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Leadership in rural medicine: The organization on thin ice?
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Abstract
Objective. To explore the personal experiences of and conceptions regarding leading rural primary care in Northern Norway.
Design. Qualitative content analysis of focus-group interviews. Setting. Lead primary care physicians in the three northernmost counties. Subjects. Four groups with 22 out of 88 municipal lead physicians in the region. Results. Three main categories were developed and bound together by an implicit theme. Demands and challenges included the wide leadership span
of clinical services and public health, placed in a merged line/board position. Constraints of human resources and time and
the ever changing organizational context added to the experience of strain. Personal qualifications indicates the lack of
leadership motivation and training, which was partly compensated for by a leader role developed through clinical undergraduate training and then through the responsibilities and experiences of clinical work. In Exercising the leadership, the
participants described a vision of a coaching and coordinating leadership and, in practice, a display of communication skills,
decision-making ability, result focusing, and ad hoc solutions. Leadership was made easier by the features of the small,
rural organization, such as overview, close contact with cooperating partners, and a supportive environment. There was
incongruence between demands and described qualifications, and between desired and executed leadership, but nevertheless the organization was running. Leadership demonstrated a “working inadequacy”. Conclusion. Under resource constraints, leadership based on clinical skills favours management by exception which, in the long run, appears to make the
leadership less effective. Leadership training which takes into account the prominent features of rural and decentralized
primary care is strongly needed.
Key Words: Clinician, focus-group interviews, physician leadership, rural primary health care

Rural primary care facilities in Norway provide
comprehensive clinical and public health services.
Most facilities have teams of 2–5 physicians and an
equal number of support personnel. One physician
has the lead role, often in a merged line and board
position, with clinical work as the major task.
The context for rural medical services entails
small organizations, long distances, qualified human
resource constraints, and a wide span of tasks undertaken by few people [1–3]. These conditions have an
impact on leadership.
It is widely accepted that primary health care
depends on the competence of its administration and
leadership to deliver quality services. National and
international policy documents state that governance
and leadership of primary care need to be improved
and that health reform policies are dependent on this
improvement [4–7].

Undergraduate teaching in leadership in Norway’s medical schools is still fragmented with one
out of four schools providing training above the
minimum. The speciality in public health requires
six days of leadership training and general practice
requires only two days. The public health speciality
is steadily losing ground as the number of new candidates does not keep up with those leaving the
specialty [8,9].
Changes and successful improvements in health
services are dependent on trained leadership, but
often rural municipalities have no other choice except
to employ physicians without such training [10].
Research on leadership in rural health care is
scarce, with most studies originating in the nursing
profession. An Australian study of leaders in rural
nursing units comprised certain key challenges, such
as role complexity and the lack of relevant training
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Leadership in rural medicine
Leadership in rural medicine has not been
much studied. This does not reflect its importance for delivering quality services.
•
•
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•

There is incongruence between demands,
qualifications, and practices of leadership.
The rural context forces the use of less
effective leadership styles.
The improvement of this leadership must
be built on training tailored to the setting
and must be rooted in clinical practice.

and support [11]. Finnish health centre studies
emphasize the need for effective management to
solve problems of information exchange and collaboration, physician shortage linked to management, and management differences between large
and small health centres [12–14]. More researchbased knowledge is needed to define the role of rural
lead physicians and to provide a basis for training.
This study aims at exploring this group’s experiences of, and conceptions regarding, rural medical
leadership.

Material and methods
A qualitative approach using focus-group interviews
was chosen, as the dynamics of these groups facilitate
interaction between the collective experiences, knowledge, and opinions of participants [15–17].
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Table I. Key questions.
Key questions in interview guide:
•
•
•
•

Tell us about your work as a lead physician.
What are the important elements of the lead role?
What leadership behaviour and tools are you practicing and
using?
What conditions are needed for improvement of the leadership?

and lasted 1–2 hours. All discussions were led by JH,
a practising GP with long leadership experience in
the region, and an assistant. The interviews were
taped and transcribed verbatim and were judged to
provide sufficiently rich and varied material for the
analysis.
Analysis
The verbatim transcribed interviews were analysed
using qualitative content analysis [15–18]. The
texts were initially read to become familiar with the
content. Meaning units were then identified, condensed, abstracted, and labelled with a code. Based
on their similarities and differences, the codes were
first sorted into preliminary subcategories and
categories, and then, after continuing comparisons,
into definite ones. Finally, after reading the categories as a whole, a general theme emerged [17]
(Table II).
Codings and categorizations were first made individually by the two authors, and then tried and
decided upon in cooperation. The theme was the
fruit of a discussion continued throughout the later
part of the process.

