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Abstract
Background: The changes of health care that have been going on the latest decades have affected nurse leaders’ role in
bedside nursing in hospitals and community care in Norway and Sweden as in many other countries.
Aim: This study aimed at describing nurse leaders’ working situation, role experience and role performance in bedside
nursing in hospital and community care contexts in Norway and Sweden.
Methods: Twenty-four nurse leaders in three hospitals and ten nursing homes/sheltered accommodations in urban and
rural areas in Norway and Sweden participated in qualitative interviews. Data was analyzed using inductive content
analysis. In addition background information was used for providing deeper understanding of the leaders’ working
situation.
Findings: The leader responsibilities concerned safeguarding the quality in daily care, upholding a good workplace
environment, developing nursing care, and keeping the budget in balance. Being in an ‘in-between’ position with more
responsibility than authority in the role was common for all leaders. Four characteristic groups of leaders; ‘the patient
guardian’, ‘the manager’, ‘the climber’, and ‘the unconscious’, illustrated different pattern found.
Conclusion: Our study illuminates the necessity of improvement of competence requirements, authority-responsibility
balance, administrative and emotional support, and competence development in regard to bedside nurse leaders.
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1 Background
The health care systems in the industrialised world have undergone many reforms intended to improve quality of care, and
strengthen cost effectiveness, productivity and efficiency. During the 90s this led to changes in organisations, and
decentralisation of decisions, which also affected the nurse leader’s role and responsibilities in bedside nursing in hospitals
and community care [1-3]. New terms were coined which caused vagueness and uncertainty and made it difficult to compare
the nurse leader role in different contexts [4, 5]. In a literature review, Cook [6] found that the difference between nursing
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management, nursing leadership and clinical leadership were scarcely described. In this study the terms ‘nurse leader’ and
‘leader in bedside nursing’ will be used irrespective of what term has been used in the studies referred to.
Traditionally, the unique quality of leaders in bedside nursing has been their background as clinical nurses, which has been
seen as important for creating an appropriate environment for high quality nursing care [7]. However, nursing background
as the basis for leadership in bedside nursing has been questioned during the last decade. Voices have claimed that it would
be more cost-effective with basic training in management, administration and economy [8]. A mediating opinion was stated
by Alexander [9], who claimed that the best preparation for a nurse leader for the 21st century would be clinical nursing
expertise combined with business administration competence. Nowadays, the nurse leaders on the wards are still expected
to ensure that the nursing personnel deliver high quality nursing care [10, 11]. In addition, especially in hospital organisations, more administrative and human resource tasks have been put on them [8, 12]. There are also expectations on nurse
leaders to take on a central role in development projects and research activities to ensure that the care is evidencebased [13, 14]. Accordingly, both expectations and responsibilities of nurse leaders in the clinical setting have increased [15].
The great interest for leadership in nursing which has accompanied the changes has resulted in a huge body of literature.
Many studies have described the new leader role as comprehensive, complex, and vague [6, 16, 17] and also as burdensome
and stressful [18-20]. Others have shown that nurse leaders appreciate their new role, as it provides opportunities for personal
development and growth [21, 22]. Studies have also highlighted nurse leaders’ lack of adequate education and competence [8, 23] and lack of support in the changing role [18, 24].
In Norway and Sweden the organisational changes have meant new positions and tasks for many of the nurse leaders in
bedside care [17, 25], which concur with what has happened in other countries. Especially in Swedish community care the
nursing leadership has been affected, due to the transfer of superior leadership to district managers, without the
requirement of these leaders being registered nurses [26]. To safeguard the nursing quality in nursing homes and sheltered
accommodation, registered nurses are employed to be responsible for the leadership in bedside nursing care [27, 28].

1.1 Rationale for the study
The literature review provided a comprehensive but rather diverse picture of what it means to be a nurse leader in bedside
nursing. Most studies focused on nursing leadership in the context of hospitals, whereas corresponding studies from the
community care were scarce. As nurse leaders in hospitals and community care in Norway and Sweden have been the
target of many changes during the last decade [29] our study was carried out in order to throw light upon nursing leadership
in bedside nursing in two geographic areas where co-operation in the field of competence development has been going on
for a number of years [30].

1.2 Aim
The aim was to describe nurse leaders’ working situation, role experience, and role performance in bedside nursing in
hospital and community care contexts in Norway and Sweden.

