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Abstract

Purpose: This study aims to analyze managerial aspects of governance within Icelandic healthcare
institutions, particularly regarding job descriptions and policy-making plans.

Method: We used a qualitative research method and content analysis to examine data collected from
semi-structured interviews Ten participants (5 males and 5 females) who worked as senior managers,
middle-management executives in the healthcare service, and Ministry of Welfare officials. The
participants reflected a breadth of experience and education across the spectrum of age, length of
service, and work experience in both hospitals and primary care.

Results: Data analysis revealed three main categories including policy-making plans in health care,
which identified a considerable gap between managers and executives on one side and the Ministry
of Welfare on the other, especially regarding strategy. Incidental control and effect of politicians on
healthcare operation. Second, in relation to the Ministry of Welfare and healthcare institutions we
observed unstructured, onerous, and remote communications and organization that focused too little
on professional issues. The Ministry of Welfare tended to interfere with managers’ responsibilities
and scope of work. Third, we observed strengths and weaknesses in management. Strengths included
administrators’ enthusiasm, ideas of empowerment, short lines of communications, and often
straightforward interactions, compared with weaknesses in the work processes within healthcare
institutions and toward the Ministry of Welfare, and also in job descriptions and vague definitions of
the institutions’ role.

Conclusion: The indications reported here suggest unclear policy-making plans for healthcare
institutions. Although managers and executives maintained that visions for the future are vague, the
Ministry of Welfare stated that the strategy was clear. The study identified a need of strengthening
and restructuring the way of communications, as well as clarifying managers’ role toward the
Ministry of Welfare
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1. INTRODUCTION

Through the decades and to this day, hospitals and healthcare institutions have been
among the central institutions of each society. However, they may also be controversial
institutions at times, especially for administrative and operational reasons, as well as
due to administrative or communal trends (Axelsson, 1998). In the past few decades,
these types of issues have raised considerable public debate and led to a number of
reports and reforms (Andersen and Jensen, 2010, Axelsson, 2000, Halldorsson, 2003,
Oppedal and Stigen, 2005).

The author, as a manager of a healthcare institution, is basing this study on his personal
experience of the Icelandic healthcare system. Through the years, policy makers and
even the general public have from time to time wondered and debated whether
managers of healthcare institutions perform their tasks effectively and whether
management practices and focus of work are in accordance with job descriptions,
responsibilities and expectations. Management and leadership styles of individual
managers have also been under discussion.

Inspired by this debate and aware of the major structural changes and management of
healthcare in the other Nordic countries, this study is focused on the circumstances in
Iceland.



2. BACKGROUND

In the wake of the industrial revolution in the late 18th century, great social changes
were felt throughout a number of countries. Alongside the growth in population,
urbanisation increased and practises altered with mechanisation and factory operations.
Furthermore, with the gradual increase in educational opportunities, scientific
knowledge also increased. This increase was both in health education as well as other
areas of professional education, and as a result, healthcare progressively improved. As
can be expected, this social development coordinated with the economy, customs,
attitudes, and traditions of any given place. Today’s nations, as scholars have pointed
out, may still live with unequal quality in healthcare which can be traced back to each
nation’s history, culture and governance. Thus, healthcare and institutional structuring
has taken place in various forms and in accordance with those social contracts that
governments and their respective citizens have formed (Lameire, Joffe and Wiedemann,
1999).

2.1 Public health

Through time, emphases in healthcare have shifted considerably. Instead of a
specialisation in care and the curing of diseases there has been a shift towards two other
aspects, namely health promotion and health prevention. Additionally, there has been
increased awareness and use of rehabilitation for those dealing with the after effects of
accidents, diseases and trauma (WHO, 2004b, WHO, 2007).

Health prevention revolves around preventative actions such as reducing diseases,
injuries, social problems, premature death and environmental risk factors. However,
health promotion centres on improving the quality of life, health and wellness, as well
as assisting people to correctly respond to the pressures and demands of everyday life
(Einarsson, 1995).

The above is in accordance with the way The World Health Organisation (WHO)
understands the concept of public health. The organisation also comprises the concept
of the maintenance and improvement of health, wellness and circumstance of nations
and social groups. This is done through health protection, healthcare, health promotion,
research and social responsibility, and is constructed out of cooperation in society and
interdisciplinary partnership (Ministry of Health and Social Security, 2008, WHO,
2009).

The first international conference on health promotion was held in Ottawa in 1986 and
was an answer to the call of a new international movement focusing on public health. At
this initial conference, members mainly looked towards the industrialised areas of the
world, though not overlooking other areas. Since then, on WHO’s behalf, more
international conferences on the subject have taken place worldwide and furthermore,
there seems to be increased importance in nations’ reporting on this particular aspect of
health (WHO, 2009).



In September 2012, WHO’s European Offices approved a healthcare policy that should
be in effect until 2020 (Health 2020). Its goal is to create a harmonised outline for the
policy making in healthcare in Europe, which tackles the main health issues of member
states. Furthermore, the measures described in the policy are based on evidence-based
and effective processes (WHO, 2012).

In fact, the implementation of public health objectives takes place ubiquitously in our
surroundings. For instance, authorities in Iceland organise them in various ways but the
key initiatives are found in public institutions such as primary healthcare facilities.
Hospitals and other healthcare institutions also work diligently towards opening
dialogue and coverage of public health objectives. They also try to reduce interceptive
actions, prevent hospitalisation, and encourage and educate professionals and their
clients on the importance of healthy living (Ministry of Health and Social Security,
2008).

2.2 The Nordic countries

Currently the five Nordic countries are now independent states; however, this has not
always been the case. These countries have in the last thousand years had close political
relations, been partially united and in a constitutional community. To this day, they are
considered alike in aspects and practices. Sometimes this is referred to as a Nordic
social structure or the “Nordic model”.

Kristiansen and Pedersen (2000) have compared healthcare in the Nordic countries.
According to their comparison there are a number of common aspects. These are the
principles of equality, of equal access to healthcare, of affordable service charges and
the notion that the government funds the largest part of the healthcare operations and
finances hospitals. In these countries there is a similar level of education in the
healthcare services and good access to doctors and medical professionals. However,
according to their finding there is a difference in arrangement on various levels. Thus, in
Denmark there is an emphasis on primary care, which differs from what takes place in
Sweden. Healthcare services in Finland have moved towards privatisation and
capitalism, thereby creating some distinctiveness among the Nordic countries. There is
also a difference in these nations’ consumption of healthcare services, as well as a
difference in their definition of service need. The staffing of doctors is presumed to be
similar, even if Norway considers itself in need. Additionally, Iceland has some
distinctiveness in these comparisons, mainly though in light of their small population
and for being as the most centralized in this aspect among the Nordic countries
(Kristiansen and Pedersen, 2000).

Examination of institutional environment in healthcare in the Nordic countries clearly
shows that vast changes have been taking place in these past decades. Runo Axelsson
(2000) has investigated the evolution in hospital services in Sweden between 1865 and
1998 and the changes that have followed. He believes that while similar changes have
taken place in other countries, Sweden sets itself apart by the magnitude and frequency.
In his study Axelsson divides the period into five distinct evolutionary phases. They
begin with the definition of the traditional institution around 1865 and conclude with the



phase of quality management around 1996. It is characteristic of these phases that they
continually became shorter and therefore the changes in healthcare became ever more
frequent. Now, this can possibly be explained by recurrent attitude changes in society
and also by elements of what is in fashion in the area of management. However,
Axelsson warns that the speed of the frequency of changes can still grow. As a result
there will be fewer opportunities to independently assess current operations and learn
from past experience. In these circumstances it is good to rely on resources such as a
more focused administration and an increasing reliance on systematic, empirical and
evidence-based solutions. Axelsson (2000) terms this as an evidence-based approach or
as evidence-based management.

Several of the Nordic healthcare reforms since the early 1990’s have had at least one
characteristic feature. That is the wish to minimise politics in the decision-making
process. This represents a new way of rethinking hospitals that is strongly influenced by
the private sector and industry. This development has been comparable to the market-
orientated reform wave known as ,,new public management“(NPM) (Hood, 1995;
Savoie, 2003). NPM emphasises the need to rethink how the public sector is organised
and managed. The day-to-day operations should be performed without intervention
from politicians. These reforms intend for politicians to be occupied with ideological
and strategic questions and leave the implementation and details to professional
managers. While the reform elements have been designed differently in the Nordic
countries, many similarities such as regarding the changing roles of patients and
budgetary efficiency remain key focus areas (Kjekshus, 2009; Martinussen and
Magnussen, 2009).

2.3 An overview of the Icelandic healthcare system

Iceland is the world’s 18th largest island, and Europe’s second largest island after Great
Britain. The entire country is 103,000 km? in area, and with roughly 325,000 inhabitants
in 2014. It is also the most sparsely populated country in Europe, averaging around 3.1
inhabitants per km?. Furthermore, about 200,000 of the country’s inhabitants live in and
around the capital of Reykjavik on the southwest coast.

The Icelandic healthcare system has primarily been structured around the notion of
diagnosing and treating diseases. However, in the spirit of modern thinking the
government has placed increasingly more emphasis on healthy living and people’s
responsibility in their own health. (Ministry of Health and Social Security, 2008; WHO,
2009).

The current healthcare policy in Iceland was formulated in 2008 and was in effect until
2011. In the spring of year 2012, a new healthcare plan was begun and a draft is here
already but it has yet to be approved. A renewed healthcare plan reflects international
emphases and simultaneously rests on the foundation of former national plans and
current laws. The plan also refers to the healthcare policy of WHO (Health 2020), both
in terms of emphases and the period of validity. This new plan would evaluate possible
direct or indirect effects of certain actions, laws, regulations, drafts, and other
governmental measures on public health as there is already considerable knowledge of
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how environmental and organisational aspects can affect the development of diseases
and other health problems (Ministry of Welfare, 2012).

The Act on healthcare service no. 40/2007 forms the basis of the Icelandic healthcare
services. According to this law, the Ministry of Welfare governs the organisation,
approach and funding of the healthcare services in the country. The Ministry also
executes the government’s plans regarding healthcare and social services. According to
laws, regulatory acts, and terms of reference, the Minister of Welfare is responsible to
the government and the Parliament, while the managers of healthcare facilities are
responsible to the Minister.

The Ministry of Welfare is responsible for citizens having access to healthcare services,
receiving support, help and treatment against diseases and accidents. Additionally, the
Ministry is responsible for a number of other things such as the efficiency and quality
criteria within the healthcare system, staffing, housing, medical equipment in their
facilities and medical transport services (Ministry of Health and Social Security, 2007a)
This Ministry was re-formed and re-named on January 1st 2011 as the Ministry of
Welfare and has since then the responsibility for administration and policy making of as
well as social affairs, health and social security.

There are 75 municipalities in the country and they are further split into seven
healthcare regions. The role of the regions is supposed to organise, strengthen and
improve the local healthcare service, as well as to ensure that every citizen, as far as it is
possible, has equal access to the service (Ministry of Health and Social Security,
2007a). While government policy is that each region has one hospital, that goal has just
partly been realised. Additionally, while the municipalities are generally not responsible
for healthcare services they mostly take care of the social services, such as elderly care,
domestic services and manage affairs of the disabled.

There are two acute hospitals in the country situated in Reykjavik and Akureyri, and six
smaller regional hospitals that work in conjunction with primary care facilities.
Additionally, there are 10 other healthcare facilities around the country that offer both
primary care and medical services, such as home nursing, school healthcare, maternity
care and child healthcare. Moreover, there are 23 clinics in rural areas that offer service
day and night.

The regional hospitals offer various levels of specialist care but the government’s policy
is, that specialist care should move away from the smaller hospitals towards the larger
institutions. In Iceland there is also a number of private practitioners providing
specialist outpatient care. These may either be working on their own or providing
service through group practice. They work on a fee-for-service basis, with most of them
situated in Reykjavik. The private practitioners are the most rapidly growing part of the
healthcare sector in volume. Aside from these practitioners and a few other exceptions,
the primary care and healthcare institutions in the country are publicly owned. Unlike in
most developed nations, there are no private hospitals in Iceland, and private insurance
is practically non-existent. The citizens of Iceland have the freedom to choose their
healthcare provider and there is no gatekeeping system to the services of privately
operating specialists.



About 80% of the operational expenses of the healthcare services are paid for by taxes
and executing these services is mostly state supervised. However, the operation of
elderly care facilities is mostly in the hands of municipalities, private owners and
charitable organisations.