Participants
Lead primary care physicians in North Norway
were invited to participate. Four groups were purposely planned to cover all three counties. Experienced and inexperienced physicians were included.
The invitation covered study background, questions to be discussed, confidentiality, and practical
issues. A total of 22 (25%) self-selected, lead physicians out of 88 were included, four females and
18 males, corresponding to gender distribution in
the region. The groups had three, four, six, and
nine participants. An additional 10 (three females)
physicians responded positively but could not participate for practical reasons and one male
expressed no interest. The participants’ experience
of medical leadership ranged from a few months
to 30 years.
Group interviews
Semi-structured interviews were undertaken. The
discussions followed an interview guide (Table I)

Results
Three main categories with subcategories, reflecting
the experiences and conceptions of the participating
lead physicians, were developed: Demands and challenges, Personal qualifications, and Exercising the leadership. These categories were held together by the
theme “Working inadequacy”.
Demands and challenges
The leadership span. The leadership had a wide span,
covering both clinical services and public health:
I think very few are able to be a GP, a line manger,
a public health officer, influence upwards and
downwards at all levels in the municipality …
very few can manage that…. (Gr1p8)
Resource constraints. Resource constraints affected
leadership. Patients and calls had first priority. Major
concerns were time and vacancies. Vacancies resulted
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Table II. Content analysis example matrix.
Meaning units

Codes

Subcategories

Categories

The leadership
span

Demands and challenges

Theme

“ I want me out of line eadership… that is
not doctor work”
“..too much demands from my superiors in
the line.”
Line/board
position
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“..I want to be at the level where things
happen. Up there, in the board,
NOTHING happens..”
“I think very few are able to be a GP, a line
manger, a public health officer, ….very
few can manage that”

in more calls and clinical work and less time for
leadership:
… leadership, clinician, public health officer AND
the BIGGEST problem …we have no time to do
all this. It is just not possible. (Gr4p21)
… the time available is extremely dependent on
how many doctors present … short periods I am
alone… (Gr2p5)
Time shortages tended to make even major decisions half-hearted and last-minute:
… what should be my most important job; to push
our services forward, create something new, that I
have to do by a “heel kick”…. (G2p14)
Organizational impact. The lead physicians felt
municipality reorganization often increased the
responsibility span by adding new groups of health
workers that they had to be responsible for. Additional frequent vacancies at the superior level caused
permanent instability:
… my superior is a teacher, the previous an economist, then a bureaucrat, a doctor, a social worker,
a public health nurse…. (Gr1p11)

Working inadequacy

Personal qualifications
Motivation. The reasons for accepting the role varied;
either it happened by accident, or there was an
implicit demand. The motivation was generally low:
I became doctor in charge, and like most of us, in
fact against my will. (Gr3p4)
Those few who were positive from the beginning
found it exciting to have the power and authority to
make decisions and to motivate others to do a good
job:
… the lead position was vacant 6 months before
I took it on, a lot of work to get things going but
very exciting, and then I have great support from
those in municipality X. (G1p1)
… to me it was great fun to have decisional
authority. (G1p2)
Leadership training. Participants felt they were not
prepared for leadership. One had received training at
college level and others had had short courses
arranged by their municipalities in addition to courses
required in their specialization. The latter were
claimed to be too much hospital-based, too general,
and not relevant for their context:

Models and strategies for implementing health
legislation and regulations were found to be too
much coined by large and urban communities. This
imposed much unnecessary administrative work and
strained already exhausted resources. Examples were
quality development and planning requirements:

… had municipal training but … I am missing
leadership tools, how to think, how to perform
leadership in my kind of setting … the training I
have had has not been applicable to my reality….
(G4p35)

… is about to kill small communities … national
level dictates … these systems are to solve urban
problems not ours…. (Gr2p5)

Building self-confidence. The interviewed doctors felt
that, in addition to building their professional identity, medical training and experience also grounded
their leadership competence:

… in this small community, I have 7–8 under me,
about the size of a purseseiner boat [fishing boat],
they [on the boat] do not go for training, they do not
need frequent meetings with their superiors.Too many
stupid things that take my time…. (Gr2p24)

… clinical work is fundamental to all I do as a
leader. (Gr1p12)
… we have a competence for leadership in
health care nobody else in the municipality

Leadership in rural medicine
has … we must be conscious of it and proud of it.
(Gr1p28)

… because of many years as clinicians and public
health physicians. (Gr4p25)