2 Methods
2.1 Setting
The study was carried out in three hospitals and ten nursing homes/sheltered accommodations (community care) in urban
and rural areas in border districts of Norway and Sweden. The leaders in the hospitals worked in surgery and internal
medicine wards, and the community care leaders worked in wards for elderly care.
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2.2 Informants
Permission and names of possible informants were given by the heads of the institutions. The inclusion criteria were to be
responsible for the bedside nursing care, and have at least six months of experiences in the leader role from the present
workplace. In addition, informants with different age, sex, education, work- and leadership experience were asked for in
order to get variation in data. Twenty-four informants fulfilling the inclusion criteria were invited to participate, and
twelve nurse leaders from hospitals and twelve from community care agreed, equally divided between the countries. Two
of the informants were men.

2.3 Data collection
Qualitative interviews were used for data collection about experience and performance of the leader role. A thematic
interview guide was created including the themes: reasons for entering nursing leadership, goals and visions, content and
responsibility, opportunities and obstacles, and competence development. The guide was tested in one interview per
author before data collection. The data collection was carried out between August 2007 and May 2008 at the informants’
workplace in an open dialogue. The interviews were made in an open dialogue with probing questions to clarify and
deepen the understanding. Twenty-four tape-recorded interviews (six per author) lasting between 45 and 90 minutes were
conducted and transcribed verbatim. Before the interviews the informants were asked to fill in a short structured form with
demographic and context-related questions, including questions about formal responsibility and authority.

2.4 Data analysis
The interviews were analysed with qualitative content analysis [31, 32] in collaboration between the authors, who were
familiar with both the Norwegian and the Swedish language. The interview texts were read and re-read to make sense of
each interview as a whole. Words and phrases which made sense in regard to the topic under study were marked in the text.
Meaning units that dealt with the same content were identified and coded, and thereafter condensed, compared, and
classified as belonging to a particular group. In this step sub-categories were abstracted and grouped into categories and
labelled. Throughout the analysis questions were put to the text such as: What is this? What does it tell about being a leader
in bedside nursing? What does it stand for? What else is like this? What does it mean? When searching for similarities and
differences in the interviews typical patterns were discerned concerning the informants’ view of the leadership role and
fundamental values behind it. In a re-analysis of all interviews these patterns were further analysed, condensed and sorted
into four categories describing different characteristics of leaders. The researchers collaborated closely in all the steps of
analysis in order to strengthen the credibility of the findings. The decisions about which coded material was appropriate to
be put into the same category was taken through interpretation [33]. When disagreement occurred, the interview and coded
material were re-read and discussed again until full agreement was attained in the research group.
The demographic and context-related data from the structured form were manually calculated with percentages, ranges
and means.

2.5 Ethical consideration
The study was approved by the heads of the institutions involved. Additionally, the study was reported to the Norwegian
Social Science Data Services (Nr 19673). The Ethical Code for Nurses and Nursing research [34] was taken into account
throughout the study following the issues of voluntariness, confidentiality and integrity of the informants.

3 Findings
3.1 Demographic and context-related data
The age of the nurse leaders (see Table 1) ranged from 28 to 61 years (mean = 48 years). All of them, except three who
worked in community care, were 40 years old or more. Their legislation as nurses was from 1972 - 2006. Seventeen of
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them had a Diploma degree, and seven had an academic degree (six a Bachelor degree and one a Master degree), of whom
five were found in the Swedish contexts. Fifty per cent of the leaders (no difference in the contexts) were specialist nurses,
and seven Swedish leaders had academic courses in topics related to medicine or nursing. Such courses were not reported
by the Norwegian leaders. Eight leaders reported courses in administration and leadership, of whom four were working in
Norwegian community care. Two leaders had no further education after the nursing exam. Most of the leaders had a solid
grounding of clinical work experience as nurses (mean variation 16-21 years). The leaders with the lowest work
experience worked in community care in both countries (3-5 years of work experience). The experiences of nursing
leadership were highest in Swedish hospitals and Norwegian community care. The leaders with the lowest leader
experience were also found in these contexts (see Table 1).
The nurse leaders managed wards of different sizes in which the number of beds varied (range 16-40). The highest number
was found in Swedish community care and the lowest in Norwegian community care. Also the number and skill mix of
nursing personnel varied both between countries and between hospital and community care. The highest rate of registered
nurses was found in hospitals in which Norwegian hospitals were mostly staffed (95%) with registered nurses (RNs), and
Swedish hospitals had about 60% RNs. The community care in both countries had considerably fewer RNs with about
33% RNs in Norwegian and 10% RNs in Swedish care institutions.
Table 1. Participant demographics in hospitals and community care from Sweden and Norway

