
 1Johannessen T, et al. BMJ Open Quality 2021;10:e001494. doi:10.1136/bmjoq-2021-001494

Open access 

Exploring managers’ response to a 
quality and safety leadership 
intervention: findings from a multiple 
case study in Norwegian nursing homes 
and homecare services

Terese Johannessen    ,1 Eline Ree,1 Ingunn Aase,1 Roland Bal,2 Siri Wiig1 

To cite: Johannessen T, 
Ree E, Aase I, et al. Exploring 
managers’ response to a 
quality and safety leadership 
intervention: findings from 
a multiple case study 
in Norwegian nursing 
homes and homecare 
services. BMJ Open Quality 
2021;10:e001494. doi:10.1136/
bmjoq-2021-001494

 ► Additional supplemental 
material is published online only. 
To view, please visit the journal 
online (http:// dx. doi. org/ 10. 
1136/ bmjoq- 2021- 001494).

Received 15 March 2021
Accepted 25 July 2021

1SHARE- Centre for Resilience 
in Healthcare, Faculty of 
Health Sciences, University of 
Stavanger, Stavanger, Norway
2Erasmus School of Health 
Policy and Management, 
Erasmus University Rotterdam, 
Rotterdam, The Netherlands

Correspondence to
Terese Johannessen;  
 terese. johannessen@ uis. no

Original research

© Author(s) (or their 
employer(s)) 2021. Re- use 
permitted under CC BY- NC. No 
commercial re- use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Background Improvement interventions would be 
easier to treat if they were stable and uninfluenced by 
their environment, but in practice, contextual factors may 
create difficulties in implementing and sustaining changes. 
Managers of healthcare organisations play an important 
role in quality and safety improvement. We need more 
research in the nursing home and homecare settings to 
support managers in their quality and safety improvement 
work. The aim of this study was to explore managers’ 
response to a leadership intervention on quality and safety 
improvement.
Methods This study reports findings from the SAFE- 
LEAD intervention undertaken from April 2018 to March 
2019. The research design was a multiple case study 
of two nursing homes and two homecare services in 
four municipalities in Norway. We used a combination 
of qualitative methods including interviews, workshops, 
observations, site visits and document analysis in our data 
collection that took place over a 1- year period.
Results Management continuity was key for the 
implementation process of the quality and safety 
leadership intervention. In the units where stable 
management teams were in place, the intervention was 
more rooted in the units, and changes in quality and safety 
practice occurred. The intervention served as an arena for 
managers to work with quality and safety improvement. 
We found that the workshops and use of the leadership 
guide contributed to a common understanding and 
commitment to quality and safety improvement among the 
managers.
Conclusions This is a longitudinal study of managers’ 
response to a leadership intervention targeted to improve 
quality and safety work in nursing home and homecare 
settings. Our research demonstrates how the mechanisms 
of stable management and established structures are 
crucial for quality and safety improvement activities. 
Management continuity is key for participating in 
interventions and for using the leadership guide in quality 
and safety work.

INTRODUCTION
Quality and safety improvement is a contin-
uous process for identifying challenges and 
areas for improvement. It covers activities 

such as making minor improvements like 
changing mealtimes in nursing homes based 
on patients’ wishes,1 to testing more innova-
tive ideas and services like new documenta-
tion systems and e- health solutions in health-
care organisations.2 3 According to Marshall 
et al,4 it would be easy to implement improve-
ment interventions if they were stable and 
uninfluenced by their environment. But 
research has shown that contextual factors 
may complicate implementing and sustaining 
changes in practice.5–9

In Norway, the municipalities are largely 
responsible for providing sound and safe 
healthcare services. The municipalities are 
responsible for providing nursing home and 
homecare services and are legally bound to 
improve quality and safety. While quality and 
safety improvement should be considered a 
central task across municipalities, this work 
is often poorly rooted in management.10 
Results from Johannessen et al11 and Ree et 
al1 show that managers in nursing homes and 
homecare struggle to balance demands and 
resources in their quality and safety work, 
and constantly need to set priorities to ensure 
sound practice. Managers struggle to main-
tain continuity of care due to sick leave and 
constant organisational changes.11 High turn-
over can stall organisational and service devel-
opment, and quality and safety improvement 
efforts can be challenged by organisational 
demands.5 Increased external pressures such 
as national regulations and financing also 
affect an organisation’s engagement and 
culture for improvement.1 11 12

Leadership is important to quality and 
safety in healthcare organisations.5 13–16 
Several studies show that managers have 
an important role in the patient safety 
culture.14 17–19 Previous research has shown 
that managers actively negotiate and 
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influence their organisation to support their improve-
ment work.11 However, managers seem to lack tools and 
support in their efforts to improve quality and safety.11 20 21 
This is especially a challenge in the nursing home and 
homecare settings, and there have been calls for more 
research to develop, test, and evaluate interventions to 
support managers in their quality and safety work in these 
settings. Therefore, we developed and implemented a 
quality and safety leadership intervention in Norwegian 
nursing home and homecare settings (the SAFE- LEAD 
intervention).20 21 In this article, the aim was to evaluate 
this intervention and its influence on managers’ quality 
and safety work practice. The managers’ response to the 
intervention was explored from the managers’ and the 
employees’ perspective. The following research questions 
guided our study: (1) How does a leadership intervention 
influence managers’ work on quality and safety in nursing 
homes and homecare; (2) What are the requirements for 
the intervention to be adopted?

SAFE-LEAD INTERVENTION
This article reports from the project ‘Improving Quality 
and Safety in Primary Care–Implementing a Leadership 
Intervention in Nursing Homes and Home Care’ (SAFE- 
LEAD).20 The intervention facilitated the use of a research- 
based leadership guide for managers for 12 months in 
2018–2019. The leadership guide comprises seven quality 
challenges (structure, coordination/organisational poli-
tics, culture, competence, engagement, physical design/
technology, external demands) that healthcare managers 
face in their quality and safety work. By using the guide, 
the managers diagnose and rate their organisation and 
performance in terms of these challenges.20 21 The leader-
ship guide is based on three steps. The first step is to map 
out the challenges the organisation faces in quality and 
safety improvement. Step two lists the goals related to the 
seven challenges. Step three presents action plans.