The government’s policy in Iceland aims to reduce direct and indirect expenses due to
diseases and accidents by emphasising health prevention and strengthening primary
care. By strengthening this aspect, they hope to create better general access to
healthcare and enforce the policy that primary care facilities are the first stop for people
that need healthcare. However, Iceland still differs from other Nordic countries in the
sense that lower importance is placed on public health policy as opposed to curative
measures. While much emphasis on prevention and communal health is common to the
other Nordic systems, Iceland does not share this emphasis to quite the same extent yet
(Asgeirsdottir, 2009).

Current laws regarding healthcare services explain in generalities the role of the
manager of a healthcare institution in this way: “The Chief executive is responsible for
the facility he/she manages, that it operates in accordance with law, government
directives, and the terms of reference under paragraph 3. The Chief executive is
responsible for the service provided by the facility, for operating expenditure and
performance of the facility being in accord with the Budget, and for effective use of
funding ” (Ministry of Health and Social Security, 2007a).
As referred to in the above paragraph, all managers of healthcare institutions receive
terms of reference when they are hired. In article 3 of that paper, the manager’s main
duties are listed as follows:
e Craft an organisational chart for the institution
Craft a yearly work- and budget forecast
Work towards a long term policy direction
Run the day-to-day operations, hire staff and oversee personnel
Work towards innovation and changes in the operational activity to further
benefit patients
Promote the development of, and review of the institution’s performance
e Work towards the harmonisation of all aspects of the service
e Work towards the objective that the institution can meet the demands of
educational institutions regarding the teaching and training of medical students
e Strengthen the collaboration with other healthcare institutions, hospitals and
primary care facilities
e Complete other tasks set by the healthcare services authorities (Ministry of
Health and Social Security, 2005).

2.4 New emphases in Iceland

Many of the substantial changes of health systems in recent decades that have been
implemented in various parts of the industrialised world, such as in the Nordic
countries, have been outlined under the term of New Public Management (NPM)
(Hood, 1995; Savoie, 2003). Some Icelandic policy-makers have looked with interest
toward these changes in the Nordic countries. These are changes such as, for example,
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those that allow for market forces to have a greater role and for the utilisation of
economic incentives for healthcare providers. The organisational structures of the
Icelandic system have in fact undergone some formal changes to improve its handling
of a more market-oriented system. Consequently, the Icelandic Health Insurance was set
up in 2008 to achieve an increased purchaser-provider split by acting as the
government’s purchaser of healthcare services. Nevertheless, legal provisions on this
point have been repeatedly postponed and have only come into effect to a limited
extent. The relative role of the private sector in healthcare is still substantially smaller in
Iceland than in the other Nordic countries (Asgeirsdottir, 2009).

It was in the mid-nineties that revisions and altered methodologies were introduced in
the management of governmental agencies in Iceland. Consequently, the work
environment of civil servants changed. This policy was introduced in a publication titled
A Policy on innovations in governmental operations (Ministry of Finance and Economic
Affairs, 1996a) under the slogan simplification, responsibility and success. The
publication was built off the ideology of New Public Management (NPM). The goal of
the changes in the work- and operations environment was to make the state more able to
fulfil its obligations towards society economically, efficiently and successfully.

In 1996, to make sure that the aforementioned objectives were achieved, the law was
changed. This change increased the independence and flexibility of public offices as
regards staffing. The law shifted the decisions and responsibility for management and
staffing over to the public offices (Ministry of Finance and Economic Affairs, 1996b).
This change in the government staffing policies was believed to be the prerequisite for a
more efficient and economical state operation.

The policy making role of the minister, as well as his authority to implement these
policies, were further reinforced with a change in the law in 2003. Additionally, the
changes in law removed the board of executives in healthcare institutions and hospitals.

Then in 2007, even newer healthcare service laws were passed to replace old laws from
1990. The main objective of these new laws was firstly, to further clarify the basic
organisation of the public healthcare services. Secondly, to provide a legal framework to
follow for the Minister of Health, as well as for the healthcare services authorities, and
particular healthcare institutions. Thirdly, to ensure effective supervision over the
quality and performance of the healthcare services. Lastly, to further define the policy
making role of the Minister of Health within the law, and to ensure he has the
appropriate legal authority to enforce his policies. The policies could, for example
revolve around the organisation of the healthcare service, the prioritising of assignments
within it, and where the healthcare service should be provided and by whom (Ministry
of Health and Social Security, 2007a).

The shift of emphasis inherent in these new laws increased the demands on employees
and management of healthcare institutions, as well as that of other public institutions
(Adalsteinsson, 2010). For example, there was a provision on managers implementing
modern management ideas, and being positive and collaborative with employees.
Managers were also to closely observe their employees, guide them when necessary and
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ensure their increased development and growth. Therefore, to achieve these operational
objectives it was practically assumed that the public sector turned towards the
management methods utilized in the private sector in the spirit of New Public
Management principles (Adalsteinsson, 2010).

Still, as other Nordic countries, Iceland has recently implemented what at the outset
seems to be a decentralisation of the health care system. This has been done by dividing
the country into seven healthcare regions, as earlier described. This has been done not to
necessarily devolve power to the regions. In fact, the creation of healthcare regions was
largely motivated by the need to increase mergers and cooperation between institutions.
Such institutional mergers have been taking place systematically since the mid 1990s
and are still taking place both in Iceland and other Nordic countries.

2.5 The performance of healthcare institutions

In the autumn of 2007, an extensive survey of the work environment of around 200
public officials in Iceland was presented. This survey gathered information about
managers’ attitudes towards a number of aspects of their work environment. This
included, for instance, their anonymous evaluation of communications with their
respective ministry. The survey found that less than a half of the managers were content
with communications with their Ministry. Furthermore, only one out of ten believed that
the Ministry promptly responded to queries and gave helpful feedback on their work.
When it came to communications regarding specific matters, policy making or
performance management, the most negative responses came from managers of
healthcare institutions. The survey questioned the financial and professional freedom of
managers, and again the lowest contentment scores came in the category of managers of
healthcare institutions. However, the large survey found that managers of healthcare
institutions were most positive in their attitude towards the Ministry’s distribution of
information and consultancy, apart from elements relating to financial facilities
(Kristmundsson, 2007).

It is important to remember that the Icelandic healthcare system is more centralised in
governance structure, management, regulation, implementation and financing than it is
in the other Nordic countries. The Minister of health oversees practically all health
affairs while the involvement of local authorities in financing is limited to exceptional
instances. For the most part, institutions are financed by a fixed yearly budget.

The Icelandic National Audit Office (INAQ), as an independent monitoring body of
Althingi, has for a number of years made annotations on public institutions in Iceland.
Those annotations regard the lack of control in management, including the management
of healthcare institutions. The INAO sends reports and reviews to Althingi, the
Icelandic Parliament, and it was as recently as 1996 that they performed an
administration audit of seven hospitals outside the capital. The audit, for example, stated
that in the preceding years, deficits from operation of hospitals were a rule rather than
an exception. They further stated that even if ineffective management and insufficient
financial restraint can partly be blamed for the hospitals’ budget deficits, they are not
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enough to explain the entire deficits from operation (The Icelandic National Audit
Office (INAO), 1996).

Since then and until present time, the INAO has repeatedly covered these issues and
frequently reiterated these points of view to the authorities. In a report from 2008 it is
emphasised that the INAO has pointed out a number of things that have not been
adressed, such as defects in the implementation of the general budget, a lack of respect
in its execution, and a general lack of discipline from a number of institutions. The
INAO also finds that the repeated refractions of the finance laws and regulations
regarding budget execution, as well as the Ministry’s inactivity in reacting to this,
shows that the responsibility does not entirely lie with the managers of institutions
(INAO, 2008).

For further illustration, the INAO, still in a report from 2012, points out that seven out
of eleven healthcare institutions have deficits from operation. Furthermore, four out of
the seven utilise a bank overdraft to uphold their day to day operations. A report from

2013 further states that nine out of eleven rural healthcare institutions have deficits of

operation. Moreover, the report states that this is illegal and challenges the Ministry to
find a responsible solution to the institutions’ dilemma (INAO, 2012, 2013).

There are definite law- and regulatory provisions that are in effect for the execution of
the general budget (INAO, 2012, 2013). These provisions provide the Ministry with
legal recourses to establish a disciplined budget management within institutions that
have financial difficulties for years on end. However, managers of healthcare
institutions in Iceland generally leave their positions on their own initiative or during
the dismantling or merging of institutions. Regardless of deficient operational success
and reiterated annotations from the INAQO, the Ministry has not utilised any of the legal
recourses within their purview.

In this regard it is not easy to compare the circumstances of managers of healthcare
institutions across the Nordic countries. Most places have experienced tumultuous
organisational adjustments as the healthcare service has undergone systematic and
administrative changes. Furthermore, institutions have merged or been closed, which
has generally led to fewer managers. Kjekshus (2009) has pointed out that much more
research is needed to be able to verify the impact of those changes in recent years.
However, judging from media coverage in other Nordic countries, the hints are that
managers hold their positions for a shorter time due to initiative from government or
authorities. Yet, examples from Sweden and Norway show that insufficient operational
results or a breakdown in communication often seems stated as the main reason for
action taken (Websites, examples of media coverage, accessed August 2014).
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3. THEORETICAL FRAMEWORK

3.1 Defining management

The line between a manager and a leader may often seem unclear. However, Stephen R.
Covey (1996), in the book The Leader of the Future, maintains that there is a significant
difference between management and leadership. Both are vital functions and because
they are, it is critical to understand how they are different so one is not mistaken for the
other. Covey further states that leadership focuses on doing the right things, while
management focuses on doing things right. If using his metaphor, leadership makes sure
that the ladders for climbing are leaning against the right wall, while management
makes sure that ladders are climbed in the most efficient way possible (Covey, 1996).

Daft and Marcic (2001) have also discussed the distinction between the terms
“management” and “leadership”. According to their definition there is a substantial and
important difference between the two. They argue that the management power comes
from the organisational system, it encourages stability, order and problem solving
within the structure. Leadership on the other hand has its origin around personal sources
that are not invested in the organisation in a similar manner which is in terms of
personal interests, goals and values. Essential difference between the manager and the
leader therefore relates to how the power and influence is obtained and the level of
compliance this generates among supporters (Daft and Marcic, 2001). Hence,
management has the overtones of carrying out objectives laid down by someone else, as
John Adair points out. There is nothing in the concept of management which implies
inspiration, creating teamwork when it is not there, or setting an example. When
inspiration and teamwork exist, you may well have managers who are in effect leaders,
especially if they are the source of the inspiration (Adair, 2004).

Certainly many definitions of the terms ‘management’ and ‘leadership’ have been
introduced. These terms are frequently used nowadays and the difference between them
widely debated. However, Henry Mintzberg believes that the difference between these
terms is in fact irrelevant and points out in his book Managing that “Leadership cannot
simply delegate management; instead of distinguishing managers from leaders, we
should be seeing managers as leaders, and leadership as management practiced well”
(Mintzberg, 2009, p. 9).

Furthermore, scholars have not yet agreed if management comes entirely from talent,
attributes or heritable behaviour. Initially, the theory was that the attributes of effective
managers were heredity, or some type of gift that could not be learned. However,
scholars later pointed out that by increasing their knowledge, everyone has the
possibility of becoming a good manager (Axelsson, 1998, Baker, 2003, Daft and
Marcic, 2001, Mintzberg, 2009).

The term management is after all fairly broad and serviceable in a wide array of

circumstances. The formal definitions thereof tend to be shaped by the context in which
the term is being used.
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WHO defines the term management differently, depending on the context. The
definition used here is found in the WHO publication from 2004, called Management,
Leadership and Partnership for District Health. It states that management is: “An
organized process that guides the utilization of various resources — human, financial and
material — to meet a desired organisational goal taking into consideration consumers’
demands (clients’ needs), and the political and economic situation” (WHO, 20044, p. 1).

In the book Healthcare Management the term itself is not defined but the term
‘management work’ is defined shortly as “Decision making about the organisational
context within which work is performed” (Shortell and Kaluzny, 2006, p. 535).

When the term management is used in context with the hospital environment it is good
to look towards Schultz and Johnson’s definition of hospital management as “the
coordination of all resources through the process of planning, organizing, leading and
controlling in order to obtain stated objectives” (Schultz and Johnson, 1983, p. 14).

3.2 The role of manager

Many scientists and scholars have reported on management and organisations. While
the author has a great respect for all contributions towards the increased understanding
of the subject matter, he limits his theoretical summary to the take of a very few
respected scholars in this area. These scholars have enjoyed, and still enjoy,
international attention and recognition for their research, writing and theoretical work
on the subject.

