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a b s t r a c t

Objective: to explore midwifery leaders' narratives of identity, within the context of one region of
England.
Design: a qualitative study using narrative identity theory. Data were collected using in-depth, loosely
structured narrative interviews.
Setting: the study was undertaken in the Midlands region of England, in the context of a midwifery-
specific leadership development programme. Participants were located in local NHS organisations and
higher education institutions.
Participants: the interviewees were midwives currently in one of a variety of formal leadership roles,
who had recently completed a midwifery leadership development programme. Nine leaders were
interviewed for the study.
Findings: two central themes emerged: ‘I am still a midwife’ showed interviewees' continued self-
identification according to their professional identity, despite the majority no longer holding a clinical
role; ‘Between a rock and a hard place’ showed the challenges of maintaining a professionally-based
identity narrative in the face of group and organisational discourses.
Key conclusions: among the midwifery leaders interviewed, narratives centred on a continued midwife
self-identification. However, participants faced a number of challenges in maintaining this narrative,
within the context of wider professional group and organisational discourses.
Implications for practice: midwifery leaders require the support of their professional group and
organisational structures if they are to maintain a positive self- and social-identity.

& 2015 Elsevier Ltd. All rights reserved.

Introduction

In the English National Health Service (NHS), recent policy
documents have highlighted the importance of effective leadership
in midwifery (DH, 2007, 2010). There has been recognition of the
impact of poor or weak leadership within midwifery, highlighted in
a number of enquiries into adverse maternal and infant outcomes
(Healthcare Commission, 2004, 2006; Fielding et al., 2010). A further
concern has been raised in relation to the ageing population in
midwifery (Healthcare Commission, 2008; DH, 2010), particularly
among senior staff, with 40–45% of the midwifery workforce
identified as being within ten years of retirement, and one quarter
aged over 50 (DH, 2010).

The English NHS has also focused in recent years on the
importance of developing clinical leaders, with clinical leadership
defined as leadership for clinicians, by clinicians. Past models of
NHS leadership have been criticised as hierarchical and based on
transactional, command-and-control approaches (Firth-Cozens
and Mowbray, 2001; Millward and Bryan, 2005); more recently,
policy has paid greater attention to the contribution and benefits
of clinicians leading (DH, 2008, 2009), and there has been a shift
towards distributed and transformational models of leadership
(Yukl, 1999; Fletcher, 2004; Turnbull James, 2011).

Although benefits of clinical leadership have been reported
in relation to patient experience and clinical outcomes (Murphy
et al., 2009; Phillips and Byrne, 2013), workforce engagement and
retention (Murphy et al., 2009; Fenton, 2012), and organisational
performance (Ham, 2003; Mannion et al., 2005; Oliver, 2006),
a number of challenges have also been highlighted. At the
individual level, clinical leaders may struggle with a lack of role
definition in comparison with their clinical role (Osborne, 2011);
the challenge of maintaining a hybrid clinical-managerial role
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(Storey and Holti, 2013) can result in identity conflict, which in
turn may lead to decreased job satisfaction and reduced organisa-
tional commitment (Kippist and Fitzgerald, 2009); moving away
from clinical work altogether, however, may result in a sense of
loss of identity for clinical leaders (Ham et al., 2010).

Further problems have been identified at the group level of
analysis in clinical leadership. Clinical leaders tend to maintain a
professional identification in their new roles (Hoff, 1999; Doolin,
2002; Iedema et al., 2004), viewing their professional identity,
based on devotion to service, as superior to a management
identity based on politics and ‘the bottom line’ (Hotho, 2008).
However, clinical leaders simultaneously face rejection by their
own professional group as they are perceived to have moved to
‘the dark side’ (Ham et al., 2010). Key to this issue is credibility,
with clinicians demonstrating highly negative views of clinical
leaders who do not hold a clinical caseload (Osborne, 2011).

From another perspective, clinical leaders may also have
difficult relationships with non-clinical general managers, with
conflict based on different leadership styles (Edmonstone, 2008),
and perceived language barriers and differences in power struc-
tures (Ham et al., 2010; Nicol, 2012). A key challenge for clinical
leaders, then, is maintaining and demonstrating commitment to
both profession and organisation (Kippist and Fitzgerald, 2009;
Ham et al., 2010).

