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 Foreword

In 1993 in my King’s Fund–sponsored study and publication Leading Questions, I suggested that 
more attention needed to be paid to leadership training, management development and clinical lead-
ership. It was clear then, and remains evident today, that more research related to nursing leadership 
and specifically clinical leadership is required. In particular, there is an urgent need to tackle the 
perceived leadership crisis in nursing and understand the reasons we have a gap between a talent 
bank of nurse leaders and a chasm in conditions under which leaders can flourish and even feel safe 
enough to do their job.

Leadership is not just something reserved for a few, an elite. It is within us all and distributed lead-
ership is a vital part of what it takes to make an organisation work and succeed. We are all leaders in 
our own way, but we need to work in environments where the culture enables our leadership to find 
a foothold and thrive. This text, Clinical Leadership in Nursing and Healthcare: Values into Action, 
moves in the right direction to address my call for action. Stanley’s text is based on five research stud-
ies undertaken in the UK and Australia that specifically explore the phenomenon of clinical leader-
ship. Leadership happens at all levels and identifying who the clinical leaders are and attempting to 
gain an understanding of what clinical leadership means have become vital as the health service 
responds to the critical threats of the early twenty‐first century. To address these threats, this text 
details what clinical leadership means and how it can be understood. As well, it offers a range of tools 
to enhance clinical leadership skills and places clinical leadership in the context of the challenges 
confronting contemporary health systems.

It is timely that clinical leadership is being re‐evaluated and frameworks developed that support it, 
because it is clear that many health professionals have been unable to reconcile their role as leaders 
with their clinical expertise. Many health professionals have faced the dilemma of having to move 
further away from the core reason they first became health professionals, resulting in role and values 
confusion. These two need to work in tandem. Indeed, clinical expertise is the foundation for strong 
leadership in the health system. Realisation of the value that such expertise brings to the organisation 
needs to be given voice and made visible by nurses in a context that supports participatory govern-
ance. This text underpins an understanding of the vital place clinically focused leaders have in sup-
porting better care, better health services and a greater focus on positive cultures within healthcare 
organisations.

Recent catastrophes of care and responses to them, in the NHS and across the globe, have signalled 
the need to foster and embrace values‐based leadership as a means of enabling culture change. 
Stanley’s text recognises the critical position that clinical leadership and clinical leaders have in all 
healthcare disciplines when addressing issues of change, innovation and quality initiatives in the 
health service. In addition, it supports and proposes a new leadership theory, congruent leadership, 
which links the leaders’ values and beliefs firmly with the leaders’ actions.
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There is little doubt that leadership holds a central place in the facilitation of effective healthcare 
delivery for all health disciplines and across a wide range of clinical, managerial, educational and 
research‐focused domains. However, it is also clear that getting the culture of care right, building 
greater responsiveness to patient and client needs and finding ways for clinically focused healthcare 
providers to develop ways to make care better relies on an understanding and application of clinical 
leadership. It is front‐line, grassroots, clinical‐level nurses and other health professionals who hold 
the keys for healthcare organisations to apply flexible, innovative change.

We need to think of a system of leadership within the organisation, one in which clinical leaders 
can use their talents and skills, feel these assets are valued and are given the time and space to pro-
gress and continually develop those skills in tune with their professional values and beliefs.

Anne Marie Rafferty
Kings’ College London

May 2016
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In the first edition of this book, Janelle Boston, an experienced clinician and educator in Perth, 
Western Australia, offered the following paragraph as part of her contribution:

In today’s rapidly changing clinical environment and ever increasing junior workforce, it is 
essential to develop and maintain strong nursing leaders who will be able to foster our future 
nurses for generations to come. As a Clinical Liaison Support Practitioner working with 
undergraduate nursing students, I believe it is important to lead by example striving for the 
best possible outcomes in clinical excellence by providing ongoing opportunities for profes-
sional growth in learning and development. For me outstanding clinical leaders are experts in 
their field, who share their passion and knowledge, who motivate and support their team 
members and provide positive direction no matter how challenging the situation.

I include this again here because I am sure Janelle is on to something and I too feel that it is important 
to lead by example and support the clinical leaders who are experts in their field, and who share their 
passion. This book is for them.