A manager’s role and work scope is generally complex. Currently there is increased
demand for managers having a comprehensive practical knowledge, training and
managerial competence. As institutions expand, take on more wide-ranging projects and
expectation of more advanced planning increases, so too will demand for specialised
education (Axelsson, 1998).

A number of scholars have covered the aspects regarding the role of the manager.
Kreitner (2006) and Northouse (2004), for example, define the role of the manager as
mainly revolving around, working with (cooperation) and through (management) others
to achieve the set objectives of the organisation. However, Henry Mintzberg (2009)
defines the roles of the manager as being the responsible person for the institution or a
defined unit thereof.

According to Sayles and Strauss (1966), managers are among those employees that have
a special interest in the mechanism, efficiency and effective methods of the
organisation. Individuals with management- or leadership abilities can be found far and
wide in the institutions and not all of them occupy defined management positions.
Instead they are, as he calls them, informal leaders (Sayles and Strauss, 1966). Those
people might make suitable management material and often seek out added
responsibility by taking on projects.

When discussing these theories, one of the most commonly asked questions is: “Is the
work of managers best described by the objectives of management or the roles one
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undertakes as a manager?”” This question was posed in 1971, when Henry Mintzberg
established his contemporary theory on Management roles, which differed from Henri
Fayol’s 1949 classical theory on Management Functions (Mintzberg, 1975, Wren and
Bedeian, 2009).

Henri Fayol is thought of as a pioneer in the field of management science, and among
the first scholars that defined management as a discipline. His theory about management
and administration was built on personal observation and experience of what worked
well in terms of organisation. In his time, Fayol clarified the versatile roles of managers,
the elements of management. Over the years Fayol’s original list of managerial
functions has been updated and expanded by management scholars. Those clarifications
are to a certain extent still relevant to the roles and actions of the modern day manager
(Wren and Bedeian, 2009).

Fayol argued that certain principles existed which all organizations must follow in order
to operate and be administered efficiently. This type of assertion typifies a “one best
way” approach to management thinking. Firstly, the role of planning, the starting point
which creates a framework for future decisions and involves the course and vision of the
organisation, as well as how it can be achieved. Secondly, the organisational role, which
involves designing roles, delegating tasks between roles and outlining the work
allocation. Thirdly, the leadership role, which comprises of encouraging employers and
ensuring that everyone is working as a united whole towards a common goal. The fourth
matter is the role of supervising, which comprises of issuing directions, making sure
they are followed and goals are achieved. Lastly in Fayol’s opinion, the role of
managers was to maintain control to ensure that these core objectives were met, and
also to steer employees back to the correct path if they had deviated from set objectives
(Wren and Bedeian, 2009).

Henry Mintzberg articulated Fayol’s fundamental belief that management is about
applying human skills to systems, not applying systems to people. On the other hand he
argued that Fayol’s principles of management did not embody the turbulent nature of
managerial work. He conducted empirical research, which involved observing
(“structured observations™) and analysing real activities of managers from private and
semi-public organizations and noted several flaws from Fayol’s management functions.
He maintains that, in spite of multiple theories and models of management, the
behaviours and roles of the best managers clash with the academic definition of their
role. Additionally, that this is due to the fact that managers are continually responding
to unforeseen external influences, are governed by circumstances and often have to
make sudden decisions without any notice (Mintzberg, 1993, 2009).

Mintzberg has written substantially about the managerial roles. On the basis of his
research, he divides the role of a manager into three main subjects, under which fall ten
functions. Firstly, there is the subject of communication. Under that fall the functions of
being a spokesperson, of having the operational responsibility for the organisation and
its employers, and of motivating and guiding the employers. It also encompassed the
function of being a liaison within departments and units in the organisation and from it
to the outside community. Lastly, under this subject falls the very important function of
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being a leader, which the fulfilment of often serves as a judgement of, if a manager’s
efforts have failed or succeeded. Secondly, there is the subject of information
distribution. The managerial functions that fall under that subject are being a reception
executive, which accepts and processes information within the courses of action
available to him. Next, to act as a “neural” net of information distribution, which
distributes internal and external information to the organisation. Additionally, there is
the function of a group spokesman, which is done in the name of the stakeholders of the
organisation. Thirdly, there is the subject of decision making. According to Mintzberg,
the functions that fall under this subject are those of influencing and initiating change,
and mediating and steering under unexpected circumstances or in conflict. Then there is
the function of distributing resources that are important for the operation, such as capital
(Mintzberg, 1975).

According to Peter Drucker, Fayol’s functional principle leaves little scope for
innovation and is thus inadequate when working to develop, test and prepare employees
(Drucker 1982). Throughout his career, Drucker has devoted considerable effort and
space to define the nature and role of management. In 1954 he proposed the theory of
management by objectives (MBO), which is still used in businesses and organizations
today. This theory centres on businesses and organisations deciding upon
organisational objectives. These objectives are broken down into departmental
objectives and then down into individual employee objectives. Moreover, as employees
are involved in this process, Drucker suggested that motivation will improve, as
explained below.

Drucker argues that leadership is valuable; it gives the organisation meaning, defines
and nurtures its central values, creates a sense of mission, and builds the systems and
processes that lead to successful performance. Drucker points out that the role and
competence of managers lie in five aspects, with the first being goal setting. In goal
setting the managers set goals and the means to achieve them and then impart this to
employees so that they work towards these goals. The second aspect involves
organisation, where the manager analyses the operation, defines the roles and tasks
inherent in the operation, and hires necessary staff. The third aspect is the motivation,
where the manager has to build a strong team, attract talented staff, as well as retain,
train, develop and ensure the continued growth of this staff. The fourth aspect of the
manager’s role has to do with performance and feedback. This is in the sense of being
able to objectively measure staff performance through, for example, a performance
evaluation system or staff interviews. Finally, the fifth aspect revolves around the
growth and development of the individual, where the manager himself grows and
thereby influences growth in others (Drucker, 1974).

More academics have introduced theories that propose increased emphasis on
participation and involvement of employees in shaping the work environment when
focusing on changes. The Transformational Leadership Theory (TLT) is among those.
This theory was initially presented in 1978 by James MacGregor Burns. He was one of
the first to study leadership as a relationship between leaders and followers rather than
simply as an assessment of the traits that set leaders apart (Goethals and Sorenson,
2004). Burns® work and theory has later been extended by Bernard M. Bass.The
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fundamentals of these theories are terms such as connection, leadership, environment,
and that operational changes take place with an active support and participation of staff.
In this type of process, the objectives of success that are being aimed at are likely to be
reached (Bass, 1990).

However, Gary Yukl (1999) has evaluated the transformational and charismatic
theories. He finds that there is considerable evidence that transformational leadership is
effective but he has also identified some conceptual weaknesses. Yukl maintains that
unlike the most “traditional* leadership theories, which emphasise rational processes,
theories of tranformational and charismatic leadership emphasise emotions and values
and include more individualised consideration. Even though leadership is viewed as a
key determinant of organisational effectiveness, these processes receive insufficient
attention in most theories of transformational leadership. They do not, for example,
describe the underlying influence processes clearly, nor do they specify how the leader
behaviors are related to these processes. Therefore, some serious conceptual weaknesses
need to be corrected to make the theories more useful. Yukl further argues that no single
theory should be expected to include all aspects of leadership behavior and he questions
some of the assertions from Bass (1990) about the completeness of these as full-range
leadership theory.

Yet another option to approach is strategic management. Those principles have much in
common with MBO and incorporate many theories and methods from companies,
public institutions, or other organisations. Examples are planning and clear formulation
of objectives, extensive training and participation of employees and progress monitoring
(Bass, 1990). Strategic management is a composite term for a field that is most
commonly known as policy making, policy making planning, or even effective
management. This concept has evolved over time and another notable approach for
policy implementation has emerged. In this strategy, a policy is considered as a process
and a pattern of acts and has been called a strategy as an emergent phenomenon
(Steinporsson, 2003b). The starting point of this strategy is for the policy to be created
with employers, clients and other interested parties collaborating and communicating
with each other. Moreover, it is assumed that the work inherent in the planning,
shaping, and execution of the policy is intertwined, and therefore not easily torn apart
(Steinporsson, 2003a).

Many scholars therefore, including Edgar J. Meyer (2008) have stressed how important
it is to communicate the strategy clearly towards all the respective team members. If
people in the organisation do not know or understand the strategy, they have no way of
using it as a basis for their decisions or actions. When strategy is determined by only a
few of the top people in the organisation, the risk becomes that employees have little, if
any, ownership or belief in the chosen strategy (Meyer and Slechta, 2008).

Paul Strebel also points out that for many employees, including middle managers, the
fact is that change is neither sought after nor welcomed. Furthermore, change can be felt
as disruptive and intrusive, and may upset the balance. According to him, these views
are often underestimated (Strebel, 1996).
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Mintzberg and Gosling (2002) approach the subject of managers’ role both theoretically
and practically. They focus on the actual environments and emphasise that in order to be
a good manager, one has to at least possess the following qualities:

Firstly, there is the ability of self-control. Here it refers to a person’s awareness of
his/her feelings and actions. Additionally, it is essential that a manager can handle
events which are taking or have taken place in his or her personal life. Individuals with
a strong identity generally have a good self-esteem, are even-tempered, positive, and do
not let irritations influence them.

Secondly, there is the ability to manage relationships. This refers to the ability to
cooperate with others. Individuals with this ability are usually radiant social creatures
with a good self-control and a comfortable presence. This ability also requires focus and
self-discipline to empathise with others. An important part of this is also to understand
the expectations of others and align those with your own conduct and behaviour.
Thirdly, there is the ability to control the operations of a company or institution. In
running an institution or a company it is important to possess the ability to correctly
read your environment and make realistic decisions. Also there are a number of things
that can influence and skew decision making, such as an excess of self-esteem,
optimism, pre-supposition or personal experience, as well as a flaws in a person’s
reasoning.

Next, there is the ability to understand and handle the cultural context. This aspect refers
to the development of managers in an international setting. These factors call for
mobility, travel and the experience of another country’s culture. Therefore, with
increased globalisation managers need employees with international knowledge and
background.

Finally, there is the ability to control changes in the environment. Work-place and
environmental changes are an inescapable aspect of everyday life. They further
highlight that managers must realise the importance of possibly rapid changes and they
should possess the ability to adjust well, whether a manager is operating a company or
an institution. Furthermore, it is likely that changes will only add to a manager’s
knowledge. (Mintzberg and Gosling, 2002).

3.3 Managing healthcare institutions

Healthcare institutions are often characterised by distributed power, multifaceted goals
and a number of players (Prenestini and Lega, 2013). Within such a complex and
diverse context, senior healthcare managers are expected to implement the approved
strategy. They are even expected to provide strategic direction and lead institutions
toward their goals and performance targets. Among the complex issues that managers
are supposed to handle, are the effects of new technologies, and the selection of those
technologies that provide greater benefits than costs. Managers’ tasks include
assessment and negotiation of intricate financial agreements and required resources are
provided without risking long term fiscal viability (Schein, 1996). Managers of these
types of institutions are also expected to mediate internal conflicts between
professionals and balance the competing demands of community groups, regulators,
contractors, staff and patients, to name but a few (Baker, 2003).

19



Thus, it is important to set clear boundaries that relate to all the staff members regarding
internal matters and principles. Paula Rolfe (2011) points out in her article how
important it is for the employees to know their roles, to feel secure, and to be content
with the conditions and the work environment. However, weaknesses in this area can
affect success and efficiency of institutions. Job satisfaction is also an important factor
in this context and can have a positive effect on how successful an institution is in its
role. This has been found to increase ambition, interest, and diligence, as well as
decrease employee absences. In this sense, the leadership qualities and the
communicative competence of executives are fundamentally important and can further
determine employee’s loyalty and commitment toward the work place (Mosadeghrad
and Ferdosi, 2013, Skogstad and Einarsen, 1999).

Shortell and Kaluzny (2006) even go so far as to speculate that institutions that provide
healthcare services are unique and distinctive among corporate institutions. They argue
that this is especially true when the management aspect is considered. There are several
reasons for this, such as because it is harder to define and assess the operational output,
and because the issues that are being dealt with are so complicated and varied. This is so
also because most of the issues are urgent and cannot be delayed, and because there is
low tolerance for mistakes and ambiguity. Further, because the work is quite
specialised, the activities depend on broad cooperation between specialist groups, and
finally because the work is built up on groups that are by tradition bound to loyalty
within the profession rather than to their employer. However, Shortell and Kaluzny
specify that healthcare institutions are not completely unique as there are more
institutions that operate under similar circumstances, such as air traffic controllers and
even the university community. Shortell and Kaluzny (2006) emphasise that general
acknowledgement of the distinctiveness of healthcare service institutions may be
harmful, especially if it leads to the belief among managers that their work is so
difficult, demanding and unique that the work cannot be improved or outside experience
is not applicable.