This study examined the challenges described above from the
perspective of midwifery leaders. The study objective was to explore
the development and enactment of a clinical leader identity among
midwives, with a focus on how individual narratives interacted with
wider professional group and organisational discourses.

Methods

Design

An exploratory case study, incorporating observation of a
midwifery leadership development programme and subsequent
narrative interviews. This paper reports on findings from the
interviews.

Theoretical framework

Narrative identity theory posits that in the context of role
transition, individuals attempt to construct cohesive and coherent
self-narratives, in order to establish and maintain a positive self- and
social-identity (Ashforth, 2000:8). However, individuals' narratives
are necessarily constructed within wider discourses (Gendron and
Spira, 2009; Watson, 2009), and validation of individual narratives is
required at group and societal levels, if a positive self- and social-
identity is to be achieved (Ashforth, 2000:15; Ibarra, 2007).

Principles of narrative identity theory informed the data
collection and analysis processes in this study. The research aimed,
through the analysis of interviewees' identity narratives, to offer
insight into the experiences of and challenges for midwives who
have made the journey from clinical to formalised leadership roles
in the English NHS.

Setting

In the Midlands region of England, around 2009, senior midwives
recognised there was likely to be a crisis of leadership in the coming
years, based on the ageing leadership population and difficulties in
recruiting to leadership roles. On this basis, a midwifery leadership
development programmewas established, with the aim of preparing
the next cohort of leaders, particularly at the level of Head of
Midwifery (HoM). Thirty local midwifery leaders attended the

programme, coming from NHS organisations and higher education
institutions. All nine of the interviewees for this study attended the
leadership course, which ran from June to December 2010. Data
from the observation of this programme will be reported elsewhere.

Ethics

Ethical approval was gained from the University of Warwick,
and through the Proportionate Review Sub-committee of the NRES
Committee East Midlands. Principles of anonymity, confidentiality
and the right to withdraw were adhered to throughout the study.

Interview participants

For the interview phase of the study, purposive sampling was
employed, in order to elicit a range of narratives based on varied
career journeys and experiences. Participants were largely
approached face-to-face during the observation phase of the study,
with further delegates approached via email once the leadership
programme had ended. If potential participants expressed an inter-
est in being interviewed, a participant information sheet was sent
via email and questions or concerns invited. Prior to commencement
of interviews, understanding of the study's purpose was checked,
and participants were asked to read and complete a consent form.
Interviewees were made aware that they could withdraw from the
study at any point.

Nine midwifery leaders were included in the interview phase,
with all those initially approached agreeing to be interviewed. The
first six participants were interviewed twice each, and subse-
quently three further participants were interviewed once each.
Interviews were undertaken between March 2011 and May 2012,
and were conducted in the participants' workplace according to
their preference and convenience.

Data collection

Interviews were in-depth and loosely structured, representing
the ‘gold standard’ of qualitative research (Silverman, 2005:291;
Rapley, 2007:15). While an interview guide was used, it was
considered important that participants would shape the encounter
to a significant degree and that there would be a great deal of
flexibility in the interviews (Mason, 2002:231). This was based on
the principles of narrative enquiry, whereby through telling their
stories, individuals demonstrate their connections with the social,
cultural and institutional environment around them, thus enabling
a holistic view of the area under exploration (Moen, 2006). A new
guide was used at the second round of interviews, based on
consideration of themes emerging from data collected so far, and
a continuation of narratives several months after completion of
the leadership programme.

All interviews were audio tape recorded with consent, and field
notes were completed by the researcher following each encounter.
Interviews lasted between 45 minutes and two hours, with the
majority lasting around one hour. By the final interviews, data
saturation was judged to have been achieved, with no new themes
emerging.

Data analysis

All interviews were transcribed by the researcher, with identi-
fying information removed and pseudonyms applied. Transcripts
were sent to participants for checking and comment, and first
interview transcripts were often commented upon as reflective
devices by participants during second interviews.

