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Chapter 7. Risk Management and Distribution of Responsibility 

The purpose of this chapter is to investigate the hypothesis that risk management practices are 

more prevalent when the distribution of responsibility is collectivised than when the distribu-

tion of responsibility is individualised. This is an important hypothesis to investigate because 

distribution of responsibility makes up a key difference in organisations that deliver public 

services. Frontline workers have many shared commonalities across organisational contexts, 

like specialised, theoretical knowledge, autonomy, and discretion, but they differ in how re-

sponsibility is distributed. Some frontline workers are authorised professionals and therefore, 

in a formal sense, individually responsible for the decisions they make. Other frontline workers 

are not authorised, and in these organisations, responsibility for the decision-making and the 

consequences decisions hold for the service recipients is, formally, shared collectively. In this 

study, the healthcare sector represents an individualised distribution of responsibility, while the 

social services represent a collectivised distribution of responsibility. This was described in 

greater detail in Chapter [3], which also accounted for the nuances in these somewhat black 

and white categories of individualised and collectivised distributions of responsibility. 

To investigate this hypothesis, the analysis is structured as a systematic comparison of the 

healthcare sector and social services and presents insights from the 29 individual and focus 

group interviews with 62 public service frontline managers from the two sectors. The findings 

build on the codes from the second, inductive coding cycle. These codes were generated bot-

tom-up, as opposed to the first cycle provisional coding that focused strictly on risk manage-

ment practices and thus reflected a top-down deductive coding strategy. In this second-cycle 

coding process, insights emerged that appeared to matter to the frontline managers’ risk man-

agement practices. For instance, how frontline managers’ perception of their role in risky 
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situations condition how they facilitate and prioritise risk management practices. The analysis 

is based on codes like “distribution of responsibility”, “self-perception”, and “decision-making 

principles” that all shed light on how frontline managers approach risky situations. Compared 

to the strictly deductive analytical strategy applied in Chapter 6 (“Risk Management as a Lead-

ership behaviour”), the advantage of the more explorative approach applied in this chapter is 

that it enables the investigation of how risk management practices are approached by frontline 

managers, while systematically accounting for the role that distribution of responsibility plays. 

The chapter is structured to enable the systematic comparison of risk management practices in 

the healthcare sector and social services. A basic premise for investigating the hypothesised 

differences in degree of risk management exercised, is that the frontline managers are aware of 

how responsibility is distributed. Therefore, the first section investigates and compares the 

frontline managers from the healthcare sector and social services and their reflections on the 

distribution of responsibility, and how this is related to their self-perception and decision-mak-

ing principles concerning their risk management practices. This is followed by three sections 

that systematically compare the risk management practices in the two sectors, resembling the 

structure of the risk management concept. The sections that compare the leadership practices 

within the three risk management dimensions do not hold the same level of detail as Chapter 6 

(“Risk Management as a Leadership Behaviour”). Focus is on elucidating and illustrating sim-

ilarities and differences in risk management practices between the healthcare sector and social 

services where responsibility is distributed differently. The last sections discuss the identified 

mechanisms and their implications. Specifically, the degree of urgency of risky situations, level 

of specialisation in the organisational unit, and decision-making autonomy of the frontline 

workers is discussed. 
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1 Does the Premise Hold? 

To investigate the hypothesis that risk management practices are more prevalent when distri-

bution of responsibility is collectivised than when it is individualised, we need to know that the 

basic premise holds. Therefore, this first section dives into how frontline managers in the two 

sectors think about the distribution of responsibility, and how they perceive their role as front-

line managers in risky situations. 

These analyses are based on the open, second-cycle coding of the data. Specifically, subsection 

1.1, builds on statements related to frontline managers awareness of the distribution of respon-

sibility, and their reflections on what this entails in practical terms. Subsection 1.2 builds on 

statements related to what concrete considerations the frontline managers have in terms of their 

own role in risky situations, and the risk management they exercise. 

In this way, these two steps serve as a reality check: If the frontline managers are aware of how 

responsibility is distributed in their organisations and have reflected on what their role is in 

risky situations, it makes sense to take the next step and investigate whether and to what extent 

the risk management practices are different, dependent on distribution of responsibility.  

1.1 Frontline Managers’ Awareness of How Responsibility is Distributed 

A basic premise for the decision-making in the healthcare sector and social services is that 

responsibility for the decisions made is individualised and collectivised, respectively. The 

frontline managers in both sectors are aware of this, and it shows in different ways. In the social 

services, the frontline managers uniformly recognise that the social workers, formally speak-

ing, are not responsible for the decisions they make. A frontline manager explains that: ”What 

is special about the administration, the state administration, is that we as an authority make a 

decision. So it is not [the consultant] who makes all the decisions, and is accountable for all 
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the tasks. It's a wider range.” (SS-3-FM2). The frontline manager emphasises that it is not the 

individual social worker, but the state agency as a collective unit that make decisions and carry 

the associated responsibility for the consequences and outcomes. In another state agency the 

frontline managers address the question of responsibility slightly different: “We try to com-

municate that it is not the individual's responsibility. It is [the state agency] that is responsible 

for these families.” (SFC-11-FM3). Parallel to acknowledging the collectivised responsibility, 

one of the other frontline managers in this state agency emphasises that the individual social 

worker has an obligation to inform their supervisor of potential delays or other issues related 

to their professional assessment: ”There is a clear rule that as a consultant, if there are tasks 

you do not finish on time, and you have not told anyone, then you are responsible for it. If you 

have passed it on to your professional leader that you cannot finish your task on time, and then 

something happens, then it is the professional leader's responsibility; if they have passed it on 

to me and I have broken a priority, then it is my responsibility.” (SFC-11-FM1) Alongside the 

collectivised responsibility there are thus clear expectations that the individual social worker 

takes on the responsibility of keeping the frontline managers in the know. Once they have done 

this, the frontline manager takes the full, organisational responsibility of the priorities made 

and what happens from there. 

Given the collectivised responsibility, the decision-making autonomy of the social workers is 

constrained by the frontline managers. Several frontline managers describe that social worker’s 

”decision-making autonomy is very constrained” (SS-5-FM1) and that ”It is a shared respon-

sibility […] Here they should not make any decisions themselves. So there is really not a time 

where they exclusively are going to stand with the responsibility because the management is in 

charge of all the decisions” (SS-1-FM3) In one state agency, the frontline managers explain 

that the social workers have decision-making autonomy in questions of less extensive measures 
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or interventions that are not too costly (SS-2-FM2), but they are never alone with “decisions 

that drive costs” (SS-2-FM1). This reveals interesting considerations of the financial aspect of 

decision-making, which is discussed further in Chapter 8 [“Enabling and Constraining Factors 

of Risk Management”]. 

Apart from the formal, legal aspect of collectivised responsibility, the frontline managers fur-

ther refer to the emotional hardship of the decisions social workers face, which was described 

in [Chapter 6.]. Given the potential emotional strain of becoming acquainted with service re-

cipients in a vulnerable position that you cannot necessarily help them out of, some frontline 

managers emphasise the need to take the feeling of responsibility off the social worker’s shoul-

ders: “Then, of course, it is very difficult when one has entered the life of such a person, and 

then have to think about ‘I must then be able to do something, we must then be able to, and we 

must call his sister. Then we have to…’. Because you want to do something. But you are just 

allowed to say 'no' in Denmark, right? Then I think it is really important to remove responsi-

bility for the individual adviser in those kinds of situations” (SS-2-FM2) In this way, the limited 

decision-making autonomy of the social workers is not only reasoned to be a function of the 

collectivised responsibility, but also the fact that they face complex situations that can be emo-

tionally difficult to cope with. 

Parallel to the social services, the frontline managers in the healthcare sector recognise the 

distribution of responsibility in different ways. They particularly emphasise the individual re-

sponsibility in relation to delegated tasks and the high degree of autonomy that health profes-

sionals have, for instance: We [have] many competencies that are delegated. There are also 

some who have a prescribing competence delegated to special preparations, and legal docu-

ments have been written for this. So that's okay. But it is the nurses who make the professional 
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judgment, based on their knowledge and their nursing professional background, whether they 

should increase to this or they should increase to this, and which preparation they should 

choose” (H-7-N2). Others are more direct about the implications of the individual responsibil-

ity when they simply say that the health professionals “are the ones who will get into trouble” 

(H-9-N1), or “know themselves that it is their authorisation [at stake]” (H-1-N2). These quotes 

reflect the fact that the healthcare professionals, formally speaking, have a high degree of de-

cision-making autonomy and discretion, and that this comes with an associated responsibility 

for the decisions they make. 