Management reform is a matter that Runo Axelsson (1998, 2000) has covered
extensively, especially in light of the vast changes that have taken place in the
institutional environment of healthcare services, such as in Sweden. Axelsson indicates
that some of the large scale institutional and system changes that have taken place were
supported by very limited research, but rather some popular opinions. Moreover, that
the researchers in the field have played little part in the evaluation and development of
the various institutional models. The problem with all this is that the human aspect has
been grossly undervalued during the design, alteration, enlargement, and merging of
these institutions. The bureaucracy and technical performance capacity has been valued
too highly and as a result the social elements are unsatisfactory. Therefore, there is
increasing criticism among employees of many of these institutions. Doctors that are
well versed in evidence-based medicine call for a similar approach to the design of these
institutions, where theoretical, evidence-based and empirical practices will prevail
(Axelsson, 1998).

Edgar H. Schein has made a notable mark on many areas of the field of organisational
development and learning. Schein (1996) has examined cultures of management and
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made constructive attempts to explain why organisations fail to meet innovations, new
demands, attitudes, and techniques with the challenges of a new century in mind. He
maintains that among each organisational subculture there are three particular cultures.
He calls those the “operational culture”, the “engineering culture” and the “executive
culture”. These three cultures, he states, are often scarcely aligned with each other.
Additionally, there is a lack of understanding among those types of cultures and
therefore they often work at cross-purposes. This lack of cohesion causes the failure of
organisational learning. The consequences of this are often inactivity and continuation
of less efficient or effective practices. Schein takes an example from the healthcare
industry and states that the needs of the primary care physicians (the operator) to do
health maintenance and illness prevention might conflict with the engineering desire to
save life at all costs. Furthermore, this might conflict with the executive desire to
minimise costs, no matter how this could constrain either the engineers or the operators.
Schein feels that there is a way to go before the problems of organisational learning and
development are solved. He further believes that it is fundamentally important for the
executive and engineering communities to begin their own learning process and start
structuring the problems of management cultures. This will enable people to find
solutions that work for the twenty-first century (Schein, 1996).
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4. THE AIM OF THE PROJECT

4.1 Objectives

The modelling of Icelandic hospitals is changing from medical specialities to divisions
with unit-based budget responsibilities and improved institutional accounting practices.
Efficiency, accountability, transparency, and enhanced management are common goals
for the governance reforms in the Nordic countries as well as in other countries in
Europe. Ownership structures, financing and payment mechanism have changed
alongside the more general aspects of the regulatory structures. Currently, the demands
in institutional management are changing as is the case in the leadership structure. Data
show an increasing turnover of top management in most of the Nordic countries,
especially after the turbulent times and reforms of recent years. However, the problem is
limited knowledge available regarding the real effect of governance changes on
organisations and their performance. There is a clear need for further research in this
field (Kjekshus, 2009).

As mentioned above, there are increased demands for performance, efficiency and more
effective governance in healthcare. As a consequence, the need for leadership in
managerial jobs and the difficulty of providing effective leadership in such jobs has
grown considerably. According to John P. Kotter (1988), this is mainly due to two
reasons. These are the dramatic shift in competitive intensity and the increasing
complexity of the managerial environment. He argues that each reason is independently
having a demanding impact on the current environment (Kotter, 1988).

At the same time, there have been assertions that both the government and the public are
increasingly impatient due to the negligent and ineffectual management of the
healthcare services and substantial expenditure there (Edwards, 2003). Therefore, there
is this increased risk that the discord about funding on the one hand and adequate
healthcare on the other will create conflict with the government. The latter generally
demands that operational and financial objectives are unconditionally enforced. This is a
well-known, and hotly debated subject in Iceland. However, professionals see this as a
strain on the acute and sensitive services that are being provided. Therefore, many
questions arise regarding the formal and informal communication between
administrators of healthcare institutions and authorities as regards the strategy and
organisation.

The author has examined material from a variety of sources to figure out whether the
scientific community has dealt with real management practices extensively. Much has
been written and theoretically studied in the field of management, both in general and
specific management areas. However, through the years, the procedures and practices
of senior management have actually been studied to a lesser extent, particularly in the
healthcare sector. Yet, within the specific field of leadership, there are signs of growing
interest, not least as the use of qualitative research method and its impact in the field is
beginning to be felt (Bryman, Stepehnes, Campo, 1996, Bryman, 2004) but not so much
in Iceland, however.
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The goal of this study is to deepen the understanding of the position of managers of
healthcare services in Iceland and to explore the communications between them and
authorities. Attitude, understanding and experience of managers will be analysed, as
well as the experiences of their closest co-workers and authority representatives.

The expectation is that this project will firstly lead to the development of better
practices in the interactions of healthcare managers and ministries. Secondly, that it will
explain the nature, weaknesses and strengths of formal and informal connections
between those parties. Finally, that it will contribute to more focused and efficient
procedures in the management of healthcare in Iceland.

4.2 Aim

According to the job descriptions and the terms of reference formal demands are made
to managers of healthcare institutions. It is important that they should have a clear
vision of their role in administrating their institutions. A manager should look carefully
to approaching changes and future developments to be able to make correct decisions
for the operation at every given time. Additionally, an important aspect of the
manager’s Work is policy making in a demanding financial environment. He also has to
be capable of bridging unforeseen gaps, for instance when it comes to knowledge,
technology and culture. Therefore, adjusting to changing circumstances in an
environment that leaves little time for transition is a constant task (Holmberg and
Tyrstrup, 2010).

This, in brief, is the basis of the study and the aim is as follows:

To analyse managerial aspects of governance within Icelandic healthcare institutions
as regards job descriptions and policymaking plans

To approach the subject further, the following research questions are selected:

e Asregards managerial aspects, what characterises the policy making and
governance of the Icelandic healthcare system?

e As regards formal definitions and policy making, how are communications in
healthcare experienced at various levels?

e What are the visible weaknesses and strengths at the management level of the
Icelandic healthcare system?
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5. METHODOLOGY
5.1 Method

The subject of a study and the type of answers and information gathered determines the
research method. Qualitative research methods are suitable where the knowledge of the
field is limited and where the objective is to collect added insight into human
experience, communication and values (Malterud, 2001a). Therefore, a qualitative
research method has been chosen for this study and data collection is derived from
interviews. A content analysis is utilised where procedures and criteria of Graneheim
and Lundman (2004) generously guide the way. The reason for this is mainly the nature
of the subject matter. Also the emphasis of the study on individuals’ experiences,
attitudes and positions as regards a topic that has not been researched extensively by
theoretical methods in the respective environment (Hsieh and Shannon, 2005).

Furthermore, a qualitative research method was chosen because participants might have
a different premise or experience of their situation. Kvale and Brinkmann (2009) point
out that a research interview is a professional conversation or a discussion that has a
specific form and purpose. The purpose is to gather qualitative data about the
individual’s experience of the reality he/she is a part of, in this case, the work
environment.

Jan-Erik Ruth (1991) notes in this context that the researcher here freely can utilise all
the experience and knowledge he may have of the subject, both in terms of scientific
knowledge and other sources of information. However, the researcher cannot change the
true content of concepts nor disconnect them freely from the context in which they
occur. Even everyday experience and literary knowledge is accepted. The main point is
to be fair to all information received by the techniques that are applied (Ruth, 1991).

5.2 Design

In this qualitative study research interviews were carried out with administrators of
healthcare services in Iceland. The participants expressed their opinions and described
their work set-up and the circumstances that have been created for healthcare
professionals in Icelandic society. The author defines these interviews as semi-
structured and employed an interview framework which allowed participants to express
themselves on their own terms and in the way that suited them best. Semi-structured
interviews allow the author to get closer to the field of study and during the interviews,
the author followed up on those interview questions that were answered generally but
needed a more definite answer. Additionally, the author used theoretical guidelines for
qualitative research interviews (Kvale and Brinkmann, 2009).

5.3 Participants
There were ten participants in the study, consisting of managers, executives and

officials in the healthcare service. In choosing participants the author aimed to reflect a
breadth of experience, education, and to find those with a good overview and
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knowledge of the country’s healthcare service. Additionally, the participants were
chosen to reflect a breadth in age, length of service, and those that had experience of
both hospitals and primary care. Gender considerations were taken into account. There
were equal numbers of male and female participants, even if that is not a true reflection
of the gender ratio in healthcare services. Professional experience spanned from one
year to approximately 30 years in the field. Representatives from the professions of
doctors, nurses, economists and lawyers were in the group. Four of the participants are
managers of healthcare institutions from various parts of the country. They are
responsible to the Ministry of Welfare for all the undertakings of their institutions.
Other four participants are professional executives at the middle management level and
carry out professional and financial responsibilities for the operation in their field. Their
participation is justified by their extensive overview of the manager’s operating
environment. The remaining two participants are senior Ministry officials from the
Ministry of Welfare, representing the two highest posts of the office with authority and
status to express themselves on behalf of the Ministry.

5.4 Data collection

The collection of data began with a brief conversation with the individuals to seek their
acceptance in taking part in the project. Afterwards, an email was sent and an
affirmative reply was considered a formal acceptance of their participation. The
individuals that were contacted all expressed great interest in the project and a
willingness to participate. After their participation was confirmed, a letter was sent to
each of them with a brief presentation of the study and the subject matter (Appendix 1).

All of the interviews took place at each of the participant’s workplace, at a convenient
time for them and in their private offices.

Before the interview officially began, participants were made aware that they were free
to ask for a break in the proceedings and that, if requested, any particular statements of
theirs could, if needed, be corrected or clarified at any time. However, no participant
made any such requests. Additionally, there was emphasis on creating a comfortable
and relaxed atmosphere where there was trust and natural communications (Kvale and
Brinkmann, 2009).

The author followed an interview framework, with a few variations depending on the
development of the interview process. The framework was also tested in a trial
interview (Appendix 2). The interviews were recorded on an audio tape with the
participant’s informed consent. Each interview took between 55-70 minutes.

As each interview was concluded, the author tested the audio quality of the recording.
The data was labelled with a symbol and was not accessible to anyone other individual
than the author during any part of the study. The interviews took place between the 51
of March — 19" of March 2014, and by April 2" their transcribing was complete.
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5.5 The author’s role and position

This project was sparked by the author’s working experience of approximately 30 years
in the healthcare and social services in Iceland. During that time he has been a director
of social affairs and a manager in both healthcare and care of the elderly. The author
also has a special interest in efficient public service, as well as in progress and
development in the field generally. The author is furthermore interested in the
improvements available for both clients and employees, and the importance of
responsible financial and operational administration in the field.

Because of the author’s long professional experience he is familiar with most of the
participants in the study and has had personal contact with them before, mostly work
related, though. It must further be considered that this could have affected the project’s
approach and results of the interviews (Kvale and Brinkmann, 2009). The author tried to
keep this in mind throughout the research process and ensure that preconceptions,
personal attitude, and opinions would not surface and affect the data analysis and
interpretation.

5.6 Analysis

During the transcription the author utilised the interview guidelines from Kvale and
Brinkmann (2009), which state that pauses, laughter, inflections, gestures, unclear
pronunciation and errors should be identified in the text. This laid the foundation for the
analysis of the data, even if formal analysis did not begin until the transcribed text was
complete. Furthermore, the author listened to the recordings multiple times, compared
them to the transcriptions and corrected if needed.

Qualitative content analysis is not an absolute or isolated concept but it does capture a
number of methods for systematic data analysis. Graneheim and Lundmann (2004) have
presented a comprehensive overview of concepts connected to procedures,
interpretations, and measures to achieve trustworthiness in qualitative content analysis.

The analysis process was mainly as follows:

1. Transcribed interviews were read a number of times, and then the recordings of
the each interview were listened to. This was done to get a feel for the material,
get an understanding of the content, and to analyse the overall effects. Alongside
the reading, some comments and speculations were noted down.

2. Next, the author determined the meaning units. According to Graneheim and
Lundman (2004) these units are comprised of words, collection of words,
sentences or quotes that refer to the same meaning or are interlinked. The units
of analysis were underlined in the transcribed interview.

3. Then, the author condensed the meaning units, without them losing their core
substance. This is referred to as ‘condensing’ and results in a more compressed
text (Granheim and Lundman, 2004)

4. Following this, the meaning units were transferred over to a particular Excel
document to work on further.
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5. The categorisation of these data was then grouped together under higher order
headings, the substance of the text further processed, and the interpretations
summarised or the content described. This falls under the concept of abstraction
which entails both description and interpretation. The more a text is condensed,
the more the findings are based on interpretations. The results of summaries or
rewritten text are referred to here as coding, as a synonym for a group of
meaning units.

