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Abstract Research has shown that certain styles of leadership and the use of work
groups are related to higher nursing home quality, but few studies have described how
these factors influence quality of care. This study examines how, or through which
processes or mechanisms, the: (1) use of work groups, and (2) active leadership are
associated with high quality of care in Norwegian nursing home wards. In addition,
with our findings, we propose a Model of Leadership and the Organization of Work in
Nursing Homes. Qualitative data from field observations and interviews were used to
answer the research questions. The analysis was conducted by comparing two groups
of nursing home wards. Group 1 consists of the eight (20%) highest quality wards and
group 2 of the eight (20%) lowest quality wards out of a sample of 40 wards. In the
analysis, we listed similarities within each group and differences between the two
groups in order to isolate characteristic, or mediator variables, that distinguish the high
from the low quality wards. The analysis suggests that work groups influenced three,
and leadership four, mediators, which in turn may influence nursing home quality.
These seven mediators could help explain how work groups and leadership effect
quality of care. We found that the use of work groups seemed to foster the development
of psychological ownership, perceived insider status and shared mental models among
care workers, while active leadership seemed to foster the development of a strong
work ethic, positive work environment, professionalism, and an organizational vision.
A Model of Leadership and the Organization of Work in Nursing Homes may be useful
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for nursing home owners, administrators, ward leaders, and policy makers interested in
improving the quality of care in nursing homes. With knowledge of how the use of
work groups and leadership influence quality of care, such processes can be cultivated
and facilitated to achieve higher nursing home quality. Our findings imply that policies
that encourage smaller work groups, enhance leadership skills of ward leaders, and
minimize ward leader’s administrative tasks may lead to higher quality of care in
nursing homes.

Keywords Leadership . Quality of care . Nursing homes . Leadershipmodel . Teams

Introduction

In previous articles, using quantitative methods, we have shown that active
leadership, represented by task- and relationship-oriented leadership styles, and
the use of teams or workgroups, are related to higher quality of care in nursing
homes (Havig et al. 2011; Havig et al. 2013). These two factors have also
shown to be positively related to quality of care in other studies in nursing
homes (Anderson et al. 2003; Arling et al. 2007; Paulsen et al. 2004; Rantz
et al. 2004; Wong et al. 2013). In this article we aim to find out how - or
through which mediators - leadership and work groups are related to higher
quality of care by using a qualitative analysis of field observations and
interview data in high and low quality nursing home wards. By mediators we
mean the processes or mechanisms through which work groups or leadership
may influence quality of care. This concept is similar to that of mediator
variables in quantitative research methods (Baron and Kenny 1986), though in
a qualitative approach, our aim is not to determine causality, but rather better
understand what these processes or mechanisms are and how they work. Based
on the findings from this study, we also propose a Model of Leadership and the
Organization of Work in Nursing Homes.

Qualitative research and the use of mixed methods may bring new and important
insight to research fields mostly explored using quantitative methods (Eisenhardt 1989;
Mintzberg 1979). In the nursing home sector, the need for a qualitative approach is
underlined by Wong and Cummings in their literature about nursing leadership and
patient outcome, "…qualitative approaches to the examination of leadership and patient
outcomes must be encouraged and if possible, used to complement quantitative
approaches to develop richer contextual descriptions of nursing leadership and the
connections to outcomes. Qualitative findings may help to elucidate the mediators by
which effective leadership influences the responses and behaviors of nurses in relation
to their care of patients" (Wong and Cummings 2007).

Background

In the following, we will give a brief summary of theories of the organization
of work and general leadership theory, followed by a background on quality of
care in nursing homes.
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Organizational Structure in Nursing Homes

Organizational structure may be defined as Bthe ways in which a nursing home ward
divides and coordinates its care workers into distinct tasks^ (Mintzberg 1979). Thus,
the organizational structure of nursing homes provides the frames through which
individuals see their workplace (Jacobides 2007). Organizational structure affects a
nursing homes’ actions through two distinct channels: (1) it provides the templates on
which the daily work tasks and routines rest, and (2) it determines which care workers
participate in particular decision-making processes, and to what extent their views
shape the nursing home wards’ actions (Jacobides 2007).

Care workers, which in Norway include registered nurses, auxiliary nurses, and in
some cases, unlicensed workers; are often organized into work groups (Temkin-
Greener et al. 2010; Yeatts and Cready 2007; Yeatts et al. 2008), as are many other
types of workers (Hackman 2002; Yukl 2010). Awork group, or team, may be defined
as a: B…group that is made up of individuals who see themselves and who are seen by
others as a social entity, who are interdependent because of the task they perform as
members of a group, who are embedded in one or more larger social system
(organization) and who perform tasks that affect others (such as customers or co-
workers)^ (Guzzo and Dickson 1996, p. 308). Of interest in this definition, is the
emphasis placed on the interdependency among work group members, that the group is
seen as a social entity, and that the work group operates as a real team (Havig et al.
2013). Research has shown that work groups are positively related to performance
outcomes in nursing homes (Castle 2011; Havig et al. 2013; Rantz et al. 2004; Temkin-
Greener et al. 2010; Yeatts and Cready 2007) as they are in other sectors (Gully et al.
2002; Guzzo and Dickson 1996; Tannenbaum et al. 1996; Yukl 2010).

Work groups may not influence organizational performance directly, but through
mediators that influence performance (Baron and Kenny 1986). Previous research has
identified several potential mediators that may evolve through work groups. Among the
most influential mediators are: (1) a common commitment among the team members
(Guzzo and Dickson 1996; Katzenbach and Smith 1993); (2) psychological ownership
over the organizations target, a phenomenon in which a an employee develops posses-
sive feelings for the target of the organizations (Avey et al. 2009; Brown et al. 2014;
Pierce et al. 2001; Van Dyne and Pierce 2004); (3) perceived insider status, i.e., the
degree to which an employee perceives him/herself as an organizational insider and
feels that his or hers contribution is important for the organization’s performance (Chen
and Aryee 2007; Knapp et al. 2014); and (4) shared mental models among the
members, i.e., a common understanding about the purpose of the team, its character-
istics, the collective actions, the various team members’ roles and the process by which
the team coordinates (Cannon-Bowers et al. 1993; Edwards et al. 2006; Lim and Klein
2006; Tannenbaum et al. 1996).

