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Purpose: The role of healthcare leaders is becoming increasingly complex, and carries great responsibility for patients, employees,
and the quality of service delivery. This study explored the barriers and enablers that department leaders in nursing homes encounter
when managing the dual responsibilities in Health, Safety and Environment (HSE) and Quality and Patient Safety (QPS).
Methodology: Case study design with data collected through semi structured interviews with 16 department leaders in five
Norwegian municipalities. We analyzed the data using qualitative content analysis.

Results: Data analysis resulted in four themes explaining what department leaders in nursing homes experience as barriers and
enablers when handling the dual responsibility of HSE and QPS: Temporal capacity: The importance of having enough time to create
a health-promoting work environment that ensures patient safety. Relational capacity: Relationships have an impact on work process
and outcomes. Professional competence: Competence affects patient safety and leadership strategies. Organizational structure:
Organizational frameworks influence how the dual responsibilities are handled.

Conclusion: Evidence from this study showed that external contextual factors (eg, legislations and finances) and internal factors (eg,
relationships and expectations) are experienced as barriers and enablers when department leaders are enacting the dual responsibility of
HSE and QPS. Of these, relationships were found to be the most significant contributor.
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Introduction

Healthcare leaders have an important role in managing and handling the dual responsibilities of Health, Safety and Environment
(HSE) and Quality and Patient Safety (QPS). HSE regulation ensures health, safety, and welfare of employees, while QPS
includes patient safety, quality of service delivery, clinical effectiveness, and patient experience.' In Norway, different
legislations regulate the responsibilities of HSE and QPS,*® but research and practical experience show that it is necessary to
understand HSE and QPS in a holistic way, as they can affect each other and generate conflicts of interests."”” ' Factors, such as
organizational, cultural, and psychosocial conditions have a role in QPS and HSE, but there is no clear understanding of leaders’
perspectives, and the strategies they enact, regarding this duality."”'" Leadership competence and efficiency are associated with
challenges regarding QPS.*'? Leadership in healthcare can influence employee- and patient outcomes, and different leadership
approaches and styles can produce variation in outcomes.'* "> Leadership can have significant effect on patient safety culture and
work engagement, and hierarchic leadership levels and organizational factors can affect leadership approaches and outcome for
HSE and QPS."*'®!” This study seeks to explore department leaders roles across their dual responsibilities for HSE and QPS.
Department leaders have the same position as frontline leaders in the organization, and a frontline leader is defined as a member of

the organizations leadership team with direct supervisory responsibility over employees who deliver the organization's services.'®
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There are several theoretical approaches to understand leadership in healthcare,'*'® and the Leader-Member-Exchange
(LMX) theory is one of them.”® LMX theory is a relationship-based, dyadic theory of leadership that suggests that leaders
develop different and unique relationships with each of their employees, and that quality of leader-member relationships moves
on a continuum from low to high.?>"** In low quality relationships the exchange is limited to the employment contract, while high
quality relationships are based on mutual liking, respect, and influence. LMX theory suggests that leaders can develop high-
quality relationships with employees that are related to positive outcomes such as higher organizational commitment, job
satisfaction, empowerment, social support and lower role conflict, and thus affect safety culture for both patients and staff.?*>*>*

The System Engineering Initiative for Patient Safety (SEIPS) model can be used as a framework when exploring the
dual leadership responsibility for HSE and QPS. The SEIPS model of work systems and patient safety focuses on system
design, and its impact on process and outcome.”> There are five components to a work system within the SEIPS model:
person, task, tool/instrument, physical environment, organizational conditions.”>*® The components interact with and
influence each other, which could result in different outcomes related to patients, staff, and organization. Patient outcomes
include patient safety or quality of care, while organizational or staff outcomes emphasize employee health and safety, job
satisfaction, job stress, burnout, and turnover.>>*® The SEIPS model shows how all parts of an organization can affect and
depend on each other and illustrates how changes in one part of the organization can influence the outcome in another.

The current knowledge base on leadership and QPS has been growing in hospital settings over the last two decades, but
there is a need to increase the knowledge base about nursing homes and homecare services.>*’*® Research on understanding
of leaders’ practical handling of the dual responsibility of QPS and HSE in this context is particularly lacking. This knowledge
gap is addressed in the current study. By applying the SEIPS model and LMX theory for mapping and understanding how
leaders in nursing homes perform their responsibility for both patients and staff, the study contributes to reducing the
knowledge gap on how front-line leaders handle the dual responsibility of HSE and QPS in their everyday work.