6. At this stage, the researcher looked at the codes and considered which of them
were alike and which were different. They were then organised into
subcategories and those categories grouped in light of what the text had
revealed. The last stage of the analysis process was then to combine the
underlying meaning of all categories into a topic.

According to the criteria set by Graneheim and Lundman (2004), the key element of
qualitative content analysis is creating categories. Furthermore, all important analysis
data should be categorised. Graneheim and Lundman (2004) further point out that no
data should fall in-between categories or into more than one category. These matters can
be considered as the standard quality demands of data analysis.

The author’s procedure began with the placing of stickers on a large board, according to
the analysis of condensed meaning units into categories. Obviously, this was a time
consuming process as it required continual modifications and improvements. But this
was due to the crossover between analysis, reading and discerning of interview
transcripts, and examination of analysis data. The author also had to consult theoretical
guidelines and sources. The final stage is to interpret the results that have been obtained
according to the research questions and the theoretical framework (Cole, 1988).

In the working process, a researcher must always be mindful of and utilise strategies to
question findings and interpretations instead of taking them for granted. He must also
evaluate both their internal and external validity instead of judging them as absolute
(Malterud, 2001b). The procedures demand constant automatic action and that care is
taken as regards possible preconceptions.

5.7 Ethical considerations

As Kvale and Brinkmann (2009) have pointed out, it was necessary and appropriate to
consider ethical issues during all stages of the project.

The objective of this study was to shed a light on the managerial environment of
healthcare institutions. This was done through the collection of interview data that in
some instances revealed personal and sensitive information that could affect a
participant’s work environment.

Confidential information that reveals a participant’s age, sex and employment are
preserved but is not revealed. A fundamental aspect of the study was to assure the
participants that their involvement was entirely confidential and that the data collected
in the interviews would only be used in the study, in accordance with its objectives and
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the previously ascertained informed consent. Therefore, a further description of the
participants than the one in the chapter 5.3, Participants is withheld.

As interviews were being transcribed it was deliberated how sensitive confidential
matters and anonymity can be, especially in a small community such as Iceland. Also,
the group of managers in the healthcare services is not particularly large. Therefore, it
was challenging to interpret the findings. The author even contemplated asking the
participants what they thought of his findings, and how much he should tell them and in
what context they should be informed of his findings. However, this was abandoned,
mostly due to time constraints.

It was made clear to all participants that their participation was dependent on their
consent and that they could, at any stage, retract that consent, which would result in the
deletion of their data.

This study did not need clearance from the Data Protection Authority nor from The
National Bioethics Committee but they were informed of this anyway.

5.8 Reliability and validity

Reliability refers to how trustworthy, consistent, and reliable the findings are, and if
they are transferrable over to similar circumstances or environment (Kvale and
Brinkmann, 2009).

Validity or credibility refers to if the researcher manages to capture the most valuable
and appropriate information. Thus, the data accurately reflects the subject matter and
provides the answers needed. If the data captured adequately reflects the study’s subject
matter it can be claimed to be valid. The validity of the research is created by utilising
the correct research method based on the research question(s), and then attempting to
evaluate the research process as it is under way (Kvale and Brinkmann, 2009). Because
the author has strong links to the health sector, it was a particular challenge to avoid
bias and any hidden skewing of data (Malterud, 2001b). To ensure the validity of this
study, the author therefore sought to attend to it with modest integrity and moral
responsibility.

Internal validity refers to if the data and the conclusions drawn in the study are
perceived as true or correct. In social sciences it is normally difficult to describe what is
objectively correct. However, the closest a researcher can get to the truth is when
several people agree that there is a correct description. The term intersubjectivity is
utilised in this context (Kvale and Brinkmann, 2009).

The only thing that can be said with some degree of certainty is that the perceptions that
are described in this study represent the informants who participated. Those were
representatives of the three levels of healthcare and they have a good overview of the
subject. These participants should also have the knowledge and experience to give a
realistic picture of their situation and answer the questions that were submitted in a
reliable way. The assessment of the author is that the informants were genuine and
honest in what they contributed. This should help to strengthen the study's
trustworthiness.
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One way to aid validation of the analysis process, and which is not utilised in this study,
Is to discuss the results with participants. Perhaps such a communicative process would
have given greater credibility. Another viewpoint is that there is a risk that the
researcher could be affected in such a situation. If he did discuss the results with the
participants his views and the quality of the study could potentially be weakened.

In order to further promote validity and reliability, the author maintained a consistent
framework in the interviews. The author was also precise in all transcriptions, and kept
records of who said what. Furthermore, by completing the data collection in only a
couple of weeks, the risk of focus shift was reduced. The transcription of data was done
by the author himself as recommended. By doing so he gained a thorough perception of,
and closeness to the data and avoided some risk of misinterpreting (Kvale and
Brinkmann, 2009). The quality of the study may have been weakened by the fact that
the author is untrained in the role of a researcher and his lack of professionalism may
have affected, both the instruction, interaction and information. However, the author is
considered to have some limited experience in similar studies and work experience in
interview situations and therefore it is assumed that this effect was barely significant.
On the other hand, writing this study in a foreign language might raise some questions
regarding validity and reliability. Undeniably some essences in phrases and comments
are difficult in translation and the risk is that some of these may get lost.

Generalizability in this context may not be relevant. The term refers to how much the
results of the study can be applied more generally and widely, that is if you can
generalise the results (Kvale and Brinkmann, 2009). In qualitative research it is almost
impossible to generalise, as findings are connected to specific participants and specific
circumstances as in this study. However, a concise description of the methods and the
research process are meaningful ways to ensure transparency. As a result, outside
researchers have the opportunity to evaluate the research process and the validity of the
results.
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6. Results

Analysis is split into three major categories and nine subcategories.
The major categories were the following: 1) Policy making in healthcare, 2)
Communications and organisation and 3) Strengths and weaknesses.

In this chapter the contents of the major and sub categories will be covered.

Table I: Major categories and sub categories that appeared in the analysis results

Major categories Subcategories
Policy making in 6.1 Pledged policies and their manifestation
healthcare Politics and budget
A manager’s role and position
Communications and 6.2 Managers’ experiences
organisation Working relationship with the Ministry
Strengths and 6.3 Work processes within the institutions
weaknesses Community support
Definitions and responsibilities
Empowerment

6.1 Policy making in healthcare

Various issues can affect the execution of a strategy, as interview analysis reveal. These
issues are, for example, influences from political forces and an institution’s budget
resources. In these circumstances it can be challenging for a manager to react to a wide
range of demands and different points of view.

6.1.1 Pledged policies and their manifestation

An analysis of the interviews showed that the governmental policies for healthcare
services were on the participants’ minds, especially of those who work in healthcare
institutions. Those participants feel that the role, policies, and long-term vision of
healthcare institutions are unclear. These terms, ‘role’ and ‘policy’ are the ones most
commonly mentioned in the interviews and form a central theme in the results. A
Ministry official partly agreed with the attitudes of the healthcare managers. This
official for instance said that there had been difficult conditions in the country in the
recent years which had prevented the Ministry from establishing a binding long term
course of action:

“... but there is a great appeal for, and | understand that completely, a plan that is

longer than only 365 days”.

The managers further explained that under these circumstances they had nevertheless
tried hard to set their own policies and sought approval from the Ministry. However,
analysis showed that there were differing opinions of this set up, and that it was
ineffective, costly and gave false hopes. There were even examples of an institution that
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had, during a ten year period, sent up to five policy making suggestions and these were
never approved by the ministry.

The managers pointed out the current provisions of the healthcare laws and the
regulations regarding the local healthcare regions as the Regulation on healthcare
regions no. 785/2007 covers (Ministry of Health and Social Security (2007b). There it
appears that the regions have considerable say in and responsibility as to how healthcare
services are carried out. However, this provision had only been implemented to a very
limited extent. One of the managers puts it in this way:

“....and I have always said the authorities never got so far ... to finish, within

quotations, the policy making on organisation and reform nationwide”

Another manager believes that the unclear policies and vague definitions of work roles
in healthcare facilities nationwide have become a burden. Furthermore, the manager
believes that such uncertainty affects staff and morale, and therefore it becomes even
more difficult to create stability among this group of professionals when the immediate
fate of the operation is hazy. Staff generally calls for clear approaches and some vision
for the future:

“...and often I have felt as if we are just a piece of cork floating in rough seas,

because you go from the one end to the other with the institution and service and

staff and ... you kind of never know what course you are on ...”

With the executives, their views of the policies, the understanding of the role of the
institutions in the Icelandic health system, and the Ministry’s vision were even more
unreserved. One of them stated:
“...this cannot go on much longer because we need to continue and people are
burning out and we need a clear course of action from the authorities ... ”

However, Ministry officials spoke with different emphases and denied statements of
there being uncertainty in the healthcare service policies in Iceland. These maintained
that the policies were clear and that the problem was not a lack of policy but rather that
the managers of healthcare institutions did not accept following the Minister’s policies,
and a Ministry official said:
“Some try to fight this and say, I do not want this policy, - | want something
different. Then they always say that there is a lack of direction because they do
not agree with it ... but currently this policy is very clear but some just don 't
accept it.”

A Ministry official mentions the debate on this same aspect:
“It is classic to call for it, it is a kind of cliché that everybody uses under pressure
and then people are simultaneously trying a little to absolve themselves of
responsibility ...".

6.1.2 Politics and budget

The influence of politicians on the operations of healthcare institutions seems to be very
noticeable, both at a municipal and national levels. The interview analysis clearly

31



indicates that this is the case. This refers to both professional and financial matters and
it is most commonly noticeable in matters of dispute. At such times the communications
from the Ministry seem to get carried away. One manager mentions the interference of
politicians via the Ministry. These situations put the managers in a difficult position and
can make it almost impossible for them to operate the institution within the budget:
“...and it has of course happened here more than once and more than twice, that
both the Minister and politicians interfere with or oppose particular changes ...”

The executives agree about the importance of the Ministry in its role of a policy maker.
However, it is noticeable how surprised and disappointed they are over how easily the
Ministry veers off course and into micromanagement. This is reflected in this quote
from one of the managers:
“... The Minister and the Ministry should of course first and foremost attend to
the policy making and the service framework but not take part in the execution...”

Regarding the plans and suggestions of healthcare managers to streamline and
economise, a Ministry official said:
“...this has often happened here and we have instances of, for example, closures
that we have not accepted. Those suggestions from managers have been
something that has been overruled ...~

The results show that the executives consider it very important that there is trust
between the institutions and the Ministry and that those standing behind the institutions,
I.e. the Ministry, provide concrete support. It could be discerned from the interviews
that there had been lapses in this matter and it clearly was on the executives’ minds. The
participants also indicated that the Ministry often lacks direction and resolve in
challenging matters and often caves in to political pressure. One of the executives is
displeased that matters are not handled better:

“...ideas on streamlining are always taken off the table because they don 't fit

in...for some reason...because you belong to this political party or are involved in

municipal politics or you are this or that...”

A Ministry official said that as regards political pressure and permissiveness, the
Ministry often was in a very tight situation concerning the solutions to problems of
individual healthcare institutions. Consequently, it could at times be difficult to know
what to do. The official provided this explanation:
“...often these are important workplaces and there is regional pressure that
usually results in that one not venturing....one not wanting to take certain actions,
it is just the fact of reality.... ”

The interviews clearly reveal that the managers realise their duties of operating these
institutions within their budgets. However, when things get tough there are a limited
number of recourses available, except decreasing operational costs by reducing staff or
making substantial structural adjustments. Additionally, there has sometimes been
friction between the institutions and the Ministry because of the options the managers
have suggested. Subsequently, the managers feel as if the Ministry’s involvement is
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diminishing their possibility to look after the operation. One of the managers describes
it in the following way:
“.. | say that as far as we are concerned, and of course this happens elsewhere,
when these proposals are formed people are naturally trying to form proposals
that have as few disruptive effects on the service as possible, cause the least
amount of weakening to the service ...”

The position of the Ministry official on the described recourses of managers can be
deduced from the following comment:
“I am completely familiar with this...they introduce proposals which they
somehow, you just don 't believe they think that anyone would agree with them and
then they coerce forward some other solution, either more money, because this
wasn 't agreed on...or they get themselves out of making decisions like this and it
falls on to someone else to take...”

Recently, due to decreased budgets or operational changes, the executives have had to
face using some reduced recourses within the operation. However, public workers are to
a certain extent protected by law. This means that it can be difficult and time
consuming, and a delicate process to lay anybody off or make major changes. This is
significantly different from what can take place in the open labour market and further
creates difficulty, not least when decisions are made with short notice and the budgets
only allocated for a year at a time.

