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Abstract . .
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Background: Previous research supports the claim that managers are vital players in the implementation of clinical Received: 6 July 2015
practice guidelines (CPGs), yet little is known about interventions aiming to develop managers’ leadership in facilitating Accepted: 27 March 2016
implementation. In this pilot study, process evaluation was employed to study the feasibility and usefulness of a ePublished: 11 April 2016
leadership intervention by exploring the intervention’s potential to support managers in the implementation of national

guideline recommendations for stroke care in outpatient rehabilitation.

Methods: Eleven senior and frontline managers from five outpatient stroke rehabilitation centers participated in a four-

month leadership intervention that included workshops, seminars, and teleconferences. The focus was on developing

knowledge and skills to enhance the implementation of CPG recommendations, with a particular focus on leadership

behaviors. Each dyad of managers was assigned to develop a leadership plan with specific goals and leadership behaviors

for implementing three rehabilitation recommendations. Feasibility and usefulness were explored through observations

and interviews with the managers and staff members prior to the intervention, and then one month and one year after

the intervention.

Results: Managers considered the intervention beneficial, particularly the participation of both senior and frontline

managers and the focus on leadership knowledge and skills for implementing CPG recommendations. All the managers

developed a leadership plan, but only two units identified goals specific to implementing the three stroke rehabilitation

recommendations. Of these, only one identified leadership behaviors that support implementation.

Conclusion: Managers found that the intervention was delivered in a feasible way and appreciated the focus on

leadership to facilitate implementation. However, the intervention appeared to have limited impact on managers’

behaviors or clinical practice at the units. Future interventions directed towards managers should have a stronger focus

on developing leadership skills and behaviors to tailor implementation plans and support implementation of CPG

recommendations.
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Key Messages

Implications for policy makers

Despite growing evidence that managers have a vital role in implementing evidence-based practice (EBP) in healthcare, there is a need for further
knowledge of how managers can facilitate guideline implementation. Our findings suggest that:

o Managers need support in increasing their understanding and awareness of their vital role in facilitating the implementation of guidelines.

o Leadership interventions should encompass managers at different levels of organisations.

o The Gifford leadership model aids developing interventions that focus on managers’ behaviors.

o Data on the process is needed to capture what works, for whom, and in what context when evaluating feasibility in implementation.

o Pilot studies preceding larger implementation studies are useful to ensure both intervention and data collection feasibility.

Implications for the public

To this day, changes in healthcare are a major challenge; many of today’s errors and adverse events could be prevented by using evidence-based
practice (EBP). However, implementing EBP is easier said than done, and a complete picture as to what facilitates this process is yet to come. One
aspect considered vital is the behavior of managers to facilitate guideline implementation. In this study, we piloted a leadership intervention based
on a particular theoretical model to support managers in developing implementation plans. We found that the managers appreciated the model,
and found it relevant to their practice. However, few implementation plans reflected their own role in facilitating the implementation of stroke
rehabilitation guidelines. Further studies should provide supplementary support to managers, in order to facilitate their guideline implementation.

Full list of authors’ affiliations is available at the end of the article.
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Background

Leadership has been suggested as critical in the
implementation of evidence-based practice (EBP) among
health professionals.!* EBP involves the ethically sound
application of research-based knowledge and includes the
use of clinical practice guidelines (CPG) in clinical and
organizational decision-making. In this study, leadership is
conceptualized as “a multidimensional process of influence
to enable staff members to use research evidence in clinical
practice, and includes behaviors and activities of managers
that exert direct or indirect influence on individuals, their
environment, and organizational infrastructure” (p 128).2
Distinctions between leadership and management imply
that management focuses more on planning, organizing,
and controlling whereas leadership focuses on innovation
and change. However, distinctions are often blurred and
effective managers apply functions of both leadership and
management when implementing change.>® Consistently,
leadership activities suggested to support EBP involve
managerial support, policy revision, and auditing? A
recent theory on middle managers’ role in implementation
suggests that activities considered important in influencing
effectiveness involve how managers diffuse and synthesize
information about the innovation, mediate between the
implementation strategy and day-to-day activities, and
promote the innovation.® Still, there is limited knowledge on
how managers facilitate effective implementation and even
less is known about the function and impact of interventions
in the development of leadership in front line management
regarding the promotion and support of the implementation
of CPGs.

