bureaucratic organization is based on the assumptions of rationality and on that an 

organization consists of different structural parts (Eriksson-Zetterquist, 2012). These parts 

determine how the organization’s activities fit together, constituting a whole that achieves its 

goals in a rational way. Coordination is assumed to be routine, and procedures and rules are 

followed. A weakness of this reasoning lies in how it explains why rules and decisions are 

often not followed.  

Parts of an organization’s formal structure are often strongly institutionalized and can 

therefore be characterized as myths. For example, accounting and recruiting solutions do not 

need to be effective to be used to give the impression that the organization is rational, 

responsible, and modern (Meyer & Rowan, 1977). Because many organizations strive for the 

same goal, the structures of different competing organizations can become increasingly alike, 

in what is known as isomorphism. An organization’s survival and success depends on its 

ability to adapt to surrounding institutions (Meyer & Rowan, 1977). This can create conflicts 

between the organization’s demands for efficiency and for production. To handle these 

demands, the following two tools are suggested, i.e., decoupling and the logic of 

confidence/good faith. Decoupling means that the formal structure is separated from what is 

done in practice, resulting in the organization comprising two parts, one formal structure 

that can be adapted to new rules and regulations, and one informal structure used to 

coordinate people internally (Meyer & Rowan, 1977).  

Various organizations use bureaucracy as an organizational form, leading them to become 

increasingly similar to one another, or homogeneous. To explain this concept, DiMaggio and 

Powell (1983) used the concepts of organizational field and isomorphism. The organizational 

field concept refers to how the organizations surroundings both are created by and create 

organizations. For example, organizations in the same sector or industry affect one another 

through cultural and normative processes, even if they are not in direct contact. Through 
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affiliation in a field, an organization obtains legitimacy and can thereby access resources 

required for survival, resources such as a competent staff (DiMaggio & Powell, 1983).  

Scandinavian institutional theory emphasizes that organizational change can become a goal 

in itself, resulting in management concepts, such as Lean, being implemented as part of 

general fashion or reform movements (Brunsson, 2006; Brunsson & Olsen, 1993; 

Czarniawska-Joerges & Sevón, 1996). Organizations can sometimes succeed in implementing 

organizational change if they do not overly disturb daily operations in what is referred to as 

decoupling (Brunsson & Olsen, 1993; Meyer & Rowan, 1977). Lean management principles 

can be successfully implemented if the organization decouples its daily routines from the 

organizational structure implied by the legitimized order. At the same time, the organization 

must ensure that the parts of Lean management actually implemented in daily operations 

support the professional workers’ often well-established work routines, and do not overly 

disturb them (Brunsson, 2006; Dellve et al., 2015). 

 

 3.3 Professional bureaucracy and healthcare  
A distinctive feature of the professional healthcare bureaucracy is that the organization 

coordinates the healthcare professionals by standardizing skills and providing continuous 

education. The healthcare professionals exercise considerable control over their own daily 

work and work closely with their patients (Mintzberg, 1983).  

The organizational structure of the professional bureaucracy is essentially bureaucratic. Its 

coordination is similar to that of the machine bureaucracy and is achieved by designing and 

implementing standards that predetermine what needs to be done (Mintzberg, 1983; Weber 

et al., 1964). There is one important difference between the professional and machine 

bureaucracies. The machine bureaucracy generates its own organizational structure and 

designs its own work standards for its employees to follow and managers to enforce. In 

contrast, the standards of the professional bureaucracy are created mostly outside the 

organization’s internal structure, in the structures and associations with which its members 

are affiliated, as in universities and hospitals. Whereas the machine bureaucracy relies on 

authority, hierarchy, and the power of office, the professional bureaucracy emphasizes 

authority of a professional nature, i.e., the power of expertise (Mintzberg, 1983). One effect of 

this is that the professional bureaucracy can be highly decentralized, with much of the 

authority over operational work retained by the professionals (Mintzberg, 1983). This means 

that the professional bureaucratic organization is to some extent democratic, at least for the 

member professionals. The professionals’ high degree of independence gives them 

considerable power to support or counteract, for example, ideas for organizational change, 
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and can make it difficult to implement ideas of organizational change (Mintzberg, 1983). 

Working with and implementing ideas of organizational change in the professional 

bureaucracy requires considerable discussion and extensive anchoring among the 

professionals; it also happens slowly (Mintzberg, 1983). 

 

3.4 New Public Management  
Starting in the 1960s, the Swedish healthcare sector started expanding greatly; in response, 

decision makers tried to find new ways to better distribute healthcare services (Tarchys, 

1983). One idea that found support was to introduce and implement  (NPM), a collective 

term for various governance principles, such as use of business-like units, encouraging 

competition to foster development, and an increased focus on resources, performance, 

measurable results, and leadership (Hood, 1991). These ideas were in contrast to previous 

ideas about professional ideals and the Swedish model (Berlin & Kastberg, 2011). The 

implementation of NPM meant that the healthcare service started to apply new internal 

market solutions, such as the decentralized right to make decisions, an internal billing 

system, buyers and sellers, and management by objectives (Hall, 2013). The implementation 

of NPM and the division of healthcare into a system of buyers and sellers has led to 

difficulties for decision makers wishing to control input, so instead they focus on controlling 

output in the form of quantity and/or quality in what is known as management by objectives 

(Hall, 2013). One effect of management by objectives is the massive delegation of 

responsibilities from politicians and high officials to first- and second-line managers in the 

implementing organizations (Hall, 2013). Massive delegation has also led to the delegation of 

conflicts and problems, which can then worsen (Farrell & Morris, 2003; Hatch, 2006; 

Molander et al., 2002; Premfors et al., 2003). 

The implementation of NPM in Swedish healthcare has shifted politics down to the 

organizational level of healthcare, meaning that the struggle between different healthcare 

priorities now takes place between different groups within the organization (Hall, 2012), for 

example, between managers and professionals and between politicians and managers.    

One conclusion from this is that it is difficult to control an organization in which much of the 

responsibility for running daily operations have been delegated and decentralized. 

    

3.5 Lean production or process development  
The term “Lean production” (Lean) became known in 1990 when Womack et al. published 

(The Machine that Changed the World). The book resulted from a major research project 
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examining manufacturing principles in the automotive manufacturer and described in detail 

Toyota’s working methods. The book was widely distributed in the Western world, and many 

manufacturing companies started to apply its principles. Briefly stated, Lean could be 

described as the working method of a resource-effective organization driven by perfection, in 

which resources are made to create value for customers (Womack et al., 1990). This is 

achieved by focusing on eliminating waste by reducing error and on smoothing process flow 

to maximize customer value (Womack et al., 1990). One way to achieve this is to work 

according to the following four main principles: Long-term thinking – is prioritized. Lean is 

about creating value for customers, society, and the economy and not about short-term 

financial goals. The right process creates the right results – This entails doing the work 

correctly from the start, standardizing work processes, making any problems visible, 

smoothing the workload, and using only well-proven technology. Add value to the 

organization by developing people – Leadership must understand the company’s philosophy 

and work processes, and teach other employees in accordance with these. Similarly, the 

company’s managers should respect their partners and providers and help them to improve. 

Continuous work to solve basic problems and create organizational learning – Managers 

should go out into the organization and see the problems in situ to understand the situation, 

make decisions slowly and through consensus, but then implement them quickly. 

Organizations should become learning organizations by means of reflection and continuous 

improvement (Bergman & Klefsjö, 2007).  

 

In summary, Lean and similar management models are based on the concept of process-

oriented organizations in which the horizontal flow of working activities, not the traditional 

vertical one (as in Swedish HCOs), is prioritized. They are flat organizations with few middle-

line managers, the outsourcing of activities, the measuring and quantifying of activities and 

results, and the standardization of work processes (Björkman & Lundqvist 2013). 

  

In the early 2000s, Lean returned to Sweden in a second wave of interest (Movitz & 

Sandberg, 2013). This time it was primarily the healthcare sector that embraced the concept, 

and in 2011 over 85% of Swedish hospitals claimed to be applying Lean or Lean-like 

principles (Weimarsson, 2011). Renewed interest in Lean and process development can be 

attributed to Boston-based American consultancies with ties to the area’s universities (Movitz 

& Sandberg, 2013) and to healthcare decision makers’ efforts to deal with increased 

healthcare expenditures (Calltorp, 2012). The implementation of Lean or process 

development in Swedish hospitals has so far mostly targeted the improvement of patient-care 

processes, such as improving patient flow, thereby increasing efficiency and reducing costs 

(Dellve et al., 2013a; Pokinska, 2010). Early research has found mixed results in terms of 
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process performance and the sustainability of results during the implementation of Lean 

(Mazzocato et al., 2010). This implies that improvement efforts such as Lean or process 

development must be integrated into the complex Swedish healthcare context, and that 

healthcare managers and decision makers must consider the characteristics of their 

governance and steering principles when they implement and evaluate Lean or process 

development (Mazzocato et al., 2010).  

 

 3.6 Measuring quality in healthcare 
To make the Swedish healthcare system more efficient and improve patient health, the 

components, quality, costs, and efficiency of healthcare are all important. These are 

dependent on one and other in that a change in one component can affect the other 

components in both positive and negative ways, which is important to consider in a planned 

change process (Nordenström 2018).   

In healthcare, the focus of Lean or process development is on increasing process quality 

(Mazzocato et al, 2010). In Swedish healthcare, there are several initiatives to measure 

healthcare quality (National Board of Health and Welfare, 2018). To some degree, the 

measures used are interlinked with efficiency and are standardized at the national level, 

driven by the National Board of Health and Welfare (e.g., number of hospital days per 

patient, patient waiting time before first visit to doctor, and patient waiting time at the 

emergency room) and by professionals via quality registers (e.g., time to treatment defined by 

professionals, as in the case of thrombolysis).  

