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Abstract
Leadership in long-term care is a burgeoning field of research, particularly that which is focused on enabling point of care staff to
provide high-quality and responsive healthcare. In this article, we focus on the relatively important role that leadership plays in
enabling the conditions for high-quality long-term care. Our methodological approach involved a rapid in-depth ethnography
undertaken by an interdisciplinary team across eight public and non-profit long-term care homes in Canada, where we conducted
over 1,000 hours of observations and 275 formal and informal interviews with managers, staff, residents, family members and
volunteers. Guiding our analysis post hoc is the LEADS in a Caring Environment framework. We mapped key promising leadership
practices identified by our analysis and discuss how these can inform the development of leadership standards across staff and
management in long-term care.

Introduction
Leadership in Long-Term Care (LTC) organizations is a
burgeoning field of research and intervention. Effective
leadership is associated with improved staff outcomes, job
satisfaction and reduced turnover enabling greater continuity,
high quality and responsive care.1 Behavioural interventions
have been conducted with LTC leaders to improve a variety of
resident- and provider-based outcome measures.2,3 What
requires additional attention are promising leadership approaches
in LTC that focus on leadership across organizations and bring
attention to the organization of the overarching system.

Purpose
This article is part of a larger project of how care relationships
can enhance quality of care, work, life, and death in LTC. A
principle underpinning this work is the intricate connection
between the conditions of work and the conditions of care.4 We
strove to identify promising practices, such as enabling
policies and approaches at point of care that foster quality
of care and quality of work. Leadership is an important
facilitator of quality that emerged from our study – both
through LTC management teams as well as through
leadership distributed to all the members of care teams who
were supported (or not supported) to contribute to enhancing of
quality of care, life and death in LTC. In this article, we focus
on the important role leadership practices play in enabling the
conditions for high-quality LTC.

Leadership styles and practices
Recent studies encourage a shift from traditional command and
control or ‘transactional’ leadership approaches, which emphasize
a top-down hierarchical form of leadership.5 Servant leadership –

where leaders lead in a less hierarchical ‘side-by-side’ approach
inspiring others and enabling integrity and professionalism – is

another approach, but more closely aligned with interdisciplinary
collaboration because it focuses on the strengths, contributions and
development of trust within the team, and on serving the needs of
residents.5 More recently, there has been a push for a distributed
leadership approach, which involves sharing leadership roles and
practices by different teammembers, or leadership plurality.6,7 This
approach, it is argued, better acknowledges the different
experiences and skill sets various members of a healthcare team
bring to informed decision-making.

In each of these traditional and newer forms, the focus is
still on the overarching approach of ‘a’ person in the role of
positional authority (eg, the leader or manager/supervisor)
rather than on how ‘leadership’ practices could be distributed.
This focus often deconstructs leadership into specific observable
and measurable practices to make the conceptual more concrete.
For instance, responsive leadership is an approach rooted in self-
determination theory that breaks down a leader’s behaviours into
key components: (1) acknowledging staff perspectives, (2)
providing them with relevant information in a non-controlling
way, (3) offering choices and (4) encouraging self-initiation.2

Similarly, Backman et al.8 identify that ‘handling conflicts in a
constructive way, coaching and giving direct feedback,
experimenting with new ideas, and controlling work closely’
are all highly effective leadership characteristics in LTC.

In sum, most leadership literature in LTC focuses on a leader,
their personal style and training (or lack thereof), leaving the
examination of broader approaches associated with distributed
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leadership as a critical knowledge gap (with a few exceptions).
Indeed, there remain several inconsistencies in discerning
leadership from supervision or management; these, in turn,
are related to the lack of empirical data on effective
leadership in LTC.1

Methods
Our methodological approach involved in-depth, rapid
ethnographic fieldwork undertaken by our interdisciplinary
team. Eight non-profit or public homes were purposively
selected, two in each of four provinces – Nova Scotia,
Ontario, Alberta and British Columbia.1 Once chosen,
extensive background preparation was undertaken on the
home.

The team ethnography involved our six to eight team
members together undertaking interviews as well as extensive
observation for three or more 12-hour revolving shifts in each
home, sampling across early morning, late evenings and
weekends to observe a range of staffing roles and resident
activities. We typically started with a focus group with the
management team, a tour of the facility with introductions to
other staff, followed by direct observations of different activities
and spaces (including tasting food) and interviews with a broad
range of staff, family, managers, residents and volunteers. In
total, we gathered over 1,000 hours of observations and 252
interviews with managers, staff, residents, family members and
volunteers (see Table 1). The interview guide outlined sentinel
dimensions of quality of care, life and work in long-term care
and was revised and augmented as the fieldwork ensued.
Interviews were often conducted in teams of two, recorded,
verbatim transcribed, and coded thematically based on an a

priori and emergent coding scheme. Observations were captured
in fieldnotes. We concluded our ‘visit’with wrap-up conversations
with managers when we provided high-level feedback.