During the intervention, the researchers supported the 
managers’ quality and safety improvement work through 
workshops and site visits. Eight units (four nursing homes 
and four homecare services) participated in the project for 
6 months (phase 1). Four of the units (two nursing homes 
and two homecare services) participated in phases 1 and 
2 (12 months). In phase 1, four workshops (2 hours each) 
were facilitated by researchers in which the managers 
worked with the leadership guide. In these workshops 
(table 1), the researchers used a detailed agenda of ques-
tions, discussion, reflection and feedback sessions (full 
description of intervention program in Johannessen 
et al).21 In phase 2, the managers had more individual 
responsibility for using the leadership guide in their 
daily quality improvement work. We conducted observa-
tions and interviews with managers and employees and 
collected data from all workshops and site visits. In phase 
2, two additional workshops were conducted (table 1). 
Two site visits in each unit were conducted where the 
researchers observed a quality meeting chosen by the 

managers. The site visits also included a short follow- up 
reflection or feedback session with a focus on quality and 
safety improvement.20 21 We also conducted a survey in 
all participating units before the intervention and after 
6 months. Results from the survey data were not used 
in this qualitative part of the process evaluation but are 
reported in other studies.22 23

METHODS
The research was designed as a multiple case study24 of 
the SAFE- LEAD intervention with a longitudinal in- depth 
study of four cases,25 two nursing homes and two home-
care services in four municipalities in Norway (April 2018 
and March 2019).

Context
Norwegian municipalities have responsibility for general 
practitioners, nursing homes, emergency room and home-
care services.26 Norwegian municipalities are financed by 
public funds and the state oversees the municipalities 
through regulatory and financial frameworks. Apart from 
earmarked funding, the municipalities have room to 
prioritise and adjust services to local needs.27 The Norwe-
gian municipalities vary in size and surroundings, for 
example, distance to hospital, and this can create varia-
tions in delivery of healthcare services. However, they are 
all responsible for providing healthcare services based on 
sound professional practice.27 28

Case selection and sample
A case is defined as a nursing home or a homecare service 
in a municipality. The municipalities and units differed 
in size and location (table 2) according to the selection 
criteria of variation in size and location.20 Two nursing 
homes and two homecare services participated in the two- 
phased SAFE- LEAD intervention. Co- researchers from the 
Centre for Development of Institutional and Homecare 

Table 1 Intervention workshop content

Workshop 1  ► Introduced the leadership guide (booklet 
and web version)

 ► Identified the challenges that the 
managers experienced in their quality 
and safety work

Workshop 2  ► Established goals and strategies to 
address the identified quality and safety 
challenges

 ► Feedback on survey results from phase 
1 of the intervention

Workshop 3  ► Developed actions plans

Workshop 4  ► Sustainability of intervention

Workshop 5  ► Discussed the relation between 
the leadership guide and quality 
improvement regulation

Workshop 6  ► Feedback on survey results from phase 
2 of the intervention
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Services in the municipalities recruited the study sites. 
Unit managers selected participants for observations and 
interviews and appointed a management team to partici-
pate in the intervention program. The size of the manage-
ment teams depended on the size of the unit and how 
they were organised in the municipality (table 2). The 
samples consist of management teams (unit managers, 
department managers, professional development nurses, 
coordinator, system responsible) and employees (regis-
tered nurses, healthcare professional and assistants).

Data collection
Data were collected across three phases in all four units: 
before, during and after the intervention (table 3). We 
combined qualitative methods (individual interviews, 
focus group interviews, workshops, observations, context 
mapping and document analysis) to triangulate and 
provide in- depth contextualised understanding of the 
intervention and managers’ practice to improve quality 
and safety during the intervention. We collected data 
from the management teams and employees. All data 
collection was conducted at the study sites. In total, 
seven focus groups and two individual interviews were 

conducted before the start, four focus group interviews 
after 6 months into the intervention and seven focus 
group interviews after completion of the intervention. 
Interviews were semistructured and covered topics such 
as implementation, usefulness of the SAFE- LEAD guide, 
contextual integration, intervention evaluation, changes 
in work practice and sustainability of quality improve-
ments (online supplemental appendices 1–5). All inter-
views were audio recorded and transcribed verbatim. 
During the intervention, we observed managers and 
employees in all units (108 hours) to understand how 
they worked with quality and safety improvement in 
their daily activities. The researchers used an observa-
tion guide that included themes such as quality meeting, 
discussion of quality and safety, and arena for quality 
and safety improvement (online supplemental appendix 
6). We conducted 17 hours of site visits. In addition, we 
collected documentation on organisational structure, 
quality strategy, risk analysis, and organisational strategies 
and plans. All units were also mapped according to the 
SAFE- LEAD context mapping tool29 to gather informa-
tion from the different settings and their development 
during the intervention period.

The data collection was conducted by researchers 
from the university with backgrounds in nursing, health 
psychology, safety science, engineering and health 
management. Two Centres for Development of Institu-
tional and Homecare Services and a municipality were 
central partners in the SAFE- LEAD Project and represen-
tatives from these partners participated during the data 
collection as co- researchers. The project team was divided 
into intervention teams (one researcher and one co- re-
searcher). Each intervention team had the overall respon-
sibility for each study site during the intervention period. 
Co- researchers contributed with professional language 
and contextual knowledge in workshops and supported 
and facilitated managers’ use of the leadership guide in 
their local practice (see30 for further details). The project 
team had different backgrounds and affiliations that 
ensured quality and trustworthiness in interpretations 
of data, in workshops, observations and interviews. The 
project team from each study site had monthly project 
meetings with discussions and reflections about the 
intervention process and consistency of the intervention 

Table 2 Overview of context

Case Homecare 1 Homecare 2 Nursing home 1 Nursing home 2

Municipality population
(approximate N of 
inhabitants)

5000–10 000
Rural municipality, border 
to big municipality

15–20 000
District, medium- sized 
municipality

130–135 000
Large city, municipality

70–75 000
City, large municipality 
in area

Organisation Delivers homecare services
Practical assistance

Delivers homecare services
Practical assistance
Responsible for a community- 
based activity centre

Seven departments:
1 short- term department
1 drug care department
3 dementia departments
2 long- term departments

One department 
divided into three 
groups:
1 dementia group
2 long- term groups

Size of management 
team

4 4 8 1

Table 3 Summary of data collection

Period Methods

March 2018  ► 3 focus group interviews, managers 
(n=15)

 ► 2 individual interview, managers (n=2)
 ► 4 focus group interviews, employees 
(n=19)

April 2018–March 
2019

 ► Workshops (44 hours)
 ► 4 focus group interviews, managers 
(n=23)

 ► Observation, managers (71.5 hours)
 ► Observation, employees (36.5 hours)
 ► Site visits (17 hours)

April 2019  ► 3 focus group interviews, managers 
(n=16)

 ► 4 focus group interviews, employees 
(n=18)

 ► Document analysis
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activities (such as experiences from conducted work-
shops and activities and advice to ensure usefulness for 
the managers). These activities were key to reflection and 
quality of the research process.30

Patient and public involvement
The user, patient and next of kin perspectives are 
important in the SAFE- LEAD Project and were used in 
the design and implementation of the leadership inter-
vention (the SAFE- LEAD intervention). Several co- re-
searchers representing different stakeholders partici-
pated during the entire research process from planning 
to publication.20 21 Patients were not directly involved in 
the implementation of the leadership intervention. In 
addition to peer- reviewed publications from the project, 
the results are disseminated through summaries, podcasts 
and social media.

