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Abstract

Background: Within contemporary health care, many of the decisions affecting the health and well-being of
patients are not being made by the clinicians or health professionals, but by those involved in health care
management. Existing literature on organizational ethics provides insight into the various structures, processes and
strategies - such as mission statement, ethics committees, ethical rounds … - that exist to create an organizational
climate, which fosters ethical practices and decision-making It does not, however, show how health care managers
experience their job as being intrinsically ethical in itself. In the present article, we investigate the way in which
ethical values are present in the lived experiences and daily practice of health care management. What does it imply to
take up a managing position within a health care institution and to try to do this in an ethically inspired way?

Method: We carried out a qualitative study (Grounded Theory Approach) to explore the essence of values-based
leadership in health care. We interviewed 15 people with extensive experience in health care management in the fields
of elderly care, hospital care and mental health care in the various regions of Flanders, Belgium.

Results: Six predominant themes, presented as metaphors, illustrate the essence of values-based leadership in health
care management. These are: (1) values-based health care management as managing a large garden, (2) as learning
and using a foreign language, (3) going on a trekking with an ethical compass, (4) embodying integrity and authenticity
in a credible encounter with everyone, (5) being a present and trustworthy leader during sun and storm, and (6)
contributing to human flourishing by giving people wings to fly.

Conclusions: Notwithstanding the importance of organizing a good ethics infrastructure, values-based leadership in
health care entails much more than that. It is about the co-creation of an integrated and comprehensive ethical
climate of which community-model thinking and authentic leadership are essential components. As a never-ending
process, the six metaphors can help leaders to take substantive proactive steps to shape a fruitful ethical climate within
their organization.

Keywords: Ethical decision-making, Health care management, Grounded theory, Values-based leadership, Qualitative
research, Authentic leadership
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Background
During the past two decennia, the focus in health care
ethics gradually shifted from the traditional dyadic
physician-patient relationship to include emphasis on
the decisions made outside the clinical setting, which
nevertheless significantly affect the clinical relationship
[1, 2]. The increasing awareness that many of the deci-
sions affecting the health and well-being of patients are
not made by the clinicians or health professionals, but
by those involved in health care management and policy,
gradually raised new and specific ethical questions in con-
temporary health care [3–7]. Consequently, organizational
ethics, also described as “the next step in the evolution of
bioethics” [8–10], became an emerging area of importance
in health care [11–14].
In its early decades (late 1970s-early 1980s), bioethics

predominantly focused on ethical issues in the clinical
relationship (e.g. patient autonomy, paternalism, truth-
telling, ...), in the field of medical research (e.g. human
experimentation, power relationships, informed consent,
...) and in the so-called field of Promethean challenges –
the powers and responsibilities that came with new
knowledge and technologies in medicine and the life sci-
ences (e.g. reproductive technologies, cloning, gene ther-
apy, human genetic engineering, ...) [1]. From the 1990s
onwards, the newly emerging field of organizational eth-
ics, shifted the focus to ethical issues encountered in
management and governance of health organizations,
the ethical implications of organizational decision mak-
ing on key stakeholders (patients, staff and the commu-
nity); and the ethical complexities of balancing the goal
of quality patient care with other important goals such
as financial sustainability, staff well-being, learning and
innovation, and public accountability’ [11–13, 15–17].
The organizational ethics concern is institutionalized

through various formal and informal structures, pro-
cesses, and strategies [7, 12, 18], such as: mission
discernment and value statement [6, 16, 17, 19], ethics
committees [20, 21], ethics codes or guidelines, such as
codes of conduct or professional codes of ethics [22, 23],
ethical rounds, administrative case rounds or ethical
roundtables [7, 24, 25], ethics case reflection and moral
case deliberation [26–30], ethical decision-making
frameworks [15, 31–33], organizational ethics programs
[13, 34, 35], accreditation standards and organizational
ethics policies [21, 35–37].

Focus & aim of organizational ethics
Organizational ethics is concerned with the normative
dimensions of organizational life in health care [4, 10,
16, 17], with ‘the intentional use of values in
organizational decision-making’ [8], thereby seeking to
‘define its core values and mission, identify areas in
which important values come into conflict, seek the best

possible resolution of these conflicts, and manage its
own performance to ensure that it acts in accord with
espoused values’ [38]. As a sort of ‘moral compass’, the
organizational mission and value statements function as
a set of standards according to which the organization’s
actions and decisions receive direction and are to be
judged [11, 12, 17, 39–41].
The goal of organizational ethics is to realize a strong

alignment between the stated mission and values and
the actual decisions and actions taken by individuals on
behalf of the organization [7, 42]. As such, the aim is to
create an organizational climate that fosters both ethical
practices and decision-making [3, 12, 17]. As such, the
moral responsibility of a health care organization is
conceived as an intrinsic aspect of the moral identity of
the organization [43].
Since the mid 90’s, many studies were published

concerning organizational ethics [11]. Focus of attention
are the background, content and nature of organization
ethics as a new approach to health care ethics [16, 17,
41], the various forms of ethical infrastructure by which
organizational ethics can take shape [7, 12, 18], often in
combination with a matrix of strategies and points of
action [9, 35, 44–46].

Organizational ethical frameworks
Among proposed theoretical ethical frameworks for
health care services management are the principle-based
approach comprising the principles of biomedical ethics:
(1) respect for autonomy, (2) beneficence, (3) nonmalefi-
cence, and (4) justice [4, 39] or a combination of the
principles with other important ethical goals in health
care. Nelson et al. [47, 48] for instance describe the rela-
tionship between the ethics principles of autonomy and
beneficence with the aim of improving quality and safety
in patient care. Other ethical approaches focus on
business ethics, managed care ethics and stakeholder
perspectives in health care [2, 49–51].
A highly influential ethical framework is that of

accountability for reasonableness, developed by Daniels
and Sabin [31, 52, 53] paving the way for an ethics of
accountable care organizations [44, 54–58]. According
to this model, health care organizations engaged in pri-
ority setting have a claim to fairness if they comply with
four conditions: (1) the rationales for priority setting
must be publicly accessible (publicity condition), (2) they
must be considered by fair-minded people to be relevant
to priority setting in that context (relevance condition),
(3) there must be a way for appealing against these
decisions and rationales (appeals condition), and (4)
there must be some means of guaranteeing that the first
three conditions are being met (enforcement condition).
As such, the ‘accountability for reasonableness’-model
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provides a procedural normative framework by which
the fairness of priority setting can be evaluated.
Winkler and Gruen [15] specifically developed a sub-

stantive normative framework for value-laden decision
making within health care organizations, consisting of
four substantive principles – (1) provide care with com-
passion, (2) treat employees with respect, (3) act in a
public spirit, and (4) spend resources reasonably – that
are derived from the various roles that health care orga-
nizations are expected to play as caregivers, employers,
citizens and managers. Together, they aim to clarify and
resolve existing tensions between the various responsi-
bilities of health care organizations, to promote
organizational values and trust in the organization, and
to aid discussions about the appropriate roles of health
care organizations within the society.
Other theoretical ethical frameworks that guide

organizational ethics in a substantive normative way are
care ethics [59, 60], MacIntyre’s virtue ethics [61–64], and
Taylor’s communitarian theory on moral identity [43].