However, in practice, the distribution of responsibility in the healthcare sector is not as clear 

cut as it may appear. Parallel to their focus on the responsibility that comes with the authorisa-

tion and decision-making autonomy, the healthcare managers uniformly emphasise that they 

hold the overall responsibility for how things are run at the wards, and thus, the decision-mak-

ing structures that the healthcare professionals operate in. One healthcare manager explains 

that “I am responsible that things are organised” (H-8-N3), while another explains that “when 

all is said and done, I know that I am responsible” (H-7-CP). The healthcare managers have a 

kind of “meta-responsibility” in the sense that they are indirectly responsible for decision-mak-

ing, because they are responsible for how work is organised, how competencies are delegated, 

and that there are clear work procedures and clinical guidelines, as explained by a head nurse: 

“As managers, we are responsible for ensuring that our employees do not get tasks they do not 

have the needed competencies to solve and they must be instructed correctly in order to manage 

the task. And that also implies that one says no. The individual employee is responsible for 

saying no if they say 'I can not do this, I have never tried it before, or I doubt it' […] But there 

is a lot in that we must ensure that they are introduced and they have the guidelines available 

that are needed and that they are updated and so on. They need to know that they have to say 
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no themselves.” (SP, BDI). What is emphasised here is the managerial responsibility related to 

delegation of competence and that there are clear guidelines for the undertaking of work. In-

terestingly, the healthcare manager, parallel to this, repeatedly underlines that the healthcare 

workers must be able to put their foot down and say no when they face risky situations, they 

may not be able to handle. This is another way of stressing the individual responsibility that 

authorised professionals hold and the extent of the managerial responsibility: Each healthcare 

worker must know the boundaries of their own abilities and refrain from taking on tasks they 

cannot handle. These managerial expectations of the healthcare workers ability to ring the 

alarm is analogous to the insight from the social services where the frontline managers also 

expect that the social workers let them know if they for one reason or the other struggle to solve 

their tasks. 

This idea of healthcare managers’ confined responsibility is phrased differently by a clinial 

director who experiences a paradox: “You basically want a large degree of autonomy as an 

employee, but you do not bother to make the decisions. One also thinks there are some deci-

sions one would really like to leave it up to the manager. So I would also like to oblige my 

doctors that when I then delegate responsibility and grant them the decision-making authority, 

))then they are also obliged to use it.” (H-2-CP). The discretion and autonomy given to and 

enjoyed by healthcare professionals thus come with an expectation of a certain decision-mak-

ing capacity and willingness to take on the individual responsibility in relation to the patients. 

In other words, you cannot have your cake and eat it too. 

Overall, the frontline managers in the social services and the healthcare sector are aligned with 

the formalised distribution of responsibility. There are, however, important nuances to keep in 

mind. In the social services, the frontline managers expect to be in the know on what happens 
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given that the individual social worker cannot be held formally responsible for their decision-

making behaviour, while the insights show that even though healthcare professionals are indi-

vidually responsible for the decisions they make, they do not make discretionary decisions in 

a vacuum decoupled from organisational context. The question is what the implications of these 

insights are in terms of risk management practices. This is related to how the frontline managers 

perceive their roles and responsibility, and we therefore turn to this next. 

1.2 Perception of Role as Frontline Manager in Risky Situations 

The risk management practices by frontline managers are associated with how they perceive 

their managerial role in complex and risky situations. Based on the open coding of data, three 

considerations persist across the board when frontline managers describe and reflect on their 

role in risky situations, which were captured in the following three codes: In public service 

delivery, the frontline managers must address concerns of legality (1), professional standards 

(2), and the budget (3). A frontline manager from the social services describes it this way: ”I 

have the overall responsibility for finances in our section, the personnel management, and I 

have of course the overall professional responsibility for ensuring that we comply with the 

legislation and have a law-abiding practice. Gets the right decisions made.” (SFC-11-FM1). 

This section investigates how these three considerations are reflected in the frontline managers’ 

self-perception and how they relate to risky situations. 

Public service delivery is essentially a question of political priority of who gets what, when, 

and how (Lasswell, 1958 [1936]). The question of legality is related to the fact that both the 

healthcare sector and the social services are governed by legislation that describe their purpose 

and provide service recipients with rights addressing the who, what, when, and how from Lass-

well’s definition. In the social services, this could for instance be legislation describing what 
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is required of the social services when a state agency is notified about concerns over a child, 

while it in the healthcare sector could be patients’ rights telling how long it should take to 

diagnose and start up treatment for cancer patients. This was described in greater detail in 

Chapter [4]. Based on content from the inductively generated codes “self-perception” and “le-

gality”, the frontline managers from the two sectors put different emphasis on the question of 

legality. In the social services, the frontline managers emphasise the invariable requirement 

that the state agencies and social workers act in accordance with the law, and that this is the 

responsibility of them as frontline managers: ”The tasks I am in charge of, it is also a form of 

quality assurance in the case processing, in case reviews. Constantly making sure that the 

legislation is complied with, and constantly sparring with the social workers in relation to how 

they approach cases and how, they handles the different situations they are in” (SFC-9-FM2). 

Parallel to this, the frontline managers also describe how the complexity of the legislation pose 

a serious challenge to them and the social workers, because they make decisions “in a reality 

where the legislation is utterly elastic and we can’t really measure and weigh on any of it. The 

most important word for us, it is 'significant'. I mean, what the hell does 'significantly' mean. 

Before we can help you, you must be 'significantly disabled'. When are you significantly disa-

bled? It is very difficult to write down, because it does not matter how much you weigh, or how 

green you are in your head, or how insane you behave. […] So there is a lot of professional 

judgment in these cases, all the time.” In this sense, complying with the legislation can be a 

challenge due to the sheer complexity of it. These circumstances require application of exten-

sive discretion in risky situations, which in turn potentially challenge the rule of law to service 

recipients when discretion is not exercised uniformly. 

The frontline managers from the healthcare sector put less emphasis on the role of the legisla-

tion. However, when they did, it was considered an underlying condition for their undertaking 
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of work, as described by a clinical director: ”Then there are a lot of demands for quality and 

efficiency and the right of inquiry and the right to treatment and yes, that is the kind of field we 

are working within and lead inside and change in our department's routines, processes and 

patient processes and collaboration and interfaces.” (H-8-CP). What is described here is that 

the requirements stated in the legislation matter to how they organise the work routines at the 

ward and how they relate to other actors. In contrast to the social services, the frontline man-

agers in the healthcare sector are not faced with a complex legislation that is hard to interpret 

and apply. 

The second consideration of professional standards covers the expectation that decision-mak-

ing in public service delivery reflects the highest professional standards. The frontline manag-

ers in both the healthcare sector and social services acknowledge this, but they have slightly 

different perceptions of what their role is in ensuring these standards. While they agree that 

they are responsible for facilitating the structures that lead to the highest professional standards, 

they differ in terms of how this should be executed. In the social services, the frontline manag-

ers appear to play a key role in ensuring that the highest professional standards are met, which 

reflects the collectivised distribution of responsibility. They do this by discussing the decision-

making in risky situations with the social worker in question, but also by facilitating forums 

where the social workers and frontline manager(s) can discuss risky situations with one an-

other: “Something I have also had great success with, is to, for example, unfold the case at a 

team meeting, where we draw on the board and say ‘here is the citizen’. What kind of chal-

lenges are present? What do we see that could be?  We just do a brainstorm, a mind map, so it 

unfolds that way and says ‘what really belongs here?’” (SS-4-FM1). This way of discussing 

professional issues collectively is related to the second dimension of risk management, which 

we return to later in this chapter. 
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In the healthcare sector, things are less clear-cut. The frontline managers have different per-

ceptions of what their role is in ensuring the professional standards at the wards. Some believe 

they themselves should be the professional expert at the ward, as described by one clinical 

director: ““You need to be or previously have been a professional lighthouse. You need to have 

the professional respect of your colleagues, because otherwise you will never succeed as a 

leader. If you have been, excuse the term a toddler professionally, then they have no respect 

for you, and how should they get respect for you as a leader then?.” (H-6-CP2). Other frontline 

managers in the healthcare sector do not believe that their leadership-authority is dependent on 

their professional expertise – or lack thereof. Instead, they focus on what they can do to support 

the decision-making of the healthcare professionals in order to achieve the highest, professional 

standards: ”I'm not the best at caring for surgical patients, because I did not do that until I 

became a leader/manager. And I do not look after the patients at all in the same way as the 

nurses do, so there are a lot of procedures that I do not know enough about or are not per-

forming as good at as they are. So, it is really very much about the professional sparring: ’on 

the one hand on the other hand.’” (H-3-N2). In this way, the frontline managers in the 

healthcare sector are not necessarily involved in all risky situation decision-making, which 

contrasts with the social services where the frontline managers are deeply engaged. This is one 

tangible difference between the two sectors that reflect the different ways of distributing re-

sponsibility. 