Analysis was undertaken manually, using pen, paper, colour coded
markers and page margins (Fielding, 2002:162). Two distinct
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approaches were taken: first, a ‘re-storying’ technique was applied to
the interviews (Creswell, 2013), which involved analysing individuals'
stories for key elements such as time, place, plot and scene, and then
re-writing the stories to foreground chronology of the account.
Alongside this approach, thematic analysis was also applied, through
coding and categorising of themes emerging across the interviews.
This dual approach was applied in order to retain the essence of
individual leadership journeys, but also to explore themes emerging
across narratives (Polkinghorne, 1995:12). While the researcher (a
doctoral candidate) was largely responsible for the process of analysis,
support was offered by two academic supervisors.

Findings

Characteristics of participants are presented in Table 1. Inter-
viewees' narratives encompassed a range of roles and experiences,
and variable timelines to their current leadership roles.

Two central narratives emerged from the analysis of inter-
views: ‘I am still a midwife’, and ‘Between a rock and a hard place’.
Within these narratives, a number of key themes can be identified.

‘I am Still a Midwife’

The path to leadership
Various reasons were offered by interviewees for making a

transition to leadership. These included a sense of inner drive and
motivation, and the need for new challenges:

I do sometimes think to myself, how did I get to this point and
why am I doing this, when I qualified as a midwife and I should
be on the floor just – I should be working as a midwife. But it
would never have been enough for me, to have just done that,
so I needed – I needed to do something on top of my midwifery
training (Caroline).

Equally important in the path to leadership was a desire to
make a difference on a bigger scale than was possible within a
purely clinical role:

Yes, I love the clinical side, I love going to, you know, to work at
– you know, seeing and caring for the women and their babies.
But I love effecting change, and … making processes more
effective and safer, and especially when you get to the end of an
outcome, and you can see, ‘Yeah, I've gone through that now,
and this is the end result, this is how we're going to be
working’, and seeing it work effectively (Heather).

Midwifery beyond a hands-on role
Without exception, the interviewees defined themselves as

midwives. They were able to offer a clear rationale for this self-
definition, and spoke with considerable passion on the subject:

I absolutely am a midwife through and through. I am a midwife
who recognises her scope of practice, and I mean an enhanced
scope of practice – my expertise is no longer in the actual
delivery of individualised clinical care. My expertise is in the
macro-midwifery. And I think that's one of the things we get
hung up on, and why people say they don't want to be heads of
midwifery, because they're not doing midwifery any more. And
actually, they are (Susan).

Interviewees, as Susan shows, spoke of still ‘doing’ midwifery,
but on a larger scale, describing midwifery as more than ‘just’
hands-on practice:

I'm still a midwife, you know, I am a midwife. Midwife runs
through everything I do. However, I focus on delivering a good
service, a safe, quality service, and be that working with the
staff or with the users, or the other agencies and the trust,
that's where I see my role. But at the end of the day, I am still a
midwife (Deborah).

Clinical credibility
At the root of interviewees' self-identification lay their clinician

origins, which they believed offered credibility to their current,
largely non-clinical position:

I think the fact that I have worked in many, many areas in
midwifery has always underpinned my credibility and under-
pinned my confidence in my own abilities. So I feel – I might be
slightly out of speed on different areas, but I've definitely had
an orientation to it. I've been there, I've been there, so I can talk
hopefully informatively, about most areas of midwifery practice
(Lesley).

Furthermore, interviewees identified numerous examples
within a midwifery sphere through which they maintained clinical
credibility:

I still have interface with women, in that I'm dealing with
complaints and service feedback… And I will go and shadow
people… I keep myself up to date, and again I don't feel that I'm
– you know, I'm involved in writing guidelines, and we do that
through supervision, and you know, reviewing situations and
obviously through high risk (Deborah).

Table 1
Participant characteristics.