Leadership Theory

Within the health care sector, Pointer has defined leadership as, Ba process through
which an individual attempts to influence the performance of a collective task in order
to accomplish a goal^ (Pointer 2006)(p. 128). This implies that leadership involves a
common goal, and that an individual, i.e. the leader, is responsible for accomplishing
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this goal on behalf of a work group. In nursing home wards, the unit under study, the
main goal is to produce the highest quality of care possible with the available resources,
and the leader is responsible for accomplishing this by enabling the care workers to
carry out their work tasks in the most efficient way.

Through the history of leadership research, two different approaches dominate the
discourse: the trait approach and the behavior approach (Glynn and DeJody 2010). The
trait approach is based on the assumption that leadership is founded upon special
attributes of leaders, like personality, motives, skills and values (Antonakis et al. 2004;
Northouse 2009). According to this approach, these attributes are relatively stable, and
predict how people act in different situations. Consequently, the approach advocates
that some people are natural leaders or Bborn leaders,^ who have skills to lead in almost
any situation or in any organization. Among the traits found to be important are drive (a
broad concept that includes achievement, motivation, ambition, energy, tenacity and
initiative), leadership motivation (the desire to lead but not to seek power as an end in
itself), honesty and integrity, self-confidence, stress tolerance and emotional stability
(Antonakis et al. 2004; Northouse 2009).

The behavior approach (Judge et al. 2004; Piccolo et al. 2012; Stogdill 1974) gained
support in the 1950s and is concerned with what the leaders actually do, not what traits
they display. Within this approach several different theories of leadership behavior have
evolved: task-oriented, relationship-oriented, transformational, transactional and
laissez-faire being among the most widely investigated. The first identified leadership
styles were task- and relationship-oriented leadership, revealed in the well known Ohio
and Michigan studies in the 1950s and 1960s. Task-oriented leadership style is
primarily concerned with accomplishing the organizations’ tasks in the most efficient
and appropriate way (Bass and Bass 2008; Judge et al. 2004; Piccolo et al. 2012;
Stogdill 1974). Consequently, the focus of task-oriented leadership is on actions
required to make sure that the work processes are optimal and capable of fulfilling
the organizations’ goals and that the care workers have the right skills, work ethic and
professionalism. On the other hand, relationship-oriented leadership style is concerned
with enhancing the relationship between the leader and the staff and enhancing the
interpersonal relationships within the work group, thereby optimizing the work envi-
ronment. Leaders with a relationship-oriented leadership style are typically concerned
with being friendly with, respectful to, supportive of, and concerned about staff (Bass
and Bass 2008; Fleischman and Harris 1962; Judge et al. 2004; Piccolo et al. 2012;
Stogdill 1974). Transformational leadership is a significantly newer leadership theory,
and has gained relatively strong support among many researchers in the last decades.
The transformational leadership style appeals to moral and ethical issues among the
followers or workers, and aims to reform organizations (Avolio et al. 1999; Bass and
Bass 2008; Yukl 1999; Yukl 2010). It has been seen as an enhanced form of leadership
aiming to connect the follower’s sense of identity to the organization’s mission. The
aim of transformational leadership is to create organizational vision, inspire and be a
role model for their subordinates, thereby motivating them to higher levels of
performance.

We consider leaders employing the three leadership styles above (task- and
relationship-oriented leadership and transformational leadership) to be active leaders,
in that they are actively involved in guiding their workers and the organization as a
whole to a higher level of performance. In contrast to active leadership, laissez faire
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leadership represents an absence, or lack of, leadership. Leaders that practice this kind
of leadership abdicates responsibility, delay decisions, gives no feedback, and makes no
effort to help followers satisfy their needs (Northouse 2009; Skogstad et al. 2007).

Numerous studies have shown a positive relationship between task-oriented,
relationship-oriented and transformational leadership styles and various indicators of
organizational performance (Bass and Bass 2008; Fisher and Edwards 1988; Judge
et al. 2004; Piccolo et al. 2012; Yukl 2010). The associations between performance and
relationship-oriented leadership are, however, somewhat weaker and less consistent
than those with task-oriented leadership and transformational leadership (Judge et al.
2004), though there are some exceptions (Wong et al. 2013). Laissez faire leadership
has shown a negative relationship with various outcome measures, and has even shown
to be harmful to organizations as a whole (Skogstad et al. 2007; Yukl 2010).

The number of studies of leadership in nursing homes is, as described above,
limited. However, there are a certain number of studies about nursing leadership in
general. In a systematic review of the relationship between nursing leadership and
patient outcomes, Wong et al. (2013) found that various types of relationship-oriented
leadership were positively associated with various outcome measures. The authors
underlined, however, that there were several limitations with the studies included in
their analysis, and that definitions of leadership varied significantly. Additionally, a
majority of the 20 studies included in their analysis were conducted in acute care
settings, where the operating conditions are rather different from those in nursing
homes.

Leadership may not influence organizational performance directly, but through
mediators that influence performance. Previous research has identified several potential
mediators that may evolve from active leadership in nursing homes. Among the most
influential mediators are: (1) care worker’s work ethic (Hjort 2002; Rantz et al. 2004);
(2) positive work environment (Cummings et al. 2010); (3) professionalism of care
workers (Baier et al. 2009); and (4) the existence and promotion of an organizational
vision (Lipton 1996; Nanus 1992).

Quality of Care

Quality of care in nursing homes is considered a complex and multidimensional
phenomenon (Kane et al. 2003; Nakrem et al. 2009; Rantz et al. 1999). As a conse-
quence, there is no general consensus on how it should be defined or assessed. In his
seminal work, Donabedian suggested three separate approaches to quality of care:
structure, process and outcome (Donabedian 1980). This approach has gained strong
support as a framework. Nursing home quality has further been divided into quality of
care and quality of life (Kane et al. 2003). Within this division, quality of care
encompasses clinical outcomes, such as the prevalence of pressure ulcers, weight loss,
catheters, PEG feeding tubes, certain types of medication and restraints, and focuses on
the quality and safety of care (Hjaltadóttir et al. 2012); while quality of life encompasses
residents’ well-being and their opportunities for choice, autonomy, privacy and mean-
ingful social and physical activities (Kane et al. 2003).