The Norwegian Healthcare Context

The responsibility for healthcare in Norway is divided between regional health authorities and the municipalities.
Municipalities are responsible for nursing homes, home care, doctor on call schemes and general practitioners (GP),
and are regulated by the Act on Municipalities and County Municipality.*® Nursing homes in Norway are financed by the
municipality, through political grants, and by resident copayment. The chairmanship model is the most common for
organization of Norwegian municipalities (see Figure 1). In this model the political committees have overall control and
management of the municipality. The municipal council is the highest political authority and makes decisions on behalf
of the municipality, and according to the chairmanship model leaders in healthcare follow the political decisions
regarding priorities and financial allotments. Systematic work targeting QPS improvements is a leadership responsibility
at all levels and is regulated in legislation: the Regulations on management and quality improvements in the health and
care service, the Health and Care Services Act and also anchored in the National action plan for patient safety and
quality improvement.®**>! To ensure employee health and safety, HSE work is articulated in Regulations on systematic
health, environment and safety work in companies and The working environment act.*°

Aim and Research Questions
The aim of this study was to explore the barriers and enablers that department leaders in nursing homes encounter when
managing the dual responsibility of HSE and QPS. The following research questions guided the study:

1. What do frontline leaders experience as the enablers and barriers in managing the dual responsibility of HSE and QPS?
1. How do frontline leaders experience and manage the practical consequences of, and interactions between HSE and QPS?

Material and Methods
Design

This study is a part of a single embedded case study, conducted in accordance with Yin's description of case study
research.®? A case study is a method that investigates a contemporary phenomenon in-depth in a real-world context, and
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Figure | Organization of the municipality according to the chairmanship model. The political steering line is shaded blue, while the rest of the organization chart represents
the administration. The leadership levels relevant to this study are shaded green. The red shaded level represents the top-leaders in the municipality, while the yellow shaded
level represents the middle leaders.

the approach is suitable when seeking to understand a complex social phenomenon.** The case for this study is defined as
the two perspectives of safety: HSE and QPS in a Norwegian nursing home context, and how they are organized,
controlled, and followed up, and the possible tensions between them from a leadership perspective. The main study
consists of three levels of the healthcare system, which includes: politicians and top-level leaders in health and care
services in the municipalities (municipal director, director of health and welfare, and head of health and care service),
head of nursing homes (mid-level leaders), and department leaders in nursing homes (frontline leaders). This study
explored department leaders experiences in five Norwegian municipalities (see Figure 1).

Sample and Recruitment

The municipalities were recruited through recommendations from the Norwegian Association of Local and Regional
Authorities, of which all Norwegian municipalities and county councils are members. The recommended municipalities
were contacted with an invitation to participate in this study, together with an attached information letter. The
municipalities were purposively selected to provide a diverse sample based on size and location (urban/rural). When
the municipalities agreed to participate, and the included nursing homes were selected, the heads of these nursing homes
recruited the participating department leaders (see Table 1 for the characteristics of the participating municipalities).

Data Collection

We conducted individual-semi structured interviews with 16 department leaders (n =16) in 14 nursing homes. The
participants had different levels of leadership experience and leadership education, varying from being newly employed
without a leader background and formal leader training, to being experienced and with some form of leadership training,
either internal courses or education at university level. Most participants in this study had 5-10 years of leadership
experience, and extensive practice in the healthcare system. All interviews were conducted physically in the respective
nursing homes from March to June 2022. The interviews were conducted by the first author and were based on an
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Table | Characteristics of Municipalities and Data Collection

Municipality | Urban/rural | Citizens | Number of Number of Interviews
nursing homes participating
in the municipality | nursing homes

| Urban 42,000 6 5 5
2 Urban 72,000 10 4 6
3 Rural 2000 | | |
4 Rural 2000 | | |
5 Urban 61,000 5 3 3

interview guide. We used the SEIPS model and LMX- theory as a framework when the research questions and interview

guide were formulated, and in the discussion of the results,?%?

and topics were related to what department leaders in
nursing homes experience as barriers and enablers when managing the dual responsibility of HSE and QPS, how they
experience the practical consequences of sick leave, and the available system and support they had (or needed) to
manage the dual responsibility. Each interview lasted approximately one hour. All interviews were audio recorded and

transcribed verbatim by the first author.

Data Analysis

The data was uploaded into NVivo and analyzed according to Graneheim and Lundman's®® approach to qualitative
content analysis. The unit of analysis (the transcribed interviews) was divided into meaning units, condensed, coded, and
sorted into subcategories, categories, and themes.>*** See Tables 2 and 3 for examples of the analysis process for theme
2. The lead researcher was responsible for the analysis with input from the research team who read transcripts and
discussed development of codes, subcategories, categories, and themes throughout the analysis period. We used NVivo to
analyze the lower levels (extracting meaning units, coding, and creating subcategories), while the higher abstraction
levels (categories and themes) were analyzed manually. During the analysis process potential themes emerged, and the
lead researcher constructed a mind map to understand underlying meanings (latent content). The analysis was discussed

in meetings between the researchers and finally agreed upon by all authors.

