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Quality of care is what we make of it: a
qualitative study of managers’ perspectives
on quality of care in high-performing
nursing homes
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Abstract

Background: Leadership has a vital role regarding quality of care in nursing homes. However, few studies have
explored upper-level managers’ views on how to assure that residents receive high quality of care. Therefore, this
study’s aim was to examine how managers of top-quality nursing homes define, develop and maintain high-quality
of care.

Method: We used interpretive description, an inductive, qualitative approach. Our research included 13 semi-
structured interviews with 19 managers. We analyzed their input using reflexive thematic analysis, which is an
iterative approach.

Results: Quality development and maintenance are cyclic processes. Managers in high-performing nursing homes
lead with high commitment towards a person-centred quality of care, creating appropriate working conditions and
continuously co-creating a vision and the realization of quality of care together with employees.

Conclusions: This study confirms that, in high-performing nursing homes, a person-centered approach—one
where both residents and employees are at the center—is essential for quality development and maintenance. The
most effective managers exemplify “person centeredness”: they lead by example and promote quality-focused
working conditions. Such strategies motivate employees to provide person-centered care. As this means focusing
on residents’ needs, it results in high care quality.
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Introduction
Improved standards of living and health care have dra-
matically increased life expectancy in many countries
[1]. The number of older adults receiving care in long-
term-care facilities such as nursing homes is increasing
[2]. Helping this vulnerable group maintain their health
and quality of life while retaining as much autonomy as
possible demands high quality care in nursing homes

[2]. Yet, factors such as rising number of residents with
complex care needs, high staff turnover rates leading to
discontinuity of care, organizational process changes or
scarce funding often make it difficult to provide nursing
home residents safe, high-quality care [2–5].
Faced with comparable challenges in similar con-

texts (e.g., concerning legislation or financing models),
some nursing homes deal with issues much more suc-
cessfully than others [6]. Even where the overall qual-
ity is satisfactory, differences in care quality are
clearly visible between facilities [7–9]. In Switzerland,

© The Author(s). 2021 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data.

* Correspondence: franziska.zuniga@unibas.ch
Institute of Nursing Science, University of Basel, Bernoullistrasse 28, 4056
Basel, Switzerland

Asante et al. BMC Health Services Research         (2021) 21:1090 
https://doi.org/10.1186/s12913-021-07113-9

http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-021-07113-9&domain=pdf
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
mailto:franziska.zuniga@unibas.ch


even though the majority of nursing home residents
rate their overall quality of care (92.8 %) and life
(71.3 %) as good or very good [5, 10], recently devel-
oped Swiss quality indicators showed a wide range of
quality between nursing homes [7].
The need to deliver high quality care places heavy de-

mands on nursing home managers, who need to fill resi-
dents’ and their families’ growing needs with scarce
available resources [2, 11]. Differences in quality of care
result partly from nursing home managers’ relative com-
petencies and abilities to address such challenges [12].
These managers must assure resident quality and safety,
provide strategic direction, and establish necessary struc-
tures and processes—all while encouraging and guiding
staff development to achieve targeted outcomes and
strategic goals [12–14].
Nursing home managers refer to two different roles:

nursing home directors (NHDs) and directors of nursing
(DONs). And while both of these roles are essential to
nursing homes’ organizational effectiveness, they differ
greatly in their assignments [14]. NHDs typically manage
their facilities’ daily operations. This role calls for leader-
ship, but also involves managerial, commercial, strategic
and legal responsibilities [11, 14]. DONs often serve as a
second-tier manager who reports directly to the NHD.
In addition to a nursing degree, DONs need to demon-
strate clinical competencies and effective leadership
skills [15]. Most Swiss nursing homes’ organizational
models place DONs in co-leadership positions alongside
NHDs; others assign both roles to the NHD.
Nursing home managers often influence how chal-

lenges are faced within their facilities and decide how
safety standards and quality of care are developed,
achieved and maintained [14, 16–19]. This means their
leadership approaches and behaviors (e.g., regarding
communication or supervision), as well as their roles,
capabilities and even years of experience in their pos-
ition can all affect outcomes regarding both residents
(e.g., satisfaction with care, safety, physical restraint use)
and staff (e.g., job satisfaction, turnover) [16, 19–21].
Ample evidence suggests that nursing home managers