There are diverse measures used in different ways during work with planned changes. A well-

known general theoretical model for measuring quality of care is Donabedian’s (2005) triad 

model. The model comprises three types of measures: structure (e.g., staff per patient), 

process (e.g., patient waiting times to see a doctor), and outcome (e.g., improved patient 

experience) measures. The model relies on the assumption that structure measures affect 

process measures, which in turn affect outcome measures (Donabedian, 2005). Together, 

these three types of measures are hypothesized to form effective measurements, with the 

outcome measures showing the results of implementing the planned change. The structure 

and process measures illustrate how the organization works to achieve the desired outcome 

(Donabedian, 2005).  

Another model for measuring the quality of healthcare processes in work with implementing 

Lean or process development was developed by van den Heuvel et al. (2013). These authors 

reported five interlinked properties of quality to be measured: input quality (e.g., materials 

and professionals involved in healthcare), health gain (e.g., patient quality over time), 
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healthcare product quality (e.g., treatment according to professional standards), patient 

satisfaction, and the more encompassing healthcare process quality (e.g., well-designed 

healthcare processes with flawless performance, access, and waiting times) (Figure 1). The 

last property was developed to function as a central outcome in this thesis, due to its close 

relationship with the main objectives for implementing Lean in HCOs (Mazzocato et al, 

2010).         

                                      

3.7 Managerial work  
There are diverse management styles and theories of how best to conduct leadership, 

describing the core content of management in terms of long-range planning, budgeting, 

controlling, and systematic decision-making (Mintzberg, 2011; Tengblad, 2012). Reviewing 

the management literature shows that managerial work is often very demanding, exerting 

high time pressure and imposing heavy workloads (Tengblad, 2012, 2017). In particular, the 

first-line managers in HCOs have a fragmented and varied work situation (Arman et al., 

2009) in which they must prioritize complex and often conflicting tasks (Wikström & Dellve, 

2009).  

Most operational-level managerial work in HCOs is done by means of verbal interactions and 

ongoing negotiations with employees, professionals, and other managers (Arman et al., 2013; 

Andersson & Liff, 2012). Furthermore, high organizational pressure and ambiguity makes the 

managerial role more one of “looking good” than “doing the right thing” (Dellve & Wikström, 

2009), and many managers’ activities are of a symbolic character (Tengblad, 2012, 2017). 

The most successful managers master the informal symbolic and emotional aspects of 

managerial work, as well as the formal administrative procedures (Skagert et al., 2008; 

Tengblad, 2012, 2017). Arman et al. (2013) described how HCO managers struggled every 

day with administrative issues and constant negotiations with employees in order to gain 

legitimacy.  

Managerial work behaviour often entails reacting to emergent issues, and managers often 

need to prioritize on the spot between ongoing tasks and problems, relying heavily on work 

experience. Rational management models may help managers work in a more structured 

way, but these models are often poorly adapted to practical work situations (Tengblad, 2012, 

2017). Together, these factors create a complex work situation for Swedish first- and second-

line HCO managers (Arman et al., 2012).  
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3.7.1 HCO managers organizational preconditions for work with planned change 
The healthcare managers’ work situation has been described as difficult with poor 

organizational preconditions for exercising leadership (Skagert et al., 2008). This 

complicates the healthcare manager’s work given that organizational preconditions are 

important for the manager’s ability to work with planned change. One precondition shown to 

be of importance for employees’ engagement in change is their manager’s span of control, 

often expressed as the number of employees reporting to one manager (Cathcart et al., 

2004). Swedish healthcare managers often have a large span of control, and this may 

decrease the amount of time the manager has to work with planned change, due to increased 

challenges involved in leading employees (e.g., conflicting logics, buffers, and container 

problems; Wallin et al., 2014).  

 

Another important precondition is managerial position (Skagert et al., 2012). Arman et al. 

(2009) found that first-line managers have a greater variety of working activities per day than 

do second-line managers, whereas second-line managers have more coherent and longer 

activities with fewer interruptions than do first-line managers; first-line managers have also 

been found to spend more time in unscheduled meetings and phone calls. Another 

precondition of importance is managerial experience. Less experienced managers need more 

support because it takes several years for them to build their capacity to handle the variety of 

work tasks they encounter as managers (Cziraki et al., 2014; Dellve et al., 2013b; Kerfoot, 

1988). At the same time, some HCOs have a turnover rate among managers of 40% over a 

four-year period (Skagert et al., 2012), which can create problems for both the organizations 

and the managers; for example, managers who remain in their positions will often be forced 

to introduce new managers as well as doing some of the jobs left behind by the departed 

managers.  

 

3.7.2 Healthcare managers’ support resources 
Managerial support is necessary for improved performance in healthcare (Laschinger et al., 

2006; Plsek & Wilson, 2001; Spence Laschinger, 2012), as well as for moderating work 

requirements and decreasing physical and mental exhaustion (Demerouti & Bakker, 2011). 

Several studies have described the importance of good relations between managers and 

employees for the execution of daily work (Dellve & Wikström, 2009; Skagert et al., 2008; 

Tengelin et al., 2011; Wikström & Dellve, 2009). Research has also shown that general social 

support of managers covaries with lower levels of manager stress (Bernin et al., 2001; 

Lindholm, 2003, 2006) and managers handling strategies (Chiaburu et al., 2010; Gilpin-

Jackson et al., 2007). Support from private life has also been shown to be important for 
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managers’ work satisfaction and health (Love et al., 2005). Further support resources have 

also been shown to have a motivational effect on managers; for example, good feedback from 

colleagues or their superiors increases the possibility that managers will continue doing a 

good job (Demerouti & Bakker, 2011). Top management can also positively affect 

implementation by creating conducive managerial conditions that support and reward 

proactivity (Birken et al., 2012). Support to managers has also been shown to be important 

for managers’ ability to handle varied work demands and to remain in their managerial 

positions.  

Healthcare managers’ views of support from various sources have been previously described 

by Dellve and Wikström (2009) and Wikström and Dellve (2009). These studies concluded 

that managers requested support from management to get feedback on their work and to 

discuss employee issues, priorities, and operational problems. Managers’ lack of support 

from their own managers was often compensated for by support from managerial colleagues 

and employees, but receiving support from employees could entail negative consequences 

regarding legitimacy as well as burdening employees with managerial problems (Tengelin et 

al., 2011). There is thus evidence that healthcare managers benefit from certain kinds of 

support in their work. Against this background and healthcare managers’ difficult daily work 

situation, appropriate managerial support may help healthcare managers to work with 

planned change in a sustainable way.    

 

3.7.3 HCO managers’ key challenges and managerial stressors  
Several qualitative studies have identified manager-specific stressors and resources in 

managerial work (Dellve & Wikström, 2006, 2009; Skagert et al., 2008; Tengelin et al., 2011; 

Wikström & Dellve, 2011, 2009). The results of these qualitative studies indicate that the 

central challenges and manager-specific stressors facing healthcare managers today concern 

the handling of value dilemmas and resource shortages, including conflicts of interest 

between organizational levels and different professional groups. This means that the 

manager functions as a filter and translator and is supposed to be a buffer between these 

groups. These qualitative studies developed an instrument intended to better capture 

managers’ work, stressors, and approaches to handling their and their employees’ health-

related sustainability (Eklöf et al., 2010). 

 

3.7.4 Health-related sustainability among managers 
The term sustainability can refer to several dimensions, such as ecological, economic, social, 

and human sustainability (Kira et al., 2010). One aspect of the sustainability of managers is 
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health, including symptoms, stress, and energy. Another aspect of sustainability is balanced 

work attendance. Managers have more balanced work attendance than do their employees 

(Dellve et al., 2007), and predictors of balanced work attendance among managers are having 

energy left for domestic activities and being thoroughly rested after work (Skagert et al., 

2012). A third aspect of managerial sustainability is the desire to remain in the managerial 

position. Research has demonstrated that stress often arises in association with the 

manager’s individual and organizational preconditions and preferences (Dellve & Wikström, 

2009). For example, there are differences between first- and second-line managers’ working 

conditions and degree of exhaustion (Lundqvist, 2013). Compared with first-line managers, 

second-line managers were found to have more control and better opportunities to adapt 

their work to the current work situation (Lundqvist, 2013). There may also be a higher risk of 

illness presenteeism, exhaustion, and sleep disturbances among managers at lower than 

higher levels (Björklund et al., 2011). Managerial experience has also been shown to be 

important for managers’ ability to handle work overload and it can take at least two years for 

new managers to find strategies to facilitate their own sustainability (Wikström et al., 2012). 

Span of control has been related to manager-specific stressors such as overload, stress, and 

group dynamic problems among employees (Wallin et al., 2014).   

 

3.8  Model of the dynamics of planned organizational change 
There are many models that describe how to carry out successful implementation. One well-

known model is Robertson et al.’s (1993) model of planned organizational change. The model 

assumes that organizations are contexts in which individuals act, and that changes in the 

organizational work setting contribute to changing the organization members’ work 

behaviour. The model consists of the following components: intervention activity, 

organizational work setting, individual behaviour, and organizational outcomes. The adapted 

model forms one overall theoretical framework of the thesis (Figure 1). 
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Figure 1. Model of the dynamics of planned organizational change, inspired by the 
Robertson et al. (1993) model. 

 

The model is described below, together with examples drawn from studies in the healthcare 

sector that provided rationales for the research questions addressed in the constituent papers 

of this thesis.  

Intervention activities include the activities by which changes in elements of an 

organizational work setting are implemented (Robertson et al., 1993). One example of an 

intervention activity from the healthcare sector is streamlining the patient’s process through 

the hospital without unnecessary interruptions (Mazzocato et al., 2010; van den Heuvel et al., 

2013) (addressed in studies I–III).  