Results

The higher abstract levels of analyses resulted in nine categories, that were poled into four common themes. All
categories fit into the four themes on the various enablers and barriers experienced by department leaders when managing
the work with HSE and QPS. Developing of the themes were discussed and agreed upon by all authors. The themes were:
temporal capacity, relational capacity, professional competence, and organizational structure. Themes are presented in

detail, alongside illustrative citations from the participants in the following text.

Table 2 Examples of the Content Analysis Process Theme 2. Relational Capacity

Meaning unit Condensed meaning unit | Code

| have really good support from my leader | must say. Personally, | think it’s good, but she | Good support from leader, Relationship with

has not always time for all but not always time. nursing home leader

| feel like | am alone with this. We have HSE meetings, and we do have arenas where we | Feel alone, my responsibility. | Collaboration with
meet as a group, but | feel that it is my responsibility to have control over what happens in other leaders

my department.
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Table 3 Examples of Content Analysis theme 2. Relational Capacity

Theme 2 Category Subcategory Code

Relational capacity | Interactions | Relations to leaders Understanding from leader

Relationship with nursing home leader

Relations with employees Does the relationship affect work

Cooperation Transfer from hospital

Interaction between municipality and hospital
Interdisciplinary collaboration

Cooperation with next of kin

Collaboration with other leaders

Engagement | Proud of the job Meaningful work
Pride

Good reporting culture

Reporting culture Causes of poor reporting culture

Diversity in the employee group | Ethnicity
Female-dominated industry

Male caregiver

T1: Temporal Capacity
For all leaders, having enough time was essential to build a health-promoting environment that cared for the employees
and ensured QPS. Having time to be a leader, time to organize good care quality, and time to follow up sick leave were

reported to be factors of greatest importance.

“Time. It is all about time. We get more and more tasks, and that means that we must lower priority on other things. Both HSE
and QPS are important, but when you don’t have time to focus on these things, the quality won’t be good. In many situations
you cannot handling HSE or QPS without affecting the other, and that is challenging”. (leader, municipality 2)

Operational pressures: The leaders described a busy working day with many tasks, lack of time and resources, as well as
the need to always be available. For many participants, the distinction between work and personal leisure had
disappeared. They described a feeling of never doing enough, feeling guilty for not having enough time for their
employees, and not being able to exercise leadership the way they wanted; all could adversely affect HSE and QPS,
leaders said. They experienced great pressure and explained that being a frontline leader is hard work, implying always
considering everyone’s interests, and often fielding complaints from employees, patients, higher leadership levels and
other stakeholders. The leaders had a genuine desire for creating a good working environment and safe nursing homes
with high quality care for the patients. To achieve this, leaders saw the need to be present at the ward, attend handover
reports between shifts and always keep their office door open. Employees at nursing homes work shifts, and the leaders
found it challenging to be present for those who only worked nightshifts. Everyday life could make it challenging to
handle requirements connected to HSE and QPS and daily operations took much of the time that could otherwise be used
to follow up employees and engage in development work. Basic staffing was too low to deliver services of desired
quality level, leaders said, and they therefore focused on how to lower the standard to “good enough” and “acceptable”.
They were rethinking the standard of the care and accepted that if patients had their primary needs met and received the

necessary medical care, it would have to be good enough.

“We had to change from showering the patients once a week to every 14™ day. We thought that this would save us a lot of time
and have the least impact on quality”. (leader, municipality 1)

Comprehensive responsibility: The dual responsibility of HSE and QPS was a familiar concept for the leaders. All
participants knew they were responsible for both HSE and QPS, but experienced it as an enormous undertaking, and not
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everyone had an overview over what they were responsible for. Leaders experienced the dual responsibility as a dilemma,
having different laws regulating HSE and QPS, constantly making priorities and assessing what was more important.
Political decisions and expectations from society made it challenging for the leaders to enact their responsibilities.
Having tight finances that made them unable to keep to their budgets was demotivating and stressful, and leaders
recognized that there were not enough resources and time to look after both staff and patients in a satisfactory manner.
Even if there were conflicting interests, leaders were clear that HSE and QPS should be integrated and handled
holistically.