CPGs provide recommendations for clinical practice, and
are established means to inform EBP.”® However, access to
CPGs alone does not ensure EBP>' and health professionals’
adherence to guidelines varies greatly.® In Sweden, for example,
only 6%-20% of the stroke victims received home-based
rehabilitation in 2011," despite home-based rehabilitation
being a top priority in the national stroke guidelines.'?
Adherence to both acute care and post-stroke guidelines has
been associated with improved patient outcome, including
improved physical function.”® Thus, there is a need for
effective strategies to facilitate the implementation of CPGs in
stroke rehabilitation.'

Previous trials directed towards managers, evaluating
interventions for influencing staff members’ use of CPG
recommendations, indicate a complex undertaking; however,
to date, the knowledge is scarce, providing for no certain
conclusions.>’* Whereas Hodnett et al'® found no difference
between intervention and control sites in a study that
included managers and opinion leaders to implement EBP
change, Gifford et al'® found significant changes in nurses’ use
of CPG recommendations in an intervention study directed
at clinical and management leadership teams. Gifford et al®®
applied a leadership model, “the Gifford model,” that focuses
specifically on leadership behaviors and activities to support
the implementation of CPGs.">”** The model includes a
taxonomy of leadership behaviors categorized as relation-,
change-, and task-oriented behaviors.”” More specifically,
relation-oriented behaviors include concerns for the provision
of support, recognition, and encouragement of mutual trust

and cooperation among team members. Change-oriented
behaviors, on the other hand, focus on envisioning change,
understanding the need for change, and encouraging efforts
to implement change. Lastly, task-oriented behaviors involve
organizing and planning work activities, clarifying roles and
responsibilities, and following up on performance.’”® The
use of all three types of behaviors contributes to effective
leadership*'>'”*® for implementing CPGs.'>*® Inspired by the
study by Gifford et al and the model proposed, we developed
a leadership intervention to support managers to implement
national guidelines for stroke care in outpatient rehabilitation.
An intervention aiming to support managers in the
implementation of CPG recommendations is supposedly
complex, due to its potential influence on and interaction
with the local context, and the behaviors required from both
those who deliver and those who receive the intervention.*
Conducting a pilot and/or feasibility study, including a process
evaluation, is a principal step in the development of a complex
intervention, and should preferably be performed prior to
studies in which the effectiveness of a complex intervention is
evaluated.”! A pilot study designed as a process evaluation can
help to understand aspects of the feasibility (such as barriers
to participation) and the mechanisms of impact. Furthermore,
it can improve the design of the intervention and evaluation,
and indicate the influence of the context.> As feasibility of
evaluation procedures has been described elsewhere,” the aim
of this study, designed as a process evaluation, was to explore
the feasibility and usefulness of a leadership intervention to
support managers’ implementation of CPG recommendations
for stroke care in outpatient rehabilitation, considering the
influence of the context.

Methods

Design

An exploratory design was used for this process evaluation
pilot study, applying qualitative methods before, during,
and after the intervention. A process evaluation framework
suggested by Moore et al,”* depicted in Table 1, was applied
throughout the study.

Settings
The study was conducted in two regions in Sweden: an urban
area with about 225000 inhabitants, and a rural area with
nearly 10000 inhabitants. All five units providing outpatient
rehabilitation to people who had suffered a stroke in these
areas participated: two in the urban area and three in the
rural area. As with healthcare services in Sweden in general,
the units were publicly funded and the senior managers were
responsible for the quality of care and delivery of safe, cost
effective healthcare services. Due to regional autonomy,
the financial conditions and the organization of stroke care
differed:

e In the urban area, outpatient rehabilitation units had
separate agreements with the regional authority to
provide rehabilitation to stroke victims in the patients’
homes. A financial reimbursement system was in
place and, as a result, the units were reimbursed for
each rehabilitation session. Thus, the allied health
professionals were expected to provide a certain number
of rehabilitation sessions each month to meet budget
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Table 1. Components of the Process Evaluation Framework and Data Sources