can have a close relationship with quality of care. How-
ever, few researchers have examined the details of that
relationship: there is little evidence on just how man-
agers’ leadership characteristics influence the quality of
care provided in their care contexts [6, 14, 19]. To
bridge this gap, a Swedish study explored the perspec-
tives of high-achieving managers. Specifically the re-
searchers explored how the most effective managers
promoted person-centered care in their nursing homes
[22]. Based on the values of respect, individuality, auton-
omy and empathy, person-centered care is associated
with improvements in resident outcomes including well-
being [23–25]. In examining this relationship, previous

researchers have described essential aspects of quality of
care development [22], but have not fully explored how
nursing quality can be promoted and maintained in
nursing home contexts. With this study, we aim to ex-
plore first how nursing home managers from high-
performing Swiss nursing homes define quality of care,
then how they develop and maintain it.

Method
Design
We used Thorne’s interpretive description methodology,
an inductive, qualitative approach developed for applied
research [26]. By guiding data description and interpret-
ation, Thorne’s methodology facilitates the understand-
ing of clinically relevant phenomena. Applying it to each
studied manager’s description of how they promote
quality of care resulted in useful knowledge for nursing
practice.

Setting and study participants
This work was embedded in the Swiss Nursing Homes
Human Resources Project 2018 (SHURP 2018). Using a
convenience sample of 118 nursing homes in the Ger-
man and French speaking regions of Switzerland, the
SHURP study examined the relationships between
organizational characteristics and quality of care [27].
To be included in the study, nursing homes had to be
recognized as such by their cantonal authorities. Among
the participating facilities, 86 had already updated their
routine needs assessment instruments to allow collection
of data on the six newly introduced Swiss quality indica-
tors. These covered four domains: physical restraint,
weight loss, polypharmacy and pain. The definitions of
the six Swiss national quality indicators for nursing
homes can be found in Table 1 [7].

Quality of care was gauged via the six national quality
indicators. For this study’s purposes, each home was
assigned one rank for each quality indicator. We calcu-
lated the final ranking based on the sum of the ranks
across all six indicators. We invited managers of nursing
homes ranked among the top 30 % to participate in this
sub-study. We invited participants for interviews if they
were currently working in an institutional-level leader-
ship position, either as an NHD (administrative leader-
ship), or as a DON (clinical leadership). To be eligible,
participants had to fulfill three criteria: (1) they had been
in their current nursing home position for at least one
year prior to SHURP 2018; (2) they worked a minimum
employment percentage of 60 % in a German-speaking
Swiss nursing home; and (3) they spoke German. We re-
stricted the study to the German-speaking part since
only 1 French-speaking NH had provided data on quality
indicators. At facilities where the NHD and DON were
separate positions, some facility managers collaborated
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so closely with their DONs that they asked for and were
granted joint interviews. To minimize desirability bias
the researchers did not establish a relationship with any
of the participants before the beginning of the study.

Data collection
We initially contacted managers in 19 nursing homes
by e-mail to participate in the study. Six did not fit the
inclusion criteria, mostly because of management-level
changes. In total, we recruited 19 study participants—12
NHDs and 7 DONs—from 13 nursing homes. Those
who agreed to participate were contacted by the first au-
thor to make an interview appointment. The first author,
who works as a geriatric nurse in a university hospital,
conducted eight individual and five group interviews
with 2–3 persons each. Interviews were semi-structured,
guideline-based and face-to-face; they took place be-
tween September 2019 and January 2020. All started
with the question “what defines high quality of care from
your point of view?” The interview guide contained
open-ended questions on communication, leadership
styles, activities carried out to ensure quality, dealing
with challenges, as well as general questions to explore
managers’ views regarding quality of care. The interview
guide was developed based on a prior literature review
on how quality of care can be improved and on discus-
sion among the research team members. Some key ques-
tions are found in Table 2. Other topics mentioned by
the managers during the interviews were further ex-
plored through in-depth questions. All participants also
completed a short sociodemographic questionnaire.

Conducted in participants’ nursing homes, the inter-
views lasted 43–77 min. They were audio-recorded, then
transcribed into standard German. Redundant data with
recurring statements and common themes were
achieved through the 13 interviews, indicating acceptable
data saturation. Field notes were written immediately
after the interviews and used during data analysis. All
participants were informed at the beginning of the inter-
view both that their data were confidential and that they
could withdraw at any time. All signed a declaration of
informed consent. The study received an ethical waiver
from the Northwest and Central Swiss ethics committee
(Req-2019-00608).