In Norway, nursing home quality is defined by BThe National Regulation of Quality
of Care in Health and Social Services^ (HOD 2003), which has been shown to be well
suited for measuring quality of care in nursing homes (Romøren 2005) and has been
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used to develop quality of care items and questionnaires in this, and several previous,
studies (Kirkevold and Engedal 2006; Paulsen et al. 2004; Romøren 2005). The
regulation defines quality of care as a multidimensional phenomenon that encompasses
both quality of care and quality of life dimensions (Nakrem et al. 2009); focusing not
only on the presence of deficiencies and lack of adequate care, but also on the presence
of positive outcomes for the resident.

Norway has no national register like the Minimum Data Set (MDS) in the United
States, nor a registry of complaints or deficiencies that is suitable for research purposes.
Additionally, the external health inspections of nursing homes in Norway are conducted
infrequently and not suitable for comparing quality of care between different nursing
home wards. Consequently, data about quality of care in Norway’s nursing homes are
limited and researchers interested in nursing home quality must collect primary data to
address their research questions. For this study, we used a subsample of nursing homes
where quality had previously been determined based on care worker and relative
rankings of quality and field observations.

Aims

The aims of this study are to reveal how - or through which mediators (processes or
mechanisms) - the (1) presence of, or lack of, work groups; and (2) leadership, or lack
of leadership, influence quality of care. Finally, based on both the quantitative (Havig
et al. 2011; Havig et al. 2013) and qualitative findings from this study, we propose a
Model of Leadership and the Organization of Work in Nursing Homes. With knowl-
edge of how work groups and leadership influence quality of care, such mediators can
be cultivated and facilitated to achieve higher quality of care in nursing homes. A
Model of Leadership and the Organization of Work in Nursing Homes can be useful for
nursing home owners, administrators, ward leaders, and policy makers interested in
improving the quality of care.

Methods

Study Design

In contrast to the majority of other studies about leadership and quality of care (Wong
et al. 2013), the nursing home ward, rather than the facility, was used as the unit of
analysis. Research at the facility level not only excludes the ward leader as a predictor,
but also ignores the fact that the organization of work and quality of care may differ
substantially from one ward to another within a nursing home (de Jonge et al. 1999;
Snijders and Bosker 1999).

Previous analyses led to a ranking of participating wards related to overall quality of
care, as measured by quantitative data from three independent sources: surveys of
relatives, surveys of care workers, and rankings by the field observer (Havig et al.
2011). Details about how quality of care was assessed are provided in Havig et al.
(2011, 2013). In order to answer the research questions, two groups were selected for
qualitative analysis. Group 1 consisted of the eight (20%) highest quality wards and
group 2 of the eight (20%) lowest quality wards.
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Sample

Forty wards located in 22 nursing homes participated in the study, with a
maximum of four wards in each nursing home. The nursing homes were located
in towns in 11 medium population (6000–20,000) and large population (>
20,000) municipalities in seven Norwegian counties (Finnmark, Nord-Trøndelag,
Hordaland, Hedmark, Oslo, Akershus and Aust-Agder). These seven counties
were selected to achieve geographical spread across Norway. Special care units
for severe dementia, short-term units, rehabilitation units and hospice units were
excluded as such wards often have a different structure and relatively more staff
than ordinary long-term care units. All nursing homes were public and nonprofit
in nature, and were owned and run by local municipalities. The nursing homes
ranged in size from 20 to 152 beds, with a mean of 63; the wards ranged in size
from 7 to 34 beds, with a mean of 18. The eight high quality wards had a mean
of 17.5 beds, while the eight low quality wards had a mean of 23.1 beds. The
staffing levels in the high quality wards was 0.81 full time equivalent (FTE) per
residents and in the low quality wards 0.77, and the ratio of Registered Nurses
(RN) to other staff was 0.28 in the high quality wards and 0.25 in the low
quality wards.

Data Collection

Qualitative data were collected through 20 to 30 h of field observations at each ward,
and interviews with the ward leaders and the directors of the nursing home. Notes were
taken during the field observations and the interviews, and a summary report was
written immediately after visiting each nursing home.

Field Observations

Structured field observations of nursing home wards were conducted to address the
broad research questions of the study, including: (1) how the presence of or lack of
work groups influence quality of care, and (2) how leadership or lack of leadership
influence quality of care. Structured observations are normally associated with research
within natural science, and aims to provide measurable and quantifiable data that are
valid and reliable (Mulhall 2003; Pretzlik 1994). In structured observations, the
researcher should attempt to be as objective as possible and not contaminant the data
with personal preconceptions (Jorgensen 1989; Mulhall 2003; Pretzlik 1994; Verd
2004). While this is ideal, it is often impractical in that research can also benefit from
the expertise and experience of researchers (Madill et al. 2000). In order to balance the
demand for objectivity with the need for expertise, researchers are expected to disclose
and account for any experience that may influence their interpretations (Altheide and
Johnson 1994; Mauthner and Doucet 2003). With such reflexivity, and in full disclo-
sure, the first author and primary data collector has 6 years of experience working in
nursing homes as an unlicensed care worker. While data was collected as objectively as
possible, findings should be considered with this in mind. However, the perspective
gained by the experience of working as an unlicensed care worker likely outweighs the
limitations posed by any influence on objectivity.
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Field observations examined how the wards were organized and how the leaders
executed their leadership. This type of data is challenging to obtain through ordinary
questionnaires and interviews. The first author conducted the field observations. Each
of the 40 participating wards were visited and observed for 20 to 30 h (over three to
4 days), depending on its size. In total, 900 h of field observations were conducted.
Both day and evening shifts were observed. A uniform was worn during field obser-
vations to allow the observer to blend into his environment. The observer also
participated in daily activities and in conversations with the care workers and relatives,
however he did not take part in care activities. Being an observer-participant adds to the
richness of the data collected through field observations (Gold 1958).