“When we talk about the dual responsibility, there are various pieces of legislation that regulate patient safety and HSE. In
addition, you have politicians who make decisions, and then it is me as the leader who must handle all these requirements. We
also have an economy that is not sufficient and a budget that we are unable to keep...., yes, that’s the way it is. At the same
time, it is connected and would be difficult to separate. There is something about having responsibility for both parts to be able
to see the bigger picture....”. (leader, municipality 2)

What was perceived as most challenging, was balancing the employees’ entitlement to a safe working environment
with restrictions against use of coercion when patients were acting out. Weighing patients” and next of kin wishes of
not using aids versus protecting employees against strain injuries was also a frequently reported problem. Having
a dual responsibility with conflicting interests was an everyday challenge and a huge responsibility. Several leaders
described this situation as stressful, with constant frustration for both patients and staff, who felt bad about not having
the mandate, competence, and time to solve these issues in a satisfactory manner. Several leaders reported considering
leaving their roles and exiting the sector as they experienced the gap between resources and demands as unbridgeable,
and the challenges of constantly having to prioritize between competing needs as so challenging it adversely affected
their health.

“This is why I have resigned and found another job. I get very stressed because I am not able to look after the employees
working environment the way I want, and the way I have learned that I should. I have thought about this a lot.... this is not good
for my health, it has made me sick”. (leader, municipality 5)

None of the participants had direction from their superiors on how to prioritize in the event of conflicting interests, and
when asked, participants were divided in their answers. They experienced having to assess it on a case-by-case basis. All
recipients were unanimous that work environment and quality of service delivery were connected. If the employees felt
safe, being part of a good competent team and were empowered, they would perform better and provide care of higher
quality. They also saw a clear connection between work environment and sick leave, and leaders experienced that great
work pressure, physical and psychological stress injuries and poor workplace culture were the cause of high sickness
absence of staff in nursing homes.

T2: Relational Capacity
Relationships between the participants and superiors, colleagues, employees, patients, next of kin, and other stakeholders
were crucial for work process and outcome for patients and staff.

Interaction: According to participants, being a frontline leader in nursing homes demands collaboration. Interactions
with healthcare institutions such as hospitals and municipalities within the county were necessary and important to
deliver good quality care. The small municipalities, especially, benefited from collaboration in meeting the requirements
from authorities to handle HSE and QPS, and leaders experienced that having good relationships improved collaboration.
According to the participants, patients in nursing homes are more demanding now and in need of more advanced care

compared to only a few years ago.

“When patients come to us, relatives have had them at home for a long time and are often tired and despondent. They often have
a bad conscience for leaving their spouse in a nursing home, and they take their frustrations out on us. We are being criticized
for the clothes we have put on the patient, questioned why they are not eating enough.... There is a lot of despair here”. (Leader,
municipality 2)
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Department leaders depended on collaboration with other department leaders when solving complex and demanding
issues regarding HSE and QPS. However, for leaders in small municipalities this was not always an option as they often
worked alone. Leaders in small municipalities had to establish relationships with leaders in other areas of expertise such
as schools, social services, or in neighboring municipalities. Having a team of colleagues to lean on was felt to be a great
support for the frontline leaders, and they highlighted the importance of having a good relationship with their superior.
Having their superior’s support when decisions were made, understanding the dilemmas they were facing, and their
everyday work life was important and made challenges easier to handle, participants reported.

Relationships between participants and the employees were crucial when tasks became demanding. Good relations
could buffer stress, frustration, and conflicts, and leaders also recognized that employees were willing to work more and
perform better if they had a fundamentally good relationship based on mutual respect and trust. If the relationships were
good, it was easier for employees to be open, have a good dialogue and be honest about their limitations and any health
issues that affected their ability to work. Finding good solutions for both parties would be more likely, leaders said. The
leaders also acknowledged that relationships also could have a negative effect, especially related to sick leave follow-up
and opportunities for adapted work tasks.

“I must be honest and say that the relationships are important. Employees who have repeated absences and call in sick before
the work weekend....then I must honestly say that I struggle....It is frustrating, and I feel irritated because it affects the other
employees and the patients. I know that I must focus on being a good leader in these cases...it is easier to reach out for someone
who’s always present and performing, than those who takes advantage of the system”. (leader, municipality 1)

Engagement: Having engaged employees who were proud of the care they provided and their workplace, was important
to create good relations with other stakeholders. Having variety and diversity in the workforce was perceived as
a strength but could also lead to challenges, according to the leaders. Nursing homes are traditionally a female-
dominated workplace, but some of the nursing homes in this study had male care personnel. Leaders saw this as
a strength, since men added another dimension to the work environment, male patients, and relatives. Ethnicity and
cultural background were important issues in relation to QPS and HSE for the leaders in this study. They appreciated
diversity and the broader interpretation this could bring, but it also created challenges, especially related to language.
Language barriers made communication challenging, and the leaders feared that it could affect QPS. Familiarity with the
Norwegian culture and religion, especially during the holidays was an advantage and contributed to create good relations
with patients and next of kin. Cultural traditions, relationships and time were used to explain the frequency of reporting
adverse events. Leaders focused on the importance of reporting, so that it could be used in the improvement work, but
they experienced that employees dreaded reporting adverse events as it was perceived to be unpleasant and could destroy
relationships with colleagues.