Key Component Description (Adopted From Moore 2015)

Data Source

Context

Implementation

Mechanism of impact . .
intervention

Contextual factors which affect (and may be affected by)
implementation, intervention mechanisms, and outcome

How intervention delivery is achieved and what is delivered

Participants’ responses to and interactions with the

Pre-intervention interviews with managers and staff members
Post-intervention interviews with managers

Observations of interactions between managers and staff
members

Observations during the intervention

Managers’ implementation plans
Post-intervention interviews with managers
Observations during the intervention
12-month follow-up with managers

targets for their unit.

e In the rural area, all units had annual, fixed budgets and
separate agreements with the regional authority regarding
rehabilitation services. Significant changes had recently
been carried out in the region: the municipal healthcare
unit had been assigned to provide rehabilitation in
patients’ homes, whereas the primary care centre now
only provided rehabilitation to patients at the center. At
the time of the study, the hospital outreach team had just
started to operate in the area and was responsible for
follow-ups and home-based rehabilitation for all stroke
patients within the catchment area.

Sample

Senior and front line managers from each healthcare unit
as well as the Community Chief Nurse responsible for
healthcare quality in one of the units participated in the
intervention and were thus subjected to the data collection.
Both front line and senior managers were included, as they all
have managerial roles including the operational responsibility
for daily practice and the overall responsibility for resources
and quality, respectively, and thus, a potential to influence the
implementation of CPG recommendations. The Community
Chief Nurse will henceforth be included in the term “front
line managers” In addition, one physiotherapist and one
occupational therapist at each unit (hereafter referred to as
“staff members”) were targeted in the data collection. As
shown in Table 2 participants had been in their positions
for varying lengths of time and both men and women were
represented. Prior to the study, approval was granted by
the regional ethical review board in Stockholm, Sweden.
Informed consent was given individually by all participants.

Description of the Leadership Intervention and its Causal
Assumptions

The intervention focused on managers knowledge and
skills in effective leadership for implementing CPG
recommendations. It was organised as a four-month

Table 2. Managers’ and Staff Members’ Characteristics

Years in Position

<5/>5/>10 Women/Men
Managers 8/3
Senior managers 5 2/1/2
Frontline managers 6 1/4/1
Staff members 8/4
Occupational therapists 5 3/0/2
Physiotherapists 7 1/0/6

program including two workshops (of one day each) and two
teleconferences between the workshops (of 90 minutes each,
after three and six weeks), delivered to the management teams
in the urban (n=4) and the rural (n=7) areas. Workshops
were held in venues away from participants’ work settings, by
external facilitator teams including experts in (1) knowledge
implementation, (2) healthcare improvement, and (3) stroke
rehabilitation. The content and structure were based on the
following assumptions:

e  Theintervention applied a mix of didactic and interactive
workshop sessions* originating from critical social
science concepts such as consciousness-raising and self-
reflection,” presuming that sharing experiences in teams
would enhance the learning opportunities.

e For leaders to recognise and manage the complexity and
interplay between the factors influencing the uptake of
evidence into practice, they need both understanding
and templates for action. Building on the Promoting
Action on Research Implementation in Health Services
framework, PARIHS, we introduced and reflected on the
elements evidence, context, and facilitation as significant
components for successful implementation,?* including
leadership as a context subelement.

e Furthermore, for the leadership component, we
added the Gifford model.”” In addition to leadership
behaviors, the model proposes an overall structure for
implementation, illustrated in Figure 1. The structure has
strong resemblance with, for example, the Knowledge-
To-Action cycle” and other healthcare improvement
tools available.

e A core element of the intervention was for the managers
to develop a leadership implementation plan, preferably
based on the Gifford model for implementing the three
specific recommendations from the Swedish national
CPGs for stroke care!? (Table 3) in their units. While
the Gifford model focuses leadership behaviors in
the implementation process of CPGs, the managers
were particularly encouraged to consider their role
and opportunities to adapt their behaviors in order to
facilitate CPG implementation. We assumed this would
provide for enhanced understanding of the function of the
evidence, the context and facilitation in implementation
processes, and particularly the function of leadership in
facilitating uptake of evidence in their contexts.

