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According to Roland Berger's hospital study from 2023, the 
future of healthcare in Germany will be networked, outpatient 
and AI-supported (1). Solutions need to be found for the 
shortage of specialists, complex clinical pictures, increased 
demands on healthcare services themselves and on the medi-
cal and ethical competences of service providers, as well as 
for continuous cost increases. Solutions are also being sought 
for the interoperability of outpatient and inpatient service 
provision systems, for the high documentation costs in hos-
pitals and surgeries and for reducing billing complexity. The 
interests of patients, payers and service providers are also 
to be coordinated and the benefits of healthcare services 
evaluated. Above all, the collection and use of data from 
different sources of healthcare is a necessary prerequisite 
for the networked, interdisciplinary and multi-professional 
provision of innovative and personalised healthcare services. 
They also form the basis for efficient and effective manage-
ment of the service itself and for research purposes.
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>> In addition, the Nursing Studies Strengthening Act will lead to 
the academisation of the nursing professions from 2025, which will 
allow appropriately trained nurses to be assigned medical qualifi-
cations. This is intended to promote interprofessional teamwork in 
healthcare organisations and assign more competencies to nursing 
(2) in order to be able to provide healthcare services more flexibly 
in terms of place and time and to make the nursing profession 
more attractive. This will make coordination between medical and 
nursing staff and the management of service-providing teams more 
challenging (3), as within the existing power imbalance, an expan-
sion of the fields of activity will only meet with the approval of the 
medical profession where it leads to relief and there is no fear of 
loss of control.

Medical technology, pharmacological innovations and digital 
technologies should provide solutions for the diverse challenges 
in the healthcare system. These include existing applications such 
as robotics, augmented and virtual reality (4) and the digital twin 
(5). According to Gartner (6), artificial intelligence applications 
are emerging as a partner for continuous risk management and the 
optimisation of decision-making. The application of generative ar-

tificial intelligence in routine activities is also expected to lead to 
high leaps in productivity (7).

This means that the processes of knowledge generation and 
knowledge integration into existing and new routines are of cen-
tral importance for the competitiveness of the organisation. The 
VUCA factors of volatility, uncertainty, complexity and ambiguity, 
which have become commonplace in describing today's business 
environment, are also increasingly becoming a reality for health-
care organisations (8). The sometimes conflicting requirements of 
different stakeholders lead to considerable organisational tensions 
in the management of healthcare organisations (9). These tensions 
are symptoms of change processes, but also have the potential 
to trigger necessary adjustments. The decisive factor here is how 
management deals with these tensions and how purposefully it 
can utilise the potential for activation. Tensions and ambivalences 
have always existed in organisations, but they are occurring more 
frequently and with greater amplitude, even in sectors that have 
been relatively secure up to now.

Ambidexterity as a management task

The sustainable competitiveness of a company - including a 
healthcare organisation - goes hand in hand with the ability to 
tap into new knowledge, develop innovations and/or quickly ad-
opt them from research, while at the same time making the best 
possible use of the existing core business. This ability to combine 
opposing action strategies is referred to as ambidexterity and , 
in a medical context, originally refers to the ability to use both 
hands skilfully (11). Ambidexterity represents the dynamic ability 
of an organisation to adapt flexibly to continuous and disruptive 
changes, an ability of managers in particular, which is expressed in 
their own willingness to learn and the ability to constantly recon-
figure the skills of their employees (12). The right combination of 
intensive utilisation of the existing (exploitation) and exploration 
of the new (exploration) is a complex capability that offers a com-
petitive advantage that goes beyond that which can be achieved 
by any single activity.

At the strategic level, ambidexterity corresponds to a so-called 
hybrid form of strategy in which the two usually separate strategic 
alternatives - differentiation strategy on the one hand and cost 
leadership on the other - are combined. Structurally, the tension 
between a centralised, functionally closed exploit orientation and 
a more decentralised, open explore orientation can be managed by 
separate units, sequentially by separating the modes over time or 
contextually by implementing both modes simultaneously.