Field observations were overt, in that the care workers were aware of the observer’s
presence, the aims of the research, and the role of the observer (Flick 2009). To avoid
possible bias by a change in care worker behavior during the observations, all care
workers were reassured of their anonymity as a participant in the study. Care workers
were also informed that no data collected during the field observations would be made
available to the administration of the nursing home or any other parties in a way that
would identify wards, nursing homes, residents or individual care workers. Previous
research in nursing homes indicates that care worker behavior is not significantly
influenced by the presence of a field observer (Schnelle et al. 2006).

Field observation notes were continuously taken on a PDA (Pocket PC) during the
field observations and after each shift. The notes included the following types of
remarks: descriptions of actual events; verbatim dialogue between care workers,
between the care workers and the ward leader, and between the care workers and the
field observer; interpretation and analysis of behavior and situations; and various
reflections (Eisenhardt 1989; Mulhall 2003; Tjora 2012). Some of the field notes were
also reflection about the situations observed and how one specific case observed
differed from other observed cases (Eisenhardt 1989). A field observation protocol
instrument was created to guide the observer to areas of interest regarding the research
questions, including: (1) the organization of the nursing home, (2) how the ward leader
executed his/her leadership, (3) the organizational capacity of the nursing home, and (4)
particular circumstances at the nursing home related to leadership and the organization
of work.

Following data collection at each facility, a summary report was written. The
standardized reports were between 4 and 10 pages (single spaced) and summarized
the four themes from the instrument described above, any additional analytic comments
or memos written by the observer on the nursing home and the leadership executed at
the ward, and the raw field notes from the field observations.

Interviews with the Ward Leaders

Ward leaders were interviewed using a using a semi-structured interview protocol. The
interviews took place in ward leaders’ offices over the course of field observations, and
were conducted by the first author. The semi-structured interview questions focused on
themes about leadership and leadership challenges and organization of the nursing
home and the ward. The respondents were asked specifically about what they thought
was important in relation to leadership, how they communicated with their superior and
subordinates, what they thought about the present organization at the nursing home,
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and what kind of organization of work they preferred. Several questions were also
general open-ended questions, encouraging the respondents to share their experiences
with leadership and organization of work. Notes were taken during the interviews, with
quotes captured verbatim where possible. A summary of the interview was written
immediately following the interview.

Analysis

Qualitative data from field observations and interviews from two groups of nursing
homes were included in the analysis. Group one consisted of the eight nursing home
wards (20%) with the highest quality score and group two consisted of the eight wards
(20%) with the lowest score.

Qualitative data analysis uses a general inductive thematic analytical approach,
allowing research findings to emerge from the frequent, dominant or significant themes
found in the data (Ezzy 2002). Content was examined for the following themes: how -
or through which mediators - leadership and work groups, or lack of thereof, influenced
quality of care. Themes were coded and compared within each group and between the
two groups to reveal similarities and differences (Eisenhardt 1989). This comparative
analysis was informed by qualitative comparative analytical approaches that seek to
identify the mediators (processes or mechanisms) that have to be present across
multiple cases to produce a particular outcome (e.g. quality of care)(Ragin 2014).

Based on the list of characteristics of the two groups and the overall impression from
the field observations and the interview data (Eisenhardt 1989), tentative themes and
relationships emerged, enabling us to: (1) isolate processes or mechanisms that worked
as mediators between leadership and work groups and quality of care, and (2) propose a
Model of Leadership and the Organization of Work in Nursing Homes. After con-
structing the model, we tied our model to existing literature in order to enhance its
internal validity, generalizability, and its theoretical value (Eisenhardt 1989).

Ethical Considerations

This study was approved by the Norwegian Social Science Data Services (NSD), in
addition to the local directors of long-term care in participating municipalities. Consent
procedures for ward leaders and care workers included a description of the study,
expectations of participation, procedures taken to ensure confidentiality, and the vol-
untary nature of the study. Ward leaders and care workers were provided this informa-
tion in written format prior to discussing the study with the observer and giving verbal
consent. Participants were informed that confidentiality was assured and that they had
the right to withdraw from the study at any point. Care workers were also informed that
no data collected during the field observations would be made available to the
administration of the nursing home or any other parties in a way that would identify
their nursing home, ward, or any individual care workers. Nursing homes, wards, and
care workers were all assigned participant ID numbers to ensure confidentiality of data
collected during participant observation, survey data collection, and interviews. The
first author had no access to medical records and no data was collected on individual
residents. Prior to field observations, the first author signed a non-disclosure agreement
with each nursing home.
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Results

Qualitative data analysis validates previous findings that work groups (Havig
et al. 2013) and active leadership (Havig et al. 2011) are associated with high
quality of care in nursing homes. Additionally, analysis revealed that use of work
groups and active leadership seem to influence several mediators that, in turn,
may influence nursing home quality (Fig. 1). These mediators were: psycholog-
ical ownership, perceived insider status, shared mental models, work ethic, work
environment, professionalism and organizational vision. In the following, we will
present how active leadership and work groups could result in these seven
mediators, and how they, in turn, might be associated with quality of care in
the nursing homes.

Work Groups

In all eight high quality wards, care workers were divided into smaller work groups, or
teams, that cared for the same residents every time they were on duty. These work
groups typically consisted of 5 to 7 care workers (divided on day and evening shift, 2–4
care workers per day shift and 2–3 per evening shift), who were responsible for 7 to 12
residents. The work groups operated fairly independently and had their own meetings,
reports, team administrator, and, occasionally their own office. In the low quality
wards, only 2 out of the 8 wards were organized into stable work groups. Lack of
workgroups implied that care workers worked with different colleagues and residents
almost every time they were on duty, and that reports and meetings were held at a ward
level with the entire work staff present.