Age (Years)
Mean (range)
RN experiences (Years)
Mean (range)
Leader experiences in present work place (Years)
Mean (range)
Total leader experiences (Years)
Mean (range)

Sweden
Hospital

Community care

Norway
Hospital

Community care

52 (46-60)

49 (36-61)

48 (42-51)

44 (28-60)

171 (7-36)

16 (3-31)

21 (10-29)

16 (5-36)

4 (1-10)

5 (1-9)

4 (1-8)

6 (<1-12)

13 (1-21)

6 (3-9)

6 (2-14)

9 (<1-17)

Note. 1 Internal dropout: n = 1

3.2 The formal responsibility and authority of the role
The findings showed that the leader role in bedside nursing were rather indistinct and vague with regard to formal
job-descriptions. Only thirteen leaders reported about written job-descriptions stating their responsibilities and authority.
Despite this lack of written documents all informants expressed awareness about the formal responsibility in their role.
The nurse leaders at Norwegian and Swedish hospitals and in Norwegian community care reported similar formal responsibility, which concerned nursing quality, nursing administration/staffing, nursing environment and budget. The formal
responsibility of Swedish community care leaders differed from this, as it did not include nursing administration/
staffing and budget, and their responsibility for the nursing environment was vague. Despite this they stressed their
authority to decide about recruitment of extra personnel in extraordinary situations, and about patients’ transfer to hospital.

3.3 Experience and performance of the leader role in bedside nursing
The nurse leaders’ experience and performance of the leader role were captured in four categories: 1) safeguarding the
quality in daily care, 2) upholding a good workplace environment, 3) developing nursing care and 4) keeping the budget in
balance. Connections found between the categories will be presented under each heading.
3.3.1 Safeguarding the quality in daily care
All nurse leaders stressed their responsibility for safeguarding the quality of care around the clock, including planning,
coordinating and controlling the daily care. Some leaders had delegated the daily control and supervision of the nursing
personnel to another nurse on the ward, but despite this they stressed their overall responsibility for the nursing quality.
Published by Sciedu Press
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Being present in the ward was seen as important, as this made it possible to get to know the patients and the personnel, and
sense the atmosphere in the ward. By observing the staff’s attitudes, behavior, skills and working performance, mistakes
could directly be adjusted by means of feedback and supervision.
‘I come a little earlier in the morning to talk to the staff before they start their work in order to know what is
happening…and I do a little round in the afternoon to see… I am not happy unless everything is ok ……’
(Informant nr 12)
To safeguard an adequate number of personnel with relevant competence on every shift was mentioned as one of the most
important and demanding tasks by most of the leaders. In the Swedish community care a lot of time was used to delegate
nursing tasks to licensed practical nurses and nurse assistants. Especially in community care, but also in hospitals, when
competent personnel were lacking some leaders could work ‘hands on’ in bedside nursing to ensure good quality of the
care. This further increased the leaders’ workload which was stressed as heavy from before.
The nurse leaders in the hospitals and in the Norwegian community care claimed that new administrative tasks had been
imposed on them during recent years, most often without preparation in advance. These new tasks hindered them from
being present in the daily care. Many administrative tasks were considered as more appropriate to be carried out by others
than nurses.
‘There are many more administrative and economic tasks than before … I think it is about 70 to 80%, but maybe
it is more … ’(Informant nr 11)
Administrative support could sometimes be provided from the department of human resources, but this support was
described as insufficient.
3.3.2 Upholding a good workplace environment
All leaders described their responsibility for the workplace environment and stressed the connection between the
personnel’s job satisfaction and a high quality of care. Creating a good psychological climate in the ward and involving
the personnel in decision-making was seen as an important part of their role. Being a fair, open and encouraging leader,
giving honest feed-back and showing respect were expressed as important for upholding the personnel’s working morale
and job satisfaction. Personnel’s negative attitudes that sometimes could be noted were not accepted.
‘… I came into a ward with lots of backtalk … they were talking bad about all and everything. So I had to be
determined about that … every time I heard something I said: I don’t accept this, I don’t want such personnel in
my ward …’ (Informant nr 21).
The leaders described themselves as mediators in conflicts among the personnel and took an active part in
problem-solving. This could sometimes be experienced as positive, but also very challenging, and most leaders expressed
their need for support in these issues.
As a good workplace environment was closely related to the workload of the personnel, balancing the workload on each
shift was seen as a means to ensure a good workplace environment. A lack of competent personnel could cause stress
among the personnel, which in turn impacted negatively both on the workplace environment and nursing quality.
Participation in the employment process was seen as important to get the opportunity of controlling the competence of
nurses. Leaders who were not involved in this process stressed that this hindered them in upholding quality of care and a
good working environment.
3.3.3 Developing nursing care
Most of the informants saw themselves as responsible for development and improvement of nursing care. This gave
positive challenges and pleasure in work, but was also associated with disappointments and frustrations. Many leaders had
visions for their ward, which included competence development of their personnel, and they worked consciously to reach
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their goals. A positive attitude towards development of care and research utilisation was expressed with regard both to
themselves and most of the personnel, but lack of time and competence was a hinder.
‘We are trying very often to dedicate time for competence development, but sick leave and too many patients in
the ward are hindrances, which feels very frustrating …’ (Informant nr 20)
In addition, reorganisations, economic restrains, and changes of rules and routines decided beyond their own control, often
hindered ongoing projects. Therefore, authority to make decisions about human recourses and other ‘ward affairs’ was
stressed as a necessity in order to achieve success in development projects. Due to lack of time some leaders had delegated
the responsibility for development and improvement of nursing care to another nurse in the ward.
3.3.4 Keeping the budget in balance
Most informants, no matter whether they were formally responsible or not, claimed that they operated on a minimum
budget, which was not to be exceeded. All of them considered that “budget in balance” was the most outstanding goal their
superiors expected them to fulfill, and they struggled hard to reach this. As these economic restrictions hindered them from
reaching other goals of high quality of care, good workplace environment and development of care, they experienced the
restrictions as a heavy burden.
‘You get a little bit weary and fed-up with all the cost-saving measures. It affects every single day…… the
constant nagging about the economy. …..’ (Informant nr 16).