The book is the culmination of a considerable effort to understand clinical leadership (and follower-
ship) and reflects the authors’ personal interest in this topic. The book is primarily based on a number of 
extensive research projects that considered who clinical leaders are, why they are seen as clinical leaders, 
what the characteristics of clinical leadership might be and the experience of being a clinical leader. It is 
also based on my years of involvement in clinical leadership as a senior clinician (nurse practitioner) and 
an academic, dealing with the issue of clinical leadership from a practical, applied position or as an edu-
cator and researcher. In each case my aim has been to try to understand and share my understanding 
with nurses and other clinically focused health professionals from a range of disciplines.

My interest is also firmly based on my own experience of being a nurse and midwife who can recall 
rejoicing in the pleasure of working with effective, wonderful and inspiring clinical healthcare lead-
ers. A number of names come easily to mind: Sister Johnson and Paul Fennell, both of whom I had 
the joy of working with when I was a student and then a registered nurse at the Whyalla and District 
Hospital in South Australia; Sister Barbra, Sister Helen, Doctor Mike and Doctor Monica, from my 
days as a volunteer in Zimbabwe at the Murambinda Mission Hospital; and Christina Schwerdt and 
Penny Rackham from my short stay as an educator on Thursday Island. There are many, many others; 
but I also recall the depths of facing shift after shift with ‘leaders’ who were never at the bedside, 
always at meetings or only showed up on the ward to criticise and ridicule (I won’t name any, but 
sadly their names come quite crisply to mind too).

I was drawn to investigate this topic because of my long association with the nursing profession, 
and now other health professional disciplines. As well, I have held a long and passionate interest in 

Preface
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nursing and leadership, particularly from the perspective of promoting better healthcare. I have 
sought to understand and promote greater clinical‐level and healthcare empowerment and support 
the development of insight into clinical leadership that can have positive impacts on the quality of 
care provided to patients and clients in a plethora of healthcare environments.

Clinical Leadership in Nursing and Healthcare: Values into Action was written for nurses and other 
healthcare professionals who act principally in direct client/patient care. It will be useful too for stu-
dents studying health‐related courses at undergraduate and postgraduate levels, and for nurses and 
other healthcare professionals in roles of increasing autonomy, such as nurse practitioners and spe-
cialist health providers, health professionals studying leadership (or management) and anyone who 
wants to maximise their contribution to health care.

The purpose of the text is to motivate and inspire, as well as to offer guidance and support for clinical 
leaders (or aspiring clinical leaders) to take change and innovation forward and to initiate greater qual-
ity in care or therapies and treatments. There are many books about management (and leadership) for 
nurse managers or healthcare managers and, while their contribution to the health service is great, this 
book was not necessarily written with these professionals in mind. If you are a manager of some sort 
and you have this book in your hand now, by all means read on, as I am sure there are lessons and mes-
sages in the text for any health professional. However, my hope when I and my fellow authors sat to 
write Clinical Leadership in Nursing and Healthcare: Values into Action was to generate an understand-
ing of leadership for clinical leaders: leaders at the bedside or who remain ‘hands on’ in their interaction 
with clients or patients; leaders who might not have the badge, or the title, or the confidence, or the 
realisation, but who are leaders in the health service nonetheless. These are leaders in the eyes of the 
people who follow them (their junior colleagues, their senior colleagues, patients or clients, other pro-
fessionals, students and learners, qualified practitioners or yet‐to‐be‐qualified practitioners), although 
they might not realise it themselves. These are the key leaders who can and will have a vast impact on 
the provision of quality healthcare, innovation and change within the health service.

The book presents the information in three parts. First it addresses the topic of clinical leadership and 
leadership in general. Much of what healthcare professionals know about leadership is based on insights 
and writings from the management paradigm. The first chapter redresses this by outlining why clinical 
leadership and quality or innovation are linked. It also discusses what leadership means by describing 
the theories that underpin what we know about leadership. As well, it describes the difference between 
leadership and management; looks at the attributes and value of followers; offers a description of the 
characteristics of clinical leaders; and sets out a new theory of leadership: congruent leadership. This 
theory, developed from research specifically undertaken with a range of health professionals, is directly 
relevant for bedside, clinical leaders to gain an understanding about what leadership means.

The second part of the book deals with the ‘tools’ for developing effective clinical leadership skills 
and insights. Chapters in this part offer information about organisational culture, managing change, 
decision making, team working, reflection, creativity, motivation and inspiration, networking, delega-
tion, how to deal effectively with conflict, the relevance of quality initiatives and project management 
for clinical leaders and the use of evidence‐based practice. These topics are all provided so that clinical 
leaders can orchestrate successful change and innovation and lead effective quality initiatives.