Organizational work setting: Leadership and organizational structure are aspects of the 

organizational work setting that significantly increase the chances of success in implementing 

planned changes. Organizational work setting includes the four subsystems social factors, 

organizational arrangements, technology, and physical setting.  

Social factors consist of individual and group characteristics of the people in the organization 

and their processes of interaction (Robertson et al., 1993). Earlier research has described 

people working in healthcare organization as working in silos, i.e., strictly within the 

organizational boundaries of, for example, clinics, departments, and units (Mintzberg, 2011). 
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The manager’s role has been described as complex, indistinct, and isolated (Arman et al., 

2012), with a fragmented daily work situation and lack of time to work with planned 

organizational change (Wikström & Dellve, et al., 2011). Under these conditions, managers 

work to engage professionals in planned change (explored in Study I). For success in this, 

aspects of social factors and organizational arrangements are important (Halling & Wijk, 

2013). 

Organizational arrangements concern the organization’s formal elements created to 

organize its activities, for example, formal structures and reward systems (Robertson et al., 

1993). For managers in healthcare, important factors of organizational arrangements can be 

organizational structural preconditions and organizational support resources, such as 

managerial position (Lundqvist, 2012), span of control (Wallin et al., 2014), and managerial 

experience (Tengelin et al., 2011). Usually, it takes several years for new managers to build 

their capacity to handle the full range of their work tasks (Kerfoot, 1988; Tengelin et al., 2011; 

Wikström et al., 2012). This implies a need for organizational support resources for new 

managers (Cziraki et al., 2014), including support from top management, manager 

colleagues, and employees (Dellve et al., 2014; Skytt, 2007). Reasonable support is especially 

needed for managers with limited managerial experience and who are subject to poor 

organizational arrangements (e.g., a large span of control). However, there is limited research 

exploring how organizational support resources and organizational arrangements affect 

managers, their work, their appraisal of work with planned change, and their managerial 

work with planned changes (investigated in Studies II–IV).   

Individual work behaviour is important for the organizational outputs of planned 

organizational changes. Earlier research has shown that healthcare managers can influence 

their employees’ attitudes towards change (Mathena, 2002), and that managers with positive 

attitudes towards change create work environments that promote planned change 

(Damanpour, 1991). Depending on how managers and employees respond to work with 

planned change, through their work behaviour they can contribute to or counteract the 

outcomes of the planned change (explored in Study I, investigated in detail in Studies II and 

III).  

Organizational outcomes can include various aspects of organizational performance, such as 

efficiency and quality. When studying Lean or process development, aspects of (HPQ), can be 

seen as critical outcomes.  

The Robertson et al. (1993) model illustrates planned change, but change can also occur for 

reasons that are more urgent (By, 2005). From this one can conclude that with today’s fast 
pace of change in healthcare, one of the most important managerial tasks is to lead planned 
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change. However, it seems that the management of organizational change tends to be 

reactive, discontinuous, and ad hoc with a high rate of failure (By, 2005). This indicates that 

there is a difference between theories and models of management and managers’ actual work 

practice in manoeuvring their everyday work. This thesis takes as its departure point 

managerial work, institutional theory, and professional bureaucracy during planned change, 

which entails considering how managers work with organizational change in their daily work, 

as well as managers’ organizational preconditions, support resources, and work output. This 

also includes how current governance and management principles affect managerial work 

with planned change. The thesis contributes to a prospective and practical view of healthcare 

managers’ complex work with implementing planned changes in HCOs.      

To summarize, leadership is of great importance when working with planned change, but the 

manager’s support and organizational preconditions can be inadequate. More knowledge is 

therefore needed about how different preconditions, approaches, and strategies affect a 

healthcare manager’s opportunities to work with planned change in a sustainable way.  
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4. METHODS  

4.1 Research design  
Both qualitative and quantitative methods were used. In Study I, interviews with first- and 

second-line managers were performed. Hypothesized associations were subject to 

quantitative longitudinal analysis in Studies II–IV. The prospective analyses in Studies II and 

III were performed using data from two- and three-year follow-ups and in Study IV from a 

two-year follow-up. Study III used a mixed-method design in which interviews with 

managers from Study I were operationalized as variables and longitudinal measures of 

output as assessed by their employees. Studies I–III were all based on the same hospital 

cohort, while Study IV was based on data from a cohort of municipally employed managers. 

Managers (Studies II and IV) and employees (Study III) completed the questionnaires.   

Studies I–III are parts of a larger research programme performed from 2012 to 2016 with the 

aim of studying the implementation of Lean from a broader perspective (Dellve et al., 2016). 

Study IV is part of another larger research programme, CHEFiOS (Management, Health, 

Efficiency, Preconditions, in Public Sector) (Härenstam & Östebo, 2014).  

 

4.2 Sample  
For Studies I–III, hospitals were sampled using the following inclusion criteria: small to 

medium-sized hospitals located in Sweden’s urban areas interested in participating for four 

years (2012–2015). The sampling process resulted in the recruitment of five hospitals of 

different sizes (100–420 beds) located in different parts of Sweden; three hospitals had 

explicitly implemented Lean and two had implemented their own model of process 

development. First- and second-line managers of units that had the highest patient flows and 

closely interacted with one another in the same care processes were selected. These were the 

emergency department, ambulance care, the intensive care unit, and medical and surgical 

wards (Studies I–III). The hospitals were invited to involve all the managers and employees 

in the studied units (Studies I–III) who had been working in the units for at least six months. 

Contact information for eligible participants at the hospitals was received from each 

hospital’s human resource (HR) department.  

 

To recruit respondents for Study I, all managers were invited to participate and the ones who 

accepted joined the study. The first interviews yielded information about additional 
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managers who could be suitable to interview for this study. In line with this information, 

theoretical selection was conducted, resulting in invitations to managers from the ambulance 

care units at the studied hospitals. In total, 30 managers were interviewed and of these 20 

were first-line managers and 10 second-line managers. The first-line managers consisted of 

one physician and 19 registered nurses. Of the second-line managers, seven were physicians 

and three were registered nurses. The managers had a mean age of 50 years (range 33–62 

years) and mean working experience as managers of seven years (range 1–17 years). The 

group of second-line managers consisted of seven physicians and three registered nurses, and 

of the first-line managers, one was a physician, and 20 were registered nurses.  

 

In Study II, questionnaires were sent electronically to all first- and second-line managers at 

each hospital. In 2012, 409 eligible participants received the questionnaire, with a response 

rate of 74% (301 respondents). In 2013, 425 questionnaires were delivered with a response 

rate of 70% (298 respondents). Of these respondents, 212 had also completed the 

questionnaire at baseline. In 2014, 404 questionnaires were delivered with a response rate of 

54% (220 respondents). Of these respondents, 42 respondents participated for the first time. 

In total, 429 individuals participated in this study, and 129 of them completed the 

questionnaires on all three occasions. Non-responding participants received two reminders. 

At the last data collection, in 2014, there were difficulties with the email system at two of the 

hospitals, so the participants at these two hospitals received paper questionnaires in addition 

to the email questionnaires; however, few (<15) paper questionnaires were completed. 

Table 2. Study II, numbers and proportions of managers who received and completed the 
questionnaire by hospital and year. 
 
  2012   2013   2014   
  Distributed % Distributed % Distributed % 
Hospital A 30 63 33 76 32 44 
Hospital B 126 72 131 67 129 66 
Hospital C 62 79 55 60 50 42 
Hospital D 112 66 116 60 102 57 
Hospital E 79 82 90 64 91 64 
Totals 409  74% 425  70% 404  54% 

 
 
 
In Study III, mixed methods were used. The interviews from Study 1 were used to 

operationalize earlier identified managerial characteristics into variables. During this work, 

three interviews were excluded because of problems following up the results in terms of HPQ, 

so a co-worker conducted four additional interviews with first- and second-line managers 

from the same cohort (n = 31), using the same questions and during the same time period. 
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These four new respondents were all registered nurses working in units taking part in the 

questionnaire study described above, making it possible to follow up the results in terms of 

HPQ. In this study, the questionnaires were completed by employees: in 2012, 1602 

questionnaires were delivered and 865 were completed (response rate 54%); in 2013, 1548 

questionnaires were delivered and 913 were completed (response rate 59%); in 2014, 947 

questionnaires were delivered only to those who had previously completed them in either 

2012 or 2013, and 635 were completed (response rate 67%). In 2012, the respondents were 

28% assistant nurses, 44% registered nurses, 26% physicians, 1.9% secretaries, and 0.1% 

members of other occupational categories.        

 

In Study IV, the municipalities were sampled based on strategic variation in their size, 

political profile, and demographic composition (Szücs & Strömberg, 2006). Seven 

municipalities in western Sweden were chosen. Paper questionnaires were administered to 

all first- and second-line managers involved in the care of the elderly and disabled. For the 

baseline measurements, data were collected in 2009 (T1), and for the follow-up, data were 

collected in 2011 (T2). At T1, the response rate was 75% (215 respondents); of these, 87% (189 

respondents) were first-line managers. The second data collection (T2) was performed using 

the same sample, two years after T1. At this time, 131 of the managers who had completed the 

first data collection (T1) responded again. The managers who participated in both data 

collections, relative to the actual target sample of 286 managers, corresponded to a response 

rate of 46%. Most respondents (86%) were woman and 14% were men. Most of the 

respondents (39%) were in the age range of 45–54 years, while 27% were aged 35–44 years. 