Organizational ethical issues
From existing empirical research we learn that
organizational ethics in health care is concerned with
many aspects of organizational life. The most commonly
cited ethical issues are [11, 13]: resource allocation,
funding, priority setting and distributive justice [14, 32,
65–67]; strategic planning and value setting [68–70];
managing the tension between budgetary constraints
and providing high-quality patient care, while trying to
safeguard an ethically high standard of clinical care [67,
71, 72], safeguarding justice and access to care, also for
the uninsured [73].
Furthermore, there are ethical issues regarding conflict

of interest, risk assessment, disclosure of risk and com-
plaints of misconduct, related to issues concerning priv-
acy and confidentiality [74, 75]; agreements over
treatment decisions and health services offered [34, 76].
Commonly present are also: guaranteeing the quality of
work-life balance and employee satisfaction, workplace eth-
ics and the ethical climate [77–80], trust in organizational
leadership and transparency of organizational decision-
making [81–85], issues of moral distress among employees
that are linked to the organization’s ethical climate [5, 80,
86–90] and of health leaders who are under pressure to
justify tough decisions that they do not believe in or feel
that are wrong [91].
These examples illustrate how organizational ethical

issues essentially fall ‘into three main categories: (1) eth-
ical issues emerging in clinical care because of decisions
taken elsewhere in the organization, (2) ethical issues in
clinical care with wider-reaching organizational implica-
tions, and (3) ethical issues related specifically to the
business aspects of healthcare organizations’ [12, 13].

Lived experiences of health care management
On a more general level, the literature and examples on
organizational ethical issues show that health care man-
agement decision-makers have to deal with many ethical
issues that are at the heart of the contemporary health
care debate, viz. that they have to balance cost, access
and quality in health care [92]. The basic tension is to
preserve a health care system that protects and
promotes the best interests of patients and people in
need of care, while balancing society’s needs to ensure
affordable, accessible and high quality care with finite
resources and budget constraints. As such, health care
managers are continuously being confronted with the
ethical dimensions of key policy, operational and budget-
ary decisions within their health care organizations.
What this broadly elaborated field of existing literature

on organizational ethics does not show, however, is how
health care managers experience the job as being intrin-
sically ethical in itself. What does it mean to be a health
care manager in an ethically inspired way? What does it
mean to deal with complex ethical issues in an ethically
well-founded way? This is the aim and starting point of
our study.

Aim
The research question is: how can all above-mentioned
dimensions of organizational ethics be realized in
practice? More specifically, what is the essential role of
health care management in this regard? As the existing
studies indeed illustrate key aspects of organizational
ethics, identify essential values and strategies, reveal key
ethical dilemmas in health care management, they do
not show how this is being realized in practice, as seen
through the eyes and lived experiences of health care
managers [93].
This is an important gap. In the literature, there is

much attention for the importance of an integrated and
comprehensive organizational ethics, realizing a strong
alignment between the mission, vision and values and
the actual decisions and actions taken by individuals on
behalf of the organization, thereby creating an integrated
ethical climate, vouching for organizational integrity [7,
12, 17, 42, 43]. Mission statement research has, however,
also shown that when all these aspects of organizational
ethics are not being supported and truly embodied by
the health care leaders and management, it has no
impact on reality [19, 94, 95]. Or worse, it can have a
negative impact, creating cynicism and perceptions of
organizational ethics as a form of window dressing [96].
An important finding in this regard is the strong

relationship between the use of ethics and the presence
of subjective norm colleagues [19]. It is not so much our
objective hierarchical superiors that have a significant
impact on our moral sensitivity and ethical behaviour,
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but our subjective norm colleagues/superiors, i.e. those
salient but influential people that indirectly influence
our ethical behaviour. Why is that so? Because they are
important to us, as a role model. They live up to their
values [64, 97–103]. Important for health care managers
in this regard is the following question: How can they,
next to being objective hierarchical superiors, also func-
tion as subjective norm superiors or colleagues? How
can they actually realize an integrated organizational
ethics framework?
In this study we wanted to find an answer to these

questions. What does it actually imply, being an ethically
inspired health care manager within a contemporary
health care institution? How does he or she experience
the practice of leading a health care organization in a
values-based way? How can the health care manager
make sure that the available ethical infrastructure will
have an impact on organizational policy and care prac-
tices? How does the health care manager experience the
possibilities and limitations of an integrated
organizational ethics framework? And what do they do
when it becomes tough and really difficult?

Methods
Design
As our study aimed to present a rich and in-depth view
of health care managers’ ethical experiences and reason-
ing, we chose a qualitative design, using semi-structured
interviews. We selected a grounded theory approach to
guide our data collection and analysis [104].

Participants
We purposefully selected people with extensive experi-
ence in health care management (as director and board
member) in the fields of elderly care, hospital care and
mental health care in the various regions of Flanders,
Belgium (factor of homogeneity). In the sampling, we
guaranteed heterogeneity of participant characteristics
related to age, sex, educational background, work experi-
ence, type, size and location of the health care institution
they were predominantly affiliated with.
For our study, we explicitly included people with a

well-known reputation of practising values-based health
care management. They were recognized by many as
ethical leaders, even though they never presented them-
selves as such. The reason we purposefully selected them
was twofold. (1) We had broadly-informed sufficient
reason to believe that these ethically inspired leaders
were going to give us the most in-depth and rich infor-
mation about their experiences in values-based health
care management. And (2), we had good reasons to
believe that they were not going to give socially desirable
“eager to please” answers to the normative issues that
were to be discussed in the interviews.

Participants were included when they met the follow-
ing inclusion criteria: (1) being employed as health care
manager in an elderly care, hospital care, or mental
health care institution (or a combination of these institu-
tions within a larger group) in Flanders, Belgium, (2)
having at least 3 years of experience in the current pos-
ition, (3) having a well-known reputation of practising
values-based health care management, (4) being Dutch-
speaking, and (5) being willing to participate in an in-
depth interview about their own experiences and
practices of values-based leadership in health care.
The final sample consisted of 15 managers (12 men

and 3 women) from not-for-profit health care institu-
tions, geographically spread over the five provinces of
Flanders. The participants’ characteristics are summa-
rized in Table 1.

Data collection
We performed 15 semi-structured one-on-one inter-
views between March 2012 and September 2013. We
asked the participants to describe the way in which eth-
ical values are present in the daily practices of health
care management by giving examples of ethical
dilemmas in their work, describing situations in which
they had to make very hard choices, describing positive
and inspiring as well as negative and difficult experi-
ences in health care management. They were also asked
to reflect upon people who serve as their own role
models of ethical leadership and to describe why exactly
these people serve as an ethical example to them. An
overview of the main topics from the interview guide is
offered in Table 2. The interviews lasted an average of
1.5 h. All the interviews were conducted by one
researcher (YD), were audiotaped and transcribed ad
verbatim with the participants’ consent.