The detailed content of the different parts of the interventions

is presented in Table 4. The Gifford model was translated

into Swedish and suggested as a template for outlining the
implementation plans.
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Proposed Model of Unit-Level Team Leadership to Influence Guideline Use in Nursing

Accountability to
corporate directives

CORE ELEMENTS

on current practices

VISION
for change

KNOWLEDGE
of barriers &
supports

Monitoring of new
evidence

LEADERSHIP & MANAGEMENT BEHAVIOURS

to influence individuals & create an environment that supports guideline use

Relations-Oriented

Change-Oriented

Task-Oriented

Communicate with staff about clinical
practice issues

Recognize efforts to change
Provide reminders

Encourage & support collaboration

externall
with specialists and inter-professionals v

Support change visibly & symbolically

Demonstrate commitment to change
Reinforce vision & goals of change
Understand difficulties with change
Advocate for change internally &

Advocate for additional resources
internally & externally

Conduct regular leadership meetings

Clarify roles & responsibilities

Monitor performance & outcomes

Modify care-plans & documentation

Procure resources, education, training
& policies to reflect change

GUIDELINE USE: Assess, Plan, Implement, or Refer Care

(+) IMPACTS & OUTCOMES: Patient, Provider, System

Figure 1. The Gifford Model (Reprinted with permission).

Procedures for Data Collection

Data were collected in semi-structured interviews and
overt non-participant observations with managers and staff
members, at time points depicted in Figure 2. For managers,
interviews focused on factors known to be important for the
process of implementing research evidence® (first interview)
and aspects of the intervention including the process of
developing a leadership plan for implementation (second
interview). Interviews with staff members had additional
questions on how daily work was performed (first interview)
and staff members’ involvement in activities related to the
development of the leadership plan (second interview). In
addition, a long-term follow-up telephone interview was
performed with the frontline managers 9-12 months after the
completion of the intervention, focusing on the process of
realizing their plans for implementation. While one manager
did not want to be audio-recorded but preferred notes to be
taken instead, the remaining interviews were audio-recorded
and transcribed verbatim.

Observations of interactions between managers and staff
members included (1) interactions between front line
managers and senior managers; and/or (2) interactions
between front line managers and staff members. To ensure
that interpersonal interactions were captured, observations

were performed during events such as workplace meetings.
To capture the intervention process, observations were
performed during the workshops and teleconferences.
Observations were captured in concurrent field notes.

Data Analysis

Transcribed interviews and observation texts were analysed
using qualitative content analysis.*> All transcripts were
initially read to obtain “a sense of whole” (p 109),* and
thereafter inductively coded by two researchers who had not
been engaged in generating or delivering the intervention.
The codes were used to identify potential subcategories, which
were subsequently abstracted into categories. The categories
(with corresponding codes and subcategories) were then
deductively analysed considering the key process evaluation
components ‘context, ‘implementation; and ‘mechanisms of
impact’* To complete the analysis, the emerging findings
were collated at a conceptual level, illustrating the process
evaluation components in relation to outcomes (that is,
feasibility and usefulness of the intervention). Trustworthiness
was established by recurrent dialogues within the research
team regarding the most valid understanding of the data and
the rigor of the analysis.”

Table 3. The Three Recommendations From the Swedish National Guidelines for Stroke Care™

Recommendation and Priority Specification

1) “Training in ADL in the home setting after discharge,”
priority 1

2) “Training with physiotherapist,” priority 2 ADL

3) “Task specific training,” priority 3

Training in ADL in the home setting after discharge, in case of limitations in ADL post stroke. This
limits the risk of unfavorable outcome and improves the ability to perform ADL.

Rehabilitation interventions aiming to improve motor function, balance, walking ability, and

Task specific training aiming to increase activity performance in specified activities among
individuals with impaired movement related function.

Abbreviation: ADL, activities of daily living.