T3: Professional Competence

Competence: Competence of leaders and employees was a core factor when leaders elaborated on what kind of factors
that influenced working on HSE and QPS. All leaders had received mandatory HSE- courses when first employed, but
they recognized the need for more education to keep updated. The need for competence and qualifications had increased
over the years and the leaders highlighted the connection between healthcare workers competence and QPS. Recruiting
qualified personnel was challenging for all participants, and in the small municipalities it had become noticeably more
difficult in recent years. Leaders experienced that the media contributed to maintaining the recruitment challenges by
referring to the working conditions of healthcare personnel in a negative way.

“It has become more difficult to recruit. There are fewer and fewer residents in the municipality, so there is less recruitment
potential. We see it in the number of applicants for summer jobs...we have always had many students as summer workers, but
now there is barely enough to manage.... I also don’t think the media is helping to turn elderly care or the nursing profession

into something positive. It is difficult”. (leader, municipality 4)

The results showed a hierarchy within elderly care and nursing homes, where working in short-term wards and
rehabilitation had the highest status, while dementia wards had the lowest rank and was therefore least desirable.
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According to the participants, educational institutions highlight hospitals as the best learning arena where students and
newly graduated nurses could develop the most.

Recipients of the health care service: Patients in nursing homes are a diverse group, but they all have a great need for
care, and the disease(s) are often complex and advanced. All leaders saw an increase in the need of care in recent years
and described it as a dramatic change. Due to the severity of their disease, the patients were considered more demanding,
particularly related to cognitive and mental disorders. Some patients were seen as a risk for staff, and healthcare workers
needed to have expertise in the risk factors in their work environment, and how to handle them. Results showed examples
of employees fearing patients, doubting their competence and ability to resist the strain over time. Especially patients
with an aggressive behavior were demanding for the staff. Increasing competence, training for situations, and focusing on
debrief was some of the important measures for employees to manage the situations. Being present as a leader and
supporting the employees was prioritized for the participants.

“Many employees are a bit afraid to go to work, due to some unpredictable patients with an aggressive behavior....we probably
must reorganize, maybe create a group of employees who feel safe working this way and let them have the main responsibility

for these patients”. (leader, municipality 4)

Quality and safety in service delivery: Leaders in this study were concerned with QPS but believed that they delivered
high quality services despite the challenges in resources and competence. QPS is aspects of work they would try not to
compromise, and they argued that routines, dedicated employees, organization of work tasks, welfare technology, and
available aids were factors that influenced the QPS outcome. The concept of quality was considered in different ways by
the leaders, but they all described quality as a subjective experience that could be difficult to measure. Quality was linked
to the standard of care provision, the work environment for staff and patient safety. Although measuring could be
difficult, leaders experienced it as important to have some sort of standards to compare themselves with.

“When I think of quality, I think of how we collaborate, how we develop, how we practice our profession in relation to patients
and relatives, and how we reflect together. For me, quality means delivering services that are not only at a minimum, but

services that you can be proud of”. (leader, municipality 1)

Patient safety was easier to conceptualize, as the participants agreed that it was about keeping patients safe, prevent
injuries, and have good systems and routines when errors occurs so that they were able to detect, response, and prevent
adverse events. Leaders were constantly focusing on improving QPS by building competence amongst staff. Leaders
encouraged employees to report deviations and were concerned that everyone should be competent in what to report,
knowing the reporting system, and knowing that deviations were hand according to routines. According to the leaders,
getting these reports is the only way to improve our work, change routines, and getting an overview of where the errors
occur. Medication errors, patients acting out, and falls were the areas with most error reports. Problems in the working
environment were rarely reported. To meet future needs and demands, nursing home leaders acknowledged that they had
to be willing to change the way they organized their staff, developed competence, and solved tasks. Leaders of short-term
departments experienced their personnel to be used to handle rapid changes, thus were more robust in relation to new
challenges. Economics played an important role in what opportunities the leaders had to meet present and future needs.
Hiring substitutes, sending employees to courses to maintain and develop competence, providing qualified care, and plan
for future needs were not included in their current budget, and leaders experienced that the decision makers did not
understand the challenges.