Data analysis
To interpret the interview data coherently and convin-
cingly, the authors used Braun et al.‘s (2019) iterative
method of reflective thematic analysis—a six-step ap-
proach to identifying, analyzing and highlighting issues
[28]. Performing analyses in parallel with data collection
allowed us to evaluate topics that emerged from the earl-
ier interviews and add them to the guide. We then ex-
plored those issues further in later interviews. As
suggested by Braun et al., the first author familiarized
herself with the data by transcribing the interview input,
then reading the transcripts several times. With each it-
eration, she first made, then revised interpretations.
The analysis also included coding, continuously inter-

pretating and comparing all interviews to identify pat-
terns. Topics were generated and displayed using
thematic maps. The MAXQDA 2020 software program

Table 1 Definitions of the national quality indicators for nursing homes in Switzerland

Quality
Indicators

Definition

Physical restraint (1) Percentage of residents with daily fixation of the trunk or with seating that prevented the resident from rising in the last 7 days
(2) Percentage of residents with daily use of bedrails or other devices on all open sides of the bed that did not allow the resident
to leave the bed independently in the last 7 days

Weight loss (3) Percentage of residents with weight loss of 5 % or more in the last 30 days or of 10 % or more in the last 180 days

Pain (4) Self-reported pain: Percentage of residents with daily moderate or higher pain intensity or residents with nondaily very strong
pain intensity in the last 7 days
(5) Observed pain: Percentage of residents who showed daily moderate or higher pain intensity or residents who showed
nondaily very strong pain intensity in the last 7 days

Polypharmacy (6) Percentage of residents who took 9 or more active ingredients in the last 7 days

Table 2 Key questionnaire items to elicit examples

Topic Questions

General What defines high quality of care from your point of view?

Leadership How would you describe your role’s contribution to the quality of care in your nursing home? How is quality promoted and
maintained in your nursing home?

Communication What defines “good” communication from your point of view? How do you shape communication in your nursing home?

Challenges How do you address challenges that may arise when dealing with nursing staff in everyday life?
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[29] was used for data analysis. The coding, analysis and
theme building were discussed regularly with the second
and last authors. A working group for qualitative re-
search provided quality assurance by discussing the ana-
lytical steps.

Results
The study received input from 19 participants (NHDs
and/or DONs) in 13 interviews. Information on the par-
ticipants can be found in Table 3. Our analysis showed
that, from these managers’ shared perspective, attaining
high-quality nursing care is about leading with commit-
ment, creating appropriate framework conditions and
working together continuously on quality of care (see
Fig. 1).

Leading with commitment
Ensuring that residents received high quality of care re-
quired purposeful, fully committed managers with vision,
heart, and knowledge, who led their staff by example. All
the nursing home managers emphasized the value of a
clear vision of quality of care. Most either started with
an overarching vision of quality or generated one with
the cooperation of all stakeholders. One person de-
scribed it as follows:
It helps that I have an idea of what level of quality I

want to stand up for. [7]
From these managers’ point of view, their passion for

and enjoyment of their work in the nursing home influ-
enced the quality of care. It was important to them that
both they and their staff members not only recognized
but were also intrinsically motivated to fulfil the purpose
of their work. One interviewee made it clear that they
led with heart:
I myself also have a certain passion for the job. I do

this myself with conviction [3].

These managers were conscious both of setting an ex-
ample by leading honestly, reliably, transparently, with
perseverance and adaptability, and of developing the
ability to reflect on their actions. As they lived these
qualities personally, they asked no less of their em-
ployees. The same applied to other professional and/or
personal qualities: they demanded nothing from their
staff members that they themselves could not (or would
not be able to) deliver. As one DON summed it up:
It is important that I live up to what I expect from my

employees. And that is something very central for me in
my leadership style [2].
These managers recognized that advancing their nurs-

ing homes’ quality of care demanded both leadership
acumen and professional expertise. Their recognition
that knowledge and skills enabled them to coach and
empower employees drove them to overcome personal
knowledge deficits either via personal study or via fur-
ther/advanced training. Nursing home managers were
able to maintain pleasant working relationships through
their leadership styles and their ability to identify em-
ployee needs, which they considered as sympathetically
as possible when creating framework conditions.