480 |

International Journal of Health Policy and Management, 2016, 5(8), 477-486



Tistad et al

Table 4. Content of the Intervention

Part of Intervention Content

Contributing Frameworks
The PARIHS  The Gifford
Framework Model

Two weeks prior to the first workshop, the managers received the three recommendations for
stroke rehabilitation, based on the national guidelines for stroke care. They were further asked to

Introduction via reflect on:
email to each .

individual .

Their experiences of facilitating change;

change;

. Potential barriers and facilitators to implementing the three recommendations in their units.

Seminars on:

. Knowledge implementation;

. Evidence on stroke care;
Workshop 1 .

Their unit and status of staff members’ use of the three recommendations and the need for

< X X X

Leadership and its potential effect on facilitating the implementation of CPGs into practice. X X

The assignment (to develop a leadership plan for the implementation of the three stroke
rehabilitation recommendations) was introduced along with a template of the Gifford leadership X X

model, suggested as a tool for the assignment.

Teleconference 1

Dialogue, providing opportunities to share experiences of working with the plan/facilitating

implementation of the stroke evidence, and to raise questions and issues regarding the X X

assignment.

Teleconference 2

Dialogue, providing opportunities to share experiences of working with the plan/facilitating

implementation of the stroke evidence, and to raise questions and issues regarding the X X

assignment.

Follow-up on the assignment: the managers shared their leadership plans for implementing the

three recommendations in their units.
Workshop 2

A presentation on the model was given via video link by its originator Dr. W. Gifford, including

experiences of projects in Canada and reflection with the participants on their leadership X

experiences.

The managers also shared their experiences of the study intervention.

Abbreviation: PARIHS, Promoting Action on Research Implementation in Health Services; CPG, clinical practice guideline.

Results

Context

Aspects of the context may influence the implementation of
the intervention and the mechanisms of impact and hence
the feasibility and usefulness of the intervention. Four
categories depicted the context of the study units: Provision of
rehabilitation; Follow-ups and feedback; Access to evidence and
education; and The managers’ role.

The provision of rehabilitation was formed by the agreements
between the units and the regional authorities. The
reimbursement system in the urban area created a time pressure
that was perceived to affect the quality and development of
rehabilitation negatively, a condition that did not affect the
rural units because of their fixed budgets. Moreover, the
urban units’ staff members and managers depicted limited
opportunities to perform tasks beyond what was reimbursed.
Rehabilitation itself (ie, the patient-staff interaction) was,
to a large extent, shaped by each staff member’s knowledge
and experience, and staff members’ awareness of the national
guidelines varied. Meanwhile, managers assumed that staff
members’ practices were consistent with recommendations
of the national guidelines. One unit had an operational
management system that involved the systematic development
of diagnosis-specific evidence-based protocols and they were
about to develop a protocol for rehabilitation after stroke at
the time of the study.

Follow-ups and feedback existed to a limited extent; feedback
to staff members was primarily focused on the number of
rehabilitation sessions carried out. Follow-ups of patient
outcomes were performed on an individual level only where
the staff member involved ‘knew’ if a patient had reached his/
her goals for the rehabilitation. Standardized assessment tools

were used inconsistently and sporadically.

All units had access to evidence through, for example, the
Internet, professional journals, professional networks,
students, in-house lectures, and external education. Both
managers and staff members considered the recommendations
in the national guidelines for stroke relevant and beneficial,
but in need of adaptation to the local context before
implementation.

Creating beneficial conditions for change was considered
part of the managers’ role. The frontline managers carried out
minor changes in their units but needed senior management’s
approval for greater modifications. To a large extent, both
frontline managers and staff members were autonomous in
terms of how they performed tasks. Yet, staff members did not
consider managers to be knowledgeable or able to influence
the delivery of the rehabilitation.

Implementation

The component implementation illuminates feasibility and
usefulness by describing how the intervention was delivered
and what was delivered. The managers attendance in
workshops and teleconferences is displayed in Table 5.
Furthermore, the two categories Limited focus on leadership
behaviors, and Adaptations of the intervention time plan
illustrate the fidelity of the intervention.