A Ministry official referred to the laws for the public workers in the following way:
“...we are in the position here that it is not easy for managers to clean house. As
people have tried to bridge the gap, the position of the public employee seems to
just have continually moved away from the one in the open labour market.”

One of the Ministry officials believes that the position of a manager in a particular
service region can be complex and may lead to a choice between two options, i.e.
staying true to the Ministry or trying to set their own course in maintaining operations.
The latter is sometimes resorted to even if the funding for the operation is not
guaranteed. A manager’s position in some region or area where expectations tend to be
high and where he is even well respected may become difficult for him:
“... and they retreat into their local region to various extents as they cross this
threshold on their way home...and in the Ministry ’s opinion some have had too
much problem with this and not perceived themselves as the agents or
representatives of the Ministry...”

One manager thought he knew examples of financially unsound decisions that his
colleagues had made:
“...but these decisions are still made because they perhaps realise that they will
not lose their job and will not be hung out to dry because despite the
responsibility, the penalty framework...even if it exists, probably no sanctions are
applied ...”
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6.1.3 A manager’s role and position

The analysis shows that executives think that managers have extensive responsibilities

although these are not always very well defined.

A Ministry official says following about a manager’s job:
“..it’s a difficult job and those who undertake it should be clear about that, but |
think that the demands on the managers are not unrealistic ... in theory it has
sometimes been said that running a hospital is one of the most complex things that
people can undertake. ”

Interview analysis results seem to indicate that the Ministry believes that the relations
with the managers are generally normal and that although the demands are challenging
the job description and the terms of reference are clear. Also, it is implied that there has
been some slackness in the management of operations and this has led to problems, and
that there has been a lack of confidentiality on behalf of the managers to the Ministry.
There has, however, been some positive development here. The Ministry’s position is
that managers should be independent and have the freedom to shape the operation. A
Ministry official describes his position as follows:

“I believe that naturally managers should be able to show some initiative

although it is not strictly put down on paper what this “initiative” should be ...”

The managers were asked about what options they had now to make managerial
decisions in their job. One of them called attention to how complex, demanding and
untraditional the managerial environment was in the healthcare system:
“...a manager has in reality both responsibility and authority... It is very clear, in
my opinion, that there are certain professions that have a very strong position as
regards controlling and steering things towards what they think suits best for their
position ... ”

A Ministry official reflected that it varied somewhat how a manager’s efforts and

practices were compatible with the needs of the pertinent institution. The official felt

that it was certain that all of them wanted to do a good job for their institutions:
“...but they have to uphold a certain policy direction set by the Minister, which
can be difficult for them; it sets certain demands on them.”

The managers mentioned that their general possibilities were not up to certain modern
standards and dissimilar to the situation on the open labour market. One manager stated
that there were considerable dissimilarities in all this. A ministry official felt that, in a
sense, the management confines are unacceptable:
“The weaknesses are perhaps that the information systems are being formed, and
still remain limited. The finance systems need to be improved...”

6.2 Communications and organisation
Communications and organisation were aspects that repeatedly surfaced in the

interviews and it was clear that the turbulent economic circumstances of the recent years
have had some effects. Those who work in healthcare institutions believe that good
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communications, both internal and external, are the key. Generally executives
experience communications between public officials in different ways. Executives
believe such communications should be formal and effectual.

6.2.1 Managers’ experiences

From the interviews and their analysis it can be deduced that managers feel that there is
a considerable distance between them and the Ministry and they also feel that
communications with the Ministry are generally onerous and negative. One executive
expressed openly a dislike of the Ministry’s criticism of a manager’s work, alleged lack
of control and direction when it came to financial management:
“... but they don 't want to say anything then about what we are supposed to do,
...how can you deal with this criticism, stating that a manager is not meeting
demands made of him? This is obviously just...it cannot work...”

Another executive mused on the debate on managers’ lack of discipline:
“... but then really there is nothing...no one is reprimanded...yes, of course
perhaps reprimanded but that is also it. So you also wonder...are these also
ambiguous messages from the Ministry...?”

A Ministry official confirmed that they were familiar with these issues and one of them
said in reference to this:
“There are many that get a talking to, ...but I think we are well aware of the
options and we have to dismiss them...there have been harsh talks with managers,
... they are not very threatened by these, not even the Minister’s words...it isn 't
easy to fire a manager, it is almost impossible...”

A Ministry official also states that there are instances where managers work
considerably outside their regulatory duties and are not always focused in their roles and
decisions. However, most of the time they are very clear about what is expected of
them:
“Yes, it happens in some instances...and sometimes | wonder about some
activities that have taken place. Perhaps there should have been stricter penalties
for them but a gentler approach is often tried...”

Trust, confidence, warmth, and kindness are terms that the executives considered to be
important characteristics of a manager. One executive stated:
“He needs to connect with the staff and gain their trust. The most important thing
for a manager is to create trust between himself and others within the institution,
and he needs to be credible...”

6.2.2 Working relationship with the Ministry
Analysis shows that the communications and working relations with the Ministry are
both formal and informal. They can be in the form of letter writing, meetings and

conversations. No formal practices or procedural rules are in effect and institutions
have, for example, no means to see what happens with the tenders they send to the
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Ministry. One of the managers believes that there is work left to do in connection with
the communications between institutions and the Ministry and describes own
experience here:
“... these are perhaps a little superficial at times. There are scheduled manager
meetings perhaps once, twice tops, a year...and there are little 10 N0
communications ...~

Executives in healthcare institutions normally only have indirect relations with the
Ministry, usually through the intermediation of the manager. Yet, representatives of the
executive board sit at least two meetings a year with the Ministry employees.
“... I feel as if these are usually discussions that are somewhat superficial...and
you leave with more questions than you do answers.”

Ministry officials agree with this point of view and one states that the working
relationship needs to be tightened, procedural rules improved and...
“...that the authority of healthcare managers should be increased and
responsibilities of managers as against those of the ministry must become clearer,
the dialogue needs to be more profound. ”
One manager points to the discretionary relationship with the Ministry and that all
managers should be clear that they are the agents, or the extended arm, of the Ministry
in their region:
“...but it simply will not, at least in my opinion, work that managers are in a kind
of war with the Ministry, at least not publicly. People should just discuss these
issues directly with the Ministry but not through the media.”

Ministry officials are certainly familiar with the communication pattern described above
and one of them says:
“...we have had to deal with managers working in such a manner that they were
activating local resistance towards us, that’s for certain...and then it hits us here,
everything from signed petitions to a group of aggressive people showing up...”

One executive is of the opinion that communications are the most important aspect of
everyone’s job. This is regardless of whether those communications are within the
institution or if they are also true as regards things outside the institution. This executive
also describes how communications between a manager and the Ministry is
experienced:
“...d think that this is the biggest stress factor in the manager’s Work, that is to
say, to deal with decisions he doesn’t want to tackle but which he has to deal
with. ”

Another executive expressed concern over the limited connection he has with the
authorities, and in the same sense the limited support managers have from the
authorities:
“... | feel like the communications between the institution and the Ministry are a
bit one-sided and a bit We and You ...”
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The interview analysis clearly revealed that collaboration and communication in
connection with solving problems is of great value to all employees. Also the Ministry
needs to take the initiative in this respect. There is an assumption that the Ministry has a
wealth of specialist information and relationships that generally are not found in the
institutions. However, the institutions have available a different kind of experience that
the Ministry can utilise for problem solving, or as one manager put it:

“...I'think it is very important to activate this force, bridge the gap. It is perhaps

in some sense not bridged yet or poorly bridged...”

Another manager also emphasised the importance of the Ministry having the human
resources and experience that can benefit those that work in healthcare institutions. A
chasm seems to have been formed between the knowledge of those that sit at a desk in
the Ministry, and the experience of those who work on the floor or out in the fields. This
Is often discussed among managers:
“...and it must be extremely important for this type ministry to have employees
that have worked in this sector... yes, it isn’t good if the largest part of the
workforce has never worked in a healthcare institution.”

Finally, the results showed that managers and executives believe that communications
with the Ministry are too focused on financial matters and that policy making and
professional issues are neglected. One manager expressed this quite heatedly:
“They of course had their Excel spread sheets and the numbers ... | feel that there
is a lack of knowledge, definitely in the Ministry, professional knowledge and
interest.”

6.3 Strengths and weaknesses

Some flaws that executives feel affect their success, are apparent but these flaws are not
manifestly connected to the budget or interference from the authorities. It is on the
agenda of institutions to be well connected to their near community as the community
may at times provide the institutions with valuable support. It is also a fact that when it
comes to social communication the smallness and personal relations make Iceland
distinctive.

6.3.1 Work processes within the institutions

In the interviews there were marked differences between the participants’ feel for the
work processes and the organisation within institutions. On the whole, managers
believed that generally the organisation and work processes were fairly clear and
unflawed. However, the executives, who worked more closely among the staff and the
clients, experienced more flaws in these aspects. In all instances there was in effect an
organisational chart, even if examples showed that it did not accurately reflect the actual
work structure. Managers expressed that well defined jobs led to improved success of
the operation. One manager further stated that the majority of executives have a great
responsibility, not just professional but also operational. Regarding working procedures,
an executive disclosed that in his opinion roles and work purview are generally
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inadequately defined. He further admitted that this is disadvantageous and decreases
success and efficiency in the operation.

One of the managers implied that the culture of ‘we are going to sort it out’ had been
thriving in the system for too long. He further disclosed the various management
practices of professionals that are established in the entrenched habits and operational
organisation of the healthcare system:
“A much clearer, ideological vision among doctors is lacking. The money-man
thought of things from his point of view and same goes for the nurse, who was
perhaps the one who was most aware of the value of cooperation and
collaboration...”

6.3.2 Community support

The interviews revealed that there are outside forces that influence the operation of the
healthcare institutions. They also revealed that the relationship between the institutions
and the community are constant and alive, and that managers try very hard to meet
expectations and demands in that field. Findings also showed that managers try to draw
attention to the valuable support that various community groups show the institutions by
donating large gifts every year, both in the form of funding and equipment. Also, all
over the land there are a number of organisations of local residents that watch over the
operation. One executive says it is always bad to get negative press but they try to
answer all comments and explain matters to limit the damage and inconvenience of such
press. An executive mentions an example of this:

“... We have then gone out and responded and provided something positive into

the community, and tried to cooperate amicably with the local papers and

media...”

An executive mentions the effects of the local debate and the importance of having the
operation and staff supported by the local residents:
“... Look, the community can completely overturn us if it decides to do so...there
are communities that reject their own institutions and...attack them and that is
exactly what we are experiencing here...the employees are constantly on the
defensive and it affects the service...”

A manager described own experience of having to start work as a stranger in a
community where there had been unrest due to the development in the service and
mediation had to take place:
“.. and then | experienced a great deal this differentiation and what like the
closeness was great, and what it was severe, critical and political biased and how
the dialogue was based on little professional knowledge...1t was like a new world
opening up and you wondered, how a person could approach this without
completely losing one’s professional dignity?...

An executive believes that the main problem is crystallised in the vague definition of
the institution’s role; it is in a type of self-identity crisis. Furthermore, the same
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executive believes that in circumstances like that, there are outside forces that see an
opening:
“...and then they have ample opinion on the subject. And we feel that those
opinions are just very poorly thought through...and in no keeping with what we
feel as executives, both in terms of what ’s most economical and sensible and what
Is fair to do, for instance as regards disposing of funds. ”

One manager points out the distinctiveness of Iceland when it comes to social

communication, and how the great closeness and smallness there affects everything:
“Thus, as soon as something goes wrong then perhaps one family member
appears in the Minister ’s office or the office of a manager in the community,
practically with his fists in the air...This closeness often makes it difficult to
maintain professionalism ... "

6.3.3 Definitions and responsibilities

In interviews with the managers it could be noticed, that the contract, the terms of

reference was not really on their minds, but one manager referred to the content:
“...I'think it is fairly clear and of course you try to work in accordance with it. It
is obvious that...the main problems have to do with the finances...to make it all
work”.

The interviews also revealed that most of the executives had not been given a chance to
familiarise themselves with the manager’s terms of reference and did not have his actual
job description handy. One executive said in jest:
“The manager is kind of just supposed to do everything that the others do not.
That is kind of, in my mind, not more outlined than that...”

A Ministry official clarified that in own opinion, the terms of reference and job
descriptions should be phrased in more general terms. The Ministry Official also
stressed that the managers ought to have a clear idea of what their roles were, and
added:
“..without a doubt, people call for enhanced and clearer definitions in times of
trouble, but otherwise I think the job description fits the more general definition
of managers.”