Name
(pseudonym)

Qualified as
nurse

Qualified as
midwife

Current role Working clinically Other leadership and education roles

Deborah 1985 1988 Senior matron No Community team lead HoMn secondment
Lesley 1988 1994 Matron/HoM† No Labour suite co-ordinator; lecturer
Natalie 1981 1984 Senior educationalist No Labour suite co-ordinator
Pauline 1983 1986 Matron Occasionally Community co-ordinator; acting up HoM
Louise �‡ 1998 Matron (acting) Occasionally Specialist midwife; Ward manager
Heather � 2003 Matron Occasionally Community co-ordinator; labour suite co-ordinator
Caroline � 1998 Matron No Lecturer practitioner
Karen 1983 1987 Matron One community clinic per

week
Lecturer practitioner; community manager, HoM
secondment

Susan 1978 1982 Local Supervisory
Authority

No Community manager; HoM

n Head of midwifery.
† New appointment between interviews.
‡ Direct entry midwife.
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Credibility could be maintained further up the organisational
hierarchy than the matron role:

I think within the head of midwifery role, there is that ability to
maintain that clinical credibility, even though you're not practis-
ing direct, hands-on clinical – you know, I meanwe – our head of
midwifery, and me, while I was in that role, we go on our
mandatory update days with the rest of the midwives, and we do
the emergency skills and the same skills drills… And then there's
all that input around how you influence the service, and how you
develop the practice, and the influence on guideline production,
and this sort of thing, that are all ways of influencing the service
that maintain your clinical credibility, aren't they? Rather than
actually delivering babies or doing a postnatal [examination] on
the ward (Karen).

Differentiation
Although interviewees commonly described their continued

professional identity in relation to characteristics and skills shared
with midwifery colleagues, they also spoke of factors differentiat-
ing them from non-clinical leaders:

If a situation arose, I would still go out there as a midwife – you
know, because don't forget, you have some managers who have
no nursing and no midwife input at all, so therefore, then they
are managers and that's all they can do. They couldn't go out
there and roll up their sleeves and – whereas we can (Pauline).

Interviewees were careful to note the value of both clinical and
non-clinical leadership roles in the context of the NHS:

Because the general manager, who's my head of midwifery's
line manager, if you like – and the one who's above her –

they've got no nursing or midwifery, but they're managing the
service… I don't know whether having the knowledge that we
have makes you a better manager, I can't say, I don't know… It
makes you a different manager, because you'll have a different
approach (Louise).

However, participants clearly saw roles for clinicians as a
central part of NHS leadership:

I don't have a problem with somebody coming in from Marks
and Spencer at chief executive level, because it's a skill that –
that's honed, then, to just pure management that you need at
that level. Fine. But actually, once you start getting down at – at
the further layer, you have to have an understanding, so that
you can actually work out how that's going to happen (Susan).

Visibility
Interviewees felt visibility was key to their relationships with

clinically-based colleagues, and a means of demonstrating con-
tinued professional group membership:

'I think you need to be visible, people need to know where you
are, get used to seeing you around and about, and – and when
you are visible and walking about, that you have got time for
everybody, whether it is the housekeeper or whether it's the
porter… And then yeah, they know who you are, they're used
to seeing you in the – they don't think, ‘My God, what's she
here for? Why is she walking through the unit?’ Or, ‘There must
be something wrong, because she's here’ (Karen).

Visibility also enabled clinicians to communicate concerns
effectively and in a timely manner, even though this was some-
times a challenge for interviewees:

There are days when I know I'm going to walk the floor and I'm
going to get an ear bashing. There are days, but I can't put it off,

I have to do it, because it's better to try and… defuse. It's better
to face it, defuse it, get on with it (Lesley).

Participants identified challenges to their ability to remain
visible in clinical areas, and the lack of understanding shown by
clinicians in relation to why clinical leaders might be less visible
than they might like:

And you hear it so much – ‘Oh, they're not visible’. Well, if you
look at diary commitments half the time, for these people, it's –
they struggle to be visible… And even if they are visible, you
might be in a room caring for a labouring woman and not see
them when they have been around (Louise).

Between a rock and a hard place

While interviewees self-identified according to their profes-
sional background, a number of issues were raised where it
became clear that this self-identification might be problematic,
related to the wider professional and organisational context
within which interviewees were working.