Observations during the intervention revealed that there was
a limited focus on leadership behaviors among the managers.
Discussions about evidence and contextual factors including
barriers to implementation were greater priorities for the
managers. In one of the teleconferences, managers concluded
that they were not yet ready to focus on leadership strategies,
a finding confirmed by the lack of outline of leadership
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Workshop 1 Workshop 2
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Data collection:

interviews and
> observations

Figure 2. Time Points for the Intervention and Data Collection.

behaviors in their plans. Rather, the managers focused on
factors such as: the need for local protocols, collaboration, and
time to secure rehabilitation sessions among staff members,
as well as for themselves to execute implementation.

Due to external aspects, the delivery of the intervention
required Adaptations in terms of the time plan. One
teleconference in the urban area was shortened to 60 minutes
(rather than 90 minutes), and in the rural area, the second
workshop was postponed due to critical management issues
in a number of the units. Because of this and summer
holidays, the second workshop was delivered six months after
the initial workshop (rather than three months, as planned in
the program).

Mechanism of Impact: Participants’ Response to and Interaction
With the Intervention

Six categories were distinguished that related to how
the participants responded to and interacted with the
intervention: Content of the intervention; Structure of the
intervention; Development of leadership implementation plan;
Applicability beyond stroke rehabilitation; Staff involvement;
and Leadership for change.

The content of the intervention was perceived to be useful,
interesting, and stimulating, and its focus on leadership
for facilitating use of CPGs was considered innovative
and important. Components that were highly appreciated
included the clinical application of theory, for example
how national guidelines could be adapted to local clinical
conditions, and the translation of the Gifford model into
clinical practice. How to operationalize the model, which was
described by Gifford during the intervention, was considered
to be a core component of the intervention that contributed
to participants’ understanding of how the model applied to
leadership practice.

The structure of the intervention was acceptable to the
managers, with an appropriate number of participants
and a suitable time frame. The combination of face-to-face
workshops and teleconferences worked well but participants

thought that the teleconferences should place more focus on
how to proceed and develop the leadership implementation
plans. The participation of dyads of senior and front line
managers from each unit was important: senior managers’
attendance provided legitimacy among staff members for the
changes that were to be implemented, and was a prerequisite
to support frontline managers in their work. Senior managers’
participation further meant that they had important insights
into the daily work of frontline managers and staff members.
All the managers used the Gifford model in the development
of their leadership implementation plans, but in different ways:
o The managers of the two urban units identified
goals related to the implementation of the target
recommendations, ie, standardized assessment tools for
stroke patients or development of a local stroke protocol,
respectively.
e The three rural units developed a mutual plan that
focused on collaboration between them, and identified
a general goal phrased as “stroke patients to receive
rehabilitation in coherence with the recommendations”
In all units, barriers and facilitators were outlined, and a
number of activities to address them were included in the
plans. However, plans mainly focused on activities to prepare
forimplementation (for example identifying stroke assessment
tools, developing local protocols, or improving collaboration
between the units engaged in stroke rehabilitation), rather
than actual implementation. Leadership behaviors to support
implementation were only outlined in one unit. Frontline
managers had the responsibility for developing the plans,
while the support of their senior managers varied. In some
units, managers interviewed staff members about daily
rehabilitation practice and learned that stroke rehabilitation
was not carried out as they had anticipated or expected,
illustrating an evidence-practice gap.
All managers except one considered the Gifford model had
applicability beyond stroke rehabilitation, and that it was a
novel structure for supporting implementation.
Although proposed in the intervention, staff involvement in
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Table 5. The Managers’ Attendance in Workshops and Teleconferences

Workshop 1 Teleconference 1 Teleconference 2 Workshop 2
Frontline managers; attendance in the parts of the intervention (n) 6 6 5 557
Senior managers attendance in the parts of the intervention (n) 3.5° 3 4 3

20ne participant attended half the day.

developing the implementation plan was limited, with only
one out of the 10 staff members interviewed sharing a sense
of participation. In one unit, the intervention inspired staff
members to reflect on their professional practice, and staff
members expressed a desire to discuss this with their managers
and colleagues in relation to the stroke recommendations.
With regards to leadership for change, front line managers
considered having reached their implementation goals as
listed in their plan a year after the intervention; one unit
had completed the development of a local protocol for
rehabilitation after stroke, while managers in another unit
had introduced a patient assessment tool, and measures to
improve external collaboration had been taken in the three
rural units. None of the units made follow-ups to assess the
perceived changes, and no further use of the Gifford model
was described.