Data analysis showed that job descriptions are on hand for most jobs. However, this is
not infallible and executives feel that this area needs improving. By improving effective
workmanship and morale, the success of institutions could be positively affected. One
executive believes that roles are not defined enough in his institution. This he feels
leaves staff with too great a freedom to choose tasks. As a result, the workmanship
becomes ineffective and the service less professional and safe:

“It depends a little on the type, what he/she does, perhaps he/she can get away
With picking and choosing...because things are not defined clearly enough ...”

Another executive traces the operational difficulty and labour shortage partly to the fact
that the division of roles is so vague and says that some executives take on many roles:
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“...we are trying to divide the tasks between us and this has caused the
boundaries to become unclear, the people don 't quite know wheretogo ... ”

6.3.4 Empowerment

In the interviews the executives repeatedly indicated the necessity of harnessing
initiative and calling on their staff to take part in important matters. They also felt that
the employees should take on increased responsibilities and strengthen their empathy
and understanding of the importance of effective management in healthcare services,
both in professionally and financially. According to interview analysis, this idea of
empowerment has already started to take hold in the institutions of the healthcare
system. This was evident in how executives are taking on increased responsibilities, but
both the executive directors of nursing and medicine used to primarily see themselves as
professional superiors. However, this has changed and the executives’ responsibilities
now cover both professional and financial aspects. Department heads also have these
increased responsibilities. Managers further explain in the interviews that now all
executives are well aware of these matters and realise that for the good of the operation
it is necessary that these aspects go hand in hand.

Analysis also indicates that the ideas of empowerment are prevalent in the Ministry’s
policies as one of the Ministry officials stated:
“We look a lot towards the expansion of institutions, large institutions with a
reinforced internal management system that do not need to come to us with these
occurrences and can comply with the demands that are being set.”

A Ministry official adds another matter that should further bolster empowerment within

the service, with regards to the division of tasks between the Ministry and institutions:
“...but we have to try and get rid of those projects that are time consuming and
are better at home elsewhere and some possibly within the institutions.”

On the topic of decentralisation and empowerment, a manager explains that within
wide-ranging and dispersed institutions, this is often not even a choice:
“You have to be ready to let go of as many projects as you can...and try and get
others to shoulder the responsibility as is possible, but you have to manage it...”

A manager of a certain institution elaborates on the steps that have been taken in order
to strengthen executives in their tasks:
“...and, for instance, a course for all executives here is about to begin...people
are very positive towards it and just think it is very good and that will reinforce
the executives in their work.”

An executive says that he tries to encourage employees in their day-to-day tasks and he
has the tenets of empowerment in his mind when he further states:
“Power is delicate, teamwork is important and there are leaders everywhere. The
spotlight shouldn 't always shine on you or the one in charge. A manager should
make sure that the spotlight is on the members of his szaff... ”
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Another executive paints a picture from the work environment that indicates the seeds
of empowerment:

“I think it is very pleasant if I can present things in such a way that people are
excited to take part in the project. ”

Lastly, one of the managers is reserved about tying himself too much to theory when it
comes to day-to-day management and says:

“...1 think that people have to be careful not to become square shaped or stuck in
one box because this is...it is just so dynamic.”
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7. DISCUSSION

7.1 Result discussion

In this study three main categories were identified and further nine subcategories. The
main categories were “Policy making in healthcare”, “Communication and
organisation”, and finally “Strengths and weaknesses”. These along with subcategories
will be discussed further in this section.

Policy making in healthcare

Many administrators, both managers and executives, have in recent years criticised the
authorities over the vague and ineffective policies for the healthcare services. This, they
state, creates uncertainty about the role and operations of healthcare institutions in some
regions. Their criticism is not directed towards the framework of the law and
regulations themselves but more against the execution of these, the perceived attitude of
the Ministry and the lack of transparency. Also, multiple reports over the years (The
Icelandic National Audit Office 2009, 2013) indicate that the financial difficulties of
many institutions can be traced back to this lack of direction and that the institutions do
not know what they should tackle and what they should set aside. Meyer (2008) points
out that often there is a desire and ambition to stay focused and be targeted. However,
despite the fact that administrators, i.e. managers and executives, spend countless hours
planning and trying to implement their organisation’s strategy, they have little success.
The reason might be that the strategy is not clearly communicated to the employees or is
too vague or complicated. The findings in this study, in various respects, indicate that
this might apply to administrators of healthcare institutions in Iceland, at least as
regards the Ministry.

Results seem to reflect that short-term plans are prevalent and a long term vision is
overshadowed. This is actually in direct contradiction to what can be gathered from the
Ministry officials. They state that the strategy has rarely been clearer than just now. This
gap in opinion is noteworthy and seems to have some characteristics of communication
failures, somewhat as if the alleged policy has not been developed in appropriate
collaboration among all parties. The findings also indicate that the Ministry has not
managed to clearly communicate to the healthcare service what is the planned course. It
may well be that the managers simply do not accept policies issued by the ministry, as
ministry officials have suggested. As shown above, managers are reluctant to agree to
changes and even seek to operate in a manner not in keeping with the Ministry, despite
this resulting in deficits of operation. This might be regarded as some kind of a
resistance as Paul Strebel has mentioned. He also argues that senior managers, when
seeking acceptance for changes, consistently misjudge the effects these changes will
lead to. The senior managers also misjudge the chasm it creates in the relationship
between them and subordinates (Strebel, 1996). Whether this applies at a governmental
level is unverified.
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Managers of healthcare institutions, as other public supervisors, are supposed to fulfil
their duties by following the Minister’s terms of reference. They are responsible for the
operations of their institutions as managers on the open labour market. It was observed
from the findings that managers are willing to do their best to adjust to conditions and
instructions of the Ministry, even if they are operating within strict boundaries. The
managers consider the requirements of the Ministry to be very tough and to some extent
unrealistic. They also feel that the Ministry’s requirements present an unclear vision.
Such circumstances would be very burdensome for the management and all employees.
This actually is in line with the aforementioned Shortell and Kaluzny’s (2006) opinion
on how the role of a healthcare institution’s manager is especially demanding due to the
complexity of these organisations as a whole. However, as a general rule, there is little
consideration for this in their work platform, neither in their support system when it
comes to problem solving nor in employee benefits. Henry Mintzberg’s research further
supports the supposition that the administrative tasks of managers can be demanding in
various ways depending on their field of work. Mintzberg has investigated the work
environments of 29 different managers from diverse professions, including healthcare
services. His findings indicate that the type of institution being managed is a bigger
challenge than some different aspects, which other scholars have often focused on, such
as management style and specific localised features (Mintzberg, 1975, 2009).

It can therefore be speculated that excessive demands and incomplete support structures
might somehow explain media coverage of frequent changes in the management
environment and increasing turnover (Kjekshus, 2009). Such coverage has surrounded
many institutions in healthcare services in some of the Nordic countries. Furthermore,
this may be indicative of the calls for better organisation and stronger vision in the field
that have come from Icelandic administrators in the healthcare services.

Short term solutions and an unclear vision, which administrators experience so clearly,
raise at least some doubts in this respect. Still, what seems clear from the interview
analysis is that administrators are not successful in upholding the course that the
Ministry sets, and insists is clear. Processes seem poorly defined and it proves to be
difficult to implement the policy that the Ministry demands of the managers. This
hardly appears to be in line with the goals of management by objectives (MBO)
previously described (Drucker, 1974). Motivation, organising and employees’
development are key issues in this respect. Findings indicate a high demand for clearer
definitions and that achievable objectives should be set for the entire country in
consultation with interested parties and in particular, administrators within the sector.
According to findings, managers do not experience a fluent and continuous debate on
the role of healthcare institutions, neither in projects nor priorities that can ensure the
quality of health services in both urban and rural areas. Temporary economic
uncertainty was the main explanation for little initiative on the part of the Ministry, as
was seen in the analysis of data. However, these explanations are hardly valid as
increased funds are only diminutively connected with the debate on strategic planning.

Strategic management has been developing in the past century, though particularly in
the past forty years (Steinpdrsson, 2003a). These theories of strategic management are
well known in Iceland but have not been implemented in the environments of
administrators in healthcare, at least if the managers’ experience in this study is to be

43



considered. The findings show that the Ministry feels the trend in healthcare in Iceland
is fairly clear at the present time. It can further be interpreted from the results of the
study that a kind of a strategic management is enforced by the authorities. Neverteless,
findings indicate that major elements of the strategy do not appear to be properly
enforced, according to both the assessment of the Ministry and managers. It should be
kept in mind, that although this has been the case, there is no guarantee, that the
intended policies of the Ministry would have been better implemented, compared with
the experience of many companies and institutions. It has been revealed, as policies run
their course, that there is often a marked difference indeed in what has happened and
what was supposed to happen (Steinporsson, 2003b). However, that may be, partly due
to this, the starting point should be soliciting some involvement of employees, clients
and other interested parties to shape a realistic and achievable strategy for the whole
country. A strategy, as an emergent phenomena might be considered as a viable
alternative. While this may sound like old methods in new wrapping it may, however,
represent new and exciting opportunities for authorities and administrators in
healthcare.

The findings in this study revealed that the Ministry believes that there has been an
unacceptable lack of discipline in financial control among managers of healthcare
institutions. In some isolated instances, stricter penalties could have been applied, even
if the gentler approach was deemed adequate. Findings also show that executives and
managers are aware of the financial responsibilities inherent in the job. At the same time
they openly admitted that they knew about some instances where obligations to enforce
a budget were violated. They defend these actions by pointing to incomplete financial
systems, insufficient funding by the government and the continuous or mandatory
requirements to maintain and improve service at local levels. Schein’s reflections of
three types of cultures in organisations and their lack of alignment to each other are
illuminating in this context (Schein, 1996). Mutual understanding or agreement does not
seem to be present. Finally, findings indicate that managers and executives are indeed a
little surprised that the Ministry does not utilise their capacity for sanctions when things
go awry.

The coverage of The Icelandic National Audit Office (INAO) (2007) in one of its many
reports is noteworthy in this respect. The Office has performed audits, sought
explanations for operational difficulties, and spoken to managers of particular
healthcare institutions. They have done this either with initiative from the authorities or
from the institutions themselves. One such report, Implementation of Government
Budget in 2006 (2007), states, that there is a certain pattern in the explanations that the
managers present for the deficits of operation. The pattern is this: Firstly, a manager
believes that added funding is needed and requests more for the budget. Secondly, this
request is turned down and a manager then reveals to the Ministry that he needs to make
some cuts in the operation, so that it falls within the budget. Finally, the Ministry
generally requests that the manager does not make cuts in the services as there are plans
to remedy the financial difficulty. Even if the Ministry’s requests are rarely in writing,
managers believe that this is an offer in good faith of the Ministry’s intention of
securing additional funding from the next general budget (INAO, 2007). It comes
therefore as no surprise, as the INAO’s report states, that the Office is open for
interpretation if the communication and directives from the Ministry are in fact clear or
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vague. As a conclusion, the INAO finds that the problem not only lies in the lack of
discipline of managers, but also in the omission of executives of those ministries that
the health institutions fall under (INAO, 2005, 2007).

Communication and organisation

The study’s findings indicate that the administrators” stance towards the Ministry is
fairly negative, and that they feel there is a considerable distance between them and
ministry officials. Furthermore, the administrators feel that there is even a lack of
understanding of the circumstances in the institutions. This they feel can be gathered,
for example, from the Ministry’s responses to applications and the recourses suggested
by the institutions but those often reveal little knowledge of actual situations.
Executives even believe that one of the main stress-factors in a manager’s job is the
relations with the Ministry.

Findings further indicate that there is a lack of encouraging atmosphere and an
understanding of the need for change. Consensus seems to be lacking on new emphases,
such as measuring results. Frank dialogue and consultation between administrators and
the Ministry on long-term policy planning is not prominent. All these negative
components are, according to Drucker (1974), among key issues of communications. He
stresses the principles of clear objectives and the promotion and process of maintaining
motivation. To achieve this, broad participation is highly desirable, teamwork is
preferable, and skilled, honest and that open dialogue is conducted.

As described in section 2.5, an extensive survey of the work environment of around 200
public officials was conducted in 2007 (Kristmundsson, 2007). The survey revealed
some negative outcomes and weaknesses to the Ministry of Health. No comparable
survey has been conducted since then, but as a result of the findings of this survey, the
Ministry redressed some of their weaknesses. However, the findings of this particular
study indicate, that a desirable success in that sense is yet to be achieved.