3.4 Characteristics of leaders
Four groups of leaders evolved in the analysis, built on diverse patterns of performance and fundamental values among the
informants; the patient guardian, the manager, the climber, and the unconscious. These groups of leaders were unified in
the experience of the leader role as an ‘in-between’ position, which was described as two-sided. The position was seen as
rewarding and stimulating with opportunities for influencing changes in the ward, and the emphasis on good collaboration
with superiors and loyalty to their decisions was prominent. The other side concerned feelings of being trapped by loyalty
towards different levels, groups and interests. These negative experiences were described in terms of heavy burden,
loneliness, frustration and guilt. Shared in common was also the experience of a great responsibility which widely
exceeded the authority and power to act in accordance with what was regarded the best. Despite the negative experiences,
the freedom in the leader role was stressed as a reason for job satisfaction in all groups. With the exception of the climber,
the leaders had not chosen the leadership role actively, but had come into it merely by chance, had been asked, induced or
persuaded to apply for the position.
3.4.1 The patient guardian (n = 17)
This group, which most nurse leaders from all contexts fitted in included leaders with both a nurse and a leader identity. A
distinct professional awareness and knowledge was prominent in thinking and acting. Patient care was a deep concern, and
the leaders saw themselves as role models. Having full authority and involvement in decisions in their own field of
responsibility was stressed as important.
3.4.2 The manager (n = 3)
This group found in Norwegian community care included leaders who saw administration and budget issues as their main
responsibility. They stressed their interest in economic and administrative issues and were satisfied with this content in
their job. The necessity of being a nurse for the leader role was questioned, but in the case of a non-nurse in the bedside
leader position, a co-leader was seen as necessary in order to cover nursing concerns.
3.4.3 The climber (n = 2)
This group was found in Swedish hospitals and included highly self-aware, self-confident and knowledgeable leaders, who
saw career development as a driving force in the leader role. A continuous contact with superiors and being involved in
Published by Sciedu Press
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decisions about ’the greater whole’ in the organisation gave a position of power and authority, which was stressed as
important in order to achieve success in the leader role and for their own job satisfaction.
3.4.4 The unconscious (n = 2)
This group was found in the Swedish community care and included leaders who were somewhat unaware of expectations
related to the leader role, and with low professional awareness, knowledge and ambition. Patient wellbeing was stressed as
an important part of the responsibility but seemed to concern social more than professional issues. The medical focus was
predominant, and they saw themselves as a link between the physician and the nursing personnel.