Creating framework conditions
Nursing home managers believed that the underlying
purpose of their job was to create suitable conditions for
high quality of care. This involved defining the conditions
necessary for high quality work, enabling clear, timely
communication and deploying key staff. Regarding high
quality of care, all interviewees agreed it was necessary
to lay out clear prerequisites for those involved in care
delivery and to define the conditions necessary for high
quality work, that is, factors that regulate the entire care
institution’s structures and processes. Many also noted
that transparent, systematic management was essential:
A…systematic approach, this is very central. This

helps not only to have an orientation, but also to give
people the feeling that they are not lost in the quality
discussion [1].

Their strategies to make or keep their systems trans-
parent included working together to create and adapt
quality documents such as guidelines, concepts and in-
structions. These had to be not only feasible but fully
understandable. One described the experience in terms
of changing one’s point of view:
I am trying to move up from the [staff at the] base. So

today I look much more at: What does the base need?
With which concepts can [they] work so that it is simply
clear (emphasized) for every woman, every man? [12].
For many respondents, this change of perspective was

vital to the creation of framework conditions that
allowed them to identify their employees’ needs. To ex-
plore staff`s perspectives on given working conditions,

Table 3 Participants’ sociodemographic information (n = 19)

Participants’ sociodemographic data n (%)

Gender
Female

16 (84.2)

Age in years, mean (range) 50 (37–64)

Current function
Nursing home director (NHD)
Director of nursing (DON)

12 (63)
7 (37)

Length of service in current function in years, mean (range) 9.8 (1.5–25)

Length of service in nursing home in years, mean (range) 9.1 (1–25)

Occupational field
Nurse
Architect and activation specialist
Primary teacher

17 (90)
1 (5)
1 (5)

Training/further training areas
Management-specific
Care-specific
Both

13 (70)
1 (5)
5 (25)

Asante et al. BMC Health Services Research         (2021) 21:1090 Page 4 of 10



identify gaps in coverage, discuss challenges and plan
measures to overcome them, all managers enabled clear
and timely communication through regular inter- and
intra-disciplinary exchanges and an open communica-
tion culture. Nursing home managers supported this cul-
ture partly by being present in everyday workplace life
and partly by signaling their accessibility via visits to the
units. Of course, it was not enough simply to be physic-
ally present: they also had to contribute to a comfortable
atmosphere. One interviewee focused on awareness of
others:
We also attach importance to being aware of each

other. Both among staff and with relatives or residents,
this gives a basic message that ‘One is welcome, one is
noticed.’ [7].
All nursing home managers agreed that mistakes are

unavoidable but can be learning opportunities. They
considered it extremely important for employees to
communicate errors: in addition to minimizing any dam-
age, this allowed them to address both individual and
systemic deficits. To identify and resolve difficulties,
managers deployed key staff, i.e., people who had a de-
cisive influence on residents’ quality of care. Some of
these people worked alongside nursing professionals in
the residential areas to deal with critical situations. They
were deployed both to bring in useful empirical

knowledge and to translate that knowledge into practice.
Managers distinguished between key clinical and key
managerial staff. Key clinical staff are nursing specialists
with extended knowledge and expertise. They work on-
site to guide nursing teams’ practices.
Most of the participating nursing homes had nurse

specialists in place, but with various backgrounds. They
ranged from registered nurses with some in-depth con-
tinuous education in geriatrics or palliative care to ad-
vanced practice nurses with master’s-level education.
One NHD described why she considered one of her
nurse experts particularly useful:
She actually has the professional responsibility in the

care groups. She is an important part of the care team,
including at the residents’ bedsides. She can manage
complex situations together with the team [7].
Key managerial staff, on the other hand, were charac-

terized by their management expertise. As team leaders
who also had organizational responsibilities, they had a
comprehensive view of what was happening in their
units and promoted staff and team development.