Our analysis revealed that work groups fostered three mediators: (1) psychological
ownership, (2) perceived insider status, and (3) shared mental models.

Nursing home 

quality 

Psychological 

ownership 

Perceived 

insiders status 

Shared mental 

models 

Work 

environment 

Work groups 

Leadership 

Work ethic  

Professionalism 

Organizational 

vision  

Fig. 1 Model of leadership and the organization of work in nursing homes

Ageing Int (2018) 43:366–389 375



Psychological Ownership

In high quality wards, the stable environment that evolved from work groups seemed to
lead to bonds between the care workers and between the care workers and the residents.
These bonds tended to foster a feeling of psychological ownership among the care
workers. This psychological ownership was not only directed towards the work tasks
and the ward performance, but also to the residents and their well being. To exemplify
this point, care workers at one of the high quality wards learned that one of the residents
in their ward had received insufficient care by a new and inexperienced employee.
Immediately after learning about this, the incident was discussed thoroughly among the
care workers in the work group and the care workers took action to ensure that it did not
happen again. By taking such immediate action to resolve inadequate care, the care
workers showed that they would not tolerate inferior care on their ward. The care
workers at this ward seemed to truly care about their resident’s well being and to
Bsuffer^ personally when the resident was treated poorly.

Care workers who had developed psychological ownership also tended to do
more than what was expected from them in order to give good care to Btheir^
residents. For example, at one ward the care workers had redecorated parts of the
ward in their spare time, without pay. At the vast majority of wards, this would
have been inconceivable, but at this ward, the leader was particularly conscious
about building strong and stable work groups in order to increase the level of
ownership among the care workers – a goal at which she seemed to succeed.

In low quality wards, the instability evolving from rotation seemed to prevent
the development of bonds, both between the care workers and between the care
workers and the residents. The lack of these bonds tended to create a lower level
of dedication to the daily operations of the ward and to a weaker identification
with their residents and their well being. For example, did the care workers in
low quality wards seldom used possessive terms like, Bmy^ and Bour,^ instead
they tended to use the terms Bthey^ and Bthem^ when discussing residents.
Furthermore, they did not show the same level of ownership when it came to
a personal investment in resident’s well being as the care workers did in the high
quality wards. Also, care workers at lower quality wards did not tend to Bgo the
extra mile^ to meet the needs of the residents. Instead, their focus was more on
getting the job done, not optimize the resident’s well being. To exemplify the
consequences of rotation, a care worker in one of the low quality wards stated,
"Before the last reorganization, the ward was divided into smaller units and we
did not rotate between different care workers and residents as we do today. The
nursing home was operating way better with that model than the current model.
Now many of the care workers don't seem to care that much anymore.".

Perceived Insider Status

In high quality wards, the bonds evolving from stable work groups also seemed
to give the workers a feeling of identity and belongingness to the ward and a
feeling that their contributions were important to the ward’s performance. This
phenomenon, often referred to as perceived insider status, did not seem to
depend on the care worker’s FTE, but more on the fact that they were part of
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a stable work group where the workers knew each other and experienced
stability in their interpersonal relations. The feeling of perceived insider status
also tended to include other work groups at the nursing home, and other workers,
including the cleaning personnel, and students working part time. Workers in
these wards also tended to use the terms Bwe^ and Bus^ when talking about their
group, and they talked about the ward with pride. To exemplify the use of these
terms, we can use a quote from a conversation with two care workers at one of
the high quality wards "You will never smell pee at our ward. You might smell it
at other wards, but not at our ward. We will not accept that here." The quote also
demonstrates psychological ownership, as described above, in that the care
workers show an investment in the outcomes of the nursing home and use
possessive as well as inclusive language.

When present, perceived insider status had several positive effects, it: made the care
workers more responsible towards the organization and its performance; enhanced their
positive feelings towards the ward and the nursing home; and sometimes stimulated a
feeling of positive competitive spirit between the work groups - as the above quote
demonstrates.

In low quality wards, the lack of stability evolving from rotating staff seemed to
create weaker bonds between co-workers, decrease their feeling of belongingness to the
ward, and make them less responsible for their work place. The terms Bwe^ and Bus^
were seldom used in these wards, with BI^ instead representing the lack of an insider
status. Weak perceived insider status among care workers seemed to result in more
indifference toward the ward’s performance, and their co-worker and resident’s well
being.

Shared Mental Models

In addition to creating a stronger feeling of psychological ownership and perceived
insider status, work groups gave the care workers better knowledge about their co-
worker’s way of operating, their strengths and weaknesses, and the assigned roles and
collective actions required to accomplish the wards’ daily tasks. The presence of such
knowledge between co-workers is often referred to as shared mental models, and
implies that team members who are operating together share individual mental models.
With shared mental models, care workers needed minimal communication and coordi-
nation to accomplish daily tasks, operated efficiently together, and were able avoid
misunderstandings. Shared mental models were especially important during care activ-
ities that required high interdependency (e.g. morning care of residents, bed transfers,
and execution of meals) or under situations that had barriers to verbal communication
(tasks completed while residents were sleeping or when patient privacy was required).

In low quality wards, the rotation of staff resulted in care workers with less
knowledge about their co-workers’ roles, routines, and work processes. This led
to a need for more communication and coordination to accomplish simple, daily
care tasks, and significantly more misunderstandings between the care workers.
As a care worker in one of the low quality wards described, "all the rotation
give me less knowledge about my co-workers and there is a lot of frustration
and disorder at this ward." These inefficiencies tended to negatively impact the
care worker’s ability to give high quality services.
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Leadership

As shown in our previous study (Havig et al. 2011), leaders in high quality
wards were significantly more likely to be considered active leaders by their
employees than those in lower quality wards. Furthermore, in four of the low
quality wards there was shared leadership and/or uncertainty about who was the
actual leader, as exemplified by the following statements from care workers in
these wards: "we do not know who the leader is," "I am not sure if it is [person
A] or [person B] that is our leader," and "the shared leadership implies wing-
clipped leaders with less authority." Additionally, three of the leaders in the low
quality wards had their offices on another floor or in another part of the building,
making them less available to the care workers.