4 Discussion
The findings of this study revealed a pattern of similarities, but also differences concerning the responsibilities and
opportunities of the nurse leader role in bedside nursing in different care contexts. Many of the leaders lacked written
job-descriptions detailing their responsibilities. Despite this most of them stressed nursing quality, nursing administration/
staffing, nursing environment and budget as their responsibilities. They also underlined that these areas were closely
intertwined. These areas and their interrelationship are well in agreement both with theory of nursing leadership [35] and
previous reports about responsibility of bedside nurse leaders in Western countries [36]. However, the situation in the
Swedish community care differed because the formal responsibility of the bedside nurse leaders did not include nursing
administration/staffing, budget and work environment. Despite this they often had to take on responsibility in these issues
in order to safeguard the quality of nursing care. This concurs with what Loo and Thorpe [19] already have pointed out,
namely that nurse leaders need to be involved in all key management activities, and specifically in planning and budgeting,
in order to take on the responsibility for nursing quality.
A recurrent lack of adequately trained nurses was stressed as a time-consuming issue which hindered the leaders from
carrying out other duties. In the Swedish community care the nurse leaders used a great deal of their time delegating
nursing tasks to licensed practical nurses or nurse assistants since RNs were lacking. As all delegating of tasks involves a
risk of low quality care due to inadequate communication, unclear roles or low competence [37, 38], this finding is alarming.
Nakata and co-workers [39] have highlighted that the outstanding challenge of today is to find solutions for getting the right
number, skills and team-work in the nursing workforce in order ensure quality care, which according to them is a challenge
which links nurse leaders globally.
Based on the informants’ reports the size of the wards, number of staff and skill-mix varied a lot both between countries,
and hospital and community care. The highest rate of RNs was found in hospitals, where the Norwegian hospitals were
almost fully staffed with RNs. It was notable that the highest rate of beds was reported in Swedish community care, where
also the lowest rate of RNs was found. These findings are interesting in the light of the many reports where staffing,
skill-mix and quality of care are stressed as interdependent variables, with a high rate of RNs as an important quality
indicator [40, 41].
The administrative every-day tasks that were put on the nurse leaders were often experienced as too heavy, since adequate
support from the department of human resources was lacking. Loo and Thorpe [19] reported similar problems, and argued
that if bedside nurse leaders are given the overall responsibility for nursing quality a sufficient support system is
imperative. Leaders in our study stressed that many of their administrative tasks could be performed by others than nurses,
and some even expressed that the bedside leader role could be held by a non-nurse. Simultaneously, our findings illustrated
what is already well-known, namely that bedside leadership holds many dimensions which are significant for high quality
of nursing care [11, 42].
A striking finding was all leaders’ experience of being in an “in-between” position. Most of them appreciated their role
because of the opportunities to develop quality of care for the patients, and workplace environment and job-satisfaction for
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the personnel. Some of them also underlined power, authority and responsibility as a positive force in the role. This is well
in line with other studies pointing out factors of importance for job-satisfaction among nurse leaders [22, 43, 44]. However, the
‘in between-position’ also meant conflicting expectations, which are in line with the findings of Skytt and co-workers [45],
showing the conflict between superiors’ expectations on nurse leaders and their own professional goals. It was notable in
our study that the leaders’ authority and power was considered as less than their responsibility, an issue which often
hindered them from reaching their goals. Despite this they were strictly loyal to decisions taken by their superiors. It was
also notable that ’budget in balance’ was experienced as the main requirement from the superiors, which seemed to
overshadow all the other goals. Putting all this together it is easy to understand the feelings of frustration and guilt the
nurse leaders expressed. This highlights what already has been stressed, namely that clinical supervision would be
valuable for nurse leaders when they step into the leader role [36].
Our findings illuminated a question previously raised by Drach-Zahavy and Dagan [46], if economy has become the main
goal in the health-care system. We are talking about high quality of care whilst economic balance is the paramount goal. If
so, this would be a great pitfall for the welfare of society, as it may harm the patients’ health and well-being and cause
frustration and burn-out among nurse leaders and their personnel [20]. The characteristic groups of leaders suggested in our
study may illustrate these different goals, which are grounded in values of humanism and economism [46]. The