“We are under cost-saving measures all the time. That means I can’t employ more people, while at the same time the complexity of
the tasks increases. I don’t have the money to hire substitutes, so in the event of sick leave we must manage without. To save money
and not hiring substitutes, I have often worked at the ward myself, but then I am not able to do my original tasks. The only thing I am
measured on and must report upwards in the system is finances, and that I am able to keep the budget”. (leader, municipality 5)
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T4: Organizational Structure

Structure: To manage the dual responsibility of HSE and QPS, leaders pointed out the need for understanding systems,
knowing the regulations, having experienced colleagues to discuss with, and a supportive leader. All nursing homes in this
study used Complio as their quality system, and leaders were satisfied with the opportunities this system provided. Complio
is an electronic system where documents are stored. It is used to save regulations, guidelines, and procedures, and for
reporting deviations, such as adverse events. Some of the nursing homes had systems for reporting deviations up the
management line and reviewed them weekly, while others had more spontaneous ways of working. The latter particularly
applied to the small municipalities. All leaders highlighted the importance of support from the Human Resources (HR)
department and being part of a leadership team. Documentation and thorough handovers between healthcare organizations
and shifts were crucial to maintain QPS. Leaders acknowledged that it was challenging to secure information in an
institution where staff worked shifts, often in part-time positions, and where language barriers among employees were
common. To effectively utilize resources and reduce the number of handovers and substitutes, all nursing homes were
looking at how the rotation schemes were organized and position sizes for the personnel. Increasing job sizes was a priority
for all, as they believed that would solve some of the challenges related to having enough qualified personnel, buffering for
sick leave, and fewer handovers. One way of organizing this was by introducing long shifts.

“We have introduced long shifts; 3-5 days at work for 14 hours per shift, followed by a longer period off. The department benefits
from having the same person working both dayshift and evening-shift, the quality will be better then. When we introduced long
shifts, it resulted in us only having qualified staff at work, and we have the same staffing whether it is Sunday or Monday, day, or
evening. | can’t remember the last time I only had qualified staff at work. Now there are fewer errors, and the employees have
a sense of ownership in their work. Both patients and next of kin are extremely satisfied”. (leader, municipality 1)

Introducing technology to monitor patient welfare could improve both HSE and QPS, participants said. By using
individually adapted sensors where you can enter specific data, eg, how far from the bed the patient can walk, how
long they can stay in the bathroom etc. before the alarm goes off, leaders experienced they could prevent several patient
injuries and increase patient safety. They presumed that welfare technology was a good aid for the employees, giving
them better overview and control.

Organization: The size of the municipality influenced how work with HSE and QPS was organized. Leaders who had
been working in both large and small municipalities, described the work process as more cumbersome in large
municipalities, involving more levels and decision makers. Size and number of patients and employees varied in the
various nursing homes and departments in this study, from those with a single leader to those where the leader was part of
a leadership team. How staff were organized also varied but, to meet future needs, several had reorganized and used staff
working across departments and tasks.

“We are organized differently to other nursing homes in the municipality. We have nurses as a separate team, not belonging to de
various departments, and it is the assistant nurses who run the departments. This is a pilot project initiated from higher management
level as an attempt to use the right skills in the right place. In addition, an effect of this organization will be that it contributes to higher
competence among assistant nurses, and the nurses are freed to do tasks only for which they are certified”. (leader, municipality 2)

The nursing homes in this study had different systems for, and ways of organizing, HSE and QPS. Some nursing homes had
plans and procedures that applied to all departments, while others made plans by department without common guidelines.
Some of the leaders had full control over the plans that were available and knew what was expected of them, while others
were not aware of what plans and guidelines they had. Deviations and safety inspections were described as regular tasks by
all leaders in this study, and they experienced these as important for safety and improvement work. Covid-19 was offered as
a common reason why HSE and QPS work had not been updated or conducted according to plan.

Discussion
This study examined how department leaders in nursing homes manage the dual responsibility of HSE and QPS, and

what they experienced as barriers and enablers in this task. Time, relationships, competence, and organizational structure
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were identified as the four themes that affect experience and outcome for HSE and QPS, and our findings show the
complexity in this work (see Figure 2).

Human factors, and the SEIPS model, refer to environmental, organizational and job factors, and human and
individual characteristics, which influence behavior at work in a way that can affect health and safety. Using this
perspective when analyzing the challenges of the dual responsibility of HSE and QPS provides a system orientation to
understanding the work system, processes, and outcomes by enacting leadership roles in a nursing home context.*> >’
The LMX-theory provides an enriched, relational understanding of leaders’ actions, attitudes, and opportunities when
handling dilemmas linked to the dual responsibility of HSE and QPS.?%%3° This is discussed in what follows along with

documentation on the future implications for research and practice.