The comparative data analyses revealed that active leadership influenced four
mediators: (1) work ethic, (2) work environment, (3) professionalism, and (4) organi-
zational vision.

Work Ethic

In high quality wards, leaders were concerned about the execution of daily work tasks,
and monitoring the quality level. At the same time, they often included the workers in
the decision-making process and, their work groups generally operated as relatively
independent units with some oversight. In their communication with their subordinates,
the leaders tended to be unambiguous, clear and frank. For example, if they were
satisfied with their subordinates work, they praised the care workers and likewise, if
they were dissatisfied, they were clear, but fair in their reprimand of them. The
feedback, or supervision, was given in a constructive manner and it seemed like the
subordinates respected and actually appreciated such clear and frank communication,
even when they were reprimanded. Several care workers also expressed that such
leadership made them feel more secure in their job. By monitoring the quality level
and providing feedback to care workers, the leaders were clarifying and defining
acceptable and unacceptable behavior at the ward and directing their care workers
toward a desired course of action. Hence, they were enhancing the care worker’s work
ethic in the interest of the nursing home.

In low quality wards, the leaders were, in contrast, significantly less active and
visible. Instead of focusing down toward the care workers, work processes, and quality
outcomes, they tended to focus up toward facility management, paper work, adminis-
trative tasks, and meeting with their superiors. The leaders also gave less feedback to
their subordinates, both positive and negative. To exemplify, in three of the low quality
wards, during work hours, the care workers were allowed to stay in separate rooms
talking about private, non-work related topics for long periods (up to 90 min) without
any comment, interruption, or consequences from their leader. During these periods, the
residents were not offered any kind of social or physical activities. An additional
example is from the morning reports at one of the low quality wards. At this ward,
the report started at 7:30 AM, and was over after 5 min, even if it was a relatively large
ward. For the next 35 min, the care workers were sitting in the meeting room talking
about private topics. This happened every morning during the visit, and the leader was
not present at any of the reports, rather, working with paper work in her office. These
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examples illustrate how unfavorable work ethic may develop when leaders are not
active and permit bad work habits.

Work Environment

In high quality wards, leaders were concerned about supporting and developing care
workers and building interpersonal relationships. They also took action to reduce and
minimize conflicts between workers and tended to intervene before disagreements evolved
into disruptive conflicts. By executing such active, relationship-oriented leadership, they
were building positive and efficient work environments that fostered harmonious interper-
sonal relationships between the care workers and the care workers and the leaders and
positive attitudes towards the organization and its goals. Positive end efficient work
environments resulted in care workers who focused on their work tasks and the residents,
rather than on interpersonal conflicts and disagreements.

In low quality wards, leaders were less supportive of care workers, cared less about
their work situation and their well being and did not intervene in ongoing conflicts, or
potential conflicts, as in the high quality wards. They also spent less time at the ward
and did not have the same knowledge about their employees work situation as the
leaders in the high quality wards. The result of this lack of leadership was often poor
work environments, with interpersonal conflicts, and frustration, which distracted the
care workers and turned their focus away from their daily work duties and the residents.

Professionalism

Leaders in high quality wards were not only concerned about the work ethic of and work
environment among their employees, they also actively encouraged, inspired, and facilitated
the professionalism of their care workers. They encouraged their care workers to consider
their work in a professional context that required knowledge, skills and collaboration with
other professionals, such as: medical doctors, physical therapists and occupational therapist.
These leaders also tended to encourage the care workers to discuss the resident’s medical
status, their care needs, and how they could improve the resident’s care. Furthermore, they
often encouraged the registered nurses on the ward to share their knowledge with, and help
provide guidance to the care workers. Newworkers and students were also often given extra
support and close supervision by the ward leader. Some ward leaders even made binders
with information and guidelines for students and new employees.

In contrast, in low quality wards, the leader’s focus tended to be on getting the work
done, rather than on how it was done. Consequently, the leaders did not stimulate or
demand the same level of professionalism as in the high quality wards. The result was
often indifference towards the ward’s level of professionalism, less focus on the
medical aspects of the care, and a lack of individualized care. New care workers and
students also tended to be poorly trained and supported by their colleagues and the
ward leader.

Organizational Vision

Finally, leaders in high quality wards were proactive in their efforts to build and transfer
their organizational vision of the ward to the care workers. By organizational vision we
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mean thoroughly considered ideas and performance goals for the ward, the care
workers’ roles and the treatment of the residents. The organizational vision tended to
be expressed with pride, both from the leader and the care workers, and it seemed to
bolster a shared identity between the ward leader and their care workers. In addition,
their organizational vision contributed to enthusiasm among the care workers, making
them more motivated to provide high quality services. To exemplify, at one high quality
ward, both the ward leader (during the interview) and the care workers (during field
observation) described a vision of no pressure ulcers among their residents. As one care
worker stated, "with good and adequate care, pressure ulcers are unnecessary. You will
seldom or never find residents with pressure ulcers at our ward.".

In contrast, in low quality wards, most of the leaders either lacked an organizational
vision or failed to convey their vision to their care workers. Instead, these leaders
focused mainly on management issues and challenges related to the daily operation of
the ward, acting more like reactive administrators, and less like proactive leaders
focusing on an organizational vision and performance goals. Without a proactive
approach within their ward, these leaders were unable to inspire and transfer their
organizational vision to the employees. Consequently, the care workers in these wards
tended to have less enthusiasm and to be more indifferent about the ward’s performance
than those operating in wards inspired by an organizational vision.