The administrative and political leadership and other
cooperating departments strengthened the physicians’ self-confidence as leaders by profiting extensively from their professional knowledge:

A wide range of administrative procedures were
mentioned as practising leadership, such as budgeting and other aspects of personnel administration,
and delegated in different directions:

… my position in the health care system gives me
over time a lot of experience and I become a focal
point of information in the system. (Gr2p11)

I have survived because I have delegated administration upwards and downwards. (Gr2p11)

Exercising the leadership
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The participants described their leadership practices
mostly in general terms and through visions and the
ideal situation. Their practical examples of implementation were dominated by administrative procedures.
Visions. The lead physicians often described their
visions and ideas about their leadership by expressing
themselves through “I want to…”, “I wish I could…”,
and “I think that…”. They rejected an autocratic style
and supported a coordinating and coaching style:
… for me leadership is for the team to row the
boat in the same direction, coordinate different
options of directions and interests. (Gr3p3)
Practising leadership. Participants did not refer to
leadership theories, but rather their own personality
and professional training:
I am very sure that personality, good or bad,
means a lot for how leadership roles are formed….
(Gr1p12)

Meetings were described in terms of details, frequency, content (much administration), participants
etc., but were not explored specifically from a leadership perspective:
… quality development workshop some time ago.
After that we changed our meeting-structure completely. More regular…. (Gr4p22)
Facilitating the rural context. The wide range of responsibilities also represented an interesting, professional
diversity. The community size provided a good overview, geographically and organizationally. The interpersonal distances were short:
… if the municipality had been bigger and the
public health nurse not just down the corridor,
staff living in another place, psychiatric unit 20
staff members and not 4; then things would not be
that easy. (Gr4p19)
They felt more visible in small communities and
were utilized and appreciated in different ways.
Working inadequacy

Extensive experience in decision-making and influencing others through clinical work became visible
in their role as leaders:

Together, the categories form a mix of structural
conditions, felt demands of being effective, experienced assets and deficiencies of the personal qualification profile, leadership ideals, and the factual
execution of the leadership. The material contained
examples of experienced successes, but the picture
as a whole showed incongruence between demands
and qualifications, and between how things were
wished to be done, and a scarcity of descriptions of
how they actually were done. The tasks were undertaken, but in a more reactive than reflective fashion.
The leadership worked in an immediate sense but
appeared, at the same time, to be partially inadequate. The lead physicians were coping as individuals
but the organization appeared to be on thin ice.
Quotes within the three main categories (I–III)
from one of the participants may illustrate the certain combination of experienced capability and
inadequacy:
I.

… they [cooperating partners] have experienced
us [as leaders] as result-oriented, decision-oriented

… there are three parts in the leadership; we are
employers, clinicians and public health officers.

… and as GPs we want progress and results,
something that is appreciated in the municipal
organization. (Gr4p16)
When choosing examples of practical leadership certain areas of clinical interests such as geriatrics,
emergency medicine etc. were often mentioned:
… [leadership wise] … I have done things I have
found [professionally] interesting…. (Gr1p5)
Proficiency in professional communication was
claimed to be transferable to conflict handling and
other management situations:
… hence our profession has many elements of
leadership. (Gr3p9)
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The problem is not the complexity but we have no
time to do it. It is just not possible….
… in a consultation; somebody asks about the
nursing home, phone ringing, leave application, a
prescription … all hats on. That is the challenge
so difficult to cope with....
II.
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… a part of our authority comes from our clinical
work….
… to move the community effectively from A to
B, there is nobody to tell me how to do it. I have
no tools, no mandate.We live on our authority and
try to use it….
… I think I have had 2 weeks of local leadership
courses, useless…. I need tools in leadership, how
to think, how to practise leadership in my situation. These courses did not fit my reality….
III.
… the line lead role; there is a lot of administration, budget/personnel … kind of indirect leadership….
… now we use meetings [after training], it is OK
after all, my personality likes doing things informally via indirect channels….

Discussion
The results
Demands and challenges, personal qualifications,
and the ideas and practice of exercising leadership
were described. Generally the interviewed lead
physicians seemed to cope with their task as individuals, but the organization appeared to be on
thin ice. There was incongruence in their descriptions between demands and qualifications, and a
lack of descriptions of deliberate actions of leadership that matched the ideals. Shortcomings were
also described explicitly. Although some of the
findings should be no surprise to those involved in
rural primary care leadership, an overall and systematic picture is necessary to understand its characteristics.
Medical training and practice were held to be
important assets, but from a leadership perspective
the doctor–patient and the leader–subordinate relationships differ.
To be a good lead physician and find ways of
developing health care, so much more than medical
competency is needed [18].