Of the interviewed managers, 25% were 55 or more years old and only 9% were under 35 

years old. Most (87%) had positions equivalent to those of first-line managers and 12% had 

positions equivalent to those of second-line managers. The managers had mean managerial 

working experience of 11.5 years and median experience of 9.5 years; they were in their 

current positions for a mean of 5.5 years and a median of four years. The managers’ span of 

control varied, but averaged 33 employees each, with a median of 30 employees.   

 

4.3 Data collection 
Data were collected through interviews (Study I), and questionnaires, at baseline and one 

year follow up (Study II, III. IV) and two year follow up (Study II, III). 

 4.3.1 Interviews 
The interviews with first- and second-line managers (Study I) were conducted between 

September 2012 and January 2013. The in-depth interviews lasted about 60 minutes. In line 
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with grounded theory (Charmaz, 2006), the initial interview questions were broad but 

focused on the research question: How do you view the development of care processes at your 

department/unit/hospital? How do you work with and approach the development and 

implementation of care processes? How do you view the model of care processes used at your 

hospital? What are your approaches and strategies to increase employees’ engagement in the 

development of care processes? Subsequent questions probed more deeply, to obtain detailed 

descriptions in the areas of interest. To deal with the researcher’s prior knowledge of the 

studied phenomena, and as part of the analysis, the open and focused coding and the 

theoretical notes were continuously discussed within the research group. Theoretical 

saturation was reached after 20 interviews, so the last 10 interviews were used to validate the 

findings. Theoretical saturation can be defined as “the point at which gathering more data 

about a theoretical category reveals no new properties nor yields any further theoretical 

insights about the emerging grounded theory” (Bryant & Charmaz 2012).   

 

The results of the interviews were published in Study I and contributed to the categorization 

of managerial conditions and approaches applied in Study III.  

 

4.3.2 Questionnaires  
The distribution of questionnaires to managers and employees was described in section 4.2.  

For managers in the hospital cohort (Study II), the questionnaire consisted of items about the 

manager’s job demands, aspects of resources, support, and health-related sustainability as 

well as engagement, improvement work, efficiency, and quality of care. Approximately 30 of 

these items were used to create indices or as single-item variables (all analysed variables are 

described below).  

For employees in the hospital cohort (the quantitative part of Study III), only five items were 

used to create a Healthcare Process Quality (HPQ) index from the web questionnaires 

administered in 2012–2014. The questionnaire consisted of 135 questions about job 

demands, aspects of resources, support, and health-related sustainability as well as 

engagement, improvement work, efficiency, and quality of care.   

For managers in the municipal cohort (Study IV), an index of managerial support resources 

and health-related sustainability was used. In all, the questionnaires included index and 

items reflecting job demands, aspects of resources, support and health-related sustainability.  

In Studies II and IV, items about the manager’s span of control, managerial experience, and 

managerial position were used. All analysed items and indices are described below. 
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4.4 Measures 
The following section describes the measures chosen to gauge the manager’s health-related 

conditions, and the output of the implementation work. Most of the measures used in Studies 

II–IV were based on the Gothenburg Managers Stress Inventory (GMSI) (Eklöf et al., 2010). 

GMSI was developed to form an instrument sensitive to change and able to capture manager-

specific stressors, managerial work, work conditions, and support resources as well as aspects of 

health-related sustainability among managers in the public sector. The instrument was 

developed from several qualitative studies conducted in Swedish human service organizations, 

specifically by Skagert et al. (2008) but also by Dellve and Wikstrom (2006, 2009), Wikström 

and Dellve (2009), and Tengelin et al. (2011). 

 

4.4.1 Health-related sustainability (Study IV) 
The questions about health-related conditions, except work ability, use a five-point response 

scale ranging from 1 (corresponds very poorly) to 5 (corresponds very well). The question about 

work ability is a single question with a 10-point response scale (Ilmarinen, 2007).  

 

Excessive role demands (Study IV): Seven items comprised the index, for example: “Being 

responsible for production and quality is burdensome” and “Having contact with many 

people is burdensome” (Cronbach’s alpha = 0.83) (Eklöf et al., 2010).  

Work overload (Study IV): Work overload was measured by a four-item index capturing the 

demands of having too much to do and difficulty in keeping up, for example: “I actually do 

not have time to do everything I think I should do at work” and “Home and family matters 

suffer because of my responsibilities as a manager” (Cronbach’s alpha = 0.84) (Eklöf et al., 

2010).  

Stress and energy (Study IV): Both stress and energy were measured using 12 listed 

adjectives concerning perceived mood at work and reflecting the perception of stress and 

energy/feeling recovered (Cronbach’s alpha for stress = 0.91 and for energy = 0.76) 

(Kjellberg & Wadman, 2002).  

Health (Study IV): A global question about self-rated health (SRH), answered using a five-

point response scale, was asked: “In general, how would you rate your health status?” Several 

validity studies have found good reliability for SRH and that SRH covaries with observed 

disease (see, e.g., Jylhä, 2009). 
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Symptoms (Study IV): Four questions about psychosomatic symptoms answered using a five-

point response scale were used to form an index. The symptoms asked about were difficulties 

falling asleep, difficulties going back to sleep, having headaches, and experiencing physical 

problems. These questions are earlier used in studies, as for example (Eriksson et al., 2007).   

 

Work ability (Study IV): A question about work ability, the Work Ability Score (WAS) from 

the Work Ability Index (WAI; Ilmarinen, 2007), answered using a 10-point response scale, 

was used. The response scale had been validated for compliance with the WAI (Ahlstrom et 

al., 2010). The WAS is the first item of WAI and the score ranges from 0, completely unable 

to work, to 10, work ability at its best.  

Balanced work attendance (Study IV): Balanced work attendance was classified according to 

whether the manager had taken a maximum of seven days’ sick leave in the last year and had 

not been illness present at work (Dellve et al., 2011). 

 

4.4.2 Managerial preconditions (Studies II and IV) 
The questions about the manager’s preconditions were divided into groups as follows: 

 

Managerial position (Studies II and IV): This variable was defined as first-line managers, 

second-line managers (Studies II and IV), and other kinds of managers (e.g., assistant, 

section, and strategic managers) (study II). First-line managers are those closest to the 

employees who perform the daily operations in a unit. These managers are most often 

responsible for a single unit, such as a surgical ward, an emergency ward, or an elderly care 

unit. Second-line managers are the first-line managers’ supervisors; these managers oversee 

several units.   

Span of control (Study IV): Span of control captures the number of subordinates for which 

each manager is responsible. The number of subordinates was obtained from each 

organization’s HR department. The cut-off point was determined through a median split and 

identified as >30 subordinates. We choose 30 because that is the number used as a 

benchmark in public healthcare for how many subordinates each manager can handle 

(Andersson Felé, 2008).   

Managerial experience (Studies IV and II): Managerial experience was measured as the 

number of years the respondent served as a manager in his/her present position. The cut-off 

point was determined through a median split and identified as seven years (Study IV). In 
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Study II, the managers were grouped into the following three categories: <2 years’ 

experience, 2–6 years’ experience, and >7 years’ experience. 

 

 4.4.3 Managerial support resources (Studies II and IV) 
Questions about external support, supportive superior management, supportive colleagues, 

supportive subordinates, and support from private life were included in the GMSI (Eklöf et 

al., 2010), and all are answered using a five-point response scale ranging from 1 (corresponds 

very poorly) to 5 (corresponds very well). Indices were constructed as described below.  

External support (Studies II and IV): Two items comprised the index: “I can if necessary 

receive support from professional support persons, such as a mentor or similar” and “I have 

sufficient opportunities to discuss and reason about the operations with external specialists – 

that is, experts outside my administration” (Cronbach’s alpha = 0.82). 

Supportive management (Studies II and IV): Six items comprised the index, for example: 

“My manager confirms that I do a good job” and “My superiors show genuine interest in what 

I do and what problems I have as a manager”. The response alternatives ranged from 1 = very 

poorly to 5 = very well. Both indexes were tested for internal consistency (Cronbach’s alpha = 

0.88 and 0.91, respectively, in Study IV; in Study II, the response scores were dichotomized 

into two groups: weak support, <4 points, and strong support, >4 points.  

Supportive manager colleagues (Studies II and IV): Four items comprised the index, for 

example: “I have trusting cooperation with my manager colleagues” and “I can if necessary 

receive good support from manager colleagues” (Cronbach’s alpha = 0.87 and 0.85 in Studies 

IV and II, respectively). The response alternatives ranged from 1 = very poorly to 5 = very 

well. The response scores were dichotomized into two groups: weak support, <4 points, and 

strong support, >4 points (Study II).  

Supportive subordinates/employees (Studies II and IV): Six items comprised the index, for 

example: “My subordinates and I can effectively work through problems and issues related to 

work” and “I think that subordinates have valuable skills that make my job easier”. The index 

was tested for internal consistency (Cronbach’s alpha = 0.82; Study IV). In Study II, the 

index was complemented with one more item, for a total of seven items; this index was also 

tested for internal consistency (Cronbach’s alpha = 0.85). The response alternatives for both 

indices ranged from 1 = corresponds very poorly to 5 = corresponds very well. The response 

scores were dichotomized into two groups: weak support, <4 points, and strong support, >4 

points (Study II).   
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Supportive private life/family (Study IV): Five items comprised the index, for example, “My 

family is a good source of support when I have problems in my work”; “My friends are a good 

source of support when I have problems in my work”; “My leisure time provides good 

opportunities to rest and relax”; and “My work is not the most important part of my life” 

(Cronbach’s alpha = 0.68) (Study IV).  

Supportive organizational structures (Study II): This index comprised seven items, such as 

“My responsibility and mission as a manager are clear and distinct” and “Rules, policies, and 

standardization support me well in my managerial role”. The response alternatives ranged 

from 1 = very poorly to 5 = very well. The response scores were dichotomized into two 

groups: weak support, <4 points, and strong support, >4 points (Cronbach’s alpha = 0.80). 