As the financing of healthcare services in the German healthcare 
system generally does not allow any room for manoeuvre for additi-
onal units, the focus here is on contextual ambidexterity. However, 
the activity patterns of the two design alternatives of exploitation 
and exploration differ fundamentally. While exploitation concentra-
tes on the utilisation of existing processes and requires cost opti-
misation, process and system control (tight coupling), exploration 
focuses primarily on flexibility, self-organisation and growth (loose 
coupling) (13).

Whichever structural model is chosen, ambidexterity is primarily 
a management task (14). Securing and developing this ambidex-
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trous leadership quality is therefore one of the greatest levers for 
future corporate success (15). 'We define ambidextrous leadership 
as the ability to foster both explorative and exploitative behavi-
ours in followers by increasing or reducing variance in their beha-
viour and flexibly switching between those behaviours.' (16)

Business research and studies almost universally point to a po-
sitive correlation between ambidexterity and business performance 
(17), so it seems worthwhile examining the transfer to healthcare 
organisations.

Ambidextrous leadership in healthcare organisations can be lo-
cated among the leadership models as a combination of transfor-
mational and transactional leadership, given the special nature of 
healthcare and the conditions under which it is provided. Transfor-
mational leadership is particularly important in the healthcare sec-
tor because its consistent employee-orientation is an important, 
cost-relevant prerequisite for providing healthcare services at a 
high medical level and with ethical clarity (18). At the same time, 
hierarchy-oriented transactional leadership behaviour is also ne-
cessary to ensure medical responsibility for the treatment outcome 
and compliance with legal regulations and guidelines. This dis-
tinction between a transactional and transformational leadership 
style and their integration is the core of ambidextrous leadership 
(19), which is mediated in social interaction and communication 
processes depending on the context. The challenge for managers is 
then to balance conflicting interests and conflicts over available 
resources in the teams and departments providing the service by 
switching flexibly between an opening leadership behaviour and a 
closing leadership behaviour (20).

Ambidextrous leadership - reference point 
treatment pathway

Ideally, healthcare services take the form of treatment pa-
thways. They consist of individual analogue and/or digital services 
(smart services) (21) and are provided by teams and individuals 
within healthcare organisations and with their networks, i.e. in 
a complex organisational context in compliance with legal rules, 
ethical principles and values. Among the central categories of the 
organisational context (structures, processes and organisational 
culture), which as intermediary target variables co-determine the 
outcome of the healthcare service (22), leadership is the most 
important element.

Treatment pathways can be understood as the complex service 
bundles that enable personalised healthcare services through the 
integration of patients, their generated and shared data. Digital 
solutions within treatment pathways enable the recording of pati-
ent-reported outcomes and experience thanks to sensor technolo-
gy, networking and quantitative evaluation.

In line with the service-dominant logic, the potential of the 
individual sub-services can be utilised in such a way that they ge-
nerate a patient-relevant, measurable additional benefit - a higher 
'value-in-use' (23) - and efficient use of resources with patients as 
co-creators. This service-dominant logic approach can be used in 
the evaluation of treatment pathways as a meta-structure in which 
analogue and digital, qualitative and quantitative and - depending 
on the strategic orientation of the healthcare organisation - clini-

cal-epidemiological and health economic aspects can be methodi-
cally integrated. The two processes of knowledge generation and 
knowledge integration, which primarily take place in the service-
providing teams, are prerequisites for the exploitation of existing 
and the exploration of innovative healthcare services. With their 
assessment, evaluation and constructive criticism, these are the 
'crystallisation point' (24) for innovation and continuous impro-
vement. This is where common patterns of interpretation develop 
and the feedback loops for unlearning old routines and learning 
new ones take place.

These processes require the parallel practice of opposing leader-
ship strategies (25). The design and implementation alternatives 
of the individual sub-services of a treatment pathway can be sum-
marised in four leadership dimensions, each with two opposing 
leadership styles, open and closed leadership (26) (see Fig. 1)

1st dimension of delegation of authority: This refers to the distri-
bution of decision-making authority. Increasing the scope of ac-
tion through delegation enables identification with the task, new 
experiences and increased knowledge and strengthens self-efficacy, 
i.e. the inner conviction that difficult or challenging situations 
can be mastered well. Reducing the scope of action through direct 
leadership establishes rules that promote coordination and know-
ledge integration.