Leaving the gang
The majority of interviewees had experienced the transition

from practitioner to clinical leader role within the unit where they
already worked, and they recognised the challenges inherent in
leading and managing colleagues and friends:

It was a bit home from home, really, which in a way is difficult,
because you have to really affirm your presence as, you know,
‘I'm not your friend, but I am friendly’, and actually, earn your
stripes and their respect (Lesley).

Some interviewees believed the idea of being a friend to no-
one but leader to all meant it might be easier to go to a new unit
when taking up a leadership role:

That's one thing I think is really challenging. If you grow up in a
unit, with all your friends, I think it's much more challenging –

I'm not saying it's not possible, but I find it easier not to be. So it
makes the position more lonely, even though you know you're
supported by your staff… But it's a minefield, if you're friends
(Susan).

Loss of clinical role
As noted in Table 1, five of the interviewees were no longer

practising clinically. Of the remaining four, three managed only
sporadic clinical work, and this was generally difficult to achieve:

Yeah, I do miss that, and I – part of it's in my gift to try and
work more, clinically, but when you look at what work you
have got to achieve, it feels an impossible task (Louise).

When managing to find time to work clinically, interviewees
struggled to be ‘just’ a midwife:

Obviously, my phone will ring when I'm at clinic. Yesterday my
phone rang from here [the management corridor], and they
were like, ‘Where are you?’ [I said], ‘It's Wednesday afternoon –

I'm at clinic, I'm being a midwife, a proper midwife [laughing]’
(Karen).

In relation to the lack of a clinical role, interviewees often
described a sense of loss:

Going into education, I grieved for practice for a good few
years. Occasionally I still do… I do miss some elements of it.
Seeing the mother's face when she's birthed her baby, there is
something out of this world in that (Natalie).
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Clinical concerns
Although interviewees were generally confident that they

could return to clinical practice if called upon, they acknowledged
the possibility that they might need support in doing so:

If I went on and I was asked to help a woman birth her baby, I
could get on with it, but if she started haemorrhaging, where's
the catheter? I know there's a full bladder… That's what makes
me unsafe… Because you actually lose those skills very, very
quickly (Natalie).

This issue was also recognised by Caroline, who described her
plan to return to some degree of clinical life alongside her leader-
ship role:

It worries me, not having done it for so long… I'm going to have
a preceptor when I go back to – you know, to start working
again on the floor… And it's funny, it's the ones that I've – I've
preceptored over the – years ago, and the role's reversed, and
I've said, ‘You'll have to, you know, get me – support me back in
practice’, and they were laughing.

Being ‘one of them’

Interviewees discussed their interactions with clinical staff on
the subject of ‘the management’:

So, quite often, you know, where I'm having a conversation
with the [senior clinical] midwives, and they'll say, you know,
‘And management says’ – and I'll say to them, ‘Well, who do
you think management is, then?’ You know, ‘It's me, it's you,
you are the management’ (Karen).

Similarly, others commented on a questionable dichotomy
between ‘us’ (clinicians) and ‘them’ (managers), which they met
in their leadership role:

Some will see me as a midwife, because when – they often refer
to sort of the senior management team, and often really, we're
kind of classed in that senior management team, when they're
sort of criticising. But, ‘I'm part of that team. Is that what you
think I'm like?’ And they're like, ‘No, no, you're here all the
time, you're kind of one of us’ (Louise).

Interviewees described the challenge of the hybrid clinical
leader role in relation to their attempts to spend time in the
clinical area, with challenges coming from both clinical and
managerial colleagues:

I'll often be looking after somebody, and I'll get a phone call
from the head of midwifery, or one of the consultants from
clinic, and I'll have to come out of caring for somebody to
answer the phone to deal with, you know – it could sometimes
be just a five minute phone call, and then I'm back, or – or
members of staff will stop me in the corridor and say, ‘Can I
come in and see you? Can I make an appointment to see you?’
(Heather).

Interviewees were concerned that this inability to be ‘just’ a
clinical midwife impacted on the care they were able to offer
women:

People see you there, and they'll collar you for – ‘I need to
discuss this with you’, ‘I need to discuss that with you’, or you
get a phone call, you get – and you're pulled out all the time. So
you find you spend your whole time apologising to the woman
you're caring for, because you're going backwards and forwards
and someone's after you and interrupting all the time. And to
me, that makes it more uncomfortable, because I'd much rather
be able to spend the time with the women I'm caring for, to be

able to go through that uninterrupted, so that they get my time
and appropriate care (Louise).