Discussions

The findings from this qualitative study confirm previous findings from our two
previous quantitative articles in that the use of work groups and active leadership are
vital factors for quality of care in nursing homes. The analysis further suggest that work
groups and active leadership could influence several mediators, which in turn may
influence nursing home quality. These mediators can help clarify the nature of the
relationship between leadership and work groups and quality of care. We found that
work groups may foster the development of care worker’s psychological ownership,
perceived insider status and shared mental models, while active leadership
encompassing task- and relationship-oriented leadership styles and elements of trans-
formational leadership, fostered the development of care worker’s work ethic, a positive
work environment, professionalism, and an organizational vision. Based on these
findings, we propose a Model of Leadership and the Organization of Work in Nursing
Homes (see Fig. 1). The model has several similarities with the organizational model
for nursing homes developed by Rantz et al. (2004). However, our model focuses more
on the processes or mechanisms that may act as mediators between work groups and
active leadership and higher quality of care. In the following we will discuss our results,
our proposed model, and what consequences they may have for the operation of
nursing homes.

Work Groups

In our Model of Leadership and the Organization of Work in Nursing Homes, work
groups influence nursing home quality through three mediators: psychological owner-
ship, perceived insider status and shared mental models. Psychological ownership has
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been shown to increase employees’ sense of responsibility to contribute to the organi-
zation’s functioning (Avey et al. 2009; Pierce et al. 2001). Perceived insider status has
been shown to be related to organizational performance (Chen and Aryee 2007) and the
employees’ sense of responsibility to an organization (Stamper and Masterson 2002;
Wang et al. 2005). Research has also shown that Shared mental models are related to
various organizational performance indicators (Edwards et al. 2006; Lim and Klein
2006; Yukl 2010).

Our results show that care workers in high quality wards were considerably more
likely to have both strong feelings of psychological ownership and perceived insider
status than care workers in low quality wards, implying that these mediators combined
may be especially important for nursing home quality. Consequently, our model
highlights these two mediators as potential target areas for nursing home leaders to
monitor as they establish small, stable work groups.

Pierce et al. (2001) present three Broutes^ or processes that stimulate the develop-
ment of psychological ownership among employees: (1) the amount of control an
employee has over a particular organizational factor, (2) the extent to which an
employee intimately knows a particular organizational factor and (3) the extent, or
amount, and employee invests himself or herself into an organization’s target, or goals.
With stable work groups, a care worker belongs to a defined and smaller group of
colleagues that serve a relatively stable group of residents, rather than a variable and
larger group of care workers serving different residents almost every day. Additionally,
smaller work groups are often empowered with the responsibility of accomplishing
certain tasks and delegating work to achieve certain goals (Conger and Kanungo 1988;
Yeatts and Cready 2007). Thus, it is likely that care workers operating in smaller work
groups have more control over their everyday work life and environment than those
who are rotating among different colleagues and residents. Likewise, work groups
allow care workers to establish more enhanced personal bonds with their residents,
gaining more intimate knowledge about them (Bowers et al. 2000). Finally, the closer
bond between care workers and their residents evolving from work groups will likely
lead to a higher investment of the care worker in the resident’s well-being (a Btarget,^ or
goal, of nursing home organizations) (Eika 2006). Hence, smaller work groups are
likely to foster all three processes of psychological ownership suggested by Pierce et al.
(2001): controlling the target, coming to intimately know the target and investing the
self into the target.

The presence of shared mental models have shown to be particularly effective under
circumstances of high interdependency, high workload, time pressure and in situations
that do not permit lengthy communication and strategizing among the team members
(Lim and Klein 2006; Tannenbaum et al. 1996). In nursing homes, there are generally
low staffing levels and heavy workloads, the work is typically labor intensive and a
close collaboration between the care workers is necessary to accomplish the daily tasks
(Clarke 2001; Gittell et al. 2008; Temkin-Greener et al. 2010). Consequently, we
propose that nursing homes encourage the development of shared mental models and
the use of smaller work groups.

However, work groups by themselves are not sufficient for high nursing home
quality, (Hackman 2002; Havig et al. 2013) and they could have negative effects under
some circumstances. For example, stable environments evolving from work groups
could foster interpersonal conflicts (De Dreu and Weingart 2003; Wall and Callister
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1995), a conformist climate and culture that limits innovation and new thinking may
develop (Edmondson 2003; Katz 1982), and extremely high levels of psychological
ownership that may have a counter-productive effect on quality (Van Dyne and Pierce
2004). For these reasons, work groups must be accompanied by active leadership
(Burke et al. 2006; Hackman 2002; Yeatts and Cready 2007).

Leadership

Our comparative analysis showed that leadership influenced nursing home quality
through four mediators: work ethic (Hjort 2002; Rantz et al. 2004), work environment
(Cummings et al. 2010), professionalism (Baier et al. 2009), and organizational vision
(Lipton 1996; Nanus 1992). Of particular interest, Rantz et al., in a similar study using a
qualitative approach with field observation of 30 nursing homes, emphasized the
importance of "getting the basic of care done" and developing an Bactive quality
improvement program^ in their organizational model (Rantz et al. 2004). While this
supports our findings around active leadership, work ethic, and professionalism, we
believe it also validates the importance of organizational vision.

In our model, active leadership should not be confused with authoritative leadership.
In high quality wards, leaders included the care workers in the decision-making process
and, their work groups tended to operate as relatively independent units with some
oversight. Care workers also had the freedom to organize their own work processes.
Hence, these leaders practiced the opposite of authoritative leadership by empowering
their care workers. However, even if the leaders gave the workers freedom on how to
organize their work processes, they actively controlled and gave feedback (both
positive and negative) on the outcomes of their work processes. By doing so, they
were ensuring that the care workers had a strong work ethic and professionalism, and
that their ward was providing high quality services. The importance of controlling the
outcome and giving constructive feedback is also emphasized by Rantz et al. in their
organizational model for nursing homes: "An important feature in the model is the
assessment of the basics of care and continual follow through by licensed nurses and
the administrator to see that the basics of care are done and resident outcomes are
achieved" (2004, p. 35).

It may be possible to argue that the need for assessing the outcome of the work
processes is particularly important in nursing homes. A majority of nursing home
residents have dementia (Selbæk et al. 2007), and consequently they will often have
a limited understanding, or inferior information, about the quality of services they
receive. These residents may also be unable to give adequate and satisfactory feedback
to the nursing home leaders and owners about their quality of care, and deficiencies in
care worker’s work ethic and professionalism (Eika 2006). Hence, to compensate for
the lack of feedback from the impaired residents and to acquire accurate performance
data, nursing home leaders may benefit from carefully monitoring the quality level and
their care worker’s work ethic and professionalism (Nyland and Pettersen 2010). Such
monitoring might be particularly important in countries without a national system for
quality indicators, like Norway.