Analysis
The data material was analysed as an integrative analysis.31 
We used Strøm and Fagermoen’s approach31 to integrate 
interviews and observation notes collected throughout 
the 12- month intervention and analysed it as a complete 
dataset. Within- case analysis in each unit was conducted 
to capture information within each unit. First author, 
with support from two coauthors, conducted an inductive 
content analysis of information on the units’ implementa-
tion process, changes during the intervention, and mech-
anisms that contributed to implementation and quality 
and safety improvement work. First author read through 
the data and highlighted themes. This was discussed with 
the coauthors. Meaning units were extracted from the text 
to be sorted and categorised. First author then drafted a 
narrative of each case, as recommended when analysing 
organisational processes.32 These were developed by inte-
grating data from interviews, workshop notes and obser-
vations describing the units’ intervention process and 
changes throughout the intervention period. The third 
analysis step was a cross- case analysis to map similarities 
and differences between the units’ and managers’ work 
practice to improve quality and safety, and to identify 
requirements for the intervention. These were discussed 
by the entire research team to agree on themes and cate-
gories. The purpose of our integrative analysis was to 
produce a systematic, descriptive overview of the essence 
of each unit and how the managers implemented and 
worked with the leadership guide and extracted mecha-
nisms that influenced the implementation process.

RESULTS
The influence of the leadership intervention on quality 
and safety work practice varied among the units in our 
study. The management teams became more focused 
on their quality and safety work and they described the 
process and time allocated to work with quality and safety 
as important. Three units implemented quality and safety 
improvement actions. Table 4 presents an overview of 
the implementation process in each unit. Two categories 

emerged from the analysis: (1) management continuity as 
the main contributor to the implementation process; and 
(2) the importance of arenas and systems for quality and 
safety improvement. The results are first presented with 
a narrative from each case (box 1). The results from the 
categories are then synthesised.

What contributes to quality improvement work? Cross-case 
results
Management continuity
In our study, management continuity was key for the 
implementation process of the quality and safety lead-
ership intervention. The implementation depended on 
stable management teams and on managers’ engage-
ment and follow- up. In units that already had stable 
management teams in place, the intervention was more 
rooted in the units, and there were changes in quality 
and safety practice. In nursing home 1, where the same 
management team participated throughout the interven-
tion, and consisted of managers and professional devel-
opment nurses, they implemented actions and offered 
employees courses on person- centred care. In homecare 
2, they met with resource persons to implement white-
boards. The employee involvement in the implementa-
tion of whiteboards increased their engagement. In all 
units where managers were engaged with the interven-
tion (consistency of manager participation in workshops 
and engaged in discussions), the intervention went as 
intended, whereas the reverse was also true. For example, 
nursing home 2 did not prioritise the use of the leader-
ship guide after phase 1 and the intervention failed as 
a result of manager turnover. The new manager who 
was overwhelmed with new responsibilities did not see 
the benefit from the intervention and did not make it a 
priority. As an employee in the unit with high manager 
turnover stated:

It is a lot of stress that I’m carrying. Everything from 
practical things like holidays and how new routines 
will be in the department. (healthcare worker, 
nursing home 1)

Throughout the intervention, contextual challenges 
competed with the intervention; among these challenges 
were externally driven organisational processes and 
demands from municipalities (checklist, courses, risk 
analysis). In workshops and during site visits, the manage-
ment teams integrated external demands with their units’ 
strategy and goals. For example, during a site visit, the 
researchers observed that homecare 1 used the leader-
ship guide to get an overview of demanding processes in 
the planning phase of the merger of municipalities. The 
management team found it important to share informa-
tion with employees as this was a phase that entailed a high 
degree of uncertainty for the organisation. According to 
the managers, the employees would be better prepared 
to answer questions from patients and next of kin. 
The management team in homecare 1 wanted the new 
managers in the merger to get an understanding of their 
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fixed work lists and how this contributed to high care 
quality in their homecare service. We also observed how 
the managers adapted the use of the leadership guide 
to their context, for example, by condensing the three- 
step process to a 1- hour meeting on hectic workdays, in 
which they mapped, set goals and developed action plans. 
Several managers claimed that they needed to shorten 
the process to sustain the use of the leadership guide. A 
unit manager in homecare 2 expressed conditions for the 
implementation to go well:

Skilled department managers who always show up for 
work and who cheer on employees. Managers who are 
clear on the goals and act as a role model themselves. 
The department managers need perseverance, then, 
they learn from each other, set aside time, write it in 
the book, and talk across departments.

A common element across units was the key role of profes-
sional development nurses as part of the management 
team in facilitating managers’ quality and safety work. 
Our findings showed that conditions for organisations’ 

Table 4 Implementation process in the four units

Aspect of the 
intervention process 
and status in the 
organisation Homecare service 1 Homecare service 2 Nursing home 1 Nursing home 2

Characteristics of the 
organisational context

Small municipality.
New management team.
Structure as their main quality 
challenge.
Professional development 
nurse plays a key role.
Fixed worklist was central 
organising mean to ensure 
quality.

Established management 
team.
Wanted to continue 
with integrating the use 
of whiteboards in daily 
practice for employees.
Professional development 
nurse was central in 
quality work and for 
getting quality on the 
agenda.

Strong and established 
management team.
Large nursing home.
Seven departments with 
different needs.
Wanted to make person- 
centred care a main goal 
before participating in the 
intervention.

Small nursing home within 
a large municipality.
Decided to establish a 
common understanding for 
quality improvement.
Internal change processes 
within departments of the 
nursing home and in the 
municipality.
Started the intervention 
process as a joint process 
together with homecare 
services in the municipality.