2nd dimension of timing: It distinguishes between time-limited, 
efficiency-orientated with a focus on quick decisions and fast ac-
tion, and elaborative and deliberate with a focus on quality. This 
dimension is particularly important for healthcare services, as de-
cisions often have to be made under a high degree of uncertainty 
and the basis for decisions may not be clear.

3rd dimension of knowledge interpretation: This dimension refers 
to the way in which existing knowledge is interpreted as certain, 
provisional or uncertain. Employees are encouraged to rely on their 
own existing knowledge or to actively seek new knowledge exter-
nally. This requires a psychological security in the team with the 
confidence to be open with ignorance and mistakes.

4th dimension of communication orientation: This dimension re-
fers to whether either more consensus orientation, confirmation 
of the status quo and harmony or more dissent, differing opinions 
and different levels of knowledge should be sought.

These four dimensions, on which opposing leadership styles can 
be practised, are in a complementary relationship in that they de-
scribe four paths on which separate contributions can be made to 
overcoming complexity through knowledge generation and know-
ledge integration. By combining and balancing opposing styles, 
the negative developments associated with a one-sided implemen-
tation of a leadership style can be compensated for and the posi-
tive effects can be cumulated (27). Digitalisation concepts and ap-
plications of artificial intelligence can contribute to a higher speed 
of analysis, decision-making and implementation in all dimensions 
and thus have a positive effect on the possible combinations of 
leadership styles. Open management styles work towards know-
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ledge generation through their direct and indirect effects, while 
closed management styles work towards knowledge integration, i.e. 
transfer and new routines.

However, the development of such contextual ambidexterity is 
challenging, as conflicts are to be expected due to uncertainties 
in the fields of 'routine or experiment' and 'control versus freedom' 
and in the area of resource distribution between doctors and nur-
sing staff. It is advantageous to act in a results-orientated manner 
and to have shared assessment standards (28).

Evidence-based management: shared decision-
making principles

A key feature of the healthcare sector is that healthcare services 
are provided by professional groups that have undergone a long 
process of training and human capital refinement with the right 
to self-administration and professional autonomy and are endowed 
with the creation of an extensive monopoly for medical services. 
If such expert organisations are 'industrialised', this can be expe-
rienced as a restriction, disrespect or insult (29). There is generally 
an aversion to hierarchical organisational charts and leadership in 
healthcare organisations; instead, it is more about supporting the 
intrinsic motivation of the experts.

A growing body of evidence provides evidence that leadership 
training in healthcare organisations is still limited in terms of em-
ployee leadership and self-management (30). Leadership decisions 
usually have systematic weaknesses in decision-making and infor-
mation behaviour that arise in the assessment of risks and pro-
babilities. They are based on three areas of psychological theory 
(31): 1. theories about the world in relation to the consequences of 
complex decisions, risk assessment and the perception of responsi-
bility 2. theories about others with ethnocentrism and prejudice 3. 
theories about oneself with the illusion of superiority, inadequate 
judgement of one's own performance and overestimation of oneself.

This results in a lack of consideration of the possible conse-

quences, the assessment of risks and the 
perception of responsibilities, as well as er-
rors of reasoning in the process of problem 
solving, such as a failure to recognise inter-
actions and control loops (32).

A basis for valid evaluation standards 
in the organisation can be achieved by 
transferring the principle of evidence-based 
medicine (EBM), which has proven itself in 
medicine, to management processes and de-
cisions. This means:
- �'Validating decision-making and measures 

on the basis of existing scientific findings 
or at least on the basis of verified data 
and making them effective ,

- �developing findings on concepts and in-
struments and discussing them critically 
in a broad circle and

- �to make this knowledge available for ma-
nagement practice, education, training 
and research.' (33)

All available sources of evidence should be utilised and com-
municated transparently when making management decisions re-
garding the above-mentioned management dimensions. Various 
sources are available to derive evidence for leadership decisions:
-� Scientific evidence: scientific studies and published results, e.g. 
on leadership and organisational theories.

- �Organisational evidence: As there cannot be scientifically based 
findings for all internal organisational problems, the findings that 
are obtained within the organisation using scientific methods can 
also be used as fact-based, organisation-specific knowledge as a 
source .