Time and Competence

Participants in this study were unanimous that they experienced discrepancy between the resources they had available
and the expectations and demands they had to meet. Resources were defined as time, sufficient and qualified staffing, and
a budget that made it possible to run the department effectively. Legislations, finances, and expectations from stake-
holders caused continuous trade-offs for leaders in this study when handling the dual responsibility of HSE and QPS.
Employees® statutory rights to a safe working environment was often in conflict with legislation preventing use of
coercion. When patients acted out, leaders experienced this to be demanding when handling the dual responsibility of
HSE and QPS.**!***! The Efficiency-Thoroughness-Trade-Off principle (ETTO) posits that leaders are making constant
adjustments between demands and resources that affect efficiency and thoroughness, and an imbalance could lead to
errors and adverse events.*> Achieving an ETTO- balance is an essential leadership responsibility when maintaining QPS
and HSE.**** Leaders in this study described their role as demanding, since they had to comply with instructions and
decisions from mid-level leaders, top-level leaders, and politicians while at the same time translating the needs of
employees, patients and next of kin into sustainable, high quality healthcare*® (See Figure 3). This is also in line with
other models describing how systems affect safety and is a dynamic process.*

Work system Process Outcomes

Physical. Cognitive. Social/behavioral

Temporal
capacit
pacly HSE
Relational capacity has an impact
on work process and outcomes
Professional ORI QPS

structure
competence

A

Anticipated or unanticipated. short or long-lasting. intermittent or regular

Adaptation
Figure 2 The four themes of how department leaders in nursing homes manage the dual responsibility of HSE and QPS, the barriers and enablers, using a human factors
perspective.
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Work System

Regulations from politicians, municipality
top leaders and head of nursing homes

| |

Expectations from

> - HSE
society and next of kin .
Frontline leader
Factors influencing | Outcome
Department leader i
Process Time, competence and in nursing home
relations ’ _— L
Employees

e

Patient Patient Patient Patient Patient Patient Patient Patient Patient Patient Patient Patient Patient

Figure 3 Frontline leaders position in the municipalities, with responsibilities, considerations and influencing factors in a human factors perspective.

Leadership is about coping with change,*’ and our study showed that the ability to change is essential to deliver good
quality care and maintain health and safety for both patients and staff. It is a leadership responsibility to ensure that the

organization is adapted to the environment,'**’

and reform processes in the Norwegian healthcare system have resulted
in frequent reorganizations. Together with future challenges and expectations this requires constant adaptations and
commitment from the department leaders in nursing homes. To motivate and inspire change, leaders aim to be agile and

flexible, with a propensity to adjust to pressure, events and circumstances,*’**

which requires competence and time.
Training in HSE is mandatory for leaders in Norway, while there are no legal requirements for competence in QPS,* and
leaders in our study experienced it as challenging to separate HSE and QPS as they often influenced each other. In our
study competence and time were seen as facilitators, and lack of them was perceived as a barrier when handling the dual
responsibility of HSE and QPS. Healthcare leaders are often professionals who have taken on a leadership role,
sometimes with limited leadership qualifications,'®**>° In our study, all participants had a health-related bachelor’s
degree, and extended experience from clinical practice, but varying degrees of managerial expertise and education.
Having a clinical background provided them with a unique position as they know their area well, can translate decision-
makers' strategy into everyday life and act as sense-givers to the staff.****3! Local expertise can provide a broader
understanding of barriers and facilitators in the work system.>> In our study the department leaders possessed local
expertise on the opportunities and challenges in their department, whereas decisions from policymakers and nursing
home leaders often applied to all nursing homes or all departments in the specific nursing home regardless of local needs
and resources. This explains how organizational factors within the department, and external factors such as political
decisions, legislation, and the economic situation in the municipality and nursing home have consequences for the work
system (department), and the people performing the tasks (department leader).”®>* Handling frequent changes to meet
future challenges and needs in healthcare, such as changed disecase patterns, aging populations, technological advance-
ments, and political reforms, places great demands on healthcare organizations and professionals’ capacity to implement
change.”® This requires leaders to be present, to be qualified, and to allocate time to translate political and managerial
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decisions into sensemaking and sensegiving activities.*”*** In this study, leaders found that being a good and present
leader sometimes involved trade-offs to manage the daily tasks and challenges. This indicates that department leaders in
nursing homes must have the local expertise and know the appropriate trade-offs to balance tensions and manage QPS
and HSE. There is a need for future studies investigating the role of local expertise when frontline leaders maneuver in
a landscape of conflicting demands, needs and resources. There is also a need to investigate the difference in mandatory
courses where the Norwegian legislation requires HSE training and the QPS legislation does not.