Working together continuously on quality of care
All respondents described the improvement of quality of
care as a complex, continuous process that depended on
input from all relevant stakeholders, especially residents,

Fig. 1 Results: main topics and sub-topics
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relatives and staff. They considered this process cyclical:
it required a joint definition of care quality linked to ac-
tive and conscious work towards quality, as well as a
strong focus on successful cooperation and regular pro-
gress checks.
Initially, it was necessary to formulate a uniform defin-

ition of nursing care quality. However, as individual per-
ceptions of nursing care quality sometimes differed,
some managers found it important to develop a shared
understanding of quality together with all staff involved
with care in the nursing home. While defining care qual-
ity was sometimes perceived as difficult, all those inter-
viewed focused on holistic, individual care and support
for the residents. One participant connected this quite
concisely with the principle of person-centered care:
For me, a high or good quality of care is when a treat-

ment…is adapted to the needs of the residents—respect-
ing [the resident’s] wishes and their perspective and
responding to them as well as possible while placing
them in the center [10].
This type of statement illustrates how high-performing

managers consider person-centeredness crucial to qual-
ity of care. Other management staff expressed similar
perceptions regarding quality of life and person-
centeredness in their individual definitions of quality of
care. Since the improvement of quality of care is an ac-
tive process, there are two important implications: first,
that the care aspect is extremely important, and second,
that both managers and employees act attentively and
responsibly in their daily practice. Participants consid-
ered quality of care not simply a theoretical ideal, but a
specific goal of each day’s work that should be noticeable
and visible to residents. One manager described quality
building and maintenance as a continuous responsibility:
To maintain quality of care, to keep it moving, that is

like a permanent plate that rotates. … For me, this is
really a standing order in management. For me it has al-
ways been so important: there is no quality unless we
make it [4].
The dynamics of quality production are there for all to

see. Leaders must ensure that the persons involved co-
operate well despite this complex and dynamic process
to improve quality of care. However, quality of care
never results solely from management efforts: it de-
mands successful cooperation and positive synergies
throughout their institution(s). Successful managers pro-
mote quality by ensuring that, in addition to appropriate
professional competencies, each recruit demonstrates
highly developed social skills, a sense of responsibility,
self-reflection and adaptability.

Our participants also spoke of continuously strength-
ening these skills in all staff members. They achieved
this via a combination of personal participation and a
willingness to share or even transfer responsibility. As a

major factor of a positive work environment, this mix in-
fluenced first their staff’s work motivation, then the
quality of their nursing care. Our participants recognized
that each new level of autonomy helped their care staff
to feel valued, which motivated them to do still better
work. As one manager said:
I call for participation. So, I want them to think along

with me—that they themselves, [when] problems arise,
think first about how they can solve them together [1].
As one major management responsibility is to ensure

that their entire organization is always developing, these
continuous, conscious efforts towards improvement of
the care quality must also be actively checked at both
the system and the individual level. At the system level,
our participants initiated periodic reviews to evaluate
processes and structures. At the individual level, checks
involved having those involved reflect on their actions.
These evaluations also depended on residents’ and their
relatives’ evaluations of the care and support provided.

Discussion
As nursing home managers take on various roles, they
assume varying ranges of responsibilities. Based on our
interviews, they contribute to quality production in three
main ways: (1) by leading with commitment; (2) by cre-
ating framework conditions favorable to high-quality
care; and (3) by collaborating actively and continuously
with their staffs to improve the quality of care provided.
Because these types of contributions interact in ways
that allow managers to review and adjust the relevant
framework conditions, these managers ensure that the
quality of nursing care can be continuously improved.
In the literature, researchers commonly describe nurs-

ing homes as complex adaptive systems: they are learn-
ing healthcare systems. As agents of these systems,
nursing home managers and staff must continuously
learn and reorganize themselves in the face of dynamic,
interdependent elements and constraints. Relations be-
tween the various agents influence resident outcomes.
Therefore, quality-oriented managers facilitate both con-
tinuous learning and continuous action [16, 30]. That is,
they encourage their staff to teach, learn from and col-
laborate with one another. The effects of these inter-
agent relationships were visible in our results.
As quality production in nursing homes consists of

numerous interrelated elements as well as dynamic rela-
tionships between the participants, their systems are
complex. And as many of the needs they fill are unpre-
dictable, those same systems need to be adaptable. To
consistently oversee, understand and harmonize the
many dynamic processes that shape life and work in
such complex systems, high-performing nursing homes’
managers not only have a wide range of abilities and
skills, but also tremendous flexibility.
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To varying degrees, our interviewees’ personal atti-
tudes, behaviors, characteristics, competencies and com-
mitment levels reflected the ones of leaders managing
complex adaptive healthcare system [31]. They also gen-
erally shared several character traits. For example, all de-
scribed themselves as committed, honest, transparent,
reliable and self-reflecting. Their ability to reflect on
themselves as well as on current processes and struc-
tures allowed them to act and adapt to situations appro-
priately. As noted above, this capacity to adapt is crucial
in nursing home. All interviewees also reported leading
with a clear vision of quality, i.e., they were aware of
exactly what they were working for and why.
Before the strategic goals of the nursing home could