The final consideration of the budgetary side of things is related to the fact that public service 

organisations do not have infinite resources. The frontline managers are responsible that each 

state agency or hospital ward do not spend more money than they have been allocated. This is 

reflected in different ways among the frontline managers. In the social services, most of the 

frontline managers are up front about how risky situations also hold a financial aspect. If there 
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are several ways of helping a service recipient in a risky situation, they will usually go with the 

least intrusive option – both because this is a decision-making principle, [as described in chap-

ter 6], but also because it is cheaper and it is possible to “make adjustments [to interventions] 

at a later stage” (SFC-7-FM2). A frontline manager emphasises that: “I have the budget re-

sponsibility. And sometimes I have to make the decision that 'we cannot grant a Mercedes, but 

we can grant a Fiat'. […] I always say to the social workers if they come to me and say some-

thing, 'well try to hear, it's not a question of who will benefit from it, it's a question of who 

cannot live without it’” (SFC-9-FM1). In this way, the frontline manager explains that not all 

service recipients can receive the gold standard from the state agency (the Mercedes), but some 

will have to make do with the sufficient help or support offered in risky situations. 

In the healthcare sector, budgetary considerations are reflected in how resources are prioritised 

in terms of what patients are offered in relation to assessment and treatment, but also related to 

productivity where there are certain expectations. A clinical director illustrates these consider-

ations with an example from a risky situation: ”I had a young man coming in, he had been 

bitten by a tick four months ago. It was just here last week he has had his rash. We have taken 

a sample from his spinal fluid and we have taken blood samples from him. And he still has 

symptoms, but he does not have Lyme disease or anything else, as that was what he was afraid 

of. And I examine him and say, ‘I do not know what is wrong with you, but I do not think it is 

dangerous.’ That is risk, taken on his behalf. Because there I had reached a point where we 

can’t investigate no more. He's awake, he's ready. I cannot measure blood pressure or take a 

temperature or take a blood test that shows that something is wrong. But he has symptoms and 

I make a choice on his behalf that says ‘I can’t do that much more. If you have more problems, 

contact your own doctor. ’It is risk and the day I go home I think about it and come to work 

again the next day and double check that what I have done was alright because it is a risk. Now 
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imagine if it was fused symptoms of multiple sclerosis or where one can say that we in this case 

make some decisions: Can I be sure he does as I say and goes to his doctor and gets examined 

for his symptoms? I can’t be sure about that. Do we have the resources to MRI scan everyone 

from head to toe? No we have not. So here we create a risk right? Did he get better by being 

in here? Well, he knows he does not have Lyme disease. He knows he is not acutely dangerously 

ill from something. But has he solved his problem? No, he has not” (H-1-CP). There are several 

interesting insights from this example. First, it describes a risky situation and the role of pro-

fessional discretion. There is a high degree of uncertainty: Why is the patient feeling unwell, 

when none of the tests return anything? There are also potential negative consequences to the 

service recipient, as the patient did not get any clarification over his symptoms and was left to 

wait it out to see if he felt better. Further, the example illustrates how the clinical director do 

not prioritise the resources to exhaust all opportunities with a MR-scan. This illustrates his 

reflections on the risky situation and the professional assessment and associated trade-off he 

makes: They can only do so much for the patient, as it will be too resource demanding to 

exhaust all options of what the patient could possibly suffer from. 

Frontline managers from both the healthcare sector and social services strive to strike a balance 

between the three considerations of legality, professional standards, and the budgetary side of 

things. A part of striking this balance is to set clear expectations of how work tasks are ap-

proached in risky situations, but also to prioritise how resources are spent on service recipients 

– illustrated by the metaphor that all cannot have the Mercedes, but some will have to make do 

with the Fiat. A source of difference is how the frontline managers perceive their role in relation 

to the professional standards. In the social services, where responsibility is formally collecti-

vised, the frontline managers take it on their shoulders to ensure the professional standards by 

being experts themselves that can provide second thoughts and play the devil’s advocate. In 
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this way, they believe they ensure the highest possible standards for decision-making. In the 

healthcare sector, where responsibility is formally individualised, the frontline managers are 

less uniform in how they perceive their role in relation to the professional standards. Some 

consider it key and closely related to their managerial credibility that they themselves are ex-

perts in their field, while others emphasise that the frontline workers are supposed to be the 

experts and their role as managers is to facilitate structures in which the frontline worker ex-

pertise can be exercised. The latter attitude reflects a strong focus on the individualised distri-

bution of responsibility in the sense that it essentially is the individual healthcare workers’ 

problem if they are not performing to the highest professional standards. This is in stark con-

trast to the social services, where it makes up a collective problem if social workers do not 

perform to the highest professional standards in risky situations. 

This first section has investigated how frontline managers in both sectors consider the distri-

bution of responsibility. A key insight is that reality is not as clear-cut as the legislative princi-

ples. In the social services, frontline managers expect that social workers are capable of asking 

for decision-making support, and in the healthcare sector, doctors and nurses do not make dis-

cretionary decisions in a vacuum decoupled from organisational context. In this way, the dis-

tribution of responsibility is not strictly dichotomous, but more of a continuum. It is in this 

space frontline managers exercise risk management. The question is, how the distribution of 

responsibility is reflected in their risk management practices? That is the focus of the next 

section. 

2 Risk Management Practices 

 To investigate the hypothesis that risk management practices are more prevalent when distri-

bution of responsibility is collectivised than when it is individualised, the following sections 
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compare the two sectors. The comparison is approached so it resembles the structure of the risk 

management concept. There are thus three subsections comparing the dimensions of organising 

work routines (2.1), discussing professional issues (2.2.), and facilitating follow-up activities 

(2.3). Focus here is on how the frontline managers in each sector specifically facilitate the three 

associated leadership behaviours of organising work routines, discussing professional issues, 

and facilitating follow-up activities. This is in contrast to Chapter 6 that focused on the common 

denominators and general aspects of risk management as a leadership behaviour targeted to-

wards enabling frontline professionals to mitigate negative consequences to service recipients 

in risky situations. In this way the following sections shed light on the differences – if any – in 

how risk management is approached in the healthcare sector and social services. 

2.1 Organising Work Routines 

The risk management dimension of organising work routines covers the leadership activities 

prior to risky situations. Specifically, it entails activities aimed at making the organisation fit 

to meet its challenges and prepare the frontline workers to handle the risky situations they 

inevitably face in public service delivery. Chapter 6 focused on the four leadership behaviours 

identified in the risk management scale construct. A key insight was that all frontline managers 

to a greater or lesser extent employ frontline workers with different competencies and levels of 

experience, prioritise fixed structures, and coordinate frontline workers’ work. In this way, all 

frontline managers are aware of their role and responsibility to organise work routines that 

enable the frontline workers to reduce the element of uncertainty prior to risky situations. 

The question is, if the frontline managers approach this differently in the healthcare sector and 

social services. Here, focus is on how the fixed structures are facilitated, and the role of deci-

sion-making programmes as a means of organising work routines. 
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2.1.1 Facilitating Fixed Structures 

Chapter 6 showed that frontline managers from both the healthcare sector and social services 

put heavy emphasis on prioritising fixed structures for the undertaking of work tasks. How 

these structures are facilitated is the focus of this section. The insights are based on the induc-

tively generated code “perception of managerial role” that cover statements related to how 

frontline managers reflect on their role related to risky situations. 