Relations and Organizational Structure

Leadership is associated with HSE and QPS outcome,'*!”

and LMX theory suggests that leaders can develop high-
quality relationships with employees and thus affect safety culture.?’** LMX views the dyadic relationship quality as the
key to understanding how leadership affects members, teams, and organizations. It assumes that leaders influence their
employees through the quality of the relationships they develop with them.?'*? Leaders in our study clearly stated that
relations had a significant impact on their work with HSE and QPS and they tried to establish good relations and effective
collaboration with all stakeholders. Leaders indicated that having positive relationships with patients and relatives, where
information was shared, improved QPS. This concurs with Nilsen et al (2019), who found it is important to support work
on positive patient/provider relationship to maintain high quality and safety for both patients and staff.> The LMX
theory assumes that the dyadic relationship between leader and employee develops continuously over time, and that
development is affected by the leader’s delegation of tasks and the employee’s performance.*®***” In this study leaders
acknowledged that the relations they had with the employees affected not only the work environment, but also the
opportunities for arranged work tasks and sick leave follow up. The participants strived to treat all employees equally and
fairly but experienced that that was not always possible Previous research pinpoints that leadership should be indivi-
dualized and supportive in order to encourage development, resolve conflicts, buffer stress and strengthen staff and
patient safety.” Low quality relationships may lead to more work-related stress and less social support from the leader
which in turn can lead to burnout. Burnout is associated with lower patient satisfaction and reduced health outcomes and
could thus affect both HSE and QPS.”® This shows how relationships can have an impact on both work systems
(organization) and individuals (leaders and employees) and thus affect the process and outcomes of HSE and QPS. Our
study indicates that relations are an additional and crucial process component when using a human systems approach
such as the SEIPS model >’

Frequent changes influence employees’™ health and well-being, and poorly implemented and communicated change
processes can cause workforce stress and uncertainty, and thus affect HSE and consequently reduce QPS.”> Successful
change-processes are a leadership responsibility, and in healthcare, sensemaking-sensegiving is a challenging task due to
constant adjustments and the need for quick decisions based on the current situation.*”*** The healthcare system in Norway
is constantly reorganizing to meet demands with available resources, and leaders in this study experienced not having
enough time to facilitate good change processes, and that they traded off facilitating and implementing changes thoroughly
to maintain daily activities. Sensemaking processes are essential to understand employees’ responses to change and trading
them off could therefore affect HSE and QPS outcome.”~° Moreover, studies indicate that relations between employees
and frontline leaders have an important role in employees’ participation in patient safety efforts, and there is a positive
association of high quality relationships between leaders and employees in reporting-structure and culture.®® In our study,
reporting deviations and adverse events was important to the leaders, and they focused on improving the reporting culture.
Few deviations were reported regarding the working environment, and the leaders assumed this to be grounded in relations.
They experienced that employees would not readily reveal each other’s mistakes, but when employees’ had a good
relationship with their leaders, they would be more likely to report more sensitive incidents. This demonstrates how
relations influence improvement work, and thus the outcome for HSE and QPS. According to Hofmann et al (2003),
frontline leaders, and the safety climates they create in their work group, can have significant impacts on the safety
performance of their staff,’' Consequently, leaders should strive to create good relationships with their employees, so that
all aspects of safety are maintained. This is in line with LMX theory. This study shows that the SEIPS model can be used to
understand how individual behavior affected by relations in the work system can affect the process, and thus the outcome
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for HSE and QPS. Changing the way of thinking, from safety silos that see patient safety and employee safety as separate
entities, to an integrated whole, would provide a more holistic view of HSE and QPS.733737:58

Conclusion

This study shows that both external contextual factors (eg, legislations and finances) and internal factors (eg, relations
and expectations) influence what department leaders in nursing homes experience as barriers and enablers when handling
the dual responsibility of HSE and QPS. The department leaders acknowledge that time, relationships, competence, and
organizational structure influence their experience when enacting their responsibility for both versions of safety. This
study indicates that relationships are important for leaders to maintain QPS and HSE. Adding the process of relations to
the human factors SEIPS model (see Figure 2), has potential to improve our understanding of how the safety silos can be
integrated and give a more holistic view of HSE and QPS.

Strengths and Limitations

This study is the first to explore department leaders in nursing homes experiences of the dual responsibility of
HSE and QPS. The strength of this study is that it contributes new insight regarding enablers and barriers when
handling this duality. The enablers and barriers explored here are not exhaustive, but they provide an insight that
may be transferrable to other similar contexts.*” The study has some limitations. The participating department
leaders were recruited by head of nursing homes, with some risk of selection bias or unintended potential
experience of pressure to participate in the study. This was mitigated by information letters to all informants
prior to the interview, and by the interviewer elaborating on the possibility to withdraw at any time and that the
participation was voluntary and withdrawing would have no negative consequences. When using a semi structured
interview guide, it is possible that participants may be prompted to answer in a certain way.®> To minimize that
risk, we informed participants that we were interested in their experiences, and that no answer was right or wrong.
This study consisted of 16 participants, and having a higher sample of department leaders and municipalities
could have provided other elements to the results.

Abbreviations
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Patient Safety; LMX, Leader-Member-Exchange.
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