The final part of the book addresses issues that put clinical leadership into context. The topics 
relate to gender, generational groups, power, politics, empowerment, oppression and how clinical 
leaders can (using a congruent leadership style) have positive impacts on the quality of healthcare and 
lead their patients or clients, colleagues, team mates, co‐workers, organisation and the heath service 
in general towards a better tomorrow.

David Stanley
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Part I

Nothing in life is to be feared. It is only to be understood.
Marie Curie, Polish‐born French physicist and chemist, famous for her  

work on radioactivity, first recipient of two Nobel prizes, first female professor,  
University of Paris

Clinical Leadership in Nursing and Healthcare: Values into Action suggests that clinically focused 
leadership or clinical leadership and administration‐based or managerial leadership are not the same 
thing. The case for this view is set out in this first part of the book.

To support this statement, the book outlines a number of principles, frameworks, tools and topics 
describing how nurses and other health professionals can develop, lead and deliver effective clinical 
care – as clinical leaders, not as managers or as administrative leaders in the academic, political or 
managerial sphere. It also outlines a new theory of leadership, congruent leadership, which has 
been developed from a number of research studies exploring the nature and characteristics of clinical 
leadership from a wide range of different health professional disciplines, in the UK and Australia.

Congruent leadership theory suggests that leaders demonstrate a match (congruence) between the 
leader’s values and beliefs and their actions. As such, clinically focused nurses and a range of other 
health professionals have moved decisively and clearly in the direction of their values and beliefs and 
can be seen expressing congruent leadership. They may simply have stood by their values, working 
not because they wanted to change the world, but because they knew that what they were doing was 
the right thing to do and that their actions were making a difference, if only in the life of one person.

It is timely that clinical leadership is being re‐evaluated and frameworks developed that support it 
(Stanton, Lemer & Mountford 2010; Swanwick & McKimm 2011; Martin & Learmonth 2012; 
Mannix, Wilkes & Daly 2013; Storey & Holti 2013; Scully 2014; McLellan 2015; Rose 2015; West et al. 
2015; Bender 2016), because it is clear that in attempting to climb the career ladder, many health 
professionals have faced the dilemma of having to move further away from the core reason they first 
became health professionals, resulting in role confusion and blurring of values (Stanley 2006c). Many 
have had to move into management or administrative positions or academic roles and leave their 
clinical roles further behind with each promotion. However, if leadership happens at all levels (Cook 
2001; Stanley 2006a, b, 2008, 2011; Swanwick & McKimm 2011; Higgins et al. 2014), identifying who 
the clinical leaders are and attempting to gain an understanding of what clinical leadership means 
becomes vital.

Clinical Leaders: Role Models for Values into Action
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The first part of this book comprises five chapters. Chapter 1 deals with an exploration of the 
concept of clinical leadership. It explores the attributes of effective clinical leaders and outlines the 
rationale behind these attributes, then discusses why an understanding of clinical leadership matters 
now. The chapter considers what clinical leadership is and who clinical leaders are. Could a therapy 
team leader, who is busy telephoning staffing agencies in order to find staff to fill vacancies for a busy 
clinic, be the clinical leader? Could it be a nurse consultant, paramedic lead or nurse practitioner 
who is in the process of initiating a reform of clinically based practice on a recent research project? 
Could a healthcare assistant or physiotherapy aid who, day in and day out, has cared for sick and frail 
medical patients on a busy orthopaedic rehabilitation ward be the clinical leader? Could the bright‐
eyed, newly qualified occupational therapist who approaches work with enthusiasm and the hope 
that they are making a difference to people’s lives on a busy rehabilitation day‐case unit? Could it be 
the junior registered nurse who remains focused on essential bedside care and refuses to become 
drawn into the ward management issues? Or is the manager the clinical leader, as they keep staff 
focused on issues of quality, cleanliness and care?

Chapter 2 offers an introduction to the various definitions and styles of leadership. A spectrum of 
perspectives are presented to help health professionals get to grips with the concept of leadership. 
It is suggested that there are a wide range of views, beliefs and ideas about what leadership means, 
what types of leadership there are and how the types of leadership might be employed to build rela-
tionships, communicate more effectively, promote vision or values and bring about change or 
innovation.