The frontline managers facilitate the fixed structures differently. In the healthcare sector, the 

frontline managers are concerned with setting up the playing field for the autonomous health 

professionals to operate in. In the social services, there appears to be less of a focus on setting 

the scene, and more focus on establishing fora for assessment and decision-making. Table 1 

displays the different ways in which the frontline managers from the healthcare sector and 

social services facilitate fixed structures for the undertaking of work routines. 

Table 1 Facilitating Fixed Structures 

Healthcare Social service 
“There is nothing that is black and white. Everything 
is gray, […] and we sometimes make decisions on a 
a reasonably well-founded basis, and other times on a 
flimsy basis.” (H-6-CP2). 
 
” Yes, I am a leader formally, but I am not the one 
who has to make all the decisions. The right decisions 
need to be made in the right places. […] But I try a 
lot to be a facilitator.” (H-2-CP). 
 
”I think that as a leader you have a responsibility to 
organize your department, so there are some reflec-
tion rooms, where you can bring up stuff […] It can 
easily be my specialist manager or my course coordi-
nator, but I am the one who’s responsible for getting 
it organized and talk to those who are the ones who 
struggles with it… But I do not think I should be the 
best clinicians or the one to perform it. But I create a  
framework for it to take place in practice. And also 
their introductory program, I am responsible for the 
framework being alright.” (H-8-N3). 
 
”This is often something we decide on already when 
the patient is admitted. Is this a patient who must have 

”And my work assignments consist, what can one say 
[…] what is the strategy? And how do we get the 
economy. How do we get the work organized in such 
a way, where we touch things like that, so we move 
in the same way, and we follow the strategy and the 
financial leeway we have, so we get to the end of it, 
you could say. In a reasonable quality and high qual-
ity..” (SS-2-FM2).” 
 
”In general, it is to ensure the daily operation of the 
department. It is to coordinate our efforts across. It is 
to manage the economy and strategy in the area.” 
(SS-1-FM1). 
 
” My task is to lead and distribute in everyday life and 
make sure that we have a good professional line and 
that we work according to the vision, you can say that 
the municipality has set the strategy… and then also 
to make sure that the citizens get the best possible of-
fer based on the existing legislation, and then I of 
course take great pride in being cross-cutting as far as 
possible with a high degree of interdisciplinarity.” 
(SS-4-FM1). 
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a full level of treatment? Is this a patient who is so 
chronically ill in advance, where you have to go in 
from the beginning and discuss it with the individual 
patient and relatives about the level of treatment? So 
it is not the case that we can say that we are waiting 
for an emergency situation to arise, and we hereafter 
must take a position. In other words, you are actually 
in and assess the patient right from the start of the 
hospitalization, if any, whether we can anticipate that 
there will be situations that we have to deal with right 
from the start of.” (H-5-N2) 

* Based on “perception of managerial role” 

The frontline managers from both the healthcare sector and social services focus on their man-

agerial responsibility to organise work routines. They put similar emphasis on their role in 

facilitating structures for the best possible decision-making. This is for instance achieved by 

prioritising fora where risky situations are discussed. However, the frontline managers from 

the healthcare sector seem to apply more concrete tools to facilitate the fixed structures. They 

emphasise their responsibility in ensuring that there are the right structures for the undertaking 

of work tasks to mitigate risks to patients. The question is if they do this as a way of having 

their own backs free? Given the individualised distribution of responsibility, what the frontline 

managers can do prior to risky situations in healthcare is to make sure that there is the best 

possible decision-making take-off. If they achieve this, the responsibility of consequences re-

lated to decision-making solely relies with the individual healthcare worker who made the call. 

One way of achieving this decision-making take-off is through decision-making programmes. 

2.1.2 Decision-Making Programmes 

Another way of facilitating fixed structures for the undertaking of work routines is through 

decision-making programmes. These are similar to March & Simon’s notion of performance 

programmes, which are a set of organised responses to different stimuli (March & Simon, 

1958). For instance, a scan showing a shaded area on a lung will set off an immediate set of 

responses to determine if it is cancer. March & Simon distinguish between programmes that 
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are applicable in routine situations and problem-solving activities that are activated when a 

situation is out of the ordinary. Decision-making programmes are applicable in routine situa-

tions. The case descriptions in Chapter [4] stressed how the healthcare sector and social ser-

vices both face routine and risky situations, and how they have different points of departure in 

terms of decision-making. 

In healthcare, much routine decision-making is described in clinical guidelines that reflect ev-

idence-based knowledge. The frontline managers are quite aware of the sometimes-limited ap-

plicability of these clinical guidelines. Many emphasised during interviews that the guidelines 

do not hold all the answers and that they often have patients that fall in between two stools: 

“These are guidelines and I hate them. Because the course we play on, the task we have, it is 

so variable that really, really many patients just do not fit into a guideline. We can make course 

descriptions, and it can be good when we have some defined ready, ‘if you have a blood clot 

in the brain, then we must do this’. But a very large part of our patients do not have a guideline 

that we can follow. What if you are old and lonely and have a urinary tract infection and do 

not have the network at home to deal with it? So what kind of guideline should we follow? 

Where should the patient go?” (H-1-CP). The clinical director describes how there are patients 

that do not “fit” into a clinical guideline. It is in these situations that the problem-solving ac-

tivities and clinical discretion is activated because the patients do not always fit neatly into the 

routine descriptions. 

In the social services, decision-making is perceived as context dependent and something you 

cannot formally describe, evidenced by the debated implementation of evidence-based deci-

sion-making programmes in Denmark (Møller, 2018). However, there are still a fixed set of 

responses and activities that start when they for instance receive a notification of concern 
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regarding a child, or various analytical approaches applied by social workers making assess-

ments. This dualism is explained by a frontline manager in the following way: “The legislation 

states that in the Service Act it is a ‘concrete and individual assessment’, and that is not possi-

ble with fixed paradigms. But one can fit on some levels. But one can never say that they are 

valid.” (SS-2-FM2). This reflects that while it is difficult to programme decision-making in 

highly context-dependent cases, there are other means of achieving uniformity and consistency 

in decision-making where the same legislation is applied. Table 2 illustrate how frontline man-

agers in both sectors work with facilitating decision-making programmes as a means of prior-

itising fixed structures for the undertaking of work routines. 

Table 2 Decision-Making Programmes 

Healthcare Social services 
”We actually follow the guidelines quite systemati-
cally. Discusses them regularly when new guidelines 
come out. But we also agree to deviate from them, so 
we write exactly why we do it. And I think that's the 
way it should be. It's not a law, guidelines. These are 
guidelines, recommendations” (H-7-CP). 
 
”There are national clinical guidelines for how to treat 
differently. We rely on them when we can, and at 
other times, we have some regimes within the depart-
ment that say: Well, the fracture that looks like this 
must be treated that way… and there is something ev-
idence for, and otherwise it is something that we usu-
ally do because it gives us some good results. Over the 
years, orthopedic surgery has been characterized by 
eminence rather than evidence, but it has become 
much more evidence-based..” (H-9-CP). 
 
”Cardiology specialty it is the specialty that probably 
has the best joint decisions in Denmark, in relation to 
what are the treatments we have to offer our patients? 
A set of national treatment guidelines has simply been 
prepared, so if in doubt, you can simply look it up and 
see if the patient has such and such in blood pressure, 
heart rate, blood, test results, such and such, the pa-
tient is a candidate for, either to get a particular pace-
maker, a particular heart valve or another. So we stand 
very, very rarely and discuss whether this is the right 
treatment or not.” (H-7-N1) 
 
”But we have a lot of them, it applies to our entire de-
partment, procedures and guidelines for how to act in 

”It is differnt methods that determine what needs to be 
documented. So we have some methods, something 
called VUM for adults and BUM for children, and that 
is the method to document, but the analysis and pro-
fessionalism itself lies in the discretion. […] And then 
we try to make some workproces- descriptions.” (SS-
3-FM3). 
 