The authority from clinical experience as a GP
reinforces the leadership role. A substitute function
through professional competence has been described
[19], but it might also hinder efforts to acquire specific leadership training.
Work experience has advantages but as the only
substitute for leadership it is not sufficient. However,
clinical experience seems to be essential to create
motivation for leadership. This challenges many rural
communities, which have no other choice than convincing young, inexperienced doctors with little
motivation to embark on leadership [10].
Clinicians are action-focused problem-solvers.
The more strained the situation the more probable
it is that “clinical reflexes” also dominate leadership
behaviour. This minimizes overview and the taking
of long-term structural measures.
The participants advocated a supportive leadership style but gave few examples of implementation.
In contrast, administration was described in detail,
and they tried to avoid it, but in smaller communities it is often impossible to delegate. Overburdening clinical work forced them to take on ad hoc
solutions and leadership became “left-hand work”.
This situation made lead physicians lower the level
of formalized leadership and opt more for problemsolving. This shift towards leadership by exception has
been found by others, where rural lead nurses advocated the supportive style but practised it only conditionally [20].
The Full Range of Leadership Model [21] incorporates all aspects of leadership behaviours, ranging
from charismatic/relation/change-oriented style
(transformational), through task oriented/active–
passive management by exception (transactional), to
laissez faire (no leadership). Research shows that the
correlation of an exception-focused style with subordinates’ satisfaction and performance ranges from
slightly positive to significant negative [21]. The
working but still inadequate leadership that stands
out as a main feature in our material seems to correspond with an exception-focused style. Over time
this style has been proved to place considerable strain
on both the leader and the organization. We do not
claim that major structural problems can be solved
only by practising other styles within the model, but
they could better contribute to what it is possible to
do even under difficult circumstances.
Comments on the method
Recruiting lead physicians was challenging, which
others have also experienced [22]. The most common
causes for rejecting participation were tight schedules
and long travel distances. Participants were probably
a selection of motivated physicians. They constituted
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a homogeneous group within a shared profession,
which inevitably both represents and invites conformity. Despite this, the data were deep and varied,
containing both positive and negative accounts.
The facilitator, also a GP clinician, seemed to
give legitimacy to and make conditions favourable
for creating an apparently trusting climate within
the groups. These advantages of peer interviewing
have also been described by others [23–25]. We
believe them to outweigh the risks which have been
pointed out by other researchers, that is, that a peer
discussion leader, by increasing tendencies to loyalty and conformity, makes the participants hold
back important information [26]. The study refers
to conditions in rural general practice in North
Norway. Different aspects of the results have found
support in other studies, adding to its transferability
[27–30].

Conclusion
Lacking the proper preparation for their task, rural
lead physicians seemingly respond to their challenges
through a less effective leadership style, leading by
exception. Lead physicians manage the best they can,
and cope with the situation as individuals, but the
organization is on thin ice. The chosen strategies have
the potential for improvement, and the expressed
needs and recommendations of the lead physicians
for tailored training rooted in their clinical practice
should be listened to.

Acknowledgements
The authors would like to thank the lead physicians
in the region for their willingness to participate and
for their enthusiastic involvement in the discussions.
The study would have been impossible without their
support. The authors also thank linguist Jessica Vinter
for language checking.

Funding
The study has been supported by the “National Centre for Rural Medicine”, University of Tromso and
“The General Practice Stipend”, Norwegian Medical Association, and their support has been greatly
appreciated.

Ethical approval
The required approval has been granted by “The
Norwegian Social Science Data Services” (Ref
20050118455/RH).

127

Conflict of interest
None declared.