Analysis
Data analysis was performed using the Qualitative
Analysis Guide of Leuven (QUAGOL), which offers a
comprehensive and systematic guide that supports and
facilitates the process of qualitative data analysis,
according to the grounded theory approach [105]. The
QUAGOL process of analysis consists of two parts, each
consisting of five stages. The method is systematic and
characterized by iterative processes of systematically dig-
ging deeper inside the data, constantly moving between
the various stages of the process. As such, the QUAGOL
aims to stimulate the researchers’ intuition and creativity
as optimal as possible.
Interview transcripts were read and discussed by two

members of the research team (YD & LD). Dominant
themes were identified and coding schemes were devel-
oped. By applying the constant comparison method,
moving between the coding scheme and the raw data,
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the research team reached a more general level of ab-
straction within which the predominant themes became
most clear when being understood and presented as
general metaphors. Within the research team, we came
to the conclusion that we had good reasons for choosing
the meta-narrative way of presenting the results via
metaphors. Working on the participants’ narratives, we
aimed to capture their experiences. We proceeded
inductively, identifying segments of the material that
constituted units of meaning. Dominant themes were
identified and an initial coding scheme was developed,
followed by detailed coding of all transcripts. Conse-
quently, emergent themes were clarified. Further discus-
sion and revision was performed by all members of the
research team, and independent assessment and inter-
pretation of transcripts by a multidisciplinary team of
peers was carried out. Interestingly, we found that the

most essential concepts and codes, which described the
participants’ experiences of ethical leadership, could be
presented as metaphors. That way, the participant’s ex-
periences – which were so rich that a neutral description
in terms of concepts or codes would not do justice to
their full meaning - could be presented as a meta-
narrative (using metaphors), which helped to underline
the essence of their experiences more clearly. This was
important, since during the discussions, it became clear
that a meta-narrative approach, using metaphors, best
reflected the richness of our data.
The process of coding and metaphor development was

supported by the qualitative software QSR NVivo 8.
Results of the analysis were discussed by the full inter-
disciplinary research team (YD, LD & CG) in order to
obtain consensus. Trustworthiness was strengthened by
recurrent meetings, discussions and revisions within the
research team, by maintaining a decision trail of memos,
by confidential discussions with members of the Ethics
Committee of Zorgnet-Icuro - Care Network Flanders,

Table 1 Characteristics of the Participants (N = 15)

N (%)

Gender

Female 3 (20)

Male 12 (80)

Age

40–49 2 (13.3)

50–59 9 (60)

60–69 4 (26.7)

Level of Education

Advanced Master’s Degree in Medicine 4 (26.7)

Master’s Degree in Economics and Business
Administration

5 (33.3)

Master’s Degree in Nursing Science 2 (13.3)

Master’s Degree in Psychology 1 (6.7)

Master’s Degree in Pharmaceutical and Pharmacological
Sciences

1 (6.7)

Master’s Degree in Law 1 (6.7)

PhD in Law 1 (6.7)

Additional training and degrees in Health Care
Management or Business Administration

15 (100)

Years of Working Experience in Health Care Management

5–9 2 (13.3)

10–19 5 (33.3)

20–29 3 (20)

30–39 3 (20)

> 40 2 (13.3)

Settinga

Elderly Care 6 (40)

Mental Health Care 4 (26.7)

Hospital Care 10 (66.7)
aMultiple items possible: total > 100%

Table 2 Interview guide – Main topics

Starting questions

Can you recall a very difficult ethical dilemma/conflict/contradiction
that you have experienced in your professional life as a health care
manager?

Can you describe the situation in detail? What happened exactly?

Why was it so difficult?

How did you deal with it?

Was a solution possible? How did you come to it? If not, what did
you do?

Why was that a striking example of an ethical dilemma to you?

Ethical Values

What does ethics mean to you?

How is it present in your job as health care manager?

Which values are inspiring to you?

Which values function as an ethical compass in your job? Why?

What, according to your experience, does ethics have to do with
health care?

What, according to your experience, are the most difficult or
challenging ethical dilemmas in health care management?

Ethical experience

Which ethical experience/situation (within you job) has most
significantly remained in your memory until now?

Can you describe it? What happened?

What exactly made this experience positive/inspiring or negative/
difficult?

Why is it this ethical experience that remained most in your memory?

Role Model

Who has been your ethical example?

Who has been a clear role model in your professional life?

Can you describe why?
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and with relevant staff members of the Zorgnet-Icuro
Care Network Organization about the research process,
selection of participants and preliminary results.

Ethical considerations
The study was reviewed and approved by the Ethics
Committee of Zorgnet-Icuro - Care Network Flanders,
an umbrella organization uniting over 775 social profit
healthcare organizations in Flanders, Belgium. At the
time of the study, the committee was involved in devel-
oping a large-scale ethical guideline for values-based
health care management. A qualitative study on values-
based leadership in health care was necessary to acquire
sufficient empirical data regarding values-based health
care management and organizational ethics. The aim of
this study was to gather in-depth insight into real-life
management issues in this regard. Consequently, the
results of the study could be incorporated into the large-
scale project of developing the ethical guideline. All the
members of the Ethics Committee unanimously
reviewed and approved the study.
All the participants in the interview study received writ-

ten (by e-mail) and verbal information about the research
project and expected outcome. Each participant provided
verbal consent prior to the interview (approved by the
Ethics Committee). Since we explicitly and purposefully
included people with a well-known reputation (as
appointed by their peers) of practising values-based health
care management, the participants immediately under-
stood the full aim of our study. As such, prior written and
verbal information, was deemed sufficient for informed
consent. The verbal information and consent was docu-
mented in the verbatim transcripts. Participation was
voluntary. Participants were free to withdraw from the
study at any stage. All data were treated confidentially.

Results
Which ethical values are present in the daily practice of
health care management? What does it imply to take up
a leading position within a health care institution and to
try to do this in an ethically inspired way? Based on the
interviews, we found six dominant themes that illustrate
the essence of values-based leadership in health care
management as described by the participants. On a
more general level of abstraction, these themes become
most clear when being presented as a meta-narrative of
metaphors. They are: (1) the garden, (2) a foreign lan-
guage, (3) a trekking, (4) the encounter, (5) sun and
storm, and (6) wings to fly. We represent the metaphors
in detail below. They are also summarized in Table 3.

The garden – The scene
On the most fundamental level, we learned from the in-
terviews that the practice of values-based leadership in

health care management can best be compared to
managing a large garden with a rich variety of plant life,
requiring both frequent attention and active mainten-
ance as well as the ability to abide by the natural course
of seasons and climate. It involves a combination of
being active and passive at the same time. Observing
patiently, taking action when necessary, and doing this
in a well-balanced way. As such, values-based health
care management is about observation, knowledge,
reflection, action and the capacity to do the right thing,
at the right time, in the right manner. Asking for help or
advice when necessary, looking pro-actively to what
should be done in the near and further future.

Creating the context for a values-based organizational
culture
By taking the above-mentioned actions, health care
managers create the organizational context within which
a values-based culture can take shape, i.e. a culture that
is explicitly characterized by particular values and ethical
practices.

