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Abstract
Purpose – Employee participation in quality improvement is essential for fostering engagement and job
satisfaction and delivering high-quality care, as highlighted in the total quality management literature. However,
how employee participation is facilitated during quality improvement processes within healthcare organizations
remains largely unexplored. Previous studies have identified a research gap, highlighting the importance of
examining this phenomenon from the perspective of health professionals. The purpose of this study was to gain a
deeper understanding of how health professionals in nursing homes experience their participation in quality
improvement. The underlying aim was to describe their involvement and how it can be strengthened, ultimately
improving the quality of care.
Design/methodology/approach –This study is based on interviews with 17 health professionals from 2 nursing
homes in a medium-sized Swedish municipality. Data were analysed with Reflexive Thematic Analysis.
Findings – The themes identified through the analysis are “experiences of barriers at the organizational level
that limit participation in quality improvement” and “experiences of barriers in daily care that limit participation
in quality improvement”.
Originality/value – The themes address barriers to participation in quality improvement, reflecting an
organizational structure that hinders participation and quality improvement. A quality culture, along with
structured approaches to improve quality and foster employee participation is lacking. Implementing total
quality management could help address the challenges faced by health professionals in these settings.
Keywords Organizational improvement, Employee participation, Nursing homes, Organizational barriers,
Quality of care, Work environment, Total quality management
Paper type Research paper

Introduction
Improving the quality of care by implementing new research evidence and technology is
crucial for healthcare organizations, not only to reduce medical errors and serious patient
incidents but also to enhance the work environment for health professionals (Kostman and
Sastry, 2019). Currently, recruiting and retaining staff is challenging, and this problem is
expected to escalate in the coming years as the demand for elderly care services increases due
to significant demographic shifts in society (European Commission, 2018). This represents
one of the major societal challenges of our time, and policy-makers predict that implementing
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new technology and evidence will be essential for delivering high-quality care in the future
(Leung et al., 2021). This represents a crucial area of research for exploring how quality
improvement (QI), described in elderly care as a process of change involving implementing
new evidence and technologies, can be strengthened and optimized to ensure that elderly care
meets future challenges without compromising quality.

Aim
The purpose of this study was to gain a deeper understanding of how health professionals in
nursing homes experience their participation in quality improvements. The underlying aim
was to describe their involvement and how it can be strengthened, ultimately improving the
quality of care.

Research questions:

RQ1. How do health professionals experience their participation in quality improvement?

RQ2. What barriers exist to participating in quality improvement in elderly care?

RQ3. How can the participation of health professionals in quality improvements improve
the quality of care?

Nursing homes. Sweden’s 290 municipalities are responsible for healthcare under the
Health and Medical Services Act (SFS, 2017) and for elderly care under the Social Services
Act (SFS, 2001). Nursing homes provide both medical and social care. Registered nurses
(RNs) oversee care, but most care is provided by nurse assistants, an increasing number of
whom lack formal education (National Board of Health and Welfare, 2016). Despite efforts to
deliver high-quality care, nursing home standards are often considered inadequate (Ersek and
Carpenter, 2013).

Quality improvement. The Institute of Medicine defines quality of care as the degree to
which health services improve outcomes and align with professional knowledge (IOM, 1990).
However, broad definitions can be challenging to apply, leading to the use of quality indicators.
The fundamental premise of QI is that a well-structured, organization-wide strategy enhances
work processes, ultimately leading to better outcomes (Donabedian, 1985). However,
previous research suggests that simply having access to outcome data does not guarantee
successful QI implementation (Zuidgeest et al., 2014). In nursing homes, various QI initiatives
are commonly undertaken, including the development of individualized care plans, staff
training, and the establishment of care guidelines (Winters et al., 2016). Despite these efforts,
many QI activities have little direct impact on client outcomes, and in some cases, they may
even have adverse effects (Werner et al., 2013). A deeper understanding of the mechanisms
behind QI in elderly care is needed to achieve successful outcomes effectively.

Employee participation. Employee participation in QI has long been recognized as crucial
for fostering engagement and motivation among staff (Klein et al., 2020). It has also been
shown to play a significant role in employees’ decisions to remain within an organization,
thereby reducing staff turnover (Zink, 2008). Since the inception of the quality management
movement in the 1970s, many prominent researchers have highlighted the importance of
participation in QI efforts (Hackman and Wageman, 1995). Employee participation is a
fundamental concept in total quality management (TQM), emphasizing its importance in
achieving higher service quality (Dahlgaard-Park et al., 2018). Fostering commitment from all
employees and cultivating a culture of innovation, where management actively supports and
values improvement initiatives from staff, are key elements in building a quality-driven
organizational culture (Dahlgaard-Park et al., 2013). Giving staff decision-making autonomy
can increase job satisfaction and reduce turnover (Chamberlain et al., 2016). However, how
organizations actively promote this involvement and how it is perceived by employees are less
explored. There is a knowledge gap, as few qualitative studies have examined how health
professionals experience employee participation in QI in elderly care.
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Method
Study design and sample
This study is based on a qualitative, inductive methodology with data from in-depth individual
semi structured interviews with 17 health care professionals at 2 municipal nursing homes in a
medium-sized municipality in northern Sweden (14 registered nurses, 1 physiotherapist,
1 occupational therapist, and 1 rehabilitation assistant). The inductive approach enables
knowledge generation and understanding of new insights from the interviews (Patton, 2015).
The investigation uses an exploratory methodology to examine and articulate the phenomenon
of employee participation in QI.