Ethnography Strengthened management 
structure and responsibility 
during intervention.
Established commitment and 
common understanding in 
the management team.
Intervention led to better 
oversight and building of 
relations within management 
team.

Stable management 
before intervention start- 
up with quality plans.
Implemented
Whiteboards.
Created quality meetings.
Used professional 
development nurse in this 
work.
Intervention created a 
conceptual framework for 
structuring talking about 
quality and safety.

Intervention contributed to 
commitment and common 
understanding in the 
management group.
Actions implemented in daily 
practice.

Intervention was 
suspended due to 
management turnover.
No implemented actions.
General frustration within 
the organisation due to lack 
of management stability.

Managers identified 
quality and safety 
challenges as part of 
the intervention start- up 
phase

Structure Structure
Culture

Culture
Engagement

Culture
Engagement

Goals to overcome the 
challenge

Develop a common 
understanding of quality in 
the unit.

Build capacity and 
resources for quality 
improvement in the unit.
Integrate quality 
improvement in daily 
routine for employees.

Incorporate person- centred 
care into all activities.

Develop a common quality 
goal among managers.

Actions implemented to 
reach their set goal

Lunch to inform employees.
Established task 
responsibility in the 
management team.
Weekly quality meeting.
Updated the primary care 
role.

Established quality 
meeting.
Practical use of 
whiteboard.
Prepared further use of 
the leadership guide in 
meetings.

Internal courses.
Kickoff for person- centred 
care.
Established common goal in 
the management team.

None

Main contextual 
challenges during 
intervention period

Municipality merger process.
Newly established 
management team.

Structural changes in 
organisation.

Distance in municipality/lack 
of support.

Manager turnover in the 
nursing home and at the 
municipal level.
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success with the leadership guide were the role of profes-
sional development nurses, who adapted the implemen-
tation to local conditions. For example, we observed how 
professional development nurses offered internal courses 
on person- centred care to employees. Nursing home 
1 had a full- time professional development nurse who 
implemented actions from the intervention and engaged 
employees. Both interviews and researchers’ workshop 
notes showed that professional development nurses 
brought good insights to the workshop and facilitated 
quality meetings.

Arenas and systems for quality improvement
A main finding was the lack of systems and arenas to work 
on quality and safety improvement in daily work practice. In 
our study, the intervention workshops and leadership guide 
contributed to a common understanding and commitment 
in the management teams and created an arena in which 
managers could focus on quality and safety. During the 
intervention, managers expressed that they realised that 
someone needed to establish a structure and take respon-
sibility for scheduling and organising quality meetings. 
Our findings demonstrated a lack of systems for quality 
improvement in all study units. The units used systems for 
reporting deviations (eg, medication errors, near misses, 
fall injuries), but had few systems for creating an overview 

Box 1 What happened? Descriptive narratives from the 
intervention process

The merger of municipalities
In homecare service 1, located in a rural district, the same 
management team participated throughout the intervention 
period with a professional development nurse. The municipality 
experienced a planning phase of a merger with the neighbour 
municipality during the implementation. In workshop 1, the 
managers identified structure as their main quality challenge. The 
managers also set the goal to establish a common understanding 
of quality in the unit. They developed actions such as a weekly 
Tuesday lunch to inform employees about quality and safety 
improvement activities and as an arena for employees to share 
competence. Other actions were to establish task responsibility in 
the management team, as well as weekly quality meetings within 
the management team to follow up on quality work and update the 
primary care nursing role. Workshops during the intervention gave 
the management team a shared understanding of quality as the 
members comprised a newly established management team. The 
management team had a positive attitude towards the leadership 
guide and met to discuss quality issues after the workshops 
finished. In the planning phase of the merger, they used the 
leadership guide to get an overview of demanding processes they 
were facing and what to concentrate on in an uncertain phase of 
their quality work.

The integration of quality and safety improvement in daily 
routines
Homecare service 2 was located in a rural district. In this unit, 
the same management team of managers and a professional 
development nurse participated throughout the intervention 
period. They identified culture and structure as their main quality 
challenges in workshop 1. In workshop 2, the managers chose 
the goals to build capacity and resources for quality improvement 
in the unit and to integrate quality improvement in daily routines 
for the employees. Action plans consisted of establishing quality 
meetings as an arena for discussing quality challenges in the 
services and to hold whiteboard meetings as a work routine for 
quality improvement among the employees. The unit manager 
arranged meetings with resource persons to discuss successes 
and challenges with the implementation of whiteboards and for 
sustainability purposes. Managers considered the leadership guide 
as a strength in terms of being research based and containing a 
high- quality standard. This was a source of pride and motivation 
for the management team. Throughout the intervention period, the 
management team found ‘physical design and technology’ as a new 
challenge, because they needed to implement health technology in 
the services in near future.

The person- centred care unit
Nursing home 1 was located in a large city. In this unit, the same 
management team of managers and professional development 
nurses participated during the intervention. The managers identified 
culture and engagement as their units’ main quality challenges in 
the first workshop and agreed to focus on these. The management 
team had decided to make person- centred care a main goal before 
participating in the leadership intervention. In their action plans, 
they set a kickoff date for putting person- centred care on the 
agenda in all activities. All employees were informed of the goal for 
the nursing home and the upcoming planned in- house courses for 

Continued

Box 1 Continued

employees to educate them on person- centred care. Throughout the 
intervention period, the management team described their struggles 
with external demands from the municipality; for example, they 
needed to implement a nutritional assessment tool for each patient. 
During the intervention, they were able to connect this to their 
action plan in the intervention, thus integrating external demands 
with internal goals. The workshops contributed with a common 
understanding of the management team.