The research team met on several occasions before, during and
after the fieldwork and interviews to reflect analytically on the data
being gathered and to triangulate the emerging analyses. These team
debriefings were also recorded and transcribed for thematic analysis.

All of this fieldwork was undertaken prior to the pandemic,
between the months of April 2018 and August 2019. The protocol
was approved first by York University then by the University of
Ottawa, St. Francis Xavier University, Mount Saint Vincent and
Carleton University, as well as by the ethics boards governing
each individual organization in each province. Interview
participants provided written informed consent.

Conceptual framework
Guiding our examination of leadership in LTC post hoc is the
LEADS in a Caring Environment framework.9 Briefly, this
framework outlines five domains: Lead self, Engage others,
Achieve results, Develop coalitions, and System transformation –

each containing four observable capabilities required to lead across
sectors and types of organizations (see Table 2). This framework did
not guide the interview questions or observations directly, but our
analysis of the data provided confirmation for such an approach.
Key excerpts from the interviews with staff and management are
captured in Table 3 by these five domains.

Findings
Leading self
We observed those in leadership positions modelling behaviour
they wanted staff to exhibit, in other words, leading by example.
Several staff noted the importance of management being present
and being prepared to take up any aspect of the work. This could
range from simply being on the units, sitting and talking to
residents or eating with them in the dining lounge. Leading by
example also involves holding oneself accountable to high-
quality care being expected of staff. When discussing how they
develop themselves as leaders to improve the quality in their
facility, some identified LEADS explicitly. It was in this way
they began to implement a more distributed leadership model,
which links to the next capability of engaging others.

Engaging others
Engaging others started with explicit attention paid to staff
engagement, especially during times of change management.
It went beyond simply including staff to considering how they
were included. Engagement also went beyond staff to include
communities and families. A number saw leadership as needing
to be distributed to be most effective. This was contrasted with
more traditional command and control approaches. Challenging
situations arouse when more traditional approaches to team
communication and collaborative decision-making were most
prevalent. In some cases, engaging others involved explicit
attention to education and training as opposed to just doing

Table 1. Interview participants by site and type.

Alberta
British
Columbia

Nova
Scotia Ontario Total

Residents 1 0 4 3 8
Family/Friends 10 12 5 6 33
Students/Volunteers/
Coordinator

5 2 1 5 13

Nurses 8 4 4 9 25
Care aides/Personal
support workers

6 12 16 11 45

Allied health 3 3 0 1 7
Recreation therapy 4 4 2 4 14
Paid companion 1 1 0 0 2
Housekeeping/
Maintenance/
Laundry

3 2 2 4 11

Food services 6 4 5 5 20
Admin/HR 4 2 10 4 20
Senior management 7 2 15 13 37
Government/Research 1 0 10 1 12
Advocacy/Union 0 0 4 1 5
Site totals 59 48 78 67 252
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or saying. This not only applied to staff but also with family.
Engaging others is not an end in and of itself but typically
oriented to achieving shared results.

Achieve results
Achieving results builds on typical approaches to change
management, whereby one creates a conducive climate for
change, implements and sustains it. Setting a direction for
change may start with management but needs to involve staff
in the spirit of distributed leadership. Evaluation is key when
trying to achieve results, which raises the challenge of
appropriately measuring outcomes that make the biggest
difference to caring and working conditions. It goes beyond
measurement for measurement’s sake and includes assessing
what needs to be measured, how and why. Both managers and
staff voiced concerns that a focus on the measures without
attention to the goal of what the measures are supposed to be
measuring could lead to negative outcomes. In the case of those
provinces that have adopted a standardized resident assessment
tool (like the RAI-MDS), staff noted its potential to draw a
significant amount of time away from point of care to the task of
paperwork. Others commented on the need for staff to see
changes resulting from data collection efforts. Achieving
results also needs to be visible to staff who bring concerns to
the attention of management.

Develop coalitions
Developing coalitions to improve quality of care within LTC often
requires community engagement taking various forms and involve
different actors. These are tied closely to achieving results because
results are often achieved through additional resources that
community engagement can provide. A number spoke of
creative ways to develop programs which enabled budget
envelopes to be supplemented. For example, one organization
supplemented the limited publicly funded food budget with a
breakfast program bringing family and other community
members together for a shared activity.

Another form of community engagement was through
concerted efforts to solicit volunteer support. Through the

community connections of both staff and residents, some
organizations supplemented constrained staffing budgets with a
significant amount of volunteer labour. This does raise the issue of
sustainability, with many volunteers being of advanced age
themselves, and continuity when volunteer student labour was
encouraged. Some did manage to use volunteer channels to
recruit students into the system, develop them and create a
career path/ladder. One organization partnered with the local
training program to gather more resources to get at better
measures of whether they were achieving results. Engagement
was seen as necessary to creating the conditions in which good
care could flourish, but without changes at the system level, LTC
organizations were notably constrained.