I believe that the strength of leadership lies in the fact
that you can help create the context within which good
examples and particular values come to the front and
wrong ones have little opportunity to do so. (Manager
hospital care)

As such, the managers create a context for health pro-
fessionals so that they can provide values-based care for
people in need. Interestingly, most participants referred
to person-centred care both for care receivers and care
workers as the core value of their managerial work. This
implies a dual focus, making sure that both the patients
receive the care they need and the care workers receive
the context and means to provide that type of care.

Everything starts with the patient, actually. That is
our final goal. [ … ] As management, it is our job to
organize the structure in such a way that we provide
optimal, well-organized, professional and qualitative
care. Making sure that we provide decent care, good
care, values-based care. [ … ] We also have to make
sure that the caregivers actually can provide good care,
that their working conditions and circumstances are
good, and also that they reflect on the given care. That
is very important to me. (Manager hospital care)

Creating a person-centred context both for the care
receivers and the care workers also implies, most partici-
pants reported, that you have to respect the uniqueness
of each individual person. Everyone has a specific per-
sonality and particular narrative, a unique life story, and
you have to take this into account by asking whether
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everyone has at one’s disposal what he or she needs in
his or her particular position, whether or not you are a
care worker or care receiver. Can everyone, patient,
health professional, be what he or she wants to be in this
particular situation? And even more: are you, as a man-
ager, prepared to make exceptions to existing rules and
regulations in order to make sure that everyone has
what he needs in order to be who he or she wants to be?

Are you prepared to make an exception to existing rules
and procedures when you sense ‘Something is wrong.
This is not right for this person, we need to make
adjustments.’And yes, are you willing to go far into
implementing this idea? (Manager mental health care)

Making values-based choices
Interestingly, all the participants pointed at ‘making
choices’ when describing the essence of health care man-
agement. Making choices, in a well-balanced combin-
ation of facts and values, trying to find a balance
between being overly pragmatic on the one hand and
idealistically naïve on the other hand, between factual
reality and ethical aspiration.

Pricing, affordability, quality, selective care or general
care, these are the dilemma’s that you have to face.
These are very concrete issues. How do you deal, for
instance, with patients who cannot pay their hospital
bills? [ … ] We took the initiative to clear the debts of
people who could not afford it. [ … ]. That was a very

good initiative, but we also saw the limits of it. When
everybody knows about it, then there will be people
who can afford to pay the bill, but simply do not want
to. [ … ].In the end, efficiency is also an ethical value.
When patients do not pay their bills, this is also
ethically problematic. When you don’t collect the
money, you cannot proceed in providing good care …
(Manager in hospital care)

Within this practice of constantly making choices,
setting priorities, trying to find a well-balanced combin-
ation of facts and values, all the participants deemed it
essentially important to have an ethical framework as
benchmark. For in being a guide for tough decisions,
these ethical values make difficult choices feasible. The
harder the choices, the more important the presence of
such an ethical framework, and the presence of dialogue
about these values and priorities with the various stake-
holders. By way of illustration, we refer to the participant
who described a tough case of values-based decision
making in the context of major cutbacks:

Notwithstanding the cutbacks we had to make, it was
a good thing to explicitly justify why we continued to
organize the care for a particular category of patients,
who need a very intensive and costly form of care and
for which we do not receive any additional funding.
Being able to openly discuss the fact that this is an
extremely vulnerable category of patients, that our
organization has always taken care for them, and that
no one in the near region provides this type of care,

Table 3 Six Metaphors of Values-Based Health Care Management

The Garden Refers to the dynamic character of a values-based organisational culture, comparable with managing a large garden with
a rich variety of plant life, creating the context for ethics to take place (knowledge, patience, reflection and action,
undertaking and resigning, making choices, doing the right thing at the right moment …)The Scene

Foreign Language Just like learning and using a foreign language, the ethical reflection and action has to be practised and used
continuously, in all situations and at all levels of the organization. Only thus, the ethical reflection and action can become
a habitus, a spontaneous and seemingly automatic, or apparently evident, use of the ethical language by everyone within
the organization.

Apparent Evidence

Trekking Why does it have to be an ethical language? Why do the values have to be ethical values? Because providing care is not
the same as providing a finished product. The care relationship is a journey that is not a planned trip but rather an
unpredictable trekking, a joint search for a professional and caring answer to human vulnerability. The ethical compass
with ethical values helps us to find the right track.

Why Ethics?

Credible Encounter Health care managers create the context for a values-based organizational culture so that everyone involved can do their
job in a values-based way. Most importantly in this regard is the way in which directors, managers and board members
themselves embody and express certain values (like integrity, authenticity, courage and justice …) in their encounter
with everyone involved. They are ethical role models.

Which Values?

Sun & Storm This metaphor deals with the specific role and function of health care managers when ethical issues become really hard
and difficult. When they feel caught between the devil and the deep blue sea. In such cases, making connection with
oneself as a person, with direct colleagues in the management team, with the difficult situation itself by ‘walking around
with the bots in the mud’ and by listening to people who serve as a sounding board and critic of the choices that have
to be made. Let the sun shine on everyone when things go well, and be a buffer when things get rough.

When it becomes
really difficult

Wings Inspirational sources for health care managers were: working in a health care organization implies an intrinsic
engagement for ethical values and values-based actions; making a difference within society, thinking in large-scale and
long-term perspectives; and most importantly, lifting the spirited energy of caregivers and bringing them to a higher level,
giving them wings to fly.

What inspires the
manager?
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fortified our joint decision to continue the care for this
most vulnerable group. (Manager in mental health care)

This case also illustrates that creating a values-based
organizational culture is not an individual matter, to be
done by the manager on one’s own. It has to be done,
together with everyone involved.

[Our organization] is actually a movement of people
that are inspired by the same story [ … ]. The
foundational idea has always been: ‘The care we
provide can only be as good as the people who provide
it’. We cannot write this story by merely composing
fascinating regulations or mission statements. No, it
has to be written every day, by everyone, in his or her
particular position, function or role. (Manager in
hospital, elderly and mental health care)

Three dimensions of values-based health care management
All in all, this joint movement implies three dimensions
of values-based health care management. The first di-
mension is that of content (What do we do?). It concerns
the actual creation of an organizational culture of joint
reflection and dialogue about the ethical values that
everyone wants to realize in care practice and
organization. It implies making sure that the necessary
steps to actually do something with these ethical reflec-
tions are being taken. That the ethical values are really
present in reality.
The second dimension is that of method (How do we

do it?). How can we realize this? All the participants
mentioned that sensitization, education, reflection and
discussion regarding ethics has to be made possible
within the health care organization and has to be
actively supported by the management. As such, the
common moral responsibility to provide person-centred
care becomes reality and does not stay on the level of
formal regulations and mission statements.
The third dimension is that of time and pace (When

do we do it?) and refers to the fact that one cannot
realise an integrated values-based culture by organizing,
for instance, one large ethics initiative per year (a confer-
ence, an ethics meeting, …). Instead, real ethical reflec-
tion has to be part of a continuous process, taking place
at frequent moments and various places (going from
daily practices and informal moments, to more formal
and official meetings on a regular basis) and this on all
levels (from boardroom to bedside and back).
To summarize, the garden is the general metaphor for

a values-based organization. It is the scene where it all
happens and within which the management has a
specific presence, role and function. The following five

metaphors reveal more specific characteristics of a
values-based organizational culture.