Chapter 3 offers an insight into the important and often overlooked concept of followership. The 
concept of followership is defined, and followers’ responsibilities and the attributes of effective and 
not so effective followers are explored.

Chapter 4 offers an insight into congruent leadership theory (Stanley 2006a, b, 2008, 2011, 2014). 
This theory of leadership was developed specifically from research exploring clinically focused 
leadership as it relates to health professionals, which is outlined in this chapter. Congruent leader-
ship is promoted in this book as a valuable way to gain an understanding of how clinical leaders 
lead and why clinical leaders are seen as leaders. Examples of clinical leadership applied to congru-
ent leadership are offered, as is a discussion about the strengths and limitations of the theory. 
Moreover, the relationship of congruent leadership to change, innovation, power and quality is 
considered.

Chapter 5 offers a discussion of the difference between management and leadership, suggesting 
that managers and leaders are driven and governed by a different set of values and beliefs, goals and 
objectives. The differences between management and leadership outlined here make it clear that 

Reflection Point

There are ‘Reflection Points’ throughout this book. These are to encourage you to pause and reflect on 
the topic or issues being discussed.

Start the book by pausing to reflect on who you think the clinical leaders are in your clinical area or 
practice location. Imagine that a relative or friend is ill and requires care in the clinical area you work in. 
Who are the people you would point to as clinical leaders? Who would confidently care for and lead the 
care for your relative or friend? What are your thoughts? Could it be any or all of the people described 
earlier?
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while a manager may be an effective leader and a leader may be an effective manager, their diverse 
drives, motivators and objectives may in fact make it very difficult for one professional to hold both 
sets of responsibilities successfully. Most significantly, the differences may be most evident in rela-
tion to the values that drive clinically focused health professionals, therefore attempting to combine 
these different roles may lead to internal conflict and ineffective care (Stanley 2006c, 2011).

So Part I aims to explore clinical leadership, leadership theory, followership, congruent leadership 
and the difference between leadership and management. It will outline the characteristics, qualities 
and attributes of clinically focused leaders and help identify what they are, as well as what a health 
professional might look for to become a clinical leader.
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Find people who share your values, and you’ll conquer the world together.
John Ratzenberger, author of We’ve Got It Made in America

 Introduction

Jesse Jackson, the American political and civil rights leader, has said: ‘Change isn’t about processes or 
structure. It is about courageous people who are prepared to act.’ This book is about people in the 
health service who are courageous and prepared to act. For me, these are clinical leaders: women and 
men, across the spectrum of the health service, who explore the boundaries of their practice and who 
press for continual improvements in quality care, increased innovation and productive changes in 
practice. They are leaders because they put their values into action. Others see this and follow, 
because they hold or aspire to the same values and beliefs.

While nursing leadership and healthcare leadership are terms that have been evident in the nursing 
and health industry literature for many decades, clinical leadership is a relatively new term. However, 
what do we know about the concept of clinical leadership and what does the term mean? This chap-
ter sets out to explore definitions of clinical leadership, the attributes of effective clinical leaders, and 
attributes less likely to be associated with clinical leadership. It will also consider who clinical leaders 
might be, and outline the implications for health organisations when understanding and recognising 
clinical leaders. It suggests that if an organisation – or indeed the health service as a whole – is to 
adapt and develop, there is an urgent need to identify who the clinical leaders are and to understand 
how they see themselves or are recognised by others (Mountford & Webb 2009; Jeon 2011; Storey & 
Holti 2013a; Bender 2016).

 Clinical Leadership: What Do We Know?

Attempts to define clinical leadership, like insights into the concept, are relatively new. There were 
early contributions from Peach (1995) and Lett (2002), both from an Australian perspective, and US 
authors Dean‐Baar (1998), McCormack and Hopkins (1995) and Rocchiccioli and Tilbury (1998) 
added to the dialogue. Berwick (1994) and Wyatt (1995) from a medical perspective, Forest, Taichman 
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and Inglehart (2013) from a dentistry perspective and Schneider (1999) from a pharmacological 
standpoint have also added to the discussion. Most recently and also from a medical perspective, 
Stanton, Lemer and Mountford (2010), Swanwick and McKimm (2011) and Storey and Holti (2013a) 
have offered a summary of what clinical leadership may mean. However, in spite of this growing body 
of literature, a clear definition remains elusive (Mannix, Wilkes & Daly 2013; Jeon et  al. 2015). 
Fortunately, more literature is evident each year that addresses Malby’s (1997) suggestion that there 
has been limited agreement on a definition of clinical leadership.