System transformation
Part of our interview involved asking participants what changes
they would make to improve quality of care at their
organization. For some, the changes they proposed were
quite local, often calling for more staff, or some seemingly
small things that would improve the lives of residents for whom
they were providing care. Others expressed a desire for a very
different system of care for older adults, particularly those with
dementia. Dementia villages were noted as a promising system
transformation; others spoke to the system transformation
possibilities of different models, such as the Eden
Alternative. They talked about how such models were
presently adopted and adapted piecemeal because of the
associated costs. Few offered ideas about how to get from
their present state to a future transformed system. It often
remained aspirational. One participant noted that regulations
needed to be changed to effect broader system change. This type
of change, they felt, would require Ministry support and a
different inspection system focussed on different types of
outcomes than the current (limited) ones.

Discussion
Leadership for quality LTC clearly matters – both directly and
indirectly – in the way it can (or cannot) foster the conditions of

Table 2. LEADS framework mapped to leadership for quality in long-term care.

Lead self Engage others Achieve results Develop coalitions System transformation

Capabilities • Are self-aware
• Manage
themselves

• Develop
themselves

• Demonstrate
character

• Foster the development of
others

•Contribute to the creation
of healthy organizations

• Communicate effectively
• Build teams

• Set direction
• Strategically align
decisions with vision,
values and evidence

• Take action to
implement decisions

• Access and evaluate

• Purposively build
partnerships and
networks to
create results

• Demonstrate a
commitment to service

• Mobilize knowledge
• Navigate socio-political
environments

• Demonstrate systems/
critical thinking

• Encourage and support
innovation

• Orient themselves
strategically to the future

• Champion and orchestrate
change

Exemplars • Lead by
example

• Developing distributed
leadership through staff
and family engagement

• The challenge with
measuring quality

• Community engagement,
including developing
volunteer capacity

• Right-touch, resident-
centred regulations as
tools to foster positive
systemic change
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work and thus the conditions of care. LEADS is a way to more
fully understand the various layers that leadership entails. The
LEADS framework also encompasses a broader purview of
leadership beyond positional authority to embrace all members
of healthcare teams leading from where they are presently
situated. To be sure, the context must enable this kind of
distributed leadership10; managers play a critical role, but
they too can be limited by conditions such as funding for
staff and hierarchical structures of power.

On this point, Cloutier et al.5 found managers working from a
servant leadership perspective engaged entire teams to develop
solutions enabling quality care improvements. Our findings
confirm that “If quality of care rests on a foundation of solid,
supportive, empowering relationships, then efforts to improve
quality of care must at some level be based on improving all
relationships as well, be they between leadership and direct care
staff, between staff and staff, or between staff and residents and
family members.” Indeed, support for relationship-building
and a strong sense of community are critical to effective
leadership in long-term care, although on its own it is not a
sufficient condition for quality working and living conditions in
LTC.

Employing the LEADS framework enables us to move beyond
leadership types and practices towards a system focused on shared
and specific capabilities. Leadership is not only a capability that
rests among those in managerial positions; it can be encouraged
amongst all LTC staff and in partnership with families, volunteers
and communities. Perhaps the most important measure we should
consider of those in managerial leadership positions is their ability
to enable distributed leadership, so as to draw out the keen insights
of those at the various points of care positions in the provision of
long-term residential care.

Conclusion
Limitations, future research, policy and practice
First, our findings pre-dated the enormous disruption to LTC
caused by the COVID-19 pandemic, but as many have stated,
the pandemic has not only created significant negative impacts,
it has also revealed long-standing fissures in the system. It is
instructive that the report of the LTC Commission in Ontario
noted that in the context of COVID, “Strong leadership proved
critical in the face of unprecedented challenges in long-term care
homes”.11 We anticipate that our findings about leadership in
LTC, through a LEADS lens, will be instructive to the ongoing
dialogue of new principles and standards in LTC that enable
higher quality care. In particular, given the current and future
projected shortages of staff in LTC, our LEADS-framed analysis
of leadership capabilities can help improve both recruitment and
retention of much needed staff.

Second, it is important to acknowledge that the LTC
workforce and its leaders are mostly women and, as such, the
gender dimensions of leadership in LTC are important but
to consider. This is particularly relevant in the pandemic and

post-pandemic context which we know has had disproportionate
impacts on women and women of colour in particular. We
encourage future research to take into consideration the uniquely
gendered nature of these contexts.
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Note

1. Each home was chosen using existing measures of quality. For ON,
AB and BC, we used the Canadian Institute of Health Information’s
‘Your Health System’ to determine ‘high-quality’ and ‘low-quality’
homes based on these measures. In NS an environmental scan
involving interviews with decision makers from the LTC sector
to determine definitions of quality and LTC homes with promising
approaches.
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