Outcomes, That Is Feasibility and Usefulness, Considering

Context and Mechanisms

Mluminating the mechanisms triggered by the intervention,

the way it was implemented and the contexts, we propose four

key components illustrating the feasibility and usefulness of
the leadership intervention:

e The operational management system. The presence
of an operational management system that involved
a structured process for developing evidence-based
protocols for specific diagnosis appeared to be
advantageous. The unit using such a system identified
leadership behaviors for supporting change in their
leadership implementation plan and achieved the
implementation goals in the leadership plan.

e The current stroke rehabilitation practice. Implementation
of the national guidelines was perceived to have
little relevance if: (1) stroke rehabilitation in peoples’
homes was not in the unit's assignment, (2) stroke
rehabilitation was a small part of the types of healthcare
services delivered, or (3) managers considered current
rehabilitation practices were already consistent with
the recommendations in the national guidelines. Under
any of these conditions, managers developed a plan
but did not have a clear focus on implementing the
recommendations.

o The level of consolidation of the stroke rehabilitation
process. In the rural area, the new organization for
provision of rehabilitation created an urgent need to
establish collaboration between the units, which was
reflected in the managers’ goals. In the urban area,
more stable conditions enabled further development of
professional practice by implementing assessment tools
and developing a local protocol.

o  The timing of the intervention. Most units had other
on-going projects or reorganizations taking place at the
same time as this project that procured significant time
and efforts, thus impacting managers’ engagement. Yet,

for the unit that was going to develop a clinical protocol
for rehabilitation after stroke, timing of the intervention
was perceived as highly advantageous and beneficial.

Discussion

Whereas many studies on implementation of CPGs focus
on clinical staff, this study contributes to the understanding
of how to support managers in implementation enterprises.
The findings of the process evaluation show that although the
influence of the leadership intervention on implementation
and rehabilitation practice appeared to be limited, the
managers appreciated the intervention’s intention to support
them in the implementation of stroke rehabilitation CPG
recommendations. Furthermore, due to its focus on the
feasibility of developing managers’ leadership behaviors to
support implementation, the study suggests that mobilizing
knowledge into clinical practices is a complex undertaking.**
The frontline managers had a key role and position,
situated between senior managers and staff members. These
individuals are suggested to be in a central and potentially
vital position for facilitating quality improvement and
change initiatives, yet they require authority and resources
to proceed.*”>** However, while the senior managers also
have a responsibility for the quality of care, they have an
important role in facilitating the implementation of CPGs. In
this study, the participation of both front line managers and
senior managers in the intervention enabled senior managers
to support the frontline managers in their implementation
efforts. Support from senior managers, including help in
prioritizing®*® and the opportunity to discuss problems or
successes,”” has been reported to be important for front line
managers commitment to implementation. Conversely, a lack
of senior managers” support has a direct negative effect.'s*"*
Moreover, it is essential that senior managers give continuous
encouragement, pay attention to organizational priorities, and
make resources available.’*** The benefits of including dyads
of front line and senior managers in leadership interventions,
while explicating their roles within the Gifford model, need
further development and emphasis in future studies. Rather,
the findings indicate a need for a stronger focus on developing
particular leadership behaviors, both in operationalizing the
implementation plans, and in supporting managers in applying
the behaviors in their management practices. One suggestion
is for managers to operationalize the relations, change, and
task-oriented leadership behaviors within their work setting
as part of the intervention. Significant improvements can be
made in leadership knowledge and skills by incorporating
formal training interventions into work settings.** Mentoring
managers on how to tailor implementation strategies to
barriers identified within each unit’s specific contexts might
also develop specific leadership behaviors for successful
implementation.®*