Foreign language – the apparent evidence of an
organizational culture
What exactly is a values-based organizational culture?
From the participants’ experiences, we learned that it is
best understood as a horizon of meaningful behaviour,
norms, values, habits, traditions, codes of conduct etc.,
which altogether determine the social interactions
between people within the organization as well as their
various specific ways of dealing with particular
situations.

Learning by doing
Most participants pointed at the fact that a values-based
organizational culture essentially comes down to an ac-
tive and dynamic culture of reflection and action. There
are no pre-given answers to ethical questions. Realizing
a values-based organizational culture is a comprehensive
process of ‘learning by doing’, a process that affects
everyone in the organization, and is not restricted to
ethics experts, ethics committees, or ethical rounds. For
the participants, it was certainly a matter of ‘comprehen-
sive ethics’, understood as:

A common culture of reflection, weighing matters and
values. And it is precisely that reflex of thinking and
weighing that you can take up and apply to many
dossiers. Also in purely technical dossiers, for instance,
where ethical values do not immediately seem to be a
main issue, they are nevertheless present. [ … ]. And
this also counts for board members, president of the
board, for management, head nurses, and so on. All
together, we have to pay attention to that ethical
dimension. Continuously. Take it up as a full-fledged
dimension within our global policy. Integrated and
comprehensive. Not separate. (Manager in mental
health care)

Apparently evident
All the participants stressed that continuously taking up
the ethical dimension of reflection and action - in light
of the guiding ethical values - works in a catching and
positively contagious way. For then, certain codes of
conduct become evident within the organization. They
become a ‘habitus’, a normal and natural way of partak-
ing in the organization, in the sense that discussions and
decisions within the organization are always being made
in the light of the organization’s ethical framework of
values and norms. It becomes an integrated part of one’s
choices and decisions in health care.
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Notwithstanding the fact that the practice of ethical
reasoning and action can become a ‘habitus’ within the
organization, it nevertheless requires active and regular
exercise. For it can only be a habitus when it is actually
and consciously done and applied on a regular basis.

Within an organization, you can do a lot regarding
ethics of care. But you can only do this when you have
a specific ethical culture and structure within the
organization. You can organize ethics by bringing in
ethical competence and expertise. By working with
senior staff on these matters, by letting yourself be
confronted with ethical situations, by bringing it in the
group, by actively learning how to deal with
vulnerability and dignity, etc … You cannot leave it to
the whims of coincidence. You have to be consciously
attentive to it. It is not a matter of ‘natural flow’. No, I
really believe that you have to work on it, that you
have to deal with ethics in a well-considered and
professional way. (Manager in elderly care)

As such, and on a more general level of abstraction,
we learn that the best way of illustrating the ethical
practice, is by comparing it with learning and using a
foreign language. In the beginning, it is difficult and
bumpy and requires active and explicit exercise. But the
more you use it, the more you speak it and apply the
correct grammar, the easier it becomes. Until you come
to the point that it happens naturally. Then, it has be-
come a habitus, a spontaneous and seemingly automatic
use of the language. Nevertheless, you have to continue
using it, frequently apply it. Otherwise, you will lose it
again. Therefore, it is an apparent ‘habitus’. The ethical
discourse is like using a foreign language. In order to
apply it in a spontaneous and natural way, you have to
use it frequently.

Trekking – why do we need ethics?
But why, we asked the participants, does this language
and guiding framework of values have to be an ethical
language, or an ethical framework? For in making tough
decisions or developing fundamental strategies for the
organization, one could easily also apply a rational or
pragmatic framework. Why do we need ethical values at
all? Their answer was straightforward, as one participant
told us: “Because it is about care and not about cookies.”
Care touches upon the essence of human vulnerability

and dignity, the participants told us. In providing care,
we enter into a complex and unpredictable relationship
with the care receiver and family. A relationship that
starts from the fundamental vulnerability of the care
receiver (needs, questions, concerns, worries, fears, emo-
tions …), and within which we try to provide an answer
that is person-centred and dignity-enhancing. And

within this relationship, we continuously have to search
for the right answer to a particular situation. Here, a
multidisciplinary group of care providers goes along this
journey, together with the care receiver and family.
Everyone has a particular assignment, function and role
and has to be concerned with the overarching question:
“Do we altogether find each other in providing person-
centred care for the patient and family?”

For that which unites us, is the care for the patient.
That is our core business. Of course, there are various
perspectives of looking at the process, but in the end, it
is about us guiding together each particular patient as
good as possible through the care process. And
everyone involved, has to contribute to this in one way
or another. Each from his or her particular function,
role and perspective on the case. Sometimes these go
together, or overlap. And sometimes they collide. But
in the end … when a patient comes to the hospital …
It is always a period of anxiety and unease. No matter
what happens, it is always compiled with distressing
emotions. This implies that the full context of care,
being the cleanliness of the room, the quality of the
food, the quality of the nursing care, as well as the
quality of the medical care, all together have to
interact with each other. (Manager in hospital care)

Ethical compass
As such, the managers described, a care relationship
cannot be compared with a well-planned linear trip. It is
not a finished product (like cookies), that you deliver as
the result of a linear service. It is a dynamic relationship,
a journey, comparable with a trekking, a backpacking
trip. You don’t fully know in advance what lies ahead of
you. The possibility of unexpected developments and
abrupt deviations, asks for flexibility and adaptability in
going along with the care receiver. In continuously
trying to find the right track, the participants told us,
you need a compass. And it is precisely this framework
of ethical values, that helps us – like a compass - to find
the right track. The full quality of the journey is the
result of a joint effort. Together trying to find a profes-
sional and dignified answer to the particular health
needs of the patients and their family. As such, values-
based health care management is about creating the
right context and structure for care workers so that they
can realize values-based care for the care receivers, given
the unpredictability of the care process as a whole.

The credible encounter – which values are we talking
about?
A values-based health care organization, most partici-
pants told us, can only be managed well, when the
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managers themselves, by their own attitude and behav-
iour, embody and promote particular ethical values.

Integrity & Authenticity
To all the participants, integrity and authenticity were
core values for ethical management. Both values refer to
the personal characteristic of honesty and sincerity.
Being self-confident and loyal to one’s own personality
and values. Being present and attentive, not staying at a
distance. Really ‘be there’ when needed. At the right
time, at the right place.