”In addition, I try to support [by…] making some tem-
plates and having some procedures. For example, for 
the self-payment area, which is an area in most mu-
nicipalities that is difficult to deal with for casework-
ers, because all of a sudden you start calculating, or 
having economic perspectives in it, and then most so-
cial workers, they steep quite wildly, then everything 
is just difficult. So I'm trying to say that this is what 
we are doing now, this is the way we are going, also 
to clarify the interfaces that are for other departments. 
Who helps with what? Where should we send our con-
tracts, if we make one, are we even allowed to make 
contracts ourselves at all? Who signs this? If we get a 
data-deal, what do you do with it? So all these things, 
there has been a lot of uncertainty about them in the 
past, and then you have invented from the bottom 
every time. What I'm trying to do now is say 'well, 
there really has to be a clear thing around that so we 
don't have to spend resources figuring it out'”. (SS-4-
FM1) 
 
”But we have such, what do you call it, methods of 
getting cases clarified. There is always a lot of discre-
tion when you are an advisor and things like that, so 
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a given situations […] And we are sure that we have a 
systematic in relation to our guidelines and that they 
are in order and updated and such, not also” (H-2-N1) 

we work a bit with, not that the discretion must not be 
there, but also that we obtain information in the same 
way, so we align a little bit and writes decisions and 
tries to professionalize a little without having to de-
cide on the advisers' discretion, because there are still 
such discretions, but there should preferably not be so 
many discretions that you give up on it.”(SS-6-FM1) 
 
”As soon as we have a tool that is based on prose, then 
- everything equal - in that tool and with the prose we 
will then use, there will be a differentiation of infor-
mation, and then there must be somehow be some kind 
of minimum to get a standardization, and how to get 
standardized prose? It can sometimes be a difficult 
thing.” (SS-6-FM2). 

 

The insights from Table 2 indicate that there are more formalised decision-making programmes 

in the healthcare sector than in the social services. The frontline managers describe national, 

clinical guidelines of how to approach different patients and conditions, and how these guide-

lines are applied systematically. At highly specialised wards, where the decision-making rest 

on solid research, the clinical guidelines are detailed to a point where the healthcare profes-

sionals, metaphorically speaking, can tick off a list and through that know what must happen 

to the patient in question. This is for instance described by the clinical director and head nurse 

at Ward H7, which is a highly specialised ward. In this sense, the risk management is related 

to making sure that the guidelines are updated and followed by the frontline workers. The 

frontline managers uniformly believe that the clinical guidelines, when applicable, support the 

decision-making of the healthcare professionals. The greatest risk is situations where there is a 

high degree of uncertainty on how to approach a given patient. This could for instance be “a 

complex patient with a hip fracture, alongside cancer that they are receiving chemo treatment 

for, and also on anticoagulant medicine, and have bad kidneys and is going through dialysis. 

Then the complexity starts to increase, and here, it is key to have your background knowledge.” 

(H-5-N1). The head nurse describes how it poses demands on the professional assessment of 
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the healthcare professional when the clinical guidelines are only partly applicable. Conversely, 

the smallest risk is the situations where every step in the process is described in detail in clinical 

guidelines and are applicable to most patients. 

In the social services, the decision-making programmes are different by nature and can be 

grouped in two types: The methodological assessment approaches, and the work and procedural 

descriptions. The former consists of standardised, methodological approaches to the casework 

and how to approach different elements in this process, developed by The National Board of 

Social Services. The latter consist of procedural descriptions of different assessments, descrip-

tions of how to conduct different assessment-related tasks, and templates for assessments. 

These are developed ad-hoc by the individual frontline manager to make sure that social work-

ers cover all the bases required in their casework. The purpose of these decision-making pro-

grammes is to standardise the professional discretion and assessment, and, in this way, ensure 

accountability to service recipients, as described by the frontline managers in S6. The informal, 

ad-hoc developed decision-making programmes reflect the collective responsibility in the so-

cial services. 

Related to distribution of responsibility, it is apparent that decision-making programmes serve 

different purposes. In the healthcare sector, the purpose of the clinical guidelines as decision-

making programmes is to support the decision-making routines of health professionals who are 

individually responsible for the decisions they make. This is also the purpose in the social 

services, but because responsibility is shared collectively, there is also a purpose of standard-

ising the decision-making and limit the professional discretion among social workers. The de-

cision-making programmes are particularly applicable in highly specialised units where it is 

possible to describe a set of responses to different situations that are not too sensitive to the 
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service recipient in questions, for instance in cases of adults with special needs. It remains clear 

from the analysis that decision-making programmes cannot anticipate all risky situations or 

eliminate the need for discretionary decision-making. As one clinical director explains “There 

is nothing that is black and white. Every-thing is gray, […] and we sometimes make deci-sions 

on a a reasonably well-founded basis, and other times on a flimsy basis.” (H-2-CP). 

Overall, the comparison shows that there are differences in how frontline managers organise 

work routines in the healthcare sector and social services. In the healthcare sector, the frontline 

managers emphasise how they essentially set the scene for individual decision-making when 

they organise work routines. This is for instance achieved through formalised decision-making 

programmes, where they as managers are responsible that these are in place, but the individual 

healthcare worker is responsible for how the implement in their decision-making, and therefore 

also the consequences associated with the decision-making. In the social services, the frontline 

managers emphasise how they establish fora for collective decision-making. Further, many 

describe how they, on top of the few formalised decision-making programmes, develop and 

implement their own ad-hoc decision-making programmes. The latter is a means of controlling 

the discretion exercised by the social workers. 

The fact that healthcare managers focus on setting the scene for individual decision-making, 

while social service frontline managers focus on establishing fora for collective decision-mak-

ing and make ad-hoc decision-making programmes to tighten the reins on the discretionary 

decision-making offers mixed, preliminary support for the hypothesis that risk management 

practices are more prevalent when distribution of responsibility is collectivised than individu-

alised. In the healthcare sector, where responsibility is individualised, the frontline managers 

do a lot to organise work routines that support the decision-making, for instance through 
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formalised decision-making programmes. This is to a lesser extent the case in the social ser-

vices, but instead the frontline managers make informal, ad-hoc decision-making programmes 

designed to delimit the discretionary space for social workers. In this way, there is mixed evi-

dence for the hypothesis. 

Next, we dive into how frontline managers across the two sectors handle risky situations when 

the decision-making programmes do not apply, and there, in March & Simon’s terms, is a need 

for problem-solving activities. 

2.2 Discussing Professional Issues 

The risk management activity of discussing professional issues covers the leadership activities 

during risky situations. Specifically, it entails closely related activities where the leader – to-

gether with the frontline worker – shed light on the risky situation they face by unfolding the 

different prospects of it: What is the frontline worker’s assessment, what alternatives are there, 

and what are the associated pros and cons of the potential consequences to the service recipient? 

A key insight from Chapter 6 is that discussing professional issues enable the frontline workers 

to mitigate risks in two ways: The uncertainty of the risky situation is reduced, and the potential 

negative consequences are mapped, which leads to a more enlightened basis for decision-mak-

ing. The question is if there are any differences between how frontline managers go about dis-

cussing professional issues, dependent on their sectoral affiliation. 

The insights are based on the inductively generated codes “perception of managerial role”, 

“collective discussion” and “joint decision-making” that respectively cover statements related 

to how frontline managers reflect on their role related to risky situations, statements related to 

professional discussions that are collectivised, and statements related to decision being made 

collectively. 
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In both the healthcare sector and social services, the frontline managers have a clear idea about 

what their role is during risky situations where frontline workers need to discuss professional 

issues. One way of facilitating professional discussions is to establish fora where risky situa-

tions are discussed, and frontline managers from both sectors emphasise their role in facilitating 

and enabling fora for collective decision-making where the frontline workers can meet and 

discuss professional issues when the decision-making programmes prove insufficient (See ta-

ble 3). Whether the frontline managers partake in these fora or not, depends on whether they 

find themselves to be experts or not. This is related to the managerial perception of their role 

and expertise, as initially touched upon. An overall difference is that the frontline managers in 

the social services, without exception, partake actively in these collective decision-making pro-

cesses, while this is not the case in the healthcare sector. Here, the frontline managers facilitate 

the process of discussing professional issues and primarily engage in it if they find themselves 

to hold a certain expertise. Table 3 summarises the different reflections the frontline managers 

have on how they during risky situations can partake in and facilitate collective discussions of 

professional issues and subsequent decision-making. 