Strengths and weaknesses

In a manager’s terms of reference his main tasks are defined, the approaches to take,
and the resources a manager has to fulfil these tasks. A manager of a healthcare
institution is meant to organise the operation, to have the responsibility of integrating
different aspects of the organisation, and ensure that the service provided is cost
effective and meets objectives. Evidently, the most vital resources of any healthcare
institution are found in their human resources. The study’s findings reveal that the roles
and job descriptions in healthcare institutions are in some instances vague, and
interviews indicate that this affects the operation and job satisfaction. There are also
various reasons for the unclear definitions of roles, such as limited levels of operation,
slack management, or old traditions and culture in the work place.

This is in line with both Rolfe (2011) and Mosadeghrad and Ferdosi (2013) who
highlight how important it is for the employees to feel content with the working
conditions and their roles. They argue with confidence that weaknesses in this area can
affect success and the operation of the institution, not to mention job satisfaction
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Additionally, the study found that managers believe that current budget appropriations
to the institutions are a limiting factor, which considerably hinders the flexibility they
need to provide for the compulsory services. This has led to the organisation of the
operation being muddled, and progressively more tasks are being handled by fewer
employees. It is thus a challenge for the manager to respond to difficult situations.
Mintzberg and Gosling (2002) in their paper discuss preferable skills and abilities of
managers to control changes in the environment and they emphasise that these are
evident and important parts of the job.

Interviews further indicated that the participants all employ, to some extent, their
theoretical knowledge on the job. As an example, the majority mentioned the need for
crisis management in the operational difficulties of the previous years. However, this
was despite situations being so difficult that it was hard to utilise constructive and
theoretical approaches in management. It is the rule rather than the exception that the
managers in their daily activities have to react to unforeseen internal as well as external
challenges. In these circumstances they need to make instant decisions as Mintzberg has
also frequently described in his research on active managers in different organisations
(Mintzberg, 1975, 2009).

The organisation of healthcare services has been altered a great deal in these past years.
Findings from the interviews with Ministry officials confirmed that this evolution is
likely to continue and, moreover, that authorities plan to further reduce the number of
independent healthcare institutions and create larger institutions instead. This will lead
to increased demands on the education and skill of managers. Additionally, managers
will need recognised resources to navigate the fluctuating environment of healthcare
services (Axelsson, 1998).

There are multiple management theories and each one will fit a different circumstance,
but these have much in common. However, chances are that one such theory, the
Transformational Leadership Theory (Bass, 1990; Yukl, 1999) might suit the objectives
that are being worked towards, combined with other methods. Important elements are
active participation of staff and their share in the decision making. A feeling of
ownership over ideas and a common vision are created when things work out well, and
this also has positive effects on morale, such as both Meyer (2008) and Drucker (1974)
highlight. Additionally, this reinforces staff in their work and empowers them to take
more responsibility and show leadership in their careers. These methods have been
applied at management level in healthcare with positive results (Rolfe, 2011).

Finally, this vision is actually close to the findings of the study and seems to fall in line
with the expressed attitudes of the managers and executives. Additionally, the
aforementioned approach might be optimal where a few smaller institutions have been
merged into one geographically dispersed institution, in which service needs to be
clearly defined and provided in accordance with the community and its needs.

7.2 Method discussion

In the qualitative research tradition, an empirical task begins by the researcher’s
intuitive perception or comprehension of what characterises the phenomenon he wants
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to study. The reason can be a special interest in the field or a professional experience
(Ruth, 1991) as was the case for the current work.

In preparing this study, the author looked carefully at the methods best suited to data
collection. More than one alternative was evaluated and finally the form of semi-
structured interview was chosen. Interviews were considered more appropriate rather
than using a survey/questionnaire or interview focus groups. This is because individual
interviews might provide more opportunities to ask for clarification and ask follow-up
questions during the interview situation (Kvale and Brinkmann, 2009).

The interview is a vibrant form and demands that the interviewer is alert and knows
with certainty what questions he wants to get answered. However, the risk in a weakly
structured interview is that it can produce large amounts of non-relevant data. It is
therefore necessary to be focused from the start. This is a part of the craft of qualitative
research and it is obvious that an experienced researcher can more easily meet these
challenges than an inexperienced one. In qualitative studies, the researcher is involved
in the interaction taking place in the interview. The researcher is a co-creator of the text,
and the researcher’s preconceptions are also an important part of the process of
interpretation (Graneheim and Lundmann, 2004)

The study was completed in the wake of a great upset that shook the society in late
2008, both in Iceland and worldwide as well. These circumstances might have had an
impact on the general atmosphere among those that work in this area. Therefore, the
negative effects that the economic difficulties created were evaluated, as was possible
during the research. The author kept in mind Ruth’s comment regarding the need to
look at comments and statements in the context in which they are presented (Ruth
1991). Also it was natural to take this specifically into consideration in the interview
situation and alongside the analysis of data as Kvale and Brinkmann (2009) emphasise
as regards ethics and quality.

In regards to the credibility and validity of the findings, it should be considered how
well the author is acquainted with the subject matter and the participants. This
familiarity could affect the treatment of data, the analysis and the findings. The author
tried to be mindful of this during the research process, and consequently limit his
personal involvement in the interviews by setting aside his opinions and interpretations.
According to Malterud (2001a), doing research on "colleagues™ poses challenges for
both the researcher and the participants. The question in this context is, if the
participants have been reserved in expression or the opposite. Participants may have
been more open in the interview and an external interviewer could have received other
responses. Therefore it is important to work responsibly and in accordance with ethical
rules. Extensive knowledge on the subject can be an advantage with respect to asking
the right questions. The downside is that one’s own pre-supposition can affect data
collection and provide information bias. In this respect, the author tried to accept the
participant’s declarations with an open mind, as well, as generally try to station his own
attitudes “within brackets” and approach the subject matter with good morality (Ruth,
1991).
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8 CONCLUSION AND REFLECTIONS

The aim of this study was to shed light on managerial aspects regarding governance of
healthcare in Iceland, the environment of managers of healthcare institutions, their
bonds with immediate executives and Ministry officials, as well as to attempt to analyse
the relative weaknesses and strengths in this field.

The study found both strengths and weaknesses in the communications between
managers, executives, and the Ministry, but more weaknesses, though, in relation to
communication with the Ministry. Even if the general attitude towards the Ministry is
somewhat negative there is willingness to try to rectify the situation and set a clear
communication structure.

There is considerable disparity between the experiences of the administrators in
healthcare institutions on the one hand and the Ministry officials on the other. This
disparity has to do with the policy the government believes it is following. Furthermore,
this is something that the managers believe that is a great weakness that undermines
their work. Therefore, it is desirable that the authorities analyse the reasons why there is
such a disparity between the managers’ experiences and understanding and the
Ministry’s emphases and visions for the future.

Findings further indicate the necessity to set some goals that work towards
strengthening and structuring the communications between the Ministry and the
institutions. This can be achieved by utilising items mentioned in the study regarding
the optimisation of theoretical hypotheses, such as on Transformational Leadership or
Strategic Management.

The study’s findings made frequent mention of the manager’s terms of reference and
how managers were aware of their duties according to them. However, the findings also
indicate that the Ministry repeatedly interferes with a manager’s responsibilities and
scope of work when it comes to individual matters. Therefore, it is pertinent to clarify
the relevant procedures.

Finally, there is a reason to investigate further the repeated recommendations of the
Icelandic National Audit Office (INAO) and the Ministry’s position on utilising lawful
sanctions towards administrators who presumably do not respect laws and regulations in
the operation. Additionally, the Ministry officials stated that there have been instances
which merited such sanctions, even if none had been resorted to. Therefore, it is
important to examine the reasons behind this and see if unclear communications,
possible flaws in appropriation of operational budget, execution of services, or the
ambiguous messages from the Ministry to institutions, are at all to blame.
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Appendix 1

Akranesi, 16th of January, 2014

Dear Xxxxxxxx, | refer to our mail earlier and thank you for the positive response to my
request to be allowed to do an interview with you for a project I’'m working on. | would
formally like on this stage to give a brief overview of the project.

As pointed out in our conversation | am working on a final project for MPH degree at the
Nordic School of Public Health in Gothenburg which | plan to finish by the end of 2014 if
everything goes as planned. The project focuses on the role of the manager, particularly the
occupation CEO of healthcare institutions, the various roles that the manager is required to
comply and focus areas of the job, according to letter of appointment, job descriptions and
frames of law. It will be sought to shed light on the many factors that affect performance,
external agents, influences, managerial styles, communication and manifestation of this in
practice.

In the interview situation it will be focused on the participant’s own expression in relation to
experience from the field of managerial work in Icelandic healthcare and try to look at the
overall context of the matter. An integrated interview framework will be followed in all cases
and there is no reason to introduce the questionnaire in detail in advance as the subject
matter is familiar and as natural to allow the discussion to evolve as appropriate.

My project is a qualitative research and | plan to talk to 10 executives at three levels of
healthcare service. | assume that the interview will take approximately 50-60 minutes and | will
rely on audio recording, the discharge and interpretation of results.

Complete anonymity and confidentiality will be respected and stressed that it will not be
possible to trace comments or information presented to any of the participants in the study.

| also want to emphasize that you are fully entitled and free to cancel your participation in the
study at any stage if you so choose.

However, | am very grateful to you for showing me the confidence to talk to me about that
stuff that | hope will eventually lead to a greater understanding of the demanding and
challenging operating environment of management in this this fundamental community
service,

with friendly greetings,

Gudjon S. Brjansson
gudjon.brjansson@hve.is
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Appendix 2

Interview — interview guide

(job title and working experience)

Manager’s practice

- Definition

- Laws, administrative regulations and the terms of reference describes the tasks of healthcare
managers. In your opinion, to what extent are the actual tasks, responsibilities and situations
Director relevant to this?

- What is your opinion on the post of the manager, the ability to enforce administrative
decisions according to law and the terms of reference?

- What are actually the most important tasks of the manager?

- To what extent has the manager the tools and the opportunity to reach around, deal with
and solve the most important tasks?

- Does the manager activate any structured academic management theory in his work and
communicating with colleagues/co-workers?

- Examples of theories / methods?

- If not, do you think it is desirable?

- What is the reason for not following specific theories?

- Do you think that there are any obstacles in the way of this?

- How well do you think the roles and functions of executives are defined?

- How is this implemented?

- Do you ever as an executive experience you self as stuck in between, as between a rock and a
hard place?

- Does the system or structure of it in in any cases cause frictions or inefficiency due to unclear
definitions or strategy planning?

- Do you ever sense difficulties in communication at management level in the field of
healthcare because the roles are not clear, professionally or financially?

- Is there anything that could be improved?

- Do you think you succeed in meeting the expectations of government and executives in terms
of managerial work and communication?

- Do you think there is a difference in your own opinion and the opinion of colleagues about
your role as a manager of the organization?

- Managers are sometimes criticized for the lack of controls in the management of healthcare
institutions, especially in terms of budget. Do you agree with this?

- In your opinion, are there ways to improve?

- After your impression, are managers fully aware of what is expected of them?

- Are the requirements for managers / executives of healthcare institutions unrealistic or
incompatible under any circumstances?

- How do you think your work, procedures and priorities are consistent with the needs of the
organization?
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- Is there anything quite unique about role of the manager of healthcare institutions that
makes it different from other posts of managers, either in public service or at general labor
market?

Operational environment of the manager / colleagues / Ministry

- Is the knowledge and experience of the manager utilized to deal with the most important
tasks?

- What expectations and beliefs / attitudes do colleagues have about the role of the manager
according to your opinion?

- How do expectations and pressures from the Community affect in the daily practice?

- Expectations of higher authority and manifestations of it. Is this in accordance with the
institution’s needs?

- How is the reality in the light of the past?

- Do you in fact think that there is similar understanding of the role and expectations of the
manager?

- If the outcome is different, in what areas is it most prominent?

Communication with higher authority formal / informal - executives

- Do you think you are in a position to meet expectations of government and co-workers?

- The message and ministry expectations or is there need to clear up?

- Is there a common understanding of other executives and government in this respect, based
on your understanding?

- Do you think that there is an understanding at the level of the Ministry of the situation and
working environment of managers and the demands they believe they need to answer?

- What indicates the laws, regulations and terms of reference - is consistency at all levels?

- What is the empirical evidence?

Improvements

- What are the weaknesses and strengths of the current system as it is implemented in reality?
- How do you see improvement in this sector?

- In what areas are most needed to strengthen the work of the manager towards the Ministry?

What qualities does a manager need to be equipped with to be successful?
-1 In your own opinion,

- 2 in the opinion of colleagues,

- 3 in the opinion of senior management/authorities.
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