patient-guardian, who was identified among most of the leaders, described leaders who were building their role on
professional nursing values such as caring, dignity and respect, but were caught in the demands of economic goals. The
managers, saw nursing leadership only as administrative and management activities. These leaders’ goals may be
understood as driven by the goal of cost-effectiveness. The climber fitted in both value systems, with both quality of care
and ‘budget in balance’ as their goals. However, these leaders also saw power and authority as values in themselves as it
could be used for their own career development. Finally we have the unconscious, described as unaware,
humanistic-thinking leaders with a wish to do good for the patient, but being short of professional knowledge and
ambitions. The question is: what kind of leaders should be the best in the bedside nursing of tomorrow? Stanley [47, 48] has
argued that nurse leadership development nowadays is based on theories and models best suited to business and
management functions instead of nursing. He claimed that if we want to develop effective nurse leaders in clinical nursing
this must be done without losing the core values and principles that guide nursing. According to him this can be done by
following the theory of congruent leadership which is built on congruence between the leaders’ actions and activities and
their values and beliefs.
Most leaders in our study had got into the leadership role merely by chance without any preparation beforehand, which is
remarkable when taking their comprehensive and expanded role into consideration. Only one third of them had academic
qualifications, and most of them lacked training in management and economics. Despite this they were expected to be
responsible for these issues. Cook and Leathard [23] found that much leadership training was undertaken after designation
to the leader role. They claimed that people should be prepared in advance for the leader role. This lack of relevant and
higher education, which has been reported for many years [1], is incompatible with qualifications of a nurse leader of today,
who has a comprehensive responsibility for the quality of nursing care. As the leader in clinical nursing has a great impact
not only on the outcome of care but also on the working life for the staff [49], the requirements of proper education should
be clearly addressed before engagement in the role.
As in many other studies [25, 50] most of our leaders had positive attitudes to competence development, quality improvement
and research utilisation. However, lack of time and budget restrictions often hindered them from carrying out these
activities. Johansson and co-authors [50] suggested on the basis of their findings that the more experienced and welleducated nurse leaders are, the more positive attitudes and opportunities they declare with regard to research activities.
This provides arguments for higher-educated nurse leaders in bedside nursing, which has also been stressed by
others [36, 51].
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5 Methodological considerations
As this was a qualitative study, different measures were taken to ensure trustworthiness. Somewhat few informants took
part from each context. Therefore the findings must be interpreted with some caution. However, in qualitative studies data
is considered rather than the subjects [52], and in our study the data was judged as rich and adequate to the research
question. To get variation in data, informants with different age, sex, education, work- and leadership experience were
chosen. Background information about informants and contexts were used for providing deeper understanding of the
leaders’ working situation. Only two men were included, but their experiences were similar to others and as the findings
corresponded with previous studies, the inequality in gender may not have influenced the findings. Using four researchers
for data collection could have threatened the study’s credibility because of differences in language and interview style. As
the researchers were well acquainted with the two languages, and pilot interviews were carefully conducted, this risk was
judged to be low. Throughout the analysis process the researches worked together, reviewing each other’s transcripts and
the emerging categories in order to safeguard credibility. To enhance transferability, the informants and the contexts are
described as exactly as possible, which may facilitate application of findings in other care contexts [53].

6 Conclusion and clinical relevance
Our study highlighted many already well-known obstacles leaders in bedside nursing are facing, of which the lack of
congruence between responsibility and authority should be emphasized, as this obstructs the goals of high quality of care
and working environment. The findings stress the importance of improvement of competence requirements, authorityresponsibility balance, administrative and emotional support, and competence development in regard to bedside nurse
leaders. The implications of our findings should concern nurse leaders and managers on different levels in hospitals and
community care who are involved in safeguarding high quality care and a healthy working environment. To understand
more about positive and negative factors in the bedside nurse leader role in different care contexts more research is needed.
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