 

4.4.4 Managers’ appraisal of work on quality improvement (Study II) 
Negative appraisal of organizational change (Study II): The following five items were used 

to create the index, negative appraisal of organizational change, in response to the question 

“If you think about the last six months, how do you perceive the implemented ongoing 

changes?”: “It is time consuming”; “I cannot perform my ordinary work tasks as well as I 

would like”; “I am unsure whether I have sufficient competence”; “I am unsure whether I can 

cope”; and “There will be tough conflicts in the workplace”. The response alternatives were 1 

= no, 2 = to some extent, and 3 = yes (Cronbach’s alpha = 0.66).   

 

4.4.5 Outcome measure: (HPQ) (Studies II and III) 
Inspired by van den Heuvel et al. (2013), an index was formulated to measure the output of 

work with planned change due to Lean and process development. In response to “To what 

extent do you perceive that the work in your unit has improved over the last six months” 

regarding  “reduced delays and waiting times for the patient”, “increased efficiency” (i.e., less 

wasted time), “improved quality of care”, “increased continuity in the patient-care processes”, 

and “increased chances for the patient to receive timely care”. The response scale ranged 

from 1 (there has been deterioration) to 5 (to a very great extent). The face validity was 

checked through short interviews with healthcare professionals and managers (n = 15). The 

items were presented and the respondents were then asked how they understood each of 

them; the agreement between their understanding of their answers and the response scale 

was satisfactory. Internal consistency was also tested (Cronbach’s alpha = 0.89, Study II and 

0.88, Study III). 
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4.4.6 Variables developed from the interviews (Study III) 
For the purpose of Study III, the results of analysing the interviews were used to 

operationalize earlier identified categories as quantitative variables. This process started with 

analytical discussions of what reasonable approaches and conditions would have an impact 

on HPQ. Five areas identified from the results of Study I were considered important factors 

that formed the healthcare managers’ strategies for implementing Lean and process 

development in their units: the managers’ coaching style, preconditions, appraisal of change, 

degree of clinical autonomy, and implementation strategy. In the process of defining (i.e., 

operationalizing) differences and similarities within each variable pertaining to the 

managers’ performance and opportunities, all interviews were reanalysed and internal 

grading points were created. In the coaching style and appraisal of change categories, a 

grading scale of 1, 2, or 3 points was used. In the organizational preconditions, 

implementation strategy, and degree of clinical autonomy categories, only the extremes were 

graded, for example, 3 for having the precondition or 1 for not having the precondition. The 

operationalized categories are described in the following. 

 

Coaching style (Study III): Coaching style was categorized as integrated coaching, immature 

coaching, or distanced coaching/dumping. Integrated coaching was a coaching style based on 

involvement in the employees’ work as a facilitator and initiator of various kinds of 

development work. When a group of employees was ready to continue the development work 

independently, the manager delegated the work to the group. Managers applying integrated 

coaching could reason about different stages of developmental maturity in their employee 

groups, balancing the pace of implementation of the groups (value, 3 points). Managers 

implementing immature coaching could reason theoretically about their own involvement in 

employee groups, the developmental maturity of employees, and how to delegate 

responsibilities, but could cite few examples of how they actually did so (value, 2 points). 

Managers applying distanced coaching/dumping were not involved in their employee groups, 

conducted no discussions of employee developmental maturity, and had no implementation 

plan. Instead, they “dumped” the whole question of development on their employees and 

clearly explained that it was their responsibility to implement, for example, Lean 

management. These managers did not interfere in this work, as their work was just to 

maintain preconditions for the work group (value, 1 point).  

Appraisal of change (Study III): The manager’s appraisal of change was categorized as 

positive driving, positive passive, or negative passive. The positive-driving managers were 

clearly positive toward change and made active efforts to convince their employees to work to 

advance it (value, 3 points). The positive-passive managers had positive thoughts about, for 

34 
 



example, Lean management, could see that it offered good ideas in theory for many 

companies, though maybe not in healthcare, but made no efforts to really apply Lean 

management/processes in their departments (value, 2 points). The negative-passive 

managers expressed their negative thoughts about Lean management and processes and had 

no intention of implementing them, possibly working against implementation instead (value, 

1 point). The negative-driving category was not found among the studied managers.  

Organizational preconditions (Study III): Organizational preconditions were categorized as 

good or poor. Managers with good organizational preconditions were ones who said that they 

had access to or could be helped by people skilled in the change process, had people nearby 

(e.g., other managers and employees) who were positive toward change, and/or had time 

allocated for development work (value, 3 points). The managers who lacked the above 

resources or preconditions and/or worked in departments characterized by high patient 

volumes and little time allocated for development work were classified as having poor 

preconditions (value, 1 point). 

Implementation strategy (Study III): Implementation strategy was categorized as having or 

not having a strategy for how to work with and implement Lean or process development. The 

managers who said that they had a strategy for implementing Lean management and could 

describe it, were classified as having a strategy (value, 3 points). The managers who believed 

that Lean management and processes were inapplicable to their departments or clinics, or 

who believed that they already worked in this way and had no intention of implementing 

Lean management or processes, were classified as having no strategy (value, 1 point).  

Degree of clinical autonomy (Study III): Degree of clinical autonomy was categorized as 

high, low, or absent. Managers of large clinics with specific patient categories and sufficient 

resources to handle the patient’s whole treatment (i.e., major surgery) within the clinic, often 

using their own doctors, wards, and operating theatres, were classified as having high clinical 

autonomy. They could handle most of their patient processes within their organizational 

boundaries without negotiating with other clinics (value, 3 points). Size alone does not define 

clinical autonomy; for example, a large emergency clinic with both an emergency room and 

ambulances has no clinical autonomy, because all its patients belong to other clinical 

specialties, and improving an existing or introducing a new process entails cooperation with 

all specialties (value, 1 point).  
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4.6 Analysis  

4.6.1 Qualitative analyses  
Study I was intended to explore a previously relatively unexplored area and to explain the 

findings in line with a particular theoretical conceptualization. This was the rationale for 

using an approach in line with grounded theory in accordance with Charmaz (2006).  

Data for Study I were collected and analysed simultaneously. To develop theoretical 

sensitivity, theoretical memos were written. All data were analysed manually. The first step in 

the coding process was open coding in which the studied managers’ statements were labelled 

with codes close to the ground data that focus on the research questions. The second step was 

focused coding in which the open codes were compared with one another, the ground data, 

and the theoretical notes. This generated more abstract categories that belonged together and 

could be divided into groups of codes. These categories were compared with one another and 

with the ground data. The core category was generated from recurrent patterns in all the data 

and was possible to relate to all categories and subcategories. As part of the analytical 

process, the research group continuously discussed the coding and the theoretical notes, 

transcribing five interviews verbatim and analysing them line by line.   

The empirically grounded theory was generated from recurring patterns in the data, and the 

core category was related to two categories and four subcategories. Theoretical saturation 

was reached after 20 interviews, so the last 10 were used to validate the findings.  

The analysis and these interviews were used in the quantitative part of the third paper, to 

classify managers’ characteristics according to their leadership style, preconditions, and 

strategies for implementing Lean or process development (see above).  

 

4.6.2 Quantitative analyses  
In Study II, descriptive statistics on the background variables and their distributions were 

calculated, and variables for the factors studied in the cohort were presented in terms of 

percentages, means, and standard deviations. Data were normally distributed, so parametric 

statistics were used in the analyses. Linear mixed models were used for longitudinal analyses 

of the repeated measurements.  

In Study III, descriptive statistics were calculated for the managerial characteristics. 

Investigated variables for the factors studied in the cohort were presented in terms of 

percentages, means, and standard errors. Data were normally distributed and one-way 

ANOVAs were used. Differences in means between the first and last measurement occasions 

were also calculated for each variable; depending on those results, we wanted to compare 
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means between more than two groups (in this case, five groups), so one-way ANOVAs were 

used. As the ANOVAs revealed differences in means between groups, the Tukey–Kramer test 

was used as a post hoc test.  

In Study IV, descriptive statistics for the variables at baseline were calculated and presented in 

terms of means and standard deviations. To analyse subgroup differences and change over time, 

the healthcare managers’ levels of work-related stressors, support, and sustainability were 

measured and compared across subgroups at baseline. These comparisons applied to differences 

between managers having (a) larger versus smaller spans of control, (b) more versus less 

managerial experience, and (c) positions as first- versus second-line managers. Tests for 

changes in mean values were performed to explore the stability of the studied variables’ forms 

from T1 to T2. For the variables work-related stress sources, support, and sustainability, 

Student’s t-tests were used to compare subsamples (between-group testing) and to analyse 

change over time (within-group testing).  

To analyse prospective and cross-sectional associations between support and sustainability, a 

structural equation model with a crossed lagged panel design was used. This model uses 

longitudinal data and estimates relationships between variables at different time points.  All 

investigated variables (at T1 and T2) of support and sustainability were included in this model, 

which controlled for stability over time and for cross-sectional inter-correlations between 

variables.  

 

Several fit indices were used to test the fit of the proposed model to the empirical data: 

1. The chi-square value was used to evaluate overall model fit and assess the size of the 

discrepancy between the sample and the fitted covariance matrices (Hu & Bentler, 1999). 

2. The comparative fit index (CFI) was also used to test model fit because it is one of the 

measures least affected by sample size (Bentler, 1990). 

3. The root mean square error of approximation (RMSEA), “is an absolute fit index, in that 

it assesses how far a hypothesized model is from a perfect model” (Xia & Yang, 2018).  