References
[1] Wilkinson D et al. The handbook of rural medicine in Australia. Oxford: Oxford University Press; 2004.
[2] Lian OS, Merok E, editors. Mellom nostalgi og avant-garde.
Distriktsmedisin i moderne tid [Between nostalgia and
avant-garde. Rural medicine in modern times]. Kristiansand:
Høyskoleforlaget AS; 2005.
[3] Strasser R. Rural health around the world: Challenges and
solutions. Fam Practice 2003;20:457–63.
[4] National Directorate for Health and Social Affairs. “…and
it’s going to get better!” – National strategy for Quality
Improvement in Health and Social Services (2005–2015).
Oslo: Directorate for Health and Social Affairs; 2005.
[5] World Health Organization. MAKER. Geneva: WHO; 2008.
Available online at: http://www.who.int/management/streng
then/en/index.html.
[6] World Health Organization. The World Health Report 2008:
Primary health care now more than ever. Geneva: WHO;
2008.
[7] Baker R. Reforming primary care in England – again: Plans
for improving the quality of care. Scand J Prim Health Care
2000;18:72–4.
[8] Norwegian Medical Association. http://www.legeforeningen.
no/id/18.
[9] Pettersen BJ, Hofoss D. Are public health physicians fading
out of management? Eur J Public Health 2007;0:ckm031v1–4.
[10] Markuns JF, Culpepper L, Halpin Jr WJ. A need for leadership in primary health care for the underserved: A call to
action. Acad Med 2009:84.
[11] Paliadelis PS. Rural nursing unit managers: Education and
support for the role. Rural and Remote Health 2005;5:325.
[Online], 2005:1–8.
[12] Kekki P, Sihvonen M. Health centre efficiency: First results
of an organizational analysis of four Finnish health centres.
Scand J Prim Health Care 1989;7:143–7.
[13] Saxén U, Jaatinen P, Kivelä S-L. How does a shortage of
physicians impact on the job satisfaction of health centre
staff? Scand J Prim Health Care 2008;26:248–50.
[14] Alanen SI, Johannala-Kemppainen R, Ijäs JJ, Kaila M,
Klockars M, Mäkelä M, et al. Evaluation of current care
effectiveness: A survey of hypertension guideline implementation in Finnish health centres. Scand J Prim Health Care
2007;25:232–6.
[15] Kvale S. Interviews: An introduction to qualitative research
interviewing. Oslo: Gyldendal Norsk Forlag AS; 2001.
[16] Elo S, Kyngäs HJ. The qualitative content analysis process. J
Adv Nurs 2008;62:107–15.
[17] Graneheim UH, Lundman B. Qualitative content analysis in
nursing research: Concepts, procedures and measures to
achieve trustworthiness. Nurse Educ Today 2004;24:105–12.
[18] Dahlbom-Hall B, Jacobsen B. Leger og ledelse. [Physicians
and leadership]. Oslo: Tano Aschehoug; 1999.
[19] Yukl G. An evaluative essay on current conceptions of effective leadership. Eur J Work Organiz Psychol 1999;8:23–48.
[20] Parry KW. The new leader: A synthesis of leadership research
in Australia and New Zealand. J Leadership Studies 1998;
5:82–105.
[21] Bass BM, Riggio RE. Transformational leadership. 2nd ed.
Mahwah, NJ: Lawrence Erlbaum; 2006.
[22] Ijäs J, Alanen S, Kaila M, Ketola E, Nyberg S, Välimäki M,
et al. Primary care guidelines: Senior executives’ views on

128

[23]

[24]

[25]

Scand J Prim Health Care Downloaded from informahealthcare.com by 193.213.35.86 on 08/04/14
For personal use only.

[26]

J. Hana & C. E. Rudebeck
changing health centre practices in hypertension treatment.
Scand J Prim Health Care 2009;27:202–7.
Twohig PL, Putnam W. Group interviews in primary care
research: Advancing the state of the art or ritualized research?
Fam Pract 2002;19:278–84.
Chew-Graham CA, May CR, Perry MS. Qualitative research
and the problem of judgement: Lessons from interviewing
fellow professionals. Fam Pract 2002;19:285–9.
Coar L, Sim J. Interviewing one’s peers: Methodological
issues in a study of health professionals. Scand J Prim Health
Care 2006;24:251–6.
Fhärm E, Rolandsson O, Johansson EE. “Aiming for the
stars” – GPs’ dilemmas in the prevention of cardiovascular
disease in type 2 diabetes patients: Focus group interviews.
Fam Pract 2009;26:109–14.

[27] Wright B, Lockyer J, Fidler H, Hofmeister M. Roles and
responsibilities of family physicians on geriatric health care
teams: Health care team members’ perspective. Can Fam
Physician 2007;53:1954–5.
[28] Meal A, Wynn A, Pringle M, Hippisley-Cox J. Forging links:
Evolving attitudes of clinical governance leads in general
practice. Qual Primary Care 2004;12:59–64.
[29] Marshall MN, Mannion R, Nelson E, Davies HTO. Managing change in the culture of general practice: Qualitative case
studies in primary care trusts. BMJ 2003;327:599–602.
[30] Courtney M, Yacopetti J, James C, Walsh A, Finlayson K.
Comparison of roles and professional development needs of
nurse executives working in metropolitan, provincial, rural or
remote settings in Queensland. Austr J Rural Health 2002;
10:202–8.