Influencing above and below
The question of where interviewees' offices were situated offers

an insight into the challenges of acting as a clinical leader. Some
interviewees believed there were benefits to having an office
situated close to the clinical area; for example, the ability to see
problems that might be looming:

Because I can go out there, and they'll say, ‘Oh, look, we've got
an hour's waiting time’, you know, ‘so and so’s running late’.
And I'll say, ‘Well, why's that, then?’ You know – Now, if I
wasn't here, I wouldn't know – all I would hear is that that
clinic's always an hour late (Pauline).

A further advantage perceived by clinical leaders was their
availability at times of clinical need:

And you know, the emergency bell goes off, I just can't sit at my
desk. I can't sit at my desk typing, when it goes off! So I go in,
and I just, ‘Anybody need any help? Are you okay?’ And
sometimes they do need my help, and sometimes they don't
(Lesley).

However, being situated close to the clinical area also created
problems. One concern described by interviewees related to being
too available:

You kind of just wanted to lock the door and say, ‘I'm not really
here’, and not answer it. But then, personally I find that very
hard to do as well, because if someone says they need my help,
they need my help and I'll go, even where the pressures are
elsewhere (Louise).

A further issue was raised in relation to not being part of the
senior management team if clinical leaders were situated in or
near the clinical area. Heather, for example, had recently moved
from an office on labour suite to one in the senior management
corridor, away from clinical areas:

I could see the benefits of me moving up here. I think as a
matron, you know, as a manager of the maternity unit, I felt that
yes, I had to have that strategic input, and I wanted that, and I did
feel left out of the loop at times, when I knew that, you know, the
other community matron was up here, the head of midwifery
and the consultants, and things were being decided. And some-
times, I wasn't being involved. And that's completely changed.
I'm now making – you know, helping make those decisions.

Discussion

In this study, narratives of identity offered a clear example of
the interplay between individuals and wider professional group
and organisational discourses in the construction of the clinical
leader self-identification. Several key points can be identified as
particularly important to the development of clinical leaders, in
the NHS context and beyond.

A coherent and cohesive narrative

At the root of the interviewees' assertion, ‘I am still a midwife’,
lay a continued commitment to their professional identification as
individual and group member. Interviewees were able to offer
reasons to justify this identification, related to the idea that
‘midwife’ remained the most salient individual (role) and group
(social) identity (Stryker, 1968), and they incorporated leadership
and management roles into an expanded midwife identity.
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Significantly, although interviewees described a clear transition
from a purely clinical role to one involving leadership and
management, their commitment to the midwife identity remained
constant. Within clinical leadership literature, problems of role
identity have been described in terms of dichotomies: either a
professional or an organisational identification, with role conflict
associated with attempts to manage the hybrid role interface
(Edmonstone, 2008). However, the interviewees' descriptions of
managing this interface were more closely aligned with sugges-
tions that it is possible to operate in a more fluid, less fixed model
of hybrid professional-organisational identification (Iedema et al.,
2004; Kippist and Fitzgerald, 2009; Ham et al., 2010), and a
process of role incorporation and expansion appeared to be the
mechanism through which identity conflict was avoided.

Individuation and de-individuation

Individuation is described as part of the compromise involved in
dealing with tensions between individuals' need for uniqueness and
distinction, and the need for validation and similarity to others
(Brewer, 1991). Interviewees used individuation in their descriptions
of what they were not, with general managers used as a comparison
in relation to interviewees' self-identification as midwives. This
comparison was not made in a derogatory sense; the general
managerial group was used as a comparison point to accentuate
what midwifery leaders considered themselves not to be, but there
was a sense that general managers had a valuable role to play
alongside clinical leaders. This understanding of the value of other
groups in the enactment of leadership supports other studies (Hoff,
1999; Ham et al., 2010), in which a strong professional identification
led to little sense of division from general managers, as they were
perceived as valuable in their own right.