Particular context aspects were found to have a negative
influence on managers commitment to the intervention
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assignment, such as if the guideline recommendations
corresponded with a units mission, and additional major
changes were simultaneously taking place. Previous research
has shown that the perceived fit between the object of
implementation and the units’ needs and priorities is
of great importance for frontline managers to support
implementation,” while additional organizational change
impedes implementation,” as does a lack of time.??%*
Thus, recruitment of units with concurrent involvement in
major organizational changes should probably be avoided in
implementation studies.*' In contrast, a context aspect in the
study that seemed to promote the achievement of the goals in
the intervention assignment was the presence of a supportive
operational management system. In line with this, a previous
study has suggested that the presence of a purposeful and
active management system supports planning, performing,
and follow-up and thus contributes to continuous quality
improvements.” Thus, future studies should attend to
and explore how the leadership model fits with present
management systems, or identify and attend to needs for
adjustments.

The insufficient routines for evaluation and feedback to
staff members about their clinical performance in some
of the participating units could have contributed to the
discrepancy in views between managers and staff members
regarding guideline recommendations and actual clinical
practice. Furthermore, limited knowledge about staff
members adherence to the recommendations and the
need for improvement in this may have influenced the
managers engagement in the intervention.”® Monitoring
staff performance is an essential component of effective
leadership,” and can assist with understanding the need
for education, training, coaching, and for detecting quality
issues. Accordingly, monitoring performances and outcomes
has been found to positively influence the use of CPGs.?
Consequently, identifying indicators for change that are
relevant to each unit’s context and developing a strategy
to assess these indicators could be part of an intervention
to promote leadership engagement. Such performance
evaluation could be assigned to managers in collaboration
with staff members, to promote evaluation of rehabilitation
practices, enable feed-back and enhance staff members’
involvement in the implementation process.’®¥4
Strengths and limitations of the present study should be
considered when interpreting the findings. Despite the
relatively small number of units included in this pilot study, the
sample represents a variety of geographical locations, financial
conditions, and ways of organizing outpatient rehabilitation
after stroke. Thus, we suggest that the participating units
accurately reflect the complexity of todays healthcare
system. In the present study, the CPG recommendations
were for stroke rehabilitation while the Gifford model was
previously tested for the implementation of diabetes CPG
recommendations.”” Thus, future leadership interventions
for implementation using this model should target additional
health issues and the guidelines accompanying these issues.
Furthermore, while we suggest the process evaluation design
and the extensive amount of qualitative data collected
provides an understanding of how the intervention was
perceived by the managers and the significant contextual

influences, quantitative measures on the managers’ leadership
behaviors alongside the qualitative data would have been a
valuable contribution to the understanding of the impact of
the intervention.

Conclusion

In conclusion, we found that the leadership intervention
for implementing guideline recommendations, in this
case stroke rehabilitation, was delivered in a feasible way
(Figure 3). The intervention’s focus on leadership for
facilitating implementation of CPG recommendations was
appreciated by the managers, indicating that this type of
intervention has a potential to develop knowledge on change
management among healthcare managers. However, the
influence of the intervention in this pilot study appeared to
be limited on guideline implementation and staff members’
rehabilitation practice. Thus, we suggest that a future full-scale
trial should incorporate an intervention with a stronger focus
on supporting managers to tailor implementation plans to the
present context and to apply relevant leadership behaviors to
address barriers and support implementation. Evaluation and
feedback of staff members’ performance and the rehabilitation
provided should be considered, and indicators for change
relevant to each unit’s contextual conditions identified.

The intervention was appreciated...

. when theory was translated into something clinically applicable
. due to the focus on leadership in facilitating EBP

. due to the participation of dyads of managers from each unit

The implementation plans showed...

limited focus on implementation of the recommendations
limited development of implementation strategies
limited operationalization of leadership behaviors
limited involvement of staff members

@asibility and usefulness (outcomes) \

o The structure of the intervention was appropriate

« Need of more support during the workshop to:
- operationalize leadership behaviors

- tailor implementation strategies to barriers

- define target indicators

- apply operationalized leadership behaviors and im-
plementation strategies in everyday work
o The units agreement should correspond to the
recommendations
o The target for the interventions should be in line
with the organizations strategy and priorities
« No major on-going re-organisations /

Limited impact of the intervention at the units and no
follow-up of possible changes

Figure 3. Summary of Conclusions.
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