Table 3 Collective Decision-Making to Facilitate Discussing Professional Issues 

Healthcare Social services 
“So that's why we do a lot, at least in our field, we 
spend a lot of time conferring with each other and con-
ferring up in the system as we call it. To be sure that 
there is as much experience and expertise behind the 
decisions being made as possible. […] Yes but it's be-
cause they clarify them relatively quickly, right, with 
going further up in the system. So the youngest doctor 
goes and talks to the second youngest doctor and says 
I can’t cope with this, and then you go and talk to 
someone who is a specialist. And that way you often 
get things clarified relatively quickly […] And, it's not 
something [risky situations] inexperienced doctor has 
to decide on, so therefore it's good they come and say, 
I just came across this, what can we do, and then it 
may well be that it is so complex, so I do not even 
make a decision, but I call in my colleagues who do 
the same as me. And then say, it's a kind of team de-
cision not what do we do, what do we have of 

“So they can simply bring a case to the whole children 
and young-people group… for a discussion, where 
they get this sparring, which makes really good sense, 
because it is also sparring across the teams. So as I 
usually put it is the social workers' forum to use each 
other and get their cases unfolded.” (SFC-9-FM3) 
 
”So when we have been through that part of the spar-
ring, it is a time-consuming sparring, and it is often in 
these complex cases that we do it, so that the team acts 
as a reflective team, where the advisor who has the 
case, has sat on his hands and lightened his mouth and 
heard what his or her colleagues think based on what 
has been presented, and then it goes back again, and 
then you can present, "well I take it with me ”. It may 
well be that you choose not to take anything with you, 
but then you have chosen on a professional 
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opportunities, are there other things we can manage to 
do to maybe get closer to the problem or get some 
more information that can help us in our decision-
making, so it's a very ordinary day.” (H-3-CP). 
 
”But there may be some cases of doubt where I get 
involved, otherwise I think they also involve each 
other. That is, discussing with each other.” (H-4-CP) 
 
”If they are in doubt, they confer with colleagues or 
with medical colleagues. Sometimes they spar with 
me too. It's not always I can answer their questions 
because it is not always that I know that level of detail 
so well.” (H-7-N2). 
 
”Well, a nurse… who is in doubt about this… before 
she even wants to go to her manager, then she will… 
then she will talk to the doctor… who is the contact 
doctor for the patient, initially she might want to go to 
her nursing colleagues, I actually think and talk to a 
colleague about it in terms of… standing with those 
and the treatment options” (H-1-N2) 
 
” Well, if you look at the intensive care unit. I can 
speak from that. Here, the nurse in question always 
has the opportunity to discuss a given nursing profes-
sional action with a colleague or the team she is part 
of that day… or a doctor. It is not the case that you 
have to stand that way alone with things well, not at 
all.” (H-2-N1). 

foundation, so you are also aware that I go out and do 
this because such and such.” (SFC-11-FM2) 
 
” Something I have also had great success with, is to, 
for example, unfold the case at a team meeting, where 
we draw on the the board and say “here is the citizen”. 
What kind of chal-lenges are present? What do we see 
that could be?  We just do a brainstorm, a mind map, 
so it unfolds that way and says“ what really belongs 
here?' And then getting it separated in relation to sec-
tor responsibility , that we must be careful we are not 
going to do what one has to do in the health law.” (SS-
4-FM1) 

* Note. Codes: Joint decision-making and collective discussion 

A common denominator is that frontline managers from both sectors generally try to facilitate 

collective decision-making. However, they do this differently. In the social sector, these fora 

are quite formalised and with the frontline manager participating. This, again, reflects the col-

lectivised distribution of responsibility. In the healthcare sector, these fora are only formalised 

for the daily morning conferences. During the day when new risky situations occur, these col-

lective discussions of professional issues happen more ad hoc between the healthcare profes-

sionals and the frontline managers are not necessarily a part of these discussions. This is most 

likely related to the fact that in the social services, the frontline managers are responsible for 

the decisions made and therefore have an interest to be a part of the decision-making. In the 

healthcare sector, responsibility for the decisions made essentially lies with the healthcare 
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professional, so the frontline managers do not have the same urge/motivation to partake ac-

tively in all decision-making. Additionally, it is simply not feasible or efficient to be a part of 

all decision-making, especially not when they do not consider themselves to be experts. 

2.2.1 Urgent Risky Situations 

Some risky situations call for urgent action, while others allow time for assessment. In both the 

healthcare sector and social services, the urgency of the risky situation determines how much 

professional issues are discussed. A high degree of urgency could for instance be notifications 

in a child case that are so severe they may require immediate uplifting of the child in question. 

A frontline manager described the process around a case of potential sexual abuse the following 

way: “Then a counselor on duty will drive out and have a child-talk with the child, without the 

parents' knowledge or consent. And afterwards, depending on what the child says, they will 

conduct interviews with the parents or contact the police. There are a lot of ways to act. […] 

There are many paths one can take, but that is the procedure. […] Overall, one can say that it 

is a matter for modtagelsen to uncover, either if this is a case where one can talk about the 

child needing special support according to Chapter 11 of the Service Act? So it's kind of com-

pletely rigid, alright? It's not really that hard to assess because we have some very, very strong 

criteria for when we do one thing or another.” (SFC-10-FM1). An interesting insight from this 

example is that in these urgent situations, there is very little doubt and uncertainty about what 

to do. They are simply not perceived to be very complex, and therefore it is possible to apply 

decision-making programmes with strict criteria on what to do when and why. 

The same appears to be the case in the healthcare sector, as described by a clinical director: 

”The sickest, they are the easiest to deal with. […] If you are feeling very ill and come in, we 

make a call, and things almost always run in oil. It is incredibly rare that it is difficult to deal 
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with. It is true enough that then you can say, ‘is there a hole there or there?’, But we have 

methods to find out. […] So trauma and what's called acute medical calls and stuff like that, 

that's not where we fail to do what is needed. […] This is one of the situations I am most 

comfortable with. It is to go in to someone who is brought in unconscious, with an ambulance, 

because there we drive our checklists, we have practiced so many times that there we are totally 

at home. I do not feel any risk there.” (H-1-CP). The point here is that the more urgent a risky 

situation is, the more well-defined work routines there are to handle it. In this way, discussing 

professional issues is out of the question, because it is highly programmed who does what, 

how, and why. The frontline manager’s role therefore is to ensure that the work routines are 

sufficiently well organised to handle these urgent risky situations. In both sectors, the potential 

pitfall thus appears to be whether the frontline workers comply with these decision-making 

programmes during urgent risky situations. A clinical director explained that they must stand 

very firmly on these guidelines (H-2-CP). 

Overall, the comparison shows that there are substantial differences in how frontline managers 

go about discussing professional issues during risky situations. In the healthcare sector, the 

frontline managers emphasise the informal decision-making fora that the frontline workers 

have. The frontline managers do not necessarily take part in these, unless they are actively 

involved by the frontline workers, or consider themselves as experts. This is in line with the 

individualised distribution of responsibility in the sense that the frontline managers do not en-

gage in decision-making where they do not hold a responsibility. In the social services, the 

frontline managers have a different approach to discussing professional issues during risky 

situations. This is a core, managerial activity in the sense that it is through these deliberative 

decision-making procedures. This is in line with the collectivised distribution of responsibility 

in the sense that the frontline managers actively partake in the decisions that are made in risky 
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situations that may hold negative consequences to service recipients. These findings support 

the hypothesis that risk management practices are more prevalent when distribution of respon-

sibility is collectivised than when it is individualised. The social service frontline managers 

simply do more to ensure that the right decisions are made to mitigate potential negative con-

sequences to service recipients. 

2.3 Facilitating Follow-up Activities 

The risk management activity of facilitating follow-up activities covers the leadership activities 

following risky situations. Specifically, it is concerned with how frontline managers handle the 

outcomes of risky situations and utilise them to improve future decision-making in risky situ-

ations. This involves concrete feedback to frontline workers on how they handled the specific 

risky situation, and activities of utilising risky situations as a point of departure for discussing 

the professional assessment with frontline workers, enable knowledge sharing, and, if neces-

sary, implement revised work procedures following risky situations. A key insight from Chap-

ter 6 is that these practices support frontline workers to retrospectively learn from the risky 

situations, and prospectively be better prepared to handle future risky situations. The question 

is whether the frontline managers approach this differently in the healthcare sector and social 

services. That is the focus of this section. The insights are based on the codes “perception of 

managerial role”, “distribution of responsibility” and “knowledge sharing”. 