You have to be there, physically. You cannot run a
care organization from an ivory tower, or from
Timbuktu by e-mail. Even though it is indeed possible
to do so. Once, the grand slogan was: “management by
walking around”. Well, that’s the thing. You have to
walk around in the house. Best not receive too many
files with tables and stuff. All those flashy files from
consultants with tables, charts and graphs … I’ve
always hated that … No, you have to walk around,
listen to the people, keep your finger on the pulse. If
you really do this, really master this, you will not make
mistakes. But you have to listen really well... and also
hear what is left unsaid... (Manager in hospital, elderly
and mental health care)

It also implies carefulness in decision-making. Espe-
cially when it comes to tough decisions. They may not
be taken loosely, but have to be based on legitimate,
values-based criteria. One participant described the deci-
sion of major collective redundancies:

The fact that the decision had to be taken, was a
clear-cut case. What made it humanly possible for me,
to actually do it, was that it was not a blind shot. It
was horrifyingly difficult. But the good thing was that I
am still, until today, convinced of the fact that this
was an ethically justified decision. It was taken very,
very careful. Trying to find a balance between business
and humanity. What had to be done, had to be done.
But it was done in a way that important social and
human criteria were taken into account. (Manager in
hospital care)

Authenticity and integrity in management also implies
that one really acts according to one’s values; that one rep-
resents the values as a person. And precisely this implies
taking conscious decisions, embodying consistency and
assertiveness, and expressing the courage to do the right
thing. Really acting on behalf of what one deems important.

From the moment you sense, in a meeting, that things
are going in the wrong direction, you have to have the

courage to say this. If it is fundamentally important
for the organization and for your own feeling, then you
have to be consistent and say: “This is not right”. And
I believe that you really have to have the courage to
actually do this. Otherwise, you lack authenticity.
(Manager in mental health care)

It also implies the embodiment of justice: “Doing just-
ice to everything and everyone.” Making fair and just
choices, treating people fairly. According to the inter-
viewees, there is a strong empowerment-idea behind
this: providing people (caregivers as well as care re-
ceivers) with the real freedom to do and be what they
want to do and who they want to be. Providing them
with a context within which they can flourish. Values-
based health care management implies investing in hu-
man flourishing.

Walk the talk
Taken together, most interviewees said, integrity and
authenticity in management implies that you have to be
credible and reliable in all your encounters; to “Walk the
talk”, embodying steadiness, honesty and openness in
communication and feedback, and being clear and con-
sistent in one’s views and actions. Within the credible
encounter, the manager always has to be aware of the
fact that he or she functions as a role model:

How can you, in heaven’s name, ask your care workers
to be attentive and caring towards patients, family,
colleagues, … to be empathic, … to also bear the
psychosocial and spiritual needs of the patients in
mind, next to the physical needs, … when you yourself
do not show this in your own actions towards them.
When they themselves do not feel acknowledged,
respected, and valued as a person. I find it incredibly
important that the manager functions as a role model.
Whether you like it or not, you are being watched, in
everything you do. So I think you should try, given the
human flaws that we all share, to show what you
proclaim in your own behaviour, choices and actions.
(Manager in hospital, elderly and mental health care)

Sun & Storm – what to do when it becomes really difficult
…
Though the concept of ethics and values-based leadership
might raise the initial impression that it is all about good
things and warm feelings, the participants showed us that
management ethics can be very hard, difficult and
confronting. The fifth metaphor ‘Sun and Storm’ refers to
the fact that values-based leadership is anything but ro-
mantic. Several dimensions make it difficult for managers
to realize values-based leadership in health care.
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Unfinished business
First of all, values-based leadership is a continuous
process, and therefore it is never finished; it is never
fully realized. By that simple fact, the participants told
us, it seems like you have never done enough.

You can never really grasp it. Take, for instance, a
building. Today it’s not there, tomorrow it is. Nice.
Visible result. Opening. Reception … Whereas
continuously putting emphasis on the ethical aspects of
care … That is the most difficult challenge. It’s
something that requires your continuous attention.
And you are never really sure: “Are we really realizing
it or not?” (Manager in hospital care)

Between the devil and the deep Blue Sea
Furthermore, the manager’s office is often the place
where ethical dilemmas come to the fore and tough
decisions have to be made. Given examples of tough
decisions were decisions regarding savings, collective
discharges because of restructuring projects, having to
discharge dysfunctional employees who already face
serious personal problems (alcohol, drugs, disease …),
having to deal with serious medical or nursing errors …
In such cases, all the participants told us, you really feel
caught between the devil and the deep blue sea. More-
over, the participants also said that actually, and within a
really good values-based organization, it is precisely only
these very hard cases – “the really tough nuts to crack” -
that come to the management’s agenda. All the other
decisions should be dealt with at their own level.

And that is when I say “It’s lonely at the top.” I really
appreciate the common work of boards, committees
and teams. As long as we ultimately find a solution to
a tough problem, we are common owners of the
problem, the solution, and the applause … But there
are situations where you can’t find a consensus, or
solution within the board, committee or team. And
then the problem stays with you … leaving your sleep
for it … And that’s the loneliness. The fundamental
loneliness of being at the top. With all due respect for
team work. In such cases … someone has to decide.
And people expect it from you. Do not try to escape
from it. Because you have to do it. (Manager in
hospital, elderly and mental health care)

Making connection
What can you do in such tough cases? All the partici-
pants described the importance of making connection,
first, with oneself as a person (one’s own talents, capabil-
ities, weaknesses and vulnerabilities) and to share this

with the direct colleagues in the management team.
Secondly, they referred to the importance of making
connection with the particular problem and the persons
concerned by gathering sufficient knowledge about the
situation and the various decisional possibilities, and by
entering into a dialogue with all the relevant persons.
This is not easy. You really have to “walk around with
your boots in the mud” as one participant described.
And thirdly, almost all the participants described the im-
portance of being connected with people who can serve
as a sounding board and inspiration when one has to
make difficult decisions. They can either be of the same
professional background, or do something completely
different. What they all shared - these inspirational
people - was wisdom and character, patience, ethical
engagement, great capability for reflection, experience in
respectfully dealing with difficult situations.

She was a lady I could turn to day and night. With an
immense wisdom. And she could say: “I don’t know.
Let me think about it. We will speak again in the
morning.” How often she said that to me: “I don’t
know. Let me think about it.” Understandably …
because most things I took to her were … really …
Yeah. But she approached these things in a very
human way, and always based on human values,
never on considerations of profit, or usefulness, or
efficiency … I saw that and I thought: “My God … ”
(Manager in hospital, elderly and mental health care)

Also very important, some participants said, is the fact
that the manager puts himself in a contradictable pos-
ition. “As a manager, you have to want to be contra-
dicted,” one person said, because it is an essential aspect
of the organizations’ values-based functioning. When
people are afraid to contradict an idea, hesitant to give
their own opinion or to discuss that things are not work-
ing right or are not in accordance with the organization’s
ethical values, then the values-based character of the
organization is empty.
Nevertheless, authenticity and integrity in values-

based leadership in health care does not imply that
people have to be ethical superheroes. Some participants
also mentioned that it is important to be mild to oneself
and to other people. Being mild is an essential antidote
to perfectionism and hyper idealism. It implies the value
of giving ‘a second chance’, being able to deal with
human mistakes, together trying to realize the most
humanly possible.