Harper (1995) offered one of the earliest definitions, suggesting that a clinical leader possesses 
clinical expertise in a specialist practice area and uses interpersonal skills to enable nurses 
and other healthcare providers to deliver quality patient care. McCormack and Hopkins (1995), 
Cook (2001b) and Lett (2002) support Harper’s view, suggesting that clinical leadership can be 
described as the work of clinicians who practise at an expert level and who have or hold a leader-
ship position.

Rocchiccioli and Tilbury (1998), writing from a nursing perspective, also cite excellence in clinical 
practice, but add that it also involves an environment where staff are empowered and where there is 
a vision for the future. Lett (2002) and Swanwick and McKimm (2011) suggest that a clinical leader 
is a clinical expert who leads their followers to better healthcare by providing a vision to those follow-
ers and so empowering them. Expert practice and a positive impact on quality patient care again 
feature, but each also links clinical leadership with vision, and this is at odds with the research results 
that support this book (Stanley 2006a, b, 2008, 2011, 2014; Stanley, Cuthbertson & Latimer 2012; 
Stanley, Latimer & Atkinson 2014; Stanley, Hutton & McDonald 2015). These publications suggest 
that clinical leadership and vision are seldom directly linked. Instead, clinical leaders are more likely 
to be followed because they match their values and beliefs with their actions in clinical practice; a 
perspective elaborated on in Chapter 4.

Stanton, Lemer and Mountford (2010, p. 5) offer the view that anyone who is in a clinical role and 
who exercises leadership is a clinical leader, before suggesting that a clinical leader’s role is to 
‘empower clinicians to have the confidence and capability to continually improve health care on both 
the small and the large scale’. The UK Department of Health’s (2007) definition is that the role of a 
clinical leader is:

To motivate, to inspire, to promote the values of the NHS, to empower and create a consistent 
focus on the needs of patients being served. Leadership is necessary not just to maintain high 
standards of care, but to transform services to achieve even higher levels of excellence. 

(DoH 2007, p. 49)

Bender (2016) recently attempted to develop a theoretical understanding of clinical nurse leader 
practice and suggested that the core attributes of clinical nurse leaders rest on links to clinical 
 practice, effective communication, effective interprofessional relationships, team working and sup-
porting other staff.

Clark (2008) and Cook (2001a) suggest that clinical leaders are in non‐hierarchical positions, with 
Cook adding that clinical nurse leaders are directly involved in providing clinical care that continually 
improves care through influencing others, with Cook and Holt (2000) supporting this perspective. 
Clinical nurse leaders also have a relationship with quality patient care and are able to influence 
 others, implying perhaps that they may not need to be in positions of power or those that are hierar-
chically significant to lead in the clinical arena. The research that supports this book bolsters such 
views. These authors also imply that clinical leaders must be good communicators, and that they 
need effective team‐building skills and respect for others.
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The McKinsey Quarterly definition of clinical leadership is one that I particularly like (cited in 
Stanton, Lemer & Mountford 2010):

Clinical leadership is putting the clinician at the heart of shaping and running clinical services, 
so as to deliver excellent outcomes for patients and population, not as a one‐off task or project, 
but as a core part of clinicians’ professional identity.

In addition, the literature I have discovered points to a number of key elements in the recognition 
of clinical leadership:

 ● Clinical expertise (Berwick 1994; Harper 1995; Rocchiccioli & Tilbury 1998; Schneider 1999; Lett 
2002; Stanley 2006a, b, 2008, 2011, 2014; Stanton, Lemer & Mountford 2010; Swanwick & McKimm 
2011; Stanley, Cuthbertson & Latimer 2012; Stanley, Latimer & Atkinson 2014; Stanley, Hutton & 
McDonald 2015; Bender 2016).

 ● Effective communication and interpersonal skills (Harper 1995; Cook & Holt 2000; Cook 
2001b; Stanley 2006a, b, 2008, 2011, 2014; Swanwick & McKimm 2011; Stanley, Cuthbertson & 
Latimer 2012; Stanley, Latimer & Atkinson 2014; Stanley, Hutton & McDonald 2015; Jeon et al. 
2015; Bender 2016).