One of the nursing homes employs approximately 100 nurse assistants and 6 nurses,
whereas the other has approximately 140 nurse assistants and 10 nurses, along with
rehabilitation professionals. All the study participants, except one, were women. The length of
experience as health professionals ranged from 1 to 32 years, with a mean of 15 years of
experience.

Data collection
Individual interviews were conducted from February to April 2024. The interviews were
conducted at the participants’ workplace in the nursing home in a closed room with no
interruptions. The interviews lasted between 40 and 60 min and were recorded digitally.
Probes and clarifying questions were used to encourage detailed responses, encompassing
both positive and negative aspects to minimize bias. The research team then pseudonymized
and transcribed the interviews verbatim.

Data analysis
The qualitative data analysis began during the interviews and remained an ongoing process.
Following each interview, the researchers dedicated time to reflect on the interview content,
considering both spoken and unspoken aspects. Immediate reflections encompass emotions
and sentiments expressed during the interviews, along with initial thoughts on potential
emerging themes (Braun and Clarke, 2019). These initial reflections serve as valuable insights
during the subsequent analysis stages. For coding, a research question-led, inductive approach
was employed, encompassing both semantic and latent coding. The data were analysed via
reflexive thematic analysis (RTA), an interpretative and theoretically flexible approach to
identify themes within and across participants’ accounts in qualitative data. The six steps of
RTA were used to assess the latent content of the data (Braun and Clarke, 2006, 2019, 2021).

Triangulation was employed to minimize researcher bias and enhance rigour. Codes and
themes were developed through team discussions. Reflexive engagement was maintained
through written reflections and monthly meetings. The software program NVivo was used for
analysis, ensuring transparency.

Ethics
The participants were informed about the study and provided written and verbal consent.
Confidentiality and anonymity were strictly maintained. The study follows the ethical
guidelines of the Swedish Research Council (2017), Mid Sweden University (2021), and the
ICN Code of Ethics for Nurses (2021). Ethical considerations were integrated throughout the
research process, with approval obtained from the relevant ethics committee in August 2023.

Results
The analysis revealed two overarching themes that reflect health professionals’ experiences
with QI: (1) “experiences of organizational barriers that limit participation in quality
improvement” and (2) “experiences of barriers in daily care that limit professionals’
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participation in quality improvement.” These main themes are further elaborated through
subthemes (see Table 1).

Experiences of organizational barriers that limit participation in quality improvement
This overarching theme encompasses four underlying themes related to how organizational
structures create barriers to evidence-based practice (EBP) and participation in QI efforts.
The hierarchical organizational structure, combined with unclear roles and responsibilities for
quality improvement, poses significant challenges.

A lack of organizational support hinders the implementation of evidence and participation
in quality improvement. Insufficient support for health professionals to work following EBP
becomes a barrier to participation in QI. Professionals are left to their own EBPs but lack
support for this effort, such as access to research databases to obtain the latest evidence and
education on EBP. They also lack knowledge about what it means to work with QI using
evidence. When asked if they actively work on implementing new evidence, one participant
responded:

Well, we do work evidence-based, but it hasn’t really been anything new. So, no . . . -Interview 2

The examples of EBP that participants described in the interviews primarily originated from
the field of medicine rather than from the research field specific to health professionals.

Yes, we do get some of that from the lunch lectures, where we receive updated information. But then
again, you also need to have lunch sometimes. – Interview 4

Lunch lectures are held mostly by medical doctors, and health professionals attend them on
their lunch breaks, which indicates a lack of support from the organization. New evidence is
not systematically implemented or followed up within the organization. Health professionals
expressed that new knowledge is not consistently disseminated; a process they find lacking.
There is no structured time or effort dedicated to integrating evidence into daily care, which
hinders both QI and the active participation of health professionals.

Top-down management stifles quality improvement initiatives, with financial and
organizational goals prioritized over care quality. The nursing homes were perceived by
health professionals as being governed from the top down, decisions about changes were made
at higher levels, and they were often not informed about the rationale for these decisions.

Table 1. Thematic map presenting the overarching themes and subthemes

Theme Subtheme

Experiences of organizational barriers that limit
participation in quality improvement

Lack of organizational support hinders implementation of
evidence and participation in quality improvement
Initiative in quality improvement is stifled by top-down
management, with financial organizational goals prioritized
over care quality
Restrictive organizational structures and unclear roles affect
participation and teamwork in quality improvement
Lack of participation and the digital burden throughout the
organization hinder quality improvement

Experiences of barriers in daily care that limit
participation in quality improvement

Unclear roles and distance from patient care hinder
participation in quality improvements
The structure of incident management hinders participation
quality improvement
Increased care complexity’s impact on care quality and
participation in quality improvement

Source(s): Authors’ own work
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These decisions were sometimes seen as misaligned with the ethical responsibilities of health
professionals, particularly with respect to care quality. The perception was that management
was not working in their interest but rather pursuing its own agenda, focused on finances and
budgeting rather than improving patient care.

. . . for example, the emergency medication storage, that we are not allowed to take medication during
the day, but instead we must go to the pharmacy. And then we found out about this in a meeting, and we
tried to argue that, well, there is actually healthcare, and we are supposed to provide good and safe
care. But at the same time, we must go to the pharmacy to get medication when it is available in storage
here. Interview 5

Perceived hierarchical leadership has resulted in a loss of motivation among health
professionals to suggest improvements in care quality. They felt that their ideas went unheard,
as previous development projects were stifled by an overriding focus on budget constraints and
cost control.

No, I wouldn’t say it’s that easy to influence things; that’s not my experience. I can express what I think
and feel