Après-Vous
Essentially, some interviewees told us, values-based lead-
ership is the kind of leadership where managers stand
back when things go well (“During sunny situations”),
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and celebrate organizational success as the realisation of
the whole group. In such cases, the manager gives the
floor to the people, letting the sun shine on everyone
involved. When things, on the other hand, go wrong,
become difficult or really tough (“During storm …” ),
then a good leader comes to the front, looks critically at
one’s own doings and functions as a buffer for everyone
involved.

Competent leaders are people who look through the
window when things go well, and in the mirror when
things go wrong. Looking through the window means
expressing the ‘après-vous’: bringing the work and effort
of others into the light. It isn’t my success. Other
people have realized this. On the other hand, when
something goes wrong, you have to be there for the
people who need you, looking at yourself in the first
place, and withholding from accusing other people.
Self-reflection and self-critique are very important to
me. And in this way, we have to be a role model. To
appreciate other people in the first place, and be
reflective and critical towards ourselves. (Manager
mental health care)

Wings – what inspires the manager?
Inspiration and animation are the basic strengths that
people need in order to do their job in an engaging way.
What inspires the manager of a health care
organization? What exactly are the inspirational sources
of values-based leadership? First of all, most participants
described the fact that working in a health care
organization in itself implies an intrinsic engagement for
ethical values and values-based actions. Again: “Because
it is about care and not about cookies”:

It [the health care organization] is a place where you,
continuously, determine your doings and beings on the
basis of what you deem ethically valuable; on the basis
of how a society of human beings could be, might be,
should be. (Manager elderly care)

“Making a difference”, was a second important source
of inspiration. Step by step making health care better,
creating better structures, making it more person-
centred, better accessible, improve quality; being able to
change structures, improve things, sometimes making
the impossible possible; making the world a better place,
improving the quality of society, thinking in large-scale
and long-term perspectives.
Most importantly, some of the interviewees said, was

that as a values-based manager, you have the possibility
to lift the spirited energy of people and to bring it to a
higher level. “You can give them wings to fly”, one

participant said. This was considered to be essentially
important. For care workers, they said, are engaged
people who act, by nature, in a values-based and person-
centred way. They already do this. As a manager - by
providing a good structure and context for care workers
to realise their ethical engagements - you can contribute
even more to this type of human flourishing in care-
givers. Moreover, precisely by doing this, by acting and
reflecting in a values-based way, ethics can create a
boost of positive energy.

Together dealing with an ethically difficult situation
costs a lot of time and energy, but it also creates
energy. And that’s what we have to look for, for things
that give energy. When you have reflected on
something and really considered it from an ethical
perspective, I am convinced that as a group, you will
derive a lot of positive energy and job satisfaction from
the solution that you have found together. These are
things that are very important to management and
directors: to actually experience this, to become
acquainted with the way in which the team handles a
very difficult situation, and to congratulate them with
the solution. Such things give a boost. To everyone. I
am truly convinced that when you act in an ethically
inspired way, that it creates a lot of positive energy in
the organization. (Manager hospital care)

Discussion
Strengths
Substantive complement
This is the first study offering in-depth insight into the
lived experiences of health care managers of the way in
which organizational ethics can be realized in practice.
By inquiring into the question which ethical values are
present in the daily practice of health care management
and what it actually means to take up a leading position
within a health care institution in an ethically inspired
way, our study offers insight into the essential and multi-
dimensional role of health care services management in
realizing a values-based organizational culture in health
care. As such, it offers a significant and important
substantive complement to the existing literature on
organizational ethics in health care.

Clarity by metaphors
By applying the QUAGOL method for data analysis
[105], which is characterized by iterative processes of
systematically digging deeper inside the data, constantly
moving between the various stages of the process and
applying the constant comparison method, we reached a
high level of abstraction in the results, which allowed us
to understand and present the predominant themes as a
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meta-narrative of metaphors. The advantage of using
metaphors is that they clearly present the essential di-
mensions and associations of the research subject [106],
which is, in our case the meaning and content of values-
based health care management.
Our study revealed that the essence of values-based

leadership in health care management as described by
the participants can be understood and presented with
the help of six metaphors. These are: (1) values-based
health care management as managing a large garden, (2)
as learning and using a foreign language, (3) going on a
trekking with an ethical compass, (4) embodying integ-
rity and authenticity in a credible encounter with every-
one, (5) being a present and trustworthy leader during
sun and storm, and (6) contribute to human flourishing
by giving people wings to fly. By combining these dimen-
sions, health care managers create the context within
which a values-based organizational culture in health
care can take place. In this way, the health care manager
can actually manage the ethical life of the health care
organisation that he or she is responsible for.

Creating context for an ethical culture
Like managing a large garden, the practice of values-
based health care management requires observation,
knowledge, reflection, action and the capacity to do the
right thing, at the right time, in the right manner.
Asking for help or advice, when necessary, looking pro-
actively to what should be done in the near and further
future. By doing this, health care managers create the
organizational context (the garden, so to say) within
which a values-based culture can take shape, i.e., a
culture that is explicitly characterized by particular
values and ethical practices [11, 42, 86].
As such, we can reach an integrated and comprehen-

sive process: creating context for continuously taking up
the ethical dimension of reflection and action, creating
an active and dynamic culture of reflection and action, a
comprehensive process of ‘learning by doing’, a process
that affects everyone in the organization and is not re-
stricted to the formal structures of organizational ethics
(ethics experts, ethics committees, ethical rounds, case
deliberations …) [107]. By joint reflection and action,
speaking a joint ethical language at all the levels of the
organization. By consistently using a clear ethical compass
[12, 17], even the toughest decisions become feasible, be-
cause they are values-based. Interestingly, Brinkley [42]
stresses the fact that when ethical culture shaping is done
well, “the investment of time, effort and capital will yield
dividends for generations to come” (p. 12).

Authentic leadership
Our study confirms the essential importance of ethical
and authentic leadership. Without authentic leadership,

there cannot be a true and steady ethical climate.
Authenticity is a psychological concept that reflects
knowing, accepting, and acting in accordance with one’s
values and beliefs, preferences and emotions [98]. Our
results offer an empirical illustration of authentic leader-
ship, understood and described as a “process that draws
both from positive psychological capacities and a highly
developed organizational context, which results in both
greater self-awareness and self-regulated positive behav-
iours on the part of leaders and associates, fostering
positive self-development” (p. 321) [108]. Authentic
leaders are seen as people who are hopeful, optimistic,
resilient, and transparent. They operate consistently with
values that include being present and visible to others,
focusing on what is the ethically right thing to do, taking
the lead even at personal risk, making the development
of others a priority, and working to ensure their commu-
nication is transparent and perceived by others as
intended.
Our results also confirm the four underlying concepts

of authentic leadership, as described by Gardner et al.
[99]. These are: (1) heightened self-awareness as the
process of continually coming to understand one’s
unique talents, strengths, sense of purpose, core values,
beliefs and wishes. (2) Balanced processing as the ability
to assess relevant information accurately and from a
relatively objective view, consequently acting on these
assessments without being diverted by self-protected
motives. (3) Authentic behaviour, understood as acting
in accordance with one’s values and needs (‘Walk the
talk’), in order to actually be seen by the colleagues as act-
ing with integrity. (4) Relational transparency, involving
the presentation of one’s genuine self by being open with
regard to one’s values, identity, emotions, and motives. As
such, it is a key component of authentic leadership and a
significant determinant of trust in the leader [98].