The differences in how frontline managers approach facilitating follow-up activities after risky 

situations are subtle. The main source of difference appears to be how the frontline managers 

consider their role in facilitating follow-up activities. In the healthcare sector, two overall con-

siderations reappear across the interviews. First, the frontline managers emphasise that part of 

the reason they facilitate follow-up activities is to protect the healthcare professionals. One 
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head nurse describes it the following way: ”We will have to make some structural changes 

when we observe that here there is actually a potential risk of making mistakes. Where YOU 

can stand as a buck. […]. Because it is still your responsibility to do so.” (H-9-N1). Two in-

teresting things are said here. First, the guidelines are revised to protect the healthcare profes-

sionals from future risky situations and potential errors. Second, the reason the frontline man-

ager wants to protect the healthcare professional is because they are individually responsible 

and therefore the ones who will get into trouble if they do not handle the risky situation appro-

priately. What the frontline manager in question does not mention is that revising the clinical 

guidelines is also a way lifting her responsibility and ensuring that there are updated decision-

making programmes for the undertaking of work routines. 

The notion of getting into trouble as a motivation to follow-up on risky situations is also em-

phasised by a clinical director. He explains that: ”In general, we go to great lengths to follow 

clinical guidelines, and that means that we unfortunately, and this is the trend we observe in 

the health-sector, is that we more and more care carefully are following these guidelines, and 

we do it simply because when we do not, we know that then you are potentially at risk of getting 

exposed.” (H-2-CP). This insight is related to the fact that public service delivery organisations 

are accountable to the multiple stakeholders in their surroundings who have expectations on 

how they perform, as described in Chapter [3]. This is a key point related to risk management 

practices, and something that is explored and discussed in greater detail in Chapter 8 [“Enabling 

and Constraining Factors of Risk Management”]. 

The managerial responsibility to react to risky situations that are not handled appropriately is 

emphasised by a head nurse who explains that “when we as leaders become aware that some-

thing is missing, or there is a breach, then it is our responsibility to make a setup that enable 
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the frontline workers to act on it in practice” (H-8-N3). Overall, the frontline managers in the 

healthcare sector take on their responsibility while at the same time maintaining that, in the 

end, the decision-making behaviour is the responsibility of the individual healthcare profes-

sional. 

In the social services, the frontline managers both emphasise follow-up activities targeted the 

individual caseworker and the state agency as a collective unit. Follow-up activities targeted 

individual social workers only happen when the frontline manager identifies that a given social 

worker should have handled a risky situation differently (SFC-8, SFC-11. The frontline man-

ager emphasise that collective follow-up activities are a way of ensuring that the knowledge 

and learning from the risky situations is disseminated in the organisation. One explains the 

challenge of striking a balance between individual follow-up activities and collective ones: “I 

generally think it's a topic where we haven’t been good enough. At least I'm not good enough 

at it. I think that some initiatives have been made, and I know that processes have been set in 

motion, where cases are selected for annual checks, audits, ie reviews, where you talk about 

what has happened. ‘What should we do differently? What could we have… ’. Well, it's an 

attempt to draw learning out of cases where it either, yes it's probably most often, where it has 

not gone as well as one might wish. But it could also be cases where practice was good. […] I 

think there are really, really a lot of situations where at least I can not cultivate it enough. I 

can sometimes do it well with the counselor and ask, ‘what did you do then in that situation, 

and how did it go, or how…’. But to get it out to the collective. It can sometimes be a little 

lame, I think.” (SFC-8-FM5). What is explained here is the challenge of facilitating follow-up 

activities that lead to learning and potentially improved decision-making. In other state agen-

cies, the frontline managers describe how they systematically facilitate collective meetings 

where risky situations are discussed after they happened. As described in Chapter 6, this both 
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entails specific cases, but also transversally applicable insights across cases: ”We follow up on 

the individual case. But we have case reviews twice a year, where we review all the cases with 

the advisers, and at the same time, there is also looked at where you have patterns, and can 

see that here, they never follow up on the cases or there are never action plans or anything, 

then there is a special focus into it.” (SFC-11-FM1). Facilitating follow-up activities after risky 

situations is both an individual affair, but also a collective one where patterns are elucidated 

and discussed, and ways of moving forward are discussed. Although the frontline managers 

find this difficult to facilitate, this risk management dimension points forward to the organising 

of work routines, as the outcome of follow-up activities is either is revised or maintained work 

routines. 

A common denominator across the social services is the role of the Social Appeals Board that 

can either undo, uphold, or return stage agency decision-making, as described in [Chapter 4]. 

The frontline managers uniformly describe how decisions from the board are a sure tricker of 

collective follow-up activities, as they have a decisive agenda-setting role of how legislation is 

interpreted and implemented, and thus, how discretion is exercised. A frontline manager ex-

plains that the only systematic follow-up activity they have is “if there are decisions from the 

National Board of Appeal, regardless of whether it is confirmation or a repatriation, it is pre-

sented to everyone in the team, the very reasoning from the National Board of Appeal, so we 

also harmonize our practice based on what the National Board of Appeal has decided.” (SS-

6-FM2). The Social Appeals Board is one way in which the frontline managers consider actors 

in their organisational surroundings – just like the frontline managers in the health care sector 

are accountable to stakeholders in their surroundings. This is discussed further in Chapter 8 

[“Enabling and Constraining Factors of Risk Management]. 
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All in all, there are not big differences in how frontline managers facilitate follow-up activities 

in the healthcare sector and social services. The main source of difference is that follow-up 

activities are primarily directed at the individual healthcare worker, whereas the frontline man-

agers in the social services emphasise both the individual and collective follow-up activities. 

This is related to an interesting difference in the frontline managers’ espoused motives behind 

their way of facilitating follow-up activities. In the healthcare sector, follow-up activities are a 

way of protecting the healthcare professionals who are individually responsible for their deci-

sion, while the main motive in the social services is to align the discretionary behaviour. Both 

motives are related to the role of external stakeholders’ accountability demands, which is em-

phasised by the frontline managers. This is discussed further in Chapter 8 [“Enabling and Con-

straining Factors of Risk Management]. 

Overall, the comparison shows that there are small, yet different approaches to how follow-up 

activities are facilitated by frontline managers. In the healthcare sector, the frontline managers 

target the follow-up activities directly at the individual healthcare professional and only engage 

the collective group of frontline workers when there is a specific learning potential for all. In 

the social services, the frontline managers also target follow-up activities towards the individ-

ual, but they primarily emphasise the need for collective follow-up activities. The purpose of 

these is to learn from risky situations and, again, to streamline the discretionary decision-mak-

ing. This approach reflects the deliberative nature of decision-making in the social services. 

A common denominator across the two sectors is that the frontline managers have considera-

tions of the external stakeholders of the organisations. To appear accountable, they simply must 

reflect a willingness to follow-up on risky situations and learn from the situations where service 

recipients experienced negative consequences. There is thus support for the hypothesis in the 
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sense that the frontline managers in the social services do a little more to follow-up on risky 

situations, because they to a greater extent involve the whole group of frontline workers, and 

not just the individual who was involved in the given situation. Next, the implications of the 

findings related to risk management and distribution of responsibility are discussed. 

3 Discussion of Implications 

Overall, the findings support the hypothesis that risk management practices are more prevalent 

when responsibility is collectivised than when it is individualised. Frontline managers in the 

social services exercise more risk management than their healthcare sector counterparts in the 

sense that they go to great measures to ensure the best possible decision-making in risky situ-

ations. They develop and implement ad-hoc decision-making programmes prior to risky situa-

tions, they partake in the collective decision-making during risky situations, and they facilitate 

collective follow-up activities following risky situations. All these measures are taken to re-

strict and streamline the discretionary behaviour and decision-making autonomy of the social 

workers, because the individual social worker, formally speaking, cannot be held responsible 

for the decisions they make. The frontline managers in the healthcare sector do not apply, or to 

the same extent apply, these measures, because they focus on setting the scene for the individ-

ual decision-making of the healthcare professionals. They do, however, emphasise their re-

sponsibility in ensuring that the individual healthcare professional operate under well-organ-

ised conditions that support their decision-making behaviour in routine and risky situations. 

These findings ares summarised in table 4. 

Table 4 Summary of Findings 

 Healthcare Social service 
Distribution of 
responsibility 

Individualised, with collective elements Collectivised, with individual elements 

Organising work 
routines 

- Setting the scene for individual decision-
making. 

- Establishing fora for collective assess-
ment. 
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- Formalised decision-making pro-
grammes (dependent on the degree of ur-
gency). 

- Formalised and ad-hoc decision-making 
programmes. 

Discussing pro-
fessional issues 

- Formal and informal collective decision-
making fora. 