The struggle with management turnover
Nursing home 2 was located in a medium- sized city. In this unit, the 
management team collaborated across nursing home and homecare 
in the first phase of the intervention. This unit was characterised 
with management turnover. Two managers (one unit manager and 
one department manager) left during the intervention period. They 
cited culture and engagement as their quality challenges in the first 
workshop. In workshop 2, they were trying to establish a common 
understanding of quality improvement. The management team claimed 
to have a common understanding, but it was difficult to involve the 
employees. In their action plan, they wanted to develop an education 
plan for newly hired assistants. The intervention failed in phase 2 
because of a change of management. Employees explained that the 
change in leadership had brought activities to a halt and that they felt 
insecure in their situation, for example, with taking holidays off. The 
new manager had not attended previous intervention workshops and 
using the leadership guide was not prioritised, as the intervention was 
considered an additional burden. The manager was temporary for two 
departments at the same time as being manager at the intervention 
nursing home. The intervention ended, and data collection consisted 
of observing daily work and interviewing employees about their work 
situation.
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and systematising the quality and safety work. The leader-
ship guide provided the managers with a tool for a clearer 
sense of quality and safety in the units. Managers claimed to 
have worked with quality in different settings, but there was 
no documentation and there was no system for managers 
to connect all quality work- related activities, as illustrated by 
the following quote:

This tool is very useful [leadership guide] and 
puts a concept on the daily work that we are doing 
and integrates it into a system. This is a very good 
thing to adhere to. What we are doing now, you 
[researcher] have observed us in the department, we 
don’t document that on an ordinary basis. (manager, 
nursing home 1)

The workshops (working with the leadership guide) also 
created a social and reflexive arena for quality and safety 
work. In homecare 1, they developed a positive attitude 
towards the leadership guide through the workshops and 
perceived it as a useful arena to discuss quality and safety. 
The contributions with researchers in workshops stimulated 
reflection and discussions in the quality and safety improve-
ment work. Nursing home 1 consisted of five department 
managers, and they also used the intervention workshops 
as arena for interdepartmental competence development. 
Observation otherwise showed little time for direct daily 
reflection on quality and safety work in management teams. 
Managers claimed to have plans for quality and safety work 
but failed to complete all quality- related tasks on busy 
workdays:

The challenge that remains is to follow up what is 
already in the structure and system. There is much 
that we talk about and want to do, but we need 
concrete plans for implementation and changes in 
practice. (manager, homecare service 2)

We found that the workshops and use of the leadership 
guide contributed with sustained focus and a more struc-
tured process that eased implementation of actions in prac-
tice. Results showed that when managers understood the 
leadership guide, they felt a greater sense of control, worked 
more independently, and took advantage of the quality 
arena and an agenda set by the intervention programme. 
According to the unit manager in nursing home 1:

For us it has been more committing to be part of 
this [leadership intervention], it has more to do with 
the actions around the tool and the structure itself. I 
think we have seen good results from working this way, 
that we have had our own meetings only dealing with 
this [quality and safety improvement], and separate 
it from the rest of the work tasks that we have to do.

DISCUSSION
In this study, we found that managers’ response to the 
leadership intervention depended primarily on manage-
ment continuity. Units with a stable management team 

had more capacity for quality and safety improvement 
and implemented actions as planned. In contrast, 
comprehensive management turnover in one of the 
units led to withdrawal from the intervention due to 
lack of capacity for quality and safety improvement at 
the management level, and thus lack of prioritising 
the leadership guide. The results from Vaughn et al’s 
systematic review33 found disconnected leadership 
and leadership turnover as two of several factors that 
characterise organisations that strive to succeed with 
quality and safety improvement. In addition, our find-
ings showed limited capacity to work with quality and 
safety in daily work practice. Managers expressed lack 
of time and no systems for quality and safety improve-
ment. Our results are consistent with a review by Lau 
et al34 showing how organisational turbulence and the 
exigencies of everyday work impede implementation. 
This illustrates the importance of understanding the 
contextual settings (competence, capacity, leadership 
situation) in nursing homes and homecare services 
prior to implementation efforts. It also explains the 
everyday challenges in nursing homes and homecare 
settings where these factors are constantly changing.

Parand et al’s systematic review14 found that hospital 
managers do not spend sufficient time on quality and 
safety. Our study found similar results in the nursing 
home and homecare settings. However, throughout 
the intervention, we found that management conti-
nuity together with arenas and systems for quality and 
safety improvement gave the managers an opportunity 
to reflect on their quality and safety challenges and 
improvement areas. This adds important sustainability 
in focus and implementation of actions. The managers, 
however, needed to perceive the leadership guide as 
useful. Our deviant case with high management turn-
over demonstrated how the unit was not ready for a 
leadership intervention. In such a situation, the lead-
ership guide and the intervention programme were 
incompatible with the manager’s need for an overview 
of the organisation. This illustrates the need for context- 
sensitive improvement measures to support managers, 
and a need for genuine interest from the managers to 
participate in intervention activities.

An intervention described by Jones et al5 is founded 
on similar theoretical backdrop and guide structure as 
the SAFE- LEAD intervention. This illustrates that the 
guide has a potential in hospital settings as well as the 
nursing home and homecare settings when it is context 
sensitive. However, major effort is required before the 
implementation to adapt the tool to the local context 
where it is being implemented.21 In line with previous 
studies,35–39 contextual factors were important in the 
units’ implementation process. In our study, different 
organisational contexts affected the focus and use of 
the leadership guide. Managers used the workshops as 
arenas for quality improvement discussions and steer 
quality and safety work according to their jointly estab-
lished priorities. However, they needed to come across 
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the barrier with different patient needs in depart-
ments. The management team’s discussions in work-
shops contributed to collective solutions and actions. 
This is in line with the work of Engeström et al40 who 
describe an intervention which facilitated managers 
and stakeholders to learn in multiple workshops and 
take the learning and reflections back to their units 
as a new, negotiated way of working. We know concep-
tualisation of quality may differ between managers 
and employees,41 42 and further investigation into the 
negotiations with the employees as an ongoing part of 
the management activities is recommended for future 
research.

Understanding contextual barriers and challenges in 
quality and safety work is crucial to effective interven-
tions.7 9 38 39 Flexibility in the use of the leadership guide 
made it possible for managers to adapt it to their setting, 
thus contributing to quality and safety improvement 
work. Cappelen et al43 indicate that organisational initia-
tives in nursing homes tailored to local needs improve 
the patient safety culture. The authors emphasised the 
importance of managers facilitating employees’ participa-
tion and supporting employees’ responsibility for patient 
safety initiatives.43 This was evident in our study; in one of 
the homecare services the managers were determined to 
involve employees to sustain the work with whiteboards. 
We found that requirements for the intervention to be 
adopted were stable management and establishment of 
structures. Managers’ engagement and follow- up in work-
shops were important for the intervention to be rooted 
in the units and for actions to be implemented. Also, the 
role of managers to structure quality work and delegate 
responsibility to the team managers and involve profes-
sional development nurses was fundamental for adopting 
this intervention. This is in line with research on inter-
ventions in other settings.5 It is also clear that the role 
of the researchers in driving the intervention process 
was important in our study. The researchers also estab-
lished a structure and set out a detailed process for the 
management teams as part of following the intervention 
programme. Future studies of how interventions with 
a content related to organisational development and 
competence development, like the SAFE- LEAD inter-
vention, can be executed with limited researcher involve-
ment are recommended.44

Norwegian national healthcare policy has highlighted 
management, culture, and systems as important topics 
for improving quality and safety.45 46 The regulations for 
management and quality improvement47 in the health-
care service are meant to lay the foundation for quality- 
oriented management and systems. However, our study 
explains how managers in nursing home and homecare 
services struggle to have an overview and complete all 
quality and safety- related tasks. Kattouw and Wiig48 found 
that for some municipalities, quality and safety had less 
priority and that finances dominate the management of 
homecare services. Managers’ constant need to nego-
tiate their context against externally driven factors is 

time- consuming1 11 and affects their goals and plans for 
quality and safety improvement. Based on our results, 
using the guide actually helped managers to incorpo-
rate external demands and ‘context’ into their quality 
strategies.

Units with high management turnover and constant 
organisational change processes lack the opportunity and 
capacity to work with quality and safety improvement and 
set up structures to enable this work. Our results indicate 
that units in need of quality improvement (eg, lack of 
structures, turnover, lack of manager commitment, low 
user involvement) are the most unlikely to benefit from 
them. Thus, national healthcare regulators and policy-
makers need to acknowledge this in a risk- based perspec-
tive, give priority to such contexts, and support and follow 
up managers in nursing homes and homecare services to 
enable sound organising and working with quality and 
safety improvement.49 50 Results from this study contribute 
with longitudinal insight into managers’ quality and safety 
work in nursing home and homecare services. It shows 
how several factors affect this work, and how it is possible 
for this group to set long- term quality goals and partici-
pate in leadership interventions as part of their ongoing 
activities. This should be considered by managers in 
municipalities and researchers in further research on 
how to support managers in everyday quality work prac-
tice. Despite organisational changes, the results strongly 
indicated that managers benefited from the reflexive 
arenas that the intervention and the guide created. Low- 
hanging fruits for management teams in nursing homes 
and homecare could be to create similar arenas with 
management colleagues and with their employees to 
reflect and discuss on current quality and safety work and 
ongoing experienced challenges. Furthermore, manage-
ment teams could also take advantage of research- based 
tools to support the structure and improve engagement 
and commitment in quality and safety work.

Limitations
It is difficult to separate the leadership guide from the 
intervention activities. The managers needed the intro-
duction and facilitated workshops in the start of the 
intervention to understand how they could use the lead-
ership guide in their daily quality and safety work. The 
intervention activities (workshop) were also a mechanism 
that contributed to managers’ quality and safety improve-
ment work. In addition, the observations and data anal-
ysis could be biased by strong researcher involvement 
in intervention activities. Multiple researchers can be 
considered a strength, but also a potential limitation as 
information could get lost between researchers. However, 
a strict meeting structure, monthly project meeting, 
continuous reflection and close collaboration between 
researchers were measures taken to reduce this risk. We 
have collected data from several sources (interviews, 
observations, workshop notes) that give credibility to the 
findings.51 52 In addition, the year- long involvement and 
data collection in the field gave the researchers a deeper 
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understanding of local context and how the intervention 
worked.53

CONCLUSION
In this study, we explored managers’ response to a quality 
and safety leadership intervention in nursing homes and 
homecare. To our knowledge, this is the first longitudinal 
study of managers’ response to leadership interventions 
targeted to improve quality and safety work in nursing 
home and homecare settings. The investigation from the 
mangers’ and employees’ perspective in our research 
demonstrates how the mechanisms of stable manage-
ment and established structures are crucial for quality 
improvement activities to take place. Management conti-
nuity is a dominant mechanism for participating in the 
intervention activities and for using the leadership guide 
in quality and safety work. Also prominent was that the 
SAFE- LEAD intervention served as an arena and a system 
for managers to work with quality and safety improve-
ment. There is a need for further studies with larger 
samples and cross- country designs to find even stronger 
evidence for the leadership guide and how it might work 
in different contexts.

Acknowledgements We thank all participants in the study for their generosity 
with their time and for sharing their knowledge and expertise with us. We also 
acknowledge the following members of the SAFE- LEAD Primary Care team: Karina 
Aase, Lene Schibevaag, Torunn Strømme, Berit Ullebust (co- researcher), Marta 
Strandos (co- researcher), Line Hurup Thomsen (co- researcher), Elisabeth Holen- 
Rabbersvik (co- researcher), Mette Brevigh Nilsen, Torunn Grinvoll (co- researcher), 
Anne Torhild Sandvik Pedersen (co- researcher) and Elsa Kristiansen 
(co- researcher). Language editing done by Servicescape.

Contributors All authors contributed to the research, design and writing of the 
manuscript. ER, SW and IA collected data materials. TJ drafted a narrative for each 
case, within- case analysis of all data materials and later a cross- case analysis to 
map similarities and differences between the units with input from ER and SW who 
read transcripts and discussed theme development throughout the analysis period. 
IA and RB took part in discussion regarding theme development and refinement. TJ 
wrote the first draft of the manuscript, while ER, SW, IA and RB critically reviewed 
and revised the subsequent drafts. All authors have read and approved the final 
manuscript.

Funding The work is part of the project 'Improving Quality and Safety in Primary 
Care–Implementing a Leadership Intervention in Nursing Homes and Home Care' 
(SAFE- LEAD Primary Care), which has received funding from the Research Council 
of Norway’s programme HELSEVEL, under grant agreement 256681/H10, and the 
University of Stavanger, Norway.

Competing interests None declared.

Patient consent for publication Not required.

Ethics approval The Regional Committees for Research Ethics in Norway found 
that the study was not regulated by the Health Research Act. The Norwegian Social 
Science Data Services approved the study (NSD, ID 52324). The study followed the 
Helsinki Declaration, and all participants gave their written informed consent. All 
invited participants consented to participate.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Original de- identified data of the study will be stored 
at the Norwegian Centre for Research Data subsequent to completion of the project. 
Original de- identified data are available from corresponding author on reasonable 
request.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 

responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

ORCID iD
Terese Johannessen http:// orcid. org/ 0000- 0003- 2462- 8487

REFERENCES
 1 Ree E, Johannessen T, Wiig S. How do contextual factors influence 

quality and safety work in the Norwegian home care and nursing 
home settings? A qualitative study about managers' experiences. 
BMJ Open 2019;9:e025197.

 2 Meld. St. 29 (2012–2013) Morgendagens omsorg [in Norwegian]. 
Ministry of Health and Care Services. 2013.

 3 NOU. Innovasjon i omsorg [in Norwegian]. Ministry of Health and 
Care Services, 2011.

 4 Marshall M, de Silva D, Cruickshank L, et al. What we know about 
designing an effective improvement intervention (but too often fail to 
put into practice). BMJ Qual Saf 2017;26:578–82.

 5 Jones L, Pomeroy L, Robert G, et al. Explaining organisational 
responses to a board- level quality improvement intervention: findings 
from an evaluation in six providers in the English National health 
service. BMJ Qual Saf 2019;28:198–204.

 6 Batalden PB, Davidoff F. What is "quality improvement" and how can 
it transform healthcare? BMJ Quality and Safety 2007;16:2–3.

 7 Coles E, Wells M, Maxwell M, et al. The influence of contextual 
factors on healthcare quality improvement initiatives: what works, 
for whom and in what setting? protocol for a realist review. Syst Rev 
2017;6:168.

 8 Dixon- Woods M, McNicol S, Martin G. Ten challenges in improving 
quality in healthcare: lessons from the health Foundation's 
programme evaluations and relevant literature. BMJ Qual Saf 
2012;21:876–84.

 9 Kaplan HC, Provost LP, Froehle CM, et al. The model for 
understanding success in quality (MUSIQ): building a theory 
of context in healthcare quality improvement. BMJ Qual Saf 
2012;21:13–20.

 10 Meld. St. 26 (2014–2015) Fremtidens primærhelsetjeneste – nærhet 
og helhet [in Norwegian]. Ministry of Health and Care Services. 2015.

 11 Johannessen T, Ree E, Aase I, et al. Exploring challenges in quality 
and safety work in nursing homes and home care - a case study as 
basis for theory development. BMC Health Serv Res 2020;20:277.

 12 Forås V, Andreassen D S. Pasientsikre kommuner?–Hvor står vi? 
Hvor går vi? Tidsskrift for omsorgsforskning. Årgang 2020.;6.

 13 Vogelsmeier A, Scott- Cawiezell J. Achieving quality improvement in 
the nursing home: influence of nursing leadership on communication 
and teamwork. J Nurs Care Qual 2011;26:236–42.

 14 Parand A, Dopson S, Renz A, et al. The role of hospital managers 
in quality and patient safety: a systematic review. BMJ Open 
2014;4:e005055.

 15 Künzle B, Kolbe M, Grote G. Ensuring patient safety through effective 
leadership behaviour: a literature review. Saf Sci 2010;48:1–17.

 16 Bresnen M, Hodgson D, Bailey S, et al. Mobilizing management 
knowledge in healthcare: institutional imperatives and professional 
and organizational mediating effects. Manag Learn 2017;48:597–614.

 17 Merrill KC. Leadership style and patient safety: implications for nurse 
managers. J Nurs Adm 2015;45:319–24.

 18 Sammer CE, Lykens K, Singh KP, et al. What is patient safety 
culture? A review of the literature. J Nurs Scholarsh 2010;42:156–65.

 19 Ree E, Wiig S. Linking transformational leadership, patient safety 
culture and work engagement in home care services. Nurs Open 
2020;7:256–64.

 20 Wiig S, Ree E, Johannessen T, et al. Improving quality and safety 
in nursing homes and home care: the study protocol of a mixed- 
methods research design to implement a leadership intervention. 
BMJ Open 2018;8:e020933.

 21 Johannessen T, Ree E, Strømme T, et al. Designing and pilot testing 
of a leadership intervention to improve quality and safety in nursing 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-2462-8487
http://dx.doi.org/10.1136/bmjopen-2018-025197
http://dx.doi.org/10.1136/bmjqs-2016-006143
http://dx.doi.org/10.1136/bmjqs-2018-008291
http://dx.doi.org/10.1136/qshc.2006.022046
http://dx.doi.org/10.1186/s13643-017-0566-8
http://dx.doi.org/10.1136/bmjqs-2011-000760
http://dx.doi.org/10.1136/bmjqs-2011-000010
http://dx.doi.org/10.1186/s12913-020-05149-x
http://dx.doi.org/10.1097/NCQ.0b013e31820e15c0
http://dx.doi.org/10.1136/bmjopen-2014-005055
http://dx.doi.org/10.1016/j.ssci.2009.06.004
http://dx.doi.org/10.1177/1350507617718257
http://dx.doi.org/10.1097/NNA.0000000000000207
http://dx.doi.org/10.1111/j.1547-5069.2009.01330.x
http://dx.doi.org/10.1002/nop2.386
http://dx.doi.org/10.1136/bmjopen-2017-020933


10 Johannessen T, et al. BMJ Open Quality 2021;10:e001494. doi:10.1136/bmjoq-2021-001494

Open access 

homes and home care (the SAFE- LEAD intervention). BMJ Open 
2019;9:e027790.

 22 Ree E. What is the role of transformational leadership, work 
environment and patient safety culture for person- centred care? A 
cross- sectional study in Norwegian nursing homes and home care 
services. Nurs Open 2020;7:1988–96.

 23 Ree E, Wiig S. Employees’ perceptions of patient safety culture in 
Norwegian nursing homes and home care services. BMC Health Serv 
Res 2019;19.

 24 Patton M. Qualitative research and evaluation methods. 3 edn. 
Thousand Oaks: Sage, 2002.

 25 Yin RK. Case study research design and methods. 5 edn. Thousand 
Oaks, CA: Sage, 2014.

 26 Ringard Ånen, Sagan A, Sperre Saunes I, et al. Norway: health 
system review. Health Syst Transit 2013;15:1–162.

 27 Health and care services act. Act on municipal health and care 
services. LOV-2011-06-24-30, 2011.

 28 The Norwegian Directorate of Health. Nasjonal handlingsplan for 
pasientsikkerhet og kvalitetsforbedring 2019–2023 [in Norwegian]. 
Helsedirektoratet, 2019.

 29 Wiig S, Aase K, Johannessen T, et al. How to deal with context? A 
context- mapping tool for quality and safety in nursing homes and 
homecare (SAFE- LEAD context). BMC Res Notes 2019;12:259.

 30 Aase I, Ree E, Strømme T, et al. Behind the Scenes of a Patient 
Safety Leadership Intervention in Nursing Homes and Homecare 
Researchers’ Tips for Success. J Patient Saf 2020:ISSN 1549-8417.

 31 Strøm A, Fagermoen MS. Systematic data Integration—A method for 
combined analyses of field notes and interview Texts. International 
Journal of Qualitative Methods 2012;11:534–46.