be implemented, structural and process-related prereq-
uisites for good nursing care quality had to be defined
and in place. The literature confirms that high-quality
nursing home care begins with a clear vision in the mind
of the manager [30]. Aligning the organization to
achieve effective outcomes and realizing that vision re-
quires adjusting structures, functions, and responsibil-
ities [32, 33]—all while adapting to constantly-changing
challenges.
For managers, translating their visions into action re-

quires communicating them in ways that allow staff
members to fully understand both the short- and long-
term goals of their work. Achieving high quality in com-
plex adaptive systems demands open communication
and the use of formal and informal information chan-
nels. By enhancing employees’ perceptions that their
opinions and input are valued, open communication
from management fosters open communication from
and between staff members [6, 30].
Moreover, we suspect that nursing home managers

who influence quality the most are those who not
only shape their facilities’ culture but embody it. In-
trinsically motivated, fully committed to quality, they
lead by example. This is reflected in the literature,
which describes how the most effective nursing home
managers focus their abilities and skills on fostering
leadership, communication, cultural design and co-
operation with their staff [6, 12].
Our study results also highlight another of the man-

agers’ central responsibilities: promoting a work culture
that recognizes the value of collaboration and person-
centeredness. Person-centered care promotes healthy re-
lationships between all participants. This begins by rec-
ognizing each resident’s personality and right to self-
determination, and treating them with respect and em-
pathy [25].
Within high-performing complex adaptive systems

focus on connectivity and person-centeredness is placed.
Sullivan et al. [6] highlight person-centeredness as a crit-
ical factor in nursing homes. In their 2018 study

comparing high- and low-performing nursing homes
based on both clinical and person-centered care out-
comes, they noted five domains in which the higher-
and lower-rated facilities differed: leadership support,
organizational culture, teamwork and communication,
resident-centered care recognition (including awards),
and resident-centered care training [6]. These themes
were also prominent in our interviews. From our inter-
viewees’ general perspective, quality meant meeting their
residents’ individual needs in a person-centered manner,
allowing them to experience a good quality of life.
Our participants also stated that the members of their

care teams used various skills and abilities for person-
centered care. Recognizing that using all staff members’
knowledge and expertise improves the residents’ daily
care [22], they also stressed the principle that staff mem-
bers who were aware of their importance regarding qual-
ity production were more likely to act accordingly.
Participants regarded diverse skills as an enriching fac-
tor. To encourage it, they acknowledged and supported
their staff members in diversifying their skill sets. They
noted that when they valued, appreciated and promoted
commitment in individuals, one result was that they fos-
tered healthy working synergies. Another was that, as
direct attention to care team members’ needs and
strengths allowed them to experience person-
centeredness for themselves, it led to increases in
person-centered patient care.
In practice, then, to maintain their staff members’ mo-

tivation—and ultimately quality— managers needed to
value and develop those employees’ knowledge and
skills. Likewise, as noted by Forbes-Thompson et al., for
the purpose of quality production, focusing on the needs
not only of residents but also of care teams is crucial
[30]. So, while managers practiced person-centeredness
regarding their residents, they did the same for their
staff. They acknowledged their staff members’ needs and
contributions by providing a range of opportunities to
share their opinions and then considering and acting on
their input.
A 2020 study observed that successful nursing home

managers led with a high degree of person-centeredness
[22]. While that study asked nursing home staff to evalu-
ate their facilities’ person-centeredness subjectively, we
evaluated the targets of person-centeredness based on
clinical quality indicators. Despite differences in personal
focus, participating managers reported very similar be-
haviors in both studies. This similarity likely reflects the
principle that, like quality, person-centeredness is pro-
moted by managers. The most successful nursing home
managers have a personal understanding of person-
centeredness and its implementation. They also support
employees by exemplifying person-centric attitudes and
creating a trustful working environment [22].
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A 2020 review by Siegel and Young [14] highlights
major research gaps regarding administrative and clinical
leadership in nursing homes. The current study’s results
are a first step towards a better understanding of that
topic. For example, Siegel and Young highlighted the
shortage of knowledge available on how NHDs and
DONs work together [14]; our findings indicated that, in
the most successful care homes, they normally collabor-
ate closely, commonly regarding themselves as partners
in producing quality of care. Because most DONs are
regularly present on the wards and interact directly with
staff members, they are able to bridge many gaps be-
tween the wards and the NHD. In their everyday work,
DONs use their insights to convey current issues or
topics discussed in the wards (e.g., equipment or mate-
rials needed) to the NHD. Armed with this information,
the NHD deals with the matter of balancing resource re-
quests with budgeting constraints. Siegel and Young also
emphasize the need for more research regarding role
perception and leaders’ effectiveness, particularly regard-
ing how to build capacity in others and empower staff.
Our results show that NHDs and DONs—mostly