- �Experiential knowledge: Experiential knowledge can be establis-
hed by observing previous management decisions and their re-
sults if it is based on the systematic evaluation of practices and 
routines (for comparison, 360-degree feedback) (34).

- �Stakeholder values and expectations: How leadership decisions 
are evaluated by stakeholders has a major impact on the organi-
sation. Stakeholders should therefore also be regarded as holders 
of expert knowledge (35).

- �Results from the use of analytics systems can help to shed light 
on the unknown, enrich decisions with data and thus introduce 
constructive doubt (36). 'In the 21st century, one of the most 
important leadership abilities will be to act as an orchestral con-
ductor, to have humans and algorithms working together in sym-
phony.' (37)

Leadership success is the result of evidence-based decisions 
(38) that are based on a combination of evidence-based knowledge 
and theoretical knowledge as well as regular adjustment loops.

Potentials and challenges

Knowledge generation is supported when new approaches are 
tested and options are thoroughly analysed, the capacity to absorb 

Ambidextrous leadership in the design of the treatment pathway

Fig. 1: Ambidextrous leadership in the design of the treatment pathway, own illustration based on Geber/
Kearney 2011
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new knowledge is increased and the spectrum of perspectives is 
broadened through heterogenisation. Open leadership behaviour 
includes doing things differently, questioning established ap-
proaches and creating space for independent thinking and action. 
This enables medical and nursing staff to experiment and generate 
knowledge, particularly through the comprehensive integration of 
the patient. Conversely, the closing behaviour of managers inclu-
des the definition of specific guidelines that promote coordinati-
on, quality assurance and corrective measures and thus promotes 
knowledge integration, which also includes the de-implementation 
of inappropriate partial services or methods (39).

This 'systematic waste disposal' (40) in the form of a regularly used 
methodology leads to the release of resources for innovative ser-
vices. Balancing management activities on the basis of the afore-
mentioned evidence and their analogue and digital communication 
strengthens the transparency of decisions as well as credibility 
and trust in management and reduces information asymmetry and 
resistance to change.

As healthcare services are usually highly standardised and rou-
tine for quality and cost reasons, there is a risk of path dependen-
cies, the mechanisms of which can be interrupted by the evidence-
based change from open to closed leadership behaviour and vice 
versa, as well as the associated activities (41). This is primarily 
achieved with discursive approaches, in which reflection can be 
used to gain insight into the dependencies and the mechanisms 
that cause them (42).

The expansion of the fields of activity for nursing may only meet 
with limited approval from the medical profession. The strategic 
anchoring of evidence-based management action can contribute to 
a harmonisation of cultures, especially if evidence-based manage-
ment is embedded in the quality and risk management strategy.

It is to be expected that ambidextrous leadership with its ba-
lancing of opposing leadership styles will lead to tensions and 
stress among managers, as the clarity and accuracy of cause-and-
effect relationships is increasingly being called into question due 
to the growing complexity of healthcare provision. The key concept 
here is contingency: 'Know that it can be one way, but it can also 
be another.' (43) Managers require a high level of analogue and di-
gital communication skills as well as strong self-management skills 
in the core areas of self-responsibility, self-awareness and self-
development (44). Self-control and self-regulation skills are parti-
cularly crucial. In addition to the cognitive abilities of the leader, 
they prove to be a further micro-foundation of dynamic abilities 
(45) with positive effects on the strategic change of organisations.

Conclusion

The ambidexterity concept offers a helpful perspective and use-
ful elements for describing how healthcare organisations can deal 
with digital transformation, how they can generate and integrate 
new knowledge and break out of familiar routines. Contradictions 
and conflict dynamics in the distribution of resources, ethical is-
sues and perceptions of responsibilities can thus be clarified and 
lead to greater transparency

With the help of increasing digitalisation and the application 

of artificial intelligence right down to routine processes, the indi-
vidual analogue and digital sub-services of a treatment pathway 
can be presented transparently and management decisions can be 
aligned accordingly.

The main challenges are the strategic specification of evidence-
based management decisions and the self-management skills of the 
individual manager. The multidimensionality of the approach illus-
trates the problems of one-sided leadership and the advantages 
of ambidextrous leadership. This results in justified prospects for 
better leadership decisions. <<
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