 

The moderating effects of the healthcare managers’ span of control and managerial experience 

were explored in the following way: (a) based on each separate moderating characteristic, the 

sample was split in two equally sized groups, and (b) the moderating group characteristics were 

added as a grouping variable to the basic model, resulting in an unconstrained two-group 

reference model. Tests checking for differences between these two groups, in terms of the 

predictive effects of separate variables of support at baseline on each variable of managerial 

resources at follow-up, were performed by constraining each path across groups one at a time. 

Group differences in terms of separate paths were revealed by statistically significant differences 
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in model fit as shown by the chi-square value, since the particular path was constrained 

compared with the unconstrained two-group reference model (Study IV). The comparisons 

between the unconstrained and constrained groups were performed using the Satorra–Bentler 

scaled chi-square difference test statistic (Td), which corrects for skewed data (Satorra & 

Bentler, 2001).  

 

In all studies, statistical significance was regarded as p ≤0.05. For statistical calculations in 

Studies II and III, JMP 10.0.1 software (SAS Institute, Cary, NC, USA) was used. In Study IV, 

SPSS Statistics version 21 (IBM, Armonk, NY, USA) and Mplus version 7.11 (Muthén & 

Muthén, Los Angeles, CA, USA) were used. 

 

4.7 Ethics 
Participation in the studies was voluntary, and each hospital’s management group (Studies I–

III) decided on participation in the study. The units were included via a process whereby it was 

possible to deny the participation of a unit. All informants received written and verbal 

information (Studies I–IV) before participation, to participate was voluntary. Written 

information was also given on the questionnaire’s first page on all measurement occasions. 

Information was also provided about confidentiality, how to contact the researchers, and how 

the researchers would use the information. Through this procedure, the researcher’s 

information obligations were met. Feedback on questionnaire results was given every year to all 

units (regarding the employees’ questionnaire) and to each hospital (regarding the managers’ 

questionnaire). The hospital management groups also received feedback on their hospitals every 

year. The feedback was selected during the implementation process so as not to challenge the 

outcome measures. Similar inclusion and feedback processes were used in the CHEFiOS project 

(Study IV) (Härenstam & Östebo, 2014). 

 

Studies I–III were approved by the Central Ethical Review Board at Karolinska Institutet, 

Stockholm (ref: 2012/94-31/5); Study IV was approved by the Regional Ethical Review Board, 

Gothenburg, Sweden (Dnr 048-09). The questionnaire responses and interviews were handled 

with confidentiality. The results of the research were continuously reported to the participating 

units. 
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5. Results 

5.1 HCO managers’ strategies for the implementation of planned changes 
(Study I) 
All interviewed managers said they were convinced that the Swedish healthcare system 

needed to develop better ways to work, to be able to meet current and future healthcare 

demands. They were also convinced that the successful development and implementation of 

planned change depended on employee engagement. The managers reasoned that without 

employee engagement, there was no point in trying to implement ideas for planned change. 

The managers’ main role in the implementation work they described was to engage their 

employees in this work, with the goal that the employees should finally assume responsibility 

for this and work independently. In this thesis, we called this leadership strategy “coaching 

for participation”.  

Coaching for participation was identified as the core category, and was constructed from the 

categories negotiating and building participation (i.e., horizontal approach) and sustaining 

integrity in adaptation and translation (i.e., vertical approach). These in turn were related to 

the following subcategories: mindfully adopting management models, low-key introduction 

of change, pushing and pulling to spark employee interest, and empowerment to resolve 

issues by sharing or “dumping” responsibility onto others. The categories and subcategories 

together formed a leadership approach for handling the social processes occurring between 

the manager and employees when implementing the planned change. 

 

The vertical approach refers to how the managers try to protect their units’ integrity from 

top-management development ideas, and how they selected just some of the ideas about 

Lean or process development and not the entire model. The managers reasoned that top-

management visions and ideas about Lean or process development had to be translated into 

practical and feasible changes within individual clinics, units, and departments. The original 

model for implementing Lean or process development contained top-management visions 

and ideas about what to do, but left how to do it to the healthcare managers. The translation 

process was also necessary because there was widespread distrust among employees of top-

management ideas. To create interest in and work with these ideas at all, the managers 

needed to translate and repackage the ideas to fit their own units’ local contexts. The 

horizontal approach refers to how the managers were forced to negotiate with their 

employees to convince and motivate them to work with and contribute to the implementation 

of Lean or process development. Some of the managers described striving for balanced 

employee involvement to find shared solutions to specific problems; other managers could be 

described as having “dumped” the task of finding the solution onto their employees. 
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Figure 2 The core category from Study I: coaching for participation describes the managers’ strategies 

in working with the planned change of care processes.  

 

5.2 HCO managers’ preconditions for improving care processes (Studies II and 
III) 
Experience and position: Most (61%) participating managers were highly experienced, 

having more than seven years of managerial experience. Managers with less managerial 

experience (<2 years) had more negative appraisals of change than did managers with more 

experience (<6 and >7 years). No significant associations over time were found between HPQ 

and managerial experience or managerial position (Study II).    

 

Classified preconditions and coaching: 48% of the interviewed managers (Studies I and III) 

used the integrated coaching style; 45% had a positive-driving appraisal of change, 55% had 

poor preconditions, and 55% had no implementation strategy. 55% were also in charge of a 

clinic with low autonomy. The results revealed that only coaching style and organizational 

preconditions were important for HPQ over time. The analysis showed significantly higher 

estimated HPQ for managers using distanced coaching than for managers using integrating 

coaching over time (diff. 0.34, p = 0.022). However, HPQ dropped for both these groups over 

time. Furthermore, the managers with poor preconditions estimated higher HPQ than did 
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managers with good preconditions over time (diff. 0.20, p = 0.049); moreover, estimated 

HPQ dropped for both these groups over time.   

The other significant findings displayed inconsistent patterns, appearing only for some years 

and not over time.  

 

5.3 Healthcare managers’ support resources and sustainability (Study II and IV) 
In Study II, the most common managerial support resources were their employees (69%) and 

colleagues (53%). Approximately two thirds of the studied managers perceived poor support 

from their own management (63%). Perceiving good organizational support was less 

common, being perceived by only 10% of managers, while 90% perceived poor organizational 

support.  

 

Support, appraisal of change, and HPQ: The least experienced managers (<2 years) 

appraised change over time more negatively than did more experienced managers. Receiving 

stronger support was important for managers’ appraisal of work with change. Managers 

receiving strong support (i.e., all kinds of studied support variables) perceived change more 

positively, or rather did not perceive that the planned changes affected them as negatively as 

did the managers receiving weak support. This was the case both at all individual 

measurement points and over time, applying to supportive managerial colleagues (diff. 0.15, 

p = 0.004), support from employees (diff. 0.27, p < 0.001), support from management (diff. 

0.16, p = 0.004), and supportive organizational structures (diff. 0.37, p < 0.001).  

Having strong support from employees, management, and the organization were also 

important for the managers’ estimates of HPQ. Stronger support was associated with higher 

estimated HPQ in all studied years and over time. The results also indicated that less negative 

managerial appraisals of change were associated with higher levels of HPQ.      

Support and health-related sustainability: Study IV revealed that most managers (76%) 

rated themselves as having very good or fairly good health. Most of the managers (90%) had 

stable work attendance and very good work ability (mean = 8.5, on a scale of 0–10). 

However, almost half of the managers (45%) had gone to work despite sickness more than 

five times per year. Almost one third of managers said that they experienced stress, and 10% 

of these experienced high levels of stress. Approximately 20% of the managers experienced 

difficulties falling asleep, 12% headaches, and 15% somatic problems every day or several 

times a week. Managers at higher organizational levels had higher perceived levels of energy 
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than did managers at lower levels. There were no significant differences between span of 

control and managerial experience related to health, stress, symptoms, or work ability.  

Prospective analyses of the support resources important for managers’ sustainability (in 

terms of stress, energy, overload, symptoms, and health) revealed that only support from 

private life was important for stress, symptoms, burdensome role demands, and health. 

There were also important associations between support resources and sustainability when 

the managers had a larger span of control or had less managerial experience. Among 

managers with a large span of control, external support was important for stress and health 

whereas support from employees was important for the degree of energy. Among the 

managers with less managerial experience, support from their managers was important for 

their estimated role demands, support from employees was important for symptoms, and 

supportive managerial colleagues and private life were important for their health. 

Covariance between several sources of support resources and managers’ sustainability was 

found during cross-sectional analyses of the baseline data. For example, support from 

management, private life, and external sources co-varied with reduced stress, symptoms, 

overload, and increased energy and work ability. 

 

 

Figure 3 Summary of associations over time between managerial support and managers’ estimated 

HPQ and health-related sustainability, respectively, as well as the importance of managers’ appraisal 

of change, span of control, and experience. 
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6. Discussion  
In this thesis, the overall aim was to understand how healthcare managers’ preconditions and 

support resources affected their work with planned change. The results illustrated how the 

managers were forced to defend their units from top-management’s sometimes controversial 

ideas about new ways of working and how they ended up in a bargaining situation with their 

employees about how to work with these ideas. Furthermore, it was found that managers 

with less managerial experience perceived working with planned change as very stressful and 

were uncertain as to whether they could handle it. However, this thesis could not detect any 

associations between managerial position, span of control, managerial experience, and HPQ 

over time. However, managers practicing more distanced coaching (implying that they were 

uninvolved with their employee group concerning development issues, had no plans for 

change, and had clearly delegated the whole implementation plan and responsibility to their 

employees) were associated with higher perceived HPQ than were managers practising 

integrated coaching. In addition, managers with poor preconditions (implying high patient 

volumes, little time for improvement, and little support in making changes) also perceived 

higher HPQ than did managers with good preconditions. However, perceived HPQ decreased 

over time in both these groups. There were important associations between strong support 

(e.g., from employees, managers, and the organization) and higher estimated HPQ and lower 

negative appraisals of change over time. There were also associations between lower negative 

appraisals of change and higher estimated HPQ. Support from the managers’ private life and 

their attitudes towards the managerial role predicted health-related sustainability, as did 

support from the organization for managers who were new in their role or for managers with 

a large span of control.   