DONs—build close relationship with the staff, create op-
portunities for open communication and generally work
to provide room for staffs’ interests, abilities and capabil-
ities to unfold. For managers to perform their roles ef-
fectively, they need to rely on the information their
DONs can gather, as well as on their own clinical and
leadership knowledge [34, 35]. The combination of these
resources enables them e.g., to coach employees in ways
that will build their capacities [17, 22]. Our participants
specifically acknowledged this need, describing how they
shared their know-how to support employees’ develop-
ment [17, 22]. Considering managers’ abilities to interact
closely with staff members, to identify and respond to
their needs and to have a personal understanding of
person-centeredness, our study participants seem to
adapt a transformational leadership style to lead success-
fully. Transformational leaders are not only known for
their social competences, i.e., as they are able to foster
relationships, motivation and job satisfaction among staff
but, like our study participants, they also perceive man-
agement as a collaborative and dynamic process [36, 37].
Finally, Siegel and Young’s review shows how little is

known about nursing home managers’ preparedness for
their roles—especially considering that no further educa-
tion is mandatory for ward nurses to become DONs. All
of our study participants—both NHDs and DONs—had
completed further education, mostly in management. In
terms of preparatory training, minimum standards are
clearly necessary. All study participants also stated that
they prepared for their roles as quality promoters by be-
ing ready and willing to acquire the necessary knowledge
on their own in order to achieve their set goals.

There is no doubt that managers influence the quality
of care offered in their care homes. However, the mecha-
nisms of quality production remain largely unexplored.
This study offers insights into how high-performing
nursing homes’ managers use their leadership capacity
to deal with challenges, lead their staff efficiently and en-
sure high-quality clinical and person-centered care,
while managing the uncertainty of their facilities’ com-
plex adaptive systems. Further research is recommended
to identify best practices in long-term care management,
and to build much-needed leadership capacity (through
recruitment, education and training) for long-term care
sector managers.
A detailed, in-depth understanding of the mechanisms

and competences that successful nursing home man-
agers mobilize to achieve and improve quality of care—
what they do and how they do it—implies a possibility
to enhance all such managers’ competencies. This
study’s participating NHDs and DONs all considered it
essential to foster each staff member’s sense of responsi-
bility to develop and enhance not only their residents’
quality of care but their overall quality of life.

Limitations
Certain limitations should be noted concerning this
study. First, participants were aware of their nursing
home’s own ranking before the start of the interview.
This might have limited their reliability. That is, high
rankings may have both motivated them to participate
and biased their statements. Second, this study used
quality indicator measures as a proxy for quality of
care. However, these indicators measure only what
they are designed to measure, i.e., they do not meas-
ure broader concepts of care such as residents’ quality
of life. Still, they do provide information about basic
security measurements (e.g., physical restraint use,
pain management) known to affect residents’ quality
of life.

Conclusion
This study supports the hypothesis that, in nursing
homes, both resident- and employee-centeredness are
essential factors of quality production. Our sample of
nursing home managers provided mainly homogeneous
data that showed similar basic strategies for quality pro-
duction. While enabling the development of working
conditions conducive to high-quality care, employee-
centricity contributes considerably to how staff members
perceive and carry out their tasks. Therefore, care quality
development depends largely both on the presence of
appropriate framework conditions and on cooperation
through person-centered attitudes shared by managers
and staff. This ongoing shift in healthcare culture to-
wards person-centeredness requires not only full
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commitment on the part of managers but also adequate
financial and human resources. Most importantly, our
participants confirmed the power of role modelling to
motivate their nursing homes’ staff to focus on their res-
idents as individuals and to provide them with high-
quality of care.
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