- Frontline managers engage in discussing 
professional issues if they consider 
themselves experts. 

- Frontline managers engage actively in 
formalised, collective decision-making. 

Facilitating fol-
low-up activities 

- Activities targeted towards the individ-
ual healthcare professional. 

- Considerations of external stakeholders. 

- Activities targeted towards both indi-
viduals, but primarily the collective unit 
with the purpose of streamlining the 
discretion. 

- Considerations of external stakeholders. 
 

The insights call for discussion of what the underlying mechanisms are. This section focusses 

on risk management and degree of urgency, risk management and level of specialisation, and 

risk management and decision-making autonomy of frontline professionals, as these are all 

themes that occurred, and were briefly touched upon, in the investigation of the hypothesis. 

3.1 Degree of Urgency 

The findings indicate that the degree of urgency in risky situations are decisive of what risk 

management activities are needed. Organisations that face risky situations with a high degree 

of urgency have highly organised work routines with fixed structures around the decision-mak-

ing. This is because there is little time for professional discussion when risks are urgent. In 

these situations, the frontline workers are required to act, and this is made possible by well-

organised work routines and clear decision-making programmes, as explained by a frontline 

manager in relation to a specific acute situation they often face: “Here, it is not possible to 

discuss matters for long. But we have guidelines, and we know what we do, and we do not 

discuss it.” (H-7-N1). This shows that when the degree of urgency is high, the healthcare units 

must rely on sufficiently well-organised work routines and decision-making programmes, be-

cause there is little time to discuss the professional issues. This is also evident in the social 
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services, where the frontline managers described that there are very clear procedures for how 

to handle urgent situations where a service recipient, like a child, may be harmed. 

When the degree of urgency is low, the frontline managers emphasise other means of handling 

risky situations. Specifically, they emphasise the utility of frontline workers discussing profes-

sional issues with each other, as this is a way of reaching a higher, common ground for the 

decision-making by reducing the question of uncertainty and shedding light on the potential 

consequences to service recipients. As described previously, these deliberative routines are an 

integrated part of the decision-making in the social services, while they happen on a more ad 

hoc basis in healthcare sector, despite the formalised morning conferences. Further, the role of 

the frontline managers also differs. In the social services, the frontline managers actively take 

part in these discussions, while this is not necessarily the case in the healthcare sector, unless 

the frontline manager considers themselves as expert on the subject. This indirectly reflects the 

distribution of responsibility in the sense that the frontline managers in the social services take 

on their part of the collectivised responsibility by being part of the joint decision-making pro-

cess. This is the rational thing to do, as they in the end hold responsibility for the decisions 

made by social workers who are not individually responsible for their decision-making. The 

frontline managers in the healthcare sector, on the other hand, facilitate the discussion of risky 

situations among frontline workers, but do not take part in the decision-making process. For 

them, this is the rational thing to do, as it is the individual frontline worker that holds respon-

sibility for their decision-making, while the frontline manager is responsible that there are the 

best possible decision-making structures around the frontline workers. A way of managing 

risky situations is thus also to make sure that the frontline workers face the best possible con-

ditions. 
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Overall, risky situations with a high degree of urgency call for well-organised work routines 

and decision-making programmes, while situations with a low degree of urgency also call for 

well-organised work routines, but also good structures for collective deliberation and joint de-

cision-making. This is closely related to the question of specialisation, as the urgent risky situ-

ations require highly specialised guidelines to be handled effectively and safely. 

3.2 Level of Specialisation and Decision-Making Autonomy 

A key insight in this chapter is that frontline managers strive towards having as elaborate de-

cision-making programmes as possible. These reduce the uncertainty in risky situations and 

further aligns the discretionary behaviour of frontline workers. However, much decision-mak-

ing in risky situations cannot be reduced to decision-making programmes because there is in-

sufficient evidence of what works, or because the evidence is compromised by contextual fac-

tors. For instance, much medical research, which the clinical guidelines are based on, is con-

ducted among specific groups of patients, which makes the inference to other groups – for 

instance young women – difficult. Further, lifestyle factors (like smoker/non-smoker, obesity, 

and mental health), medical case history, or comorbidities may make it difficult to apply the 

guidelines to specific patients, as the complexity increases the more the patient diverts from 

the clinical trial group. In this way, the specialisation of clinical guidelines as decision-making 

programmes can be quite low and difficult to apply in risky situations. The same is the case in 

the social services, where there may be evidence-based practices behind some of the decision-

making programmes, but at the same time challenges of how to implement these in the specific 

contexts of at-risk service recipients (Strandby et al., 2017). 

Under highly context-sensitive circumstances, the utility of decision-making programmes may 

be limited as they are designed to be applicable to general cases where there is sufficient 
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information and little uncertainty. When this is the case, the frontline managers, again, empha-

sise the importance of collective discussion and joint decision-making to reduce the uncertainty 

of the risky situations and shed light on the potential consequences to service recipients. The 

primary purpose of these decision-making programmes is to streamline the discretion and thus 

reduce the element of arbitrariness in decision-making by frontline workers. Given this, the 

question is whether it is unconditionally desirable to streamline the discretion or whether it 

would be a good idea to provide frontline workers with more professional discretion in the 

hopes it would improve the quality of the decision-making in public service delivery? This is 

particularly a relevant discussion in the social services, where the discretion of social workers 

is restricted. 

A key insight from the social services is that the frontline managers in many cases restrict the 

decision-making autonomy of the social workers. The reasoning behind this is a perceived need 

to align the discretionary decision-making of social workers and ensure that decisions are not 

based on their gut feeling. However, there is one frontline manager who stands out with a 

different attitude to the role of social workers, their discretion, and decision-making autonomy. 

This frontline manager argues that the limited decision-making autonomy is a barrier to im-

proving the discretionary decision-making of social workers. Given the social workers do not 

have any formal responsibility, they have little incentive to take on and balance the three con-

siderations of legality, professional standards, and financial matters that were discussed ini-

tially, in their decision-making process. According to the frontline manager, this is the reason 

that various documentation requirements and decision-making programmes are imposed on 

them by political principals and frontline managers (SFC-12-FM1). The next chapter turns to 

the role of political principals and other actors in the surroundings of public service delivery 

organisations that may condition the risk management practices of frontline managers. 
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4 Conclusion 

The purpose of this chapter was to investigate the hypothesis that risk management practices 

are more prevalent when the distribution of responsibility is collectivised than when the distri-

bution of responsibility is individualised. Overall, the findings support the hypothesis. Front-

line managers in the social services exercise more risk management than their healthcare sector 

counterparts. They particularly stand out in relation to the organising of work routines, where 

they establish fora for collective assessments and decision-making, as opposed to the frontline 

managers in the healthcare sector that primarily set the scene for individual decision-makin. In 

both sectors, formalised decision-making programmes make up part of the organising of work 

routines, but in the social services, many frontline managers add their own ad-hoc decision-

making programmes to delimit the discretion of social workers. The social service frontline 

managers further stand out in relation to the second risk management dimension of discussing 

professional issues. Here, they actively take part in the formalised, collective decision-making, 

which is in contrast to the frontline managers in the healthcare sector that only take part if they 

consider themselves professional experts on the risky situation that is discussed. The differ-

ences related to the third risk management dimension of facilitating follow-up activities are 

more subtle, as it is a question of who these activities are targeted towards. The social service 

frontline managers primarily target the collective unit with the purpose of streamlining discre-

tion, while the healthcare frontline managers target the individual health professional. 

Key reasons behind these differences in degree are related to how the frontline managers per-

ceive their role and the question of responsibility in decision-making. The frontline managers 

are aware of how responsibility is distributed and the potential implications for them and the 

frontline workers. The frontline managers in the healthcare sector are very articulate on how 
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responsibility is distributed, exemplified by statements like “there is no doubt that I hold a lot 

of responsibility, but that does not exempt the doctor in question” (H-2-CP), and “it is important 

that we hold on to the individual responsibility, but it is a collective task at the unit.” (H-9-N1). 

This is important as it shows that risk management is not exercised in a vacuum decoupled 

from organisational context, and it falls well in line with the insights that healthcare frontline 

managers do not discard all responsibility. They acknowledge that they hold responsibility that 

work routines are properly organised to enable the best possible grounds for decision-making 

in risky situations. The implications of the findings were discussed in relation to degree of 

urgency of risky situations, level of specialisation and decision-making autonomy.  
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