To measure outcomes concerning healthcare process quality from implementing Lean or 

process development, the HPQ index was created, inspired by van den Heuvel et al.’s (2013) 

model. The findings reveal a general decrease in HPQ over time, which can be viewed a 

problematic since HCOs invest considerable time, effort, and money in improvements such 

as Lean or process development. The reasons for the lack of increase in HPQ despite these 

efforts can be related to managers’ lack of support from their organizations, their own 

managers, and the involved employees (i.e., professionals). These findings are in line with 

earlier studies such as Dellve and Wikström (2009) and Wikström and Dellve (2009). Other 

reasons, associated with employees’ ratings and explored in this thesis, are excessive 

management involvement in employees’ work and/or control over their work in the units, or 

the professionals’ habit of working autonomously from direct management control 

(Mintzberg, 1983). Consequently, implementation must strike a balance between 

management engagement and the delegation of power to professionals.   
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The current Swedish mix of governance and steering principles therefore incorporates 

principles and elements that partly counteract each other, creating problems with the 

implementation of planned change. This implies that changes that cut across organizational 

boundaries and require multiple organizational adjustments call for involved managers and 

employees that have the mandate, right support, and right preconditions for work with 

planned change (Mintzberg, 1983). Today, the implementation of planned change is 

delegated to first- and second-line managers, usually without sufficient preconditions, 

support, and knowledge of the planned change. The results also illustrate how the power 

either to participate in or counteract planned change belongs to the professionals (Mintzberg, 

1983), and how the healthcare managers try to handle this by exercising coaching leadership. 

However, this is based on close manager–employee interaction and leads in fact to many 

negotiations about what to implement and the pace of implementation.  

The results presented here also illustrate certain factors that can actually support HCO 

managers in their work with planned change. The more successful implementation processes 

seem to require time to work with planned change, knowledge and commitment from both 

employees and management, and formal organizational structures that support process 

oriented workflow – findings supported by previous research (Mazzocato, 2010). For 

successful change implementation, HCOs must succeed in keeping their managers healthy 

and in their positions (i.e., decrease their high turnover rate). The present findings suggest 

that this can be done through the organization strengthening the formal support from other 

managers, employees, and the organization. In this way, more managers will amass more 

managerial experience, decreasing both the levels of negative appraisal of work with planned 

change and the high turnover rates. This in turn will increase the opportunities for top 

management to delegate more development issues, and increase the likelihood of getting 

good output from this. Another important factor is that newer managers’ span of control 

cannot be too broad in the absence of sufficient support. The importance of span of control 

has been noted earlier (Andersson Felé, 2008; Wallin et al., 2014). Support from private life 

is important, but may be difficult for the organization to address. One possible way of 

fostering such support would be for the employer to discuss this with suitable candidates 

during the recruiting process, for example, by asking them about familial support should they 

take the job.  

 

6.1 Healthcare managers’ implementation of planned change 
Study I found that healthcare managers were positive about developing their work processes 

but faced obstacles to doing so from inadequate employee engagement, unsupportive 

organizational structures, and their own managerial requirements. Exercising a coaching 
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style to motivate their employees was a main strategy the managers found necessary for 

successful work with planned change. A precondition for coaching leadership was trust 

between the managers and their employees. In this context, trust means that managers do 

not control their employees’ work all the time, but allow the employees to control their own 

work to a greater extent. This fairly far-reaching delegation of responsibility was sometimes a 

deliberate choice, grounded in the manager’s previous knowledge of leadership, and 

sometimes a reactive consequence of the manager’s difficult daily work situation (Andreasson 

et al., 2015). One interpretation of this situation is that there is a difference between 

intentional delegation and simply “dumping” issues on employees. For some managers, their 

difficult work conditions and/or lack of knowledge of how to work with planned change 

prompted them to dump the entire implementation work on their employees.  

This thesis has explained how decisions to implement Lean or process development were 

made by the management of each studied HCO. This is important to recall because, among 

the surveyed healthcare managers and professionals, there was widespread suspicion of and 

resistance to implementing ideas from hospital management about Lean or process 

development (Study I). This suspicion led the studied managers to try to protect their 

employees and their units from some of the top-management ideas; instead, the managers 

used development ideas from their own employees, because this was an easier way to foster 

employee engagement.  

Study I also illustrated how most of the practical implementation work with Lean or process 

development was delegated to first- and second-line managers. According to the 

organizational ideals of Swedish public healthcare, many issues of, for example, an 

administrative nature are delegated to the healthcare managers (Arman et al., 2013, 2012; 

Tengblad, 2012). Handling these issues reduces the amount of time managers have to work 

with development in favour of working with administration.   

The “professional bureaucracy” (Mintzberg, 1983) has mechanisms that make healthcare 

professionals accustomed to working independently, free from direct managerial supervision, 

and to participating in decision-making (Tengblad, 2012). At the same time, the desire and 

time to work with change are insufficient among HCO employees, as they have enough work 

keeping up with daily operations (Ohlsson & Rombach, 1998). This weakens the healthcare 

managers’ ability to steer and control their units; instead, the managers end up in constant 

negotiations with their employees about what is to be developed and implemented, and to 

what extent and at what pace (Andreasson et al., 2015), especially when it comes to ideas that 

are not perceived positively by the employees (Mintzberg, 1983). 
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6.2 Healthcare managers’ organizational preconditions for work with planned change 
Neither Study II nor III could detect any significant associations between the managers’ 

experience, position, span of control, and HPQ over time. However, over time there were 

significant associations between the managers’ coaching style, organizational preconditions, 

and HPQ. However, the average HPQ estimated by both managers and employees decreased 

over time. This is problematic as one of the main purposes of Lean is to improve the patient-

care process and fill organizational gaps between units (Mazzocato, 2010).   

The findings also indicated that a more distanced coaching style yielded better estimated 

HPQ outcomes than did an integrated coaching style. This might be because managers who 

delegate responsibilities, such as the implementation of Lean, to professional workers can 

sometimes achieve better results than do managers with active coaching styles, which is 

similar to previously reported findings (Brunsson, 2006). In the interviews, some managers 

(Study I) made it clear that they had no intention of implementing Lean or process 

development in their units, even though they were asked to do so by hospital management. 

These managers also clearly explained that if there was something in their departments that 

needed to change, it was up to the employees to implement the change themselves. Another 

interpretation of this is that Lean management encourages teamwork and personal 

responsibility, so when implemented without too much middle-management steering, it 

could produce better healthcare outcomes than implementation by an active manager who 

wants to micromanage the professional workers’ daily routines (Brunsson, 1996; Meyer & 

Rowan, 1977; Mintzberg, 1983).  

The results from study I indicated that managers with poor preconditions estimated higher 

HPQ than did managers with good preconditions. This could be because the former group 

consisted of managers who had renounced Lean and process management, and instead 

promoted their own employees’ ideas about what to develop. These ideas were easier to 

handle and develop because the employees often received them more positively. These 

managers were also managers of units handling high patient volumes, often with several 

other medical specialties involved in the patient-care process. In these cases, work on Lean 

management or process development demanded considerable employee involvement starting 

from the bottom up, using certain tools and stressing incremental improvements facilitating 

daily operations. In this way, the employees received quick feedback on what improvement 

methods really worked.   

There could be various reasons for the HPQ decrease over time, and one important reason is 

healthcare’s financial constraints, which mean that development programs are not 

prioritized; instead, sustaining the units’ core functions is emphasized (Chuang et al., 2011). 

Interviews with managers (Study I) support this, illustrating how the healthcare managers 
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protected their units from certain decisions made by hospital management that were 

perceived to affect their units in a negative way. When interpreting the results, it is important 

to remember that top–down-initiated changes can be difficult to implement in professional 

bureaucracies if there is no consensus about their implementation between management and 

professionals (Mintzberg, 1983). Professional bureaucracies with independent professionals 

have bottom–up decision-making mechanisms. This makes it difficult to impose sustainable 

change on everybody, not just the strategic managers, as even the professionals must get 

involved and agree on the intended changes (Mintzberg, 1983; Rowe et al., 2005). This has 

meant that practical implementation varies considerably between hospitals; in some cases, it 

seems more important to claim to have implemented Lean management than actually to have 

done so in practice (also shown by Dellve et al., 2015). Earlier research also illustrates how 

the implementation of new work methods (e.g., Lean) can initially lead to poorer 

organizational performance, due to the time consumed by organization members learning or 

adapting to new ways to work (Robertson et al., 1993).  

The findings revealed that managers with little managerial experience appraised change most 

negatively, while more experienced managers appraised change less negatively.  This finding 

confirms previous research demonstrating that experience helps managers learn to cope with 

and prioritize among various managerial demands (Cziraki et al., 2014; Kerfoot, 1998).  

6.3 Healthcare managers’ support resources, sustainability, and appraisal of 
change 
The results indicate that managers who had strong support from their colleagues, own 

managers, organizational structure, and employees appraised change less negatively than did 

managers who felt that they received weak support. This is in line with previous research 

demonstrating the importance of leadership support for managers’ ability to function in the 

managerial role (Birken et al., 2012; Chuang et al., 2011; Mathena, 2002; Skytt, 2007).  