 ● Empowerment and respect for others (Rocchiccoli & Tilbury 1998; Cook & Holt 2000; Lett 2002; 
Stanley 2006a, b, 2008, 2011, 2014; Stanton, Lamer & Mountford 2010; Stanley, Cuthbertson & 
Latimer 2012; Stanley, Latimer & Atkinson 2014; Stanley, Hutton & McDonald 2015; Bender 2016).

 ● Team working or team building (Rocchiccoli & Tilbury 1998; Cook & Holt 2000; Lett 2002; 
Stanley 2006a, b, 2008, 2011, 2014; Stanton, Lamer & Mountford 2010; Stanley, Cuthbertson & 
Latimer 2012; Stanley, Latimer & Atkinson 2014; Stanley, Hutton & McDonald 2015; Bender 2016).

 ● Drive change, make care better and provide quality care (Berwick 1994; Harper 1995; Schneider 
1999; Cook 2001b; Lett 2002; Stanley 2006a, 2006b, 2008, 2011, 2014; Ferguson et al. 2007; Clark 
2008; Stanton, Lamer & Mountford 2010; Swanwick & McKimm 2011; Stanley, Cuthbertson & 
Latimer 2012; Stanley, Latimer & Atkinson 2014; Byers 2015; Demeh & Rosengren 2015; Stanley, 
Hutton & McDonald 2015).

 ● Vision (Rocchiccoli & Tilbury 1998; Cook & Holt 2000; Lett 2002; Clark 2008; Swanwick & 
McKimm 2011).

However, it is my contention that there is much more to understanding clinical leadership than these 
definitions and views.

 Attributes Less Likely to be Seen in Clinical Leaders

Not Controlling

Being viewed as ‘controlling’ was consistently seen as less likely to be associated with the qualities of 
a clinical leader. Table 1.1 indicates emphatically that in the five research studies that support this 
book (for more on these see Chapter 4), being ‘controlling’ was always the attribute identified as least 

Reflection Point

Look around the area where you work. Who would you identify as a clinical leader? Why would you 
select this person or people? How does your choice of clinical leader fit with the definitions already 
offered in this chapter?
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likely to be linked to clinical leadership. Moreover, the percentages are remarkably similar across a 
range of professional disciplines, cementing a disassociation between being controlling and clinical 
leadership.

Not Visionary

‘Being visionary’ was also poorly associated with clinical leadership. As with Cook’s (2001a) study, 
having a vision or articulating a vision appeared to be unrelated and unrecognisable as a dominant 
feature of the qualities and characteristics for which clinical leaders were recognised.

In Study 1 the term ‘visionary’ was identified by 72.3% of respondents as affiliated with clinical 
leadership, although even with this percentage it was ranked 27th on a list of 42 words to describe the 
qualities and characteristics most associated with clinical leadership. In each of the five studies, being 
visionary or having a vision failed to be rated highly in terms of a percentage factor, or as an attribute 
of clinical leadership. Table 1.2 offers data from all five studies to support this view. Interestingly, the 
percentages seemed to drop as the studies progressed in time (from 72% with nurses in 2005 to 34.2% 
with allied health professionals in 2015).

These results question the significance of ‘vision’ or ‘being visionary’ as a quality or characteristic 
sought or seen in clinical leaders. In each of the studies, respondents were invited to list their own 
attributes of clinical leaders and, as such, many additional attributes were offered. However, very few 
related to ‘vision’, ‘being visionary’ or ‘being forward thinking’ (Stanley 2006a, b, 2008, 2011, 2014; 
Stanley, Cuthbertson & Latimer 2012; Stanley, Latimer & Atkinson 2014; Stanley, Hutton & 
McDonald 2015). The lack of characteristics centred around clinical leaders being visionary was 
borne out by the results of the interviews or free‐text comments, where ‘vision’ was hardly men-
tioned as an attribute looked for in clinical leaders, and rarely described as the motivation behind 
being a clinical leader.

This may be because respondents were drawn to or identify with clinical leaders who can lead 
them through the ‘here and now’ issues of busy and chaotic clinical work – who can cope with the 

Table 1.1 ‘Being controlling’: The characteristic least commonly associated with clinical leaders.