Limitations
Possible bias
As mentioned in the methods section of this paper, we
purposefully selected people with extensive experience
in health care management. In the sampling, we guaran-
teed heterogeneity of participant characteristics related
to age, sex, educational background, work experience,
type, size and location of the health care institution they
were predominantly affiliated with. However, we expli-
citly included people with a well-known reputation of
practising values-based health care management. They
were experienced by many as ethical leaders, even
though they never presented themselves as such. The
reason we purposefully selected them was twofold. (1)
We had broadly-informed sufficient reason to believe
that these ethically inspired leaders were going to give
us the most in-depth and rich information about their
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experiences in values-based health care management.
And (2), we had good reasons to believe that they were
not going to give socially desirable “eager to please” an-
swers to the normative issues that were to be discussed
in the interviews. However, it remains to be born in
mind that our participants were people who were gener-
ally known to embody ethical leadership.

Window dressing
This brings us to the flipside of ethical and authentic
leadership, i.e. the issue of window dressing. From the
interviews, we learned that values-based health care
management is not only about management of ethics (by
creating the context for organizational ethics to take
place). It is also about the ethics of management (by em-
bodying integrity and authenticity in one’s own attitude
and behaviour). Although we had very good reasons to
believe that the participants were not going to give
socially desirable answers, there is never 100 % certainty
in such cases.

Organizational ethics culture
The crucial question in this regard is: Is the motivation
to ethically inspired health care management and to
realize an explicit values-based organizational culture
founded on an intrinsic ethical inspiration? Because one
truly wants to realize the ethical values in practice? Or is
it founded on other, extrinsic, and more window
dressing-like inspirations? Because one likes to have an
ethical image and reputation? Because ethics simply suits
well? Because it is a sub-dimension of being a successful
manager? Or because it serves our business goals? In the
first motivation, ethically founded health care is the goal
and end of our actions. In the second motivation, ethics
functions as a means to reach another end. A lot
depends, here, on the metaphors and models we use to
understand the health care organisations themselves. Il-
luminating in this regard, is the fundamental distinction
between the corporate model of health care organisa-
tions and the community model [106].

Corporate model
Within the corporate model, we equate organizational
ethics with corporate health care ethics and look for “an
ethical corporate culture that makes ethics as important
for health care decisions as clinical data, financial con-
cerns, and legal issues” (p. 8) [8]. Within the corporate
model, however, we are primarily concerned with health
services management in a business-like model, with
money and customer satisfaction. In health care organi-
zations, this translates into a focus on health care as a
commodity or product, health care services meeting a
market need, and focus on patient satisfaction rather
than a primary emphasis on patient care. In health care

organisations being corporations, we focus on producer/
customer or contractor/client relationships, rather than
caregiver/patient relationships. And most importantly,
corporations are viewed as primarily self-interested. The
extent to which a corporation cares about others is the
extent to which caring about others is in the corpora-
tion’s best interest. Accordingly, people (whether they
are patients, caregivers of supporting staff ) are being
viewed as important insofar they can help the corpor-
ation in meeting its financial goals. This translates in the
ethical responsibilities concerning the product and meet-
ing the customer’s desires in as truthful a manner as
possible (like informed consent and autonomous
decision-making). Of course these are important ethical
issues, but the point is that within the corporate or
business model, the primary concern of the institution is
business, with codes of ethics and values-based manage-
ment as a means to prevent unethical means of achieving
the economic/business goals of the organisation [106].
Here, ethics is one of the means to reach another goal.

Community model
The results of our study underpin the community model
of health care organizations. When asking after the
reasons why the guiding framework of values had to be
an ethical framework instead of a rational or pragmatic
of even economic framework, the participants answered
that it “is about care and not about cookies”. According
to them, providing health care services is fundamentally
different from manufacturing or offering a safe and
finished product of good quality. To them, a health care
organization is a community of people, reflecting and
discussing while together trying to find a dignified
answer to a patient’s situation of vulnerability. As one
interviewee said, the central question is: “Do we find
each other in providing person-centred care for the
patient and family?”
This strongly adheres to the community model to

which McCrickerd [106] refers. According to Mc Crick-
erd, “any collection of individuals characterised as a
“community” will be presumed to be populated with
people who care about one another, people who priori-
tise relationships. Associating health care institutions
with communities would put relationships between the
individuals in the community as well as community
wellbeing at the forefront of conversations. […] such a
model would also shift hospitals [i.c. health care organi-
sations] away from the presumption that decision be
made at the top and then communicated to those the
decisions will affect. In the centre of this model are the
people and, importantly, all people – from physicians
and patients, who are frequent subjects in health care
ethics discussions, to other health care professionals and
hospital staff who are not.” (p.343) [106].
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This, in turn, adheres to the three dimensions of
values-based health care management as described by
the participants, i.e. (1) the dimension of content (the
actual creation of an organisational culture of joint
reflection and dialogue about the ethical values that
we want to realize in the care practises); (2) the di-
mension of method (by stimulating and supporting
sensitization, education, reflection and discussion
regarding ethics). As such, the common moral re-
sponsibility becomes reality and does not stay on the
level of formal regulations and mission statements.
And (3) the dimension of time and pace (realising
the ethical reflection as a continuous process, taking
place at frequent moments and various places, and this on
all levels, from boardroom to bedside).

Conclusion
Health care managers are continuously being con-
fronted with the ethical dimensions of key policy,
operational and budgetary decisions within their
health care organizations. This study highlights the
way in which they experience their job as being
intrinsically ethical in itself.
In addition to the existing literature on the ethics of

health care organizations, which predominantly focuses
on the presence or absence of ethics infrastructure (such
as codes, missions statements, committees, protocols,
ethical rounds or case discussions …), our study makes
clear that notwithstanding its importance, health care
management ethics entails much more than this. The in-
frastructure is a means (not the end in itself ) to support
a comprehensive ethical culture as a whole.
From the perspective of values-based health care man-

agement, two elements turned out to be essential deter-
minants for an integrated and comprehensive ethical
culture in health care. The first is that of the community
model, understanding the health care organization as a
moral community of people, all together taking up
responsibility and realizing an ethical climate. Values-
based health care management plays a crucial role in
creating the context for such a community-minded way of
thinking (and acting). The second determinant was found
in the presence of authentic leadership, whereby health
care managers deliberately identify and define their own
key values, the organization’s key values, and live up to
them as examples of the organization’s ethical culture.
As a never-ending process, the six metaphors can

help leaders to take substantive proactive steps to
shape and co-create the desired ethical climate within
their health care organizations. These metaphors can
also be easily used in ethics education concerning
ethical leadership as a new and inspiring way of
teaching and discussing ethical leadership, in addition
to and different from the various existing tools that

are being used in organizational ethics. Exchanging
lived experiences of health care managers by way of
using metaphors might inspire the minds of ethical
leaders much more and deeper than ethics codes,
guidelines, mission statements and protocols.
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