 

Good support to managers from their organization, employees, and management was 

associated with higher estimates of HPQ. This indicates that organizational arrangements 

such as formal structures are important factors in work with planned change (Robertson et 

al., 1993). Study II also indicated that healthcare managers who have a more positive 

appraisal of change increase their chances of getting their employees involved in working 

with planned change. This is important because a key factor in successful change 

implementation is that the managers can involve their employees in this work (Mintzberg, 

1983).  
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Regarding the managers’ health-related sustainability, this thesis has demonstrated that 

first-line managers experienced lower levels of energy than did second-line managers and 

that one third of all managers felt that they experienced stress to a fairly high degree. The 

managers’ most important support came from their employees, manager colleagues, and 

private life. The only support that predicted health-related sustainability over time came 

from private life, except for the managers with less experience, for whom all sources of 

support predicted some aspect of health-related sustainability. For managers with a large 

span of control, support from good cooperation with employees, manager colleagues, and 

external support predicted health-related conditions (i.e., perceived energy). This finding is 

in line with another study illustrating how employee engagement declined as work group size 

increased (Cathcart et al., 2004).  

 

Support from the manager’s private life becomes especially important given that little support is 

generally provided to first- and second-line healthcare managers (Dellve & Wikström, 2006; 

2009, Wikström & Dellve, 2009). These circumstances might force managers to strengthen their 

personal resources, such as support from their families, and to cultivate the attitude that their 

management role is a job assignment and does not define their identity. These two factors are 

vital in supporting managerial role sustainability; their importance is supported by other studies 

noting, for example, that the stressors facing managers have identity components, such as 

expectations of a compound identity and hybrid management strategies (Dellve & Wikström, 

2009). Furthermore, the excessive role demands were significantly higher among the first-line 

managers; this may be because they often have a larger span of control than do second-line 

managers (Study IV).  

 

6.4 Practical implications 
In the multifaceted environment described above, there is a risk that new managers may not 

find role models and not see the possibilities for development. The consequences of this 

could be unwillingness to accept a managerial position or to remain in a managerial role. 

There is also a risk that HCOs may not be able to foster new managers in leadership roles that 

help them survive in this environment and help them cope with the obstacles to change. This 

could lead to preservation of the existing structural obstacles (i.e., silos) with their well-

known problems. To overcome these problems, managers at all levels need knowledge of 

planned change and the ability to implement it in practice. This in turn requires that HCOs 

successfully recruit suitable managerial candidates, and be able to retain their managers over 

time. When it takes two to five years, several of these with a steep learning curve, for new 

managers to become comfortable in a new managerial role (Kerfoot, 1988), it is troublesome 

to have a turnover rate of 40% in a four-year period (Skagert et al., 2012). To counteract this, 
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the Swedish healthcare sector must create conducive organizational conditions and provide 

adequate support resources, to give the managers a working environment that creates 

opportunities for sustainable leadership. One way to strengthen the managers in their 

leadership role is to make them feel supported by, for example, their managers, employees, 

and organization. This support might decrease the manager’s negative appraisal of change, 

particularly among new managers, and make them feel that they have a reasonably good 

chance to work well with planned change. 

To help healthcare managers cope with future demands, I agree with Kotter (1996) that 

future organizations need leaders who continually develop their skills through lifelong 

learning, because patterns of growth are increasingly being rewarded in a rapidly changing 

environment. This lifelong learning should include knowledge based on empirical evidence 

instead of normative theory. It is only when we use this more practical perspective that we 

can contribute to leadership that works in a new type of organization, which in turn supports 

a new type of leadership. Decision makers must also review existing steering and governance 

principles and choose models that do not counteract each other, and contribute to the 

healthcare managers’ difficult work environment. Last, professional bureaucracy needs a 

bottom–up perspective when implementing new innovations affecting operational work 

practices.  

 

6.5 Method discussion  
The use of both qualitative and quantitative methods in this thesis may have contributed to a 

broader and deeper understanding of the studied phenomena. The longitudinal design has 

also strengthened the findings. The data for Studies I–III were collected from HCO managers 

and employees in different parts of Sweden from five small or medium-sized hospitals, i.e., 

larger hospitals and university hospitals were excluded. The included hospitals were 

governed by three different country councils. This may result in fair representativeness of 

non-university hospital care in Sweden.  Study IV was based solely on managers in 

municipalities in the region of Västra Götaland, Sweden. This may result in a fair 

representativeness of manager’s in Swedish municipal healthcare.  The questionnaires 

administered to managers in both study samples included substantially the same items 

capturing managerial support (i.e., GMSI), span of control, managerial levels, managerial 

experience, as well as background factors (i.e., gender, age, and educational background). 

This may strengthen the generalizability of the results to similar settings.      

The strengths of Study I were that it included a large number of interviews, all performed by 

the same interviewer, and that an additional 10 interviews were performed to validate the 

49 
 



findings after theoretical saturation had been reached. All interviews and analyses were 

discussed in the author team and checked against the interviewer’s pre-understanding of the 

subject. Taken together, this strengthened the reliability, quality, and validity of the results.   

Study II was based on longitudinal data from questionnaires completed by HCO managers. 

Though all managers from the selected hospitals were included, there may be other 

limitations. For example, the response rates of 70% and 74% on the first two waves were 

considered good, but only 54% of respondents completed the third wave, which is only fair 

and could be problematic when it comes to interpreting the results. However, the response 

rates were equally distributed between all the hospitals. To accommodate this, we used linear 

mixed models for the longitudinal analysis of repeated measurements. One benefit of mixed 

models is that all of the data can be used; a missing score does not prevent the analysis from 

being performed. The analysis programme handled missing data using estimates from 

available data (Twisk & de Vente, 2002).   

Study III used mixed methods, which could be a strength. However, the explanatory data 

were obtained from interviews with managers while the outcome data were obtained from 

their employees through questionnaires administered in 2012, 2013, and 2014. These 

different sources could both be a strength and give rise to patterns of results that are difficult 

to interpret. First, there may be differences between what managers express in an interview 

about their strategies and approaches to implementing planned change, such as Lean, and 

how well they manage to communicate their strategies and thoughts to their employees. 

Second, based on this reasoning, it can be difficult to connect the classifications to employees’ 

estimates of output. HPQ could be related to a range of other factors and conditions not 

analysed here. Furthermore, as HPQ was constructed from a theoretical model for the 

purpose of this thesis but has not been used earlier, it needs to be further tested for reliability 

and validity. 

Study IV was limited to one region in Sweden, and preconditions may differ between urban 

and rural municipalities. The study population was strategically selected but comprised all 

managers in the selected municipalities. In sampling municipalities, their size, political 

profile, and demographic composition were taken into account. This study also has other 

methodological advantages. Such strengths are the prospective design and the fact that only 

validated instruments with acceptable psychometric properties were used. However, a 

limitation of this study concerns the relatively small sample size for analyses involving both 

time points. As the SEM model is rather complex with a large number of estimates, the 

restricted sample size reduces the statistical power, therefore increasing the risk of type-II 

errors. 

 

50 
 



The questionnaire questions and variables that form the basis for this thesis were determined 

during the design of the survey. But then this study is a part of a larger research project, with 

several other studies, it has led to a rather extensive survey with many questions. This can 

have affected the participant’s response rate.  

 

 
 
 

6.6 Future studies 
Some questions actualized in this thesis that merit further investigation are:  

• How can Swedish healthcare steering, governance principles, and leadership 
conditions best be synchronized to foster sustainable manager health and best 
outcomes in terms of patient quality and organizational efficiency? 

• How can Swedish healthcare continue to work with developing support resources that 
benefit managers in their daily work? 

• How can Swedish healthcare continue to work with first- and second-line managers’ 
preconditions, to help them perform their managerial work?  

• How do patients benefit from Lean or process development in terms of care quality 
and efficiency? 

• What measurements can be further developed to measure the output of planned 
change?   

 

7. CONCLUSION  
 
In conclusion, 

• Implementing models of planned change requires balanced coaching leadership 

based on close manager–employee interaction and organizational structures that 

support process-oriented work (Study I).   

• Implementing planned changes requires managers with the competence to share 

responsibility with their teams and engaged employees willing to participate (Study 

I).   

• Healthcare managers who perceived strong support from other managers, their 

employees, colleagues, and the organization had the lowest levels of negative 

appraisal of change, as did managers with more managerial experience (Study II). 

51 
 



• Managers who perceived strong support from employees, management, and the 

organizational structure perceived higher levels of (HPQ) (Study II).   

• Managers practicing distanced coaching leadership, implying that they were not 

involved in development and had clearly delegated responsibility to their employees, 

were associated with better HPQ outcomes over time than were managers practicing 

integrated leadership (Study III).   

• Managers responsible for units with poor preconditions (e.g., high volume, little time 

for improvement, and less support of changes) achieved higher HPQ levels than did 

managers responsible for units with good preconditions over time (Study III).    

• Support from private life predicted health-related sustainability for all managers 

(Study IV).  

• For managers new in their role and managers with a large span of control, managerial 

support strongly predicted sustainable health (Study IV).  

 

Given that there are currently difficulties recruiting and retaining managers in Swedish 

healthcare, the present findings may be useful. The findings may be metabolized to show that 

knowledge of the manager’s specific challenges and the importance of support must be clear 

to top management in HCOs. Armed with this knowledge, HCOs can communicate their 

problems, have a chance to solve them, and thereby strengthen their managers’ sustainability 

and increase the chance that the managers will remain in their positions. It seems especially 

important to develop the work situation and everyday support resources for first-line 

managers, new managers, and managers with a large span of control. Long managerial 

experience and good perceived support from sources near the manager predict higher 

estimated (HPQ). Two conclusions from this are that top management must ensure that 

healthcare managers have sufficient managerial experience and support before they delegate 

responsibility for implementing planned changes, and that top management should allow 

operational units, managers, and professional’s sufficient autonomy during planned changes.  
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