Non-clinical managers also provided a reference group in the
process of de-individuation, through which interviewees justified
their continued group membership (Brewer, 1991). The other group
used in this process was of course the interviewees' professional
group, to which they showed a strong commitment. This process of
‘othering’ an out-group (general managers cannot work clinically)
and in-group emphasis (we are midwives because we can still take
on a clinical role) was highly significant to the interviewees'
continued self-identification at both individual and group level.

Comparison and categorisation are seen as central to identity
(Tajfel and Turner, 1979; Burke and Reitzes, 1981; Stets and Burke,
2003). One identity is always constructed in relation to another,
whether this is at individual or group level. The interviewees'
comparisons demonstrated this aspect of identity construction
very clearly, with comparisons to both in-group and out-group
emphasising their continued identity at the group level, and
interaction with clinicians based on what they believed to be an
undisputed shared history and language at the individual level.

The challenge for clinical leadership

Although interviewees believed they continued to ‘do’ midwifery,
simply on a broader scale, they did show awareness of wider
discourses which might challenge this belief. Concerns about clinical
credibility, visibility, and perceptions of both clinical and managerial
colleagues, demonstrated the challenge of maintaining a professional
self-identification in the context of competing discourses. These
findings echo other studies within clinical leadership, where clinical
credibility has been seen as a key element in peer acceptance of
clinical leaders (Osborne, 2011; BMA, 2012).

Although interviewees were able to describe their management of a
hybrid clinical-leader role identity, the real challenge lay in validation at
the professional group and organisational level. If identity is con-
structed and enacted through the use of narratives at individual,

cultural and societal levels (Watson, 2009), then individuals necessarily
develop their identity narratives within the discourses surrounding
them, and these surrounding discourses specify what constitutes ‘truth’
(Gendron and Spira, 2009). In the context of NHS leadership, studies
suggest that clinical leaders tend to be construed as ‘managers’, and
that the term ‘management’ has strongly negative connotations (The
King's Fund, 2011). For clinical leaders, challenging this derogatory view
relies on validation by professional group members, which in turn
requires organisational support in the form of some element of
clinically-based role.

Limitations

The local focus of this study might be considered a limitation,
in terms of the generalisability of findings. However, there were
many similarities with findings from studies into leadership
within other NHS clinical professions, and in wider organisations,
as described in the discussion section.

Conclusions and implications

Midwifery leaders offered narratives of their journeys to leader-
ship in which they continued to self-identify according to their
professional role, giving rise to the theme, ‘I am still a midwife’. This
was achieved via their belief in a commitment to midwifery beyond
hands-on practice, a continued sense of credibility based on their
years of clinical experience, and a process of differentiation from
non-clinical, managerial leaders in the organisation.

However, maintaining a professional self-identification was not
without its challenges, described in leaders' narratives as being
‘between a rock and a hard place’. Challenges arose from the threat
to their clinical credibility from midwives, associated with a loss of
the clinical element of their role, and a lack of organisational
commitment to the maintenance of some degree of clinical
practice, something desired by the majority of interviewees.

Support from the organisational level is essential if clinical
leaders are to maintain credibility with their clinically-based
colleagues, and thus enact a cohesive and coherent career narra-
tive at individual and professional group levels of analysis. Given
health-care organisations' commitment to the development of
clinical leadership careers and a distributed model of leadership,
it is essential that clinical leaders are supported in their desire to
maintain credibility and a continued professional self-narrative.

Given the belief that the strength of clinical leadership lies
precisely in these leaders' clinical background, there needs to be
greater emphasis within health-care organisations in supporting
this strength. In the context of this study, interviewees expressed
both a desire for time spent in clinical practice, and serious
challenges to achieving this aim. If clinical leadership is to be a
reality in the English NHS, these challenges need to be addressed –

for the sake of individual identity narratives, and their validation
within professional group and organisational discourses. Future
research should address ways in which clinical leaders might be
supported to maintain an element of clinical practice, and explore
whether there is an ideal hybrid identity that could be better
supported by clinicians and organisational structures alike.
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