 32 Langley A. Strategies for theorizing from process data. AMR 
1999;24:691–710.

 33 Vaughn VM, Saint S, Krein SL, et al. Characteristics of healthcare 
organisations struggling to improve quality: results from a systematic 
review of qualitative studies. BMJ Qual Saf 2019;28:74–84.

 34 Lau R, Stevenson F, Ong BN, et al. Achieving change in primary 
care--causes of the evidence to practice gap: systematic reviews of 
reviews. Implement Sci 2016;11:40.

 35 Pfadenhauer LM, Mozygemba K, Gerhardus A, et al. Context and 
implementation: a concept analysis towards conceptual maturity. Z 
Evid Fortbild Qual Gesundhwes 2015;109:103–14.

 36 Granja C, Janssen W, Johansen MA. Factors determining the 
success and failure of eHealth interventions: systematic review of the 
literature. J Med Internet Res 2018;20:e10235.

 37 McDonald KM. Considering context in quality improvement 
interventions and implementation: concepts, frameworks, and 
application. Acad Pediatr 2013;13:S45–53.

 38 Øvretveit J. Understanding the conditions for improvement: research 
to discover which context influences affect improvement success. 
BMJ Qual Saf 2011;20:i18–23.

 39 Øvretveit JC, Shekelle PG, Dy SM, et al. How does context affect 
interventions to improve patient safety? an assessment of evidence 
from studies of five patient safety practices and proposals for 
research. BMJ Qual Saf 2011;20:604–10.

 40 Engeström Y, Pasanen A, Toiviainen H. Expansive learning as 
collaborative concept formation at work. In: Yamazumi K, Engeström 
Y, Daniels H, eds. New learning challenges: going beyond the 
industrial age system of school and work. Osaka: Kansai University 
Press, 2005: 47–77.

 41 Aase I, Ree E, Johannessen T, et al. Talking about quality: how 
'quality' is conceptualized in nursing homes and homecare. BMC 
Health Serv Res 2021;21:104.

 42 Wiig S, Aase K, von Plessen C, et al. Talking about quality: exploring 
how 'quality' is conceptualized in European hospitals and healthcare 
systems. BMC Health Serv Res 2014;14:478. Vol.

 43 Cappelen K, Harris A, Aase K. Variability in staff perceptions of 
patient safety culture in Norwegian nursing homes—a longitudinal 
cross- sectional study. Saf Health 2018;4:9.

 44 Aase I, et al. Strategies and lessons learnt from user involvement in 
researching quality and safety in nursing homes and homecare. Int J 
Health Gov 2021. In press

 45 Meld. St. 11 (2018-2019) Kvalitet og pasientsikkerhet 2017 [in 
Norwegian]. Ministry of Health and Care Services. 2018.

 46 Meld. St. 11 (2020-2021) Kvalitet og pasientsikkerhet 2019. [in 
Norwegian]. Ministry of Health and Care Services. 2020.

 47 Ministry of Health and Care Services. Forskrift om ledelse og 
kvalitetsforbedring i helse- og omsorgstjenesten. [In Norwegian], 
2017. https:// lovdata. no/ LTI/ forskrift/ 2016- 10- 28- 1250

 48 Kattouw CE, Wiig S. The organisation of community nursing services 
may impact negatively on safety and the quality of care. Sykepleien 
Forskning 2018;13:e–74391.

 49 Kok J, Leistikow I, Bal R. Pedagogy of regulation: strategies and 
instruments to supervise learning from adverse events. Regul Gov 
2019;13:470–87.

 50 Smith IM, Bayliss E, Mukoro F. Capability building for large- scale 
transformational change: learning from an evaluation of a national 
programme. BMJ Open Qual 2021;10:e000980.

 51 Smith J, Noble H. Bias in research. Evid Based Nurs 2014;17:100–1.
 52 Noble H, Smith J. Issues of validity and reliability in qualitative 

research. Evid Based Nurs 2015;18:34–5.
 53 Marshall M, Pagel C, French C, et al. Moving improvement research 

closer to practice: the Researcher- in- Residence model. BMJ Qual 
Saf 2014;23:801–5.

http://dx.doi.org/10.1136/bmjopen-2018-027790
http://dx.doi.org/10.1002/nop2.592
http://dx.doi.org/10.1186/s12913-019-4456-8
http://dx.doi.org/10.1186/s12913-019-4456-8
http://www.ncbi.nlm.nih.gov/pubmed/24434287
http://dx.doi.org/10.1186/s13104-019-4291-3
http://dx.doi.org/10.1177/160940691201100502
http://dx.doi.org/10.1177/160940691201100502
http://dx.doi.org/10.5465/amr.1999.2553248
http://dx.doi.org/10.1136/bmjqs-2017-007573
http://dx.doi.org/10.1186/s13012-016-0396-4
http://dx.doi.org/10.1016/j.zefq.2015.01.004
http://dx.doi.org/10.1016/j.zefq.2015.01.004
http://dx.doi.org/10.2196/10235
http://dx.doi.org/10.1016/j.acap.2013.04.013
http://dx.doi.org/10.1136/bmjqs.2010.045955
http://dx.doi.org/10.1136/bmjqs.2010.047035
http://dx.doi.org/10.1186/s12913-021-06104-0
http://dx.doi.org/10.1186/s12913-021-06104-0
http://dx.doi.org/10.1186/1472-6963-14-478
http://dx.doi.org/10.1186/s40886-018-0076-y
https://lovdata.no/LTI/forskrift/2016-10-28-1250
http://dx.doi.org/10.4220/Sykepleienf.2018.74391en
http://dx.doi.org/10.4220/Sykepleienf.2018.74391en
http://dx.doi.org/10.1111/rego.12242
http://dx.doi.org/10.1136/bmjoq-2020-000980
http://dx.doi.org/10.1136/eb-2014-101946
http://dx.doi.org/10.1136/eb-2015-102054
http://dx.doi.org/10.1136/bmjqs-2013-002779
http://dx.doi.org/10.1136/bmjqs-2013-002779

	Exploring managers’ response to a quality and safety leadership intervention: findings from a multiple case study in Norwegian nursing homes and homecare services
	Abstract
	Introduction
	SAFE-LEAD intervention
	Methods
	Context
	Case selection and sample
	Data collection
	Patient and public involvement
	Analysis

	Results
	What contributes to quality improvement work? Cross-case results
	Management continuity
	Arenas and systems for quality improvement


	Discussion
	Limitations

	Conclusion
	References