The importance in our model of active leadership building a strong work ethic,
positive work environment, and professionalism, emphasizes the need for sufficient,
embedded and present, and clearly distinguished leaders. These requirements have
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several implications for nursing home owners and operators. First, the need for
sufficient leaders implies that reducing the number of leaders, as several Norwegian
nursing homes have done in recent years, might be a mistake. If there are too few
leaders, their ability to build and enhance work ethic, work environment, and profes-
sionalism will be reduced. Second, the need for embedded and present leaders implies
that leaders should be easily available for the care workers when necessary. Their office
should be located at the ward, where the care activities are taking place, not on another
floor or in another part of the building. Third, the need for role certainty implies that
leaders should be clearly distinguished and there should be no uncertainty about who is
the real leader. Role uncertainty might occur when leadership is shared between two
persons or when specific leadership activities are delegated to others (Lindfors et al.
2009), and may result in decreased authority, less ability to execute leadership, and
frustration among care workers.

The importance of active leadership further suggests that ward leaders should be
protected from high amounts of unnecessary paperwork and other kinds of adminis-
trative work. In this regard, it is a paradox that nursing home leaders spend so much of
their time on administrative work: a recent study found that Norwegian wards leaders
spent an average of 25% of their time on reporting while directors of nursing homes
spent an average of 32% (Gjertsen et al. 2012). While reporting is an important part of
operating nursing homes, it might be more efficient if an assistant or other administra-
tive personnel could relieve the leaders of some of their administrative work. It is the
ward leader’s responsibility to ensure that the nursing home meets its most important
goal, providing high quality care and services; and it is the ward leader who has the
authority to supervise and instruct the care workers to ensure that their strong work
ethic, positive work environment, and professionalism help them achieve that goal.

Lastly, nursing home leaders have a high level of demand placed on them with 24/7
operation, high workloads, and low staffing levels (Harrington et al. 2012; Havig et al.
2011). In addition, nursing homes, at least in Norway, are operating in relatively static
environments with limited competition and evaluation (Nyland and Pettersen 2010).
Under such circumstances, a one-sided focus on daily operations, at the expense
organizational vision, could easily occur. Consequently, important questions may be
left unasked, such as: "What do we want to achieve at our nursing home?" BWhat is
quality of care?^ and "How can we give even better care to our residents?" As an
integral component of our model, building an organizational vision by executing
visionary leadership is essential even during a hectic workday and such activities
should be stimulated.

Limitations

This study has several limitations. First, the use of multiple investigators would have
been an asset. That would have enabled us to validate observations and interpretations
of events and qualitative data. Second, when accomplishing field observations, there is
always room for subjective interpretation of what is happening, and the field observer’s
background and experiences may influence the interpretations. However, as noted
earlier, the perspective gained by the experience of working as an unlicensed care
worker likely outweighs the limitations posed by any loss of objectivity. Third, a
longitudinal design, where we followed the wards over time, could have strengthened
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the conclusions of the study. Fourth, special care units for severe dementia, short-term
units, rehabilitation units and hospice units were excluded. Thus, the model may not be
as applicable to wards with such characteristics. Fifth, the wards under study were
organized in rather different ways and the structural conditions in terms of building
conditions, staffing levels, and staffing mix varied significantly. A more homogenous
sample of nursing home wards might have strengthened our study. Lastly, the study
was conducted solely in Norwegian nursing homes. Additional studies or testing of our
Model of Leadership and the Organization of Work in Nursing Homes in international
settings are needed.

Conclusions

In non-profit nursing home wards, the unit under study, the main goal is to produce the
highest quality of care possible with the available resources, and the leader is respon-
sible for accomplishing this by enabling the care workers to carry out their work tasks
in the most efficient way. This study examines how - or through which mediators
(processes or mechanisms) - active leadership and work groups, or lack thereof, may
influence quality of care in nursing homes. In addition, based on the findings of this
qualitative analysis and two previous quantitative articles about leadership in nursing
homes, we propose a Model of Leadership and the Organization of Work in Nursing
Homes. Such a model may be useful for nursing home owners, administrators, ward
leaders, and policy makers interested in improving the quality of care in nursing homes.
With knowledge of how work groups and active leadership may influence quality of
care, such processes and mechanisms can be cultivated and facilitated to achieve better
nursing home quality.

Our study and the proposed Model of Leadership and the Organization of Work in
Nursing Homes have several implications. First, our results suggest that nursing homes
wards should organize care workers into smaller work groups that care for the same
residents every time they are on duty. By operating in smaller work groups, the care
workers will be more likely to develop the mediators we believe are crucial to quality of
care: psychological ownership over the ward and its targets, perceived insider status or
belongingness to the organization, and shared mental models. Second, leaders in
nursing home should execute active leadership aimed at building and enhancing their
employees’ work ethic, work environment, and professionalism. However, leaders
should not disempower or micromanage care workers, instead they should monitor
the overall quality level and facilitate and delegate in order to elicit the full potential of
care workers. Furthermore, nursing home leaders should aim to build and promote an
organizational vision of their ward and set goals for the nursing home, thereby inspiring
and motivating care workers to higher levels of performance.

Finally, our findings emphasize the important role of the ward leader. It is the ward
leader who determines the organization of work and it is the ward leader who is
executing the daily leadership. Thus, it is vital for a nursing home to ensure there are
both skilled and sufficient leaders, who are aware of what processes create higher
quality of care and how to cultivate and facilitate those processes. Additionally, our
results suggest that leaders should prioritize leadership activities and limit the amount
of reporting and other administrative work. It is the leader who has the authority to
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supervise and instruct care workers, who are the most vital factor for providing quality
in nursing home. Hence, it is the administrative work, or parts of it, that should be
delegated to others, not the execution of the daily leadership activities.
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