Percentage of respondents who 
identified controlling as the attribute 
least likely to be linked to clinical 
leadership

Study 1 Study 2 Study 3 Study 4 Study 5

Nurses Paramedics Residential 
care staff

Volunteer 
ambulance 
officers

Allied health 
professionals

78% 84% 80% 84% 83%

Table 1.2 ‘Being visionary’ as associated with clinical leadership.

Percentage of respondents 
who identified visionary as an 
attribute likely to be linked to 
clinical leadership

Study 1 Study 2 Study 3 Study 4 Study 5

Nurses Paramedics Residential 
care staff

Volunteer 
ambulance 
officers

Allied health 
professionals

72%
Ranking 27th 
out of 42

51%
Ranking 37th
out of 54

20%
Ranking 33rd 
out of 54

40.9%
Ranking 38th 
out of 54

34.2%
Ranking 36th 
out of 54
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demands of each day as it comes, rather than postulate and pontificate about how things could or 
should be. Clinical leaders were seen and selected if they had their values on show and stood on a 
solid foundation of care and compassion that governed and drove their practice standards. Clinical 
leadership is therefore defined in action, as clinical leaders mobilise their values and beliefs to guide 
and direct what they do when faced with challenges and critical problems in the clinical area (Clark 
2008; Stanley 2006a, b, 2008, 2011, 2014; Edmondstone 2009; Stanley, Cuthbertson & Latimer 2012; 
Forest et al. 2013; Stanley, Latimer & Atkinson 2014; Scully 2014; McLellan 2015; Stanley, Hutton & 
McDonald 2015).

Not Shapers

Cook (2001a) saw clinical leaders as ‘creative’, identifying the typology of ‘shapers’ to describe them 
(see later in this chapter). In each of the five research studies that influence this book, creativity was 
rarely identified as a defining characteristic of a clinical leader. As indicated in Table 1.3, being ‘creative/
innovative’ or ‘artistic’ was seldom ranked highly on the clinical leader attribute list.

Artistic was ranked second only to ‘controlling’ as the characteristic least associated with clinical 
leadership in the first study among nurses and was continually ranked near the end of the order in 
all the other studies. Higher percentages of respondents did still consider being ‘creative/innovative’ 
a feature of clinical leadership. However, this failed to be as strongly associated with clinical leader-
ship as other attributes, and in interviews with clinical leaders or in other data sources, creativity 
and innovation were seldom expressed as an attribute worthy of note (Stanley 2006a, b, 2008, 2011, 
2014; Stanley, Cuthbertson & Latimer 2012; Stanley, Latimer & Atkinson 2014; Stanley, Hutton & 
McDonald 2015).

I have struggled with this aspect of the results since my initial publications. Rolfe (2006), who wrote 
a commentary on the 2006 article (Stanley 2006b), was likewise unsure of the validity of the results, 
given that creativity was ranked so low. However, this feature of the results has been confirmed again 
and again with each subsequent study (see Table 1.3). I am sure that some clinical leaders are creative 
and that being creative is a substantial skill for clinical leaders to employ, but I am now sure that 
being creative is not something that others look for in their clinical leaders. Creativity does remain a 
key attribute that clinical leaders should aspire to, and it is of particular relevance if clinical leaders 
are to influence innovation or change or to find new ways to bring their values into practice. Chapter 9 
elaborates on the issue of creativity and identifies a number of strategies that clinical leaders can 
employ to bolster their creative capacity.

Table 1.3 ‘Creative/innovative’ and ‘artistic’ as associated with clinical leadership.

Percentage of respondents 
who identified creative/ 
innovative as an attribute 
likely to be linked to clinical 
leadership

Study 1 Study 2 Study 3 Study 4 Study 5

Nurses Paramedics Residential 
care staff

Volunteer 
ambulance 
officers

Allied health 
professionals

76.5%
Ranking 25th
out of 42

51%
Ranking 32nd 
out of 54

60%
Ranking 27th
out of 54

59.0%
Ranking 27th 
out of 54

56%
Ranking 22nd 
out of 54

Percentage of respondents 
who identified artistic as an 
attribute likely to be linked 
to clinical leadership

13%
Ranking 41st 
out of 42

24%
Ranking 50th 
out of 54

0%
Ranking 54th 
out of 54

42.5%
Ranking 48th 
out of 54

8.5%
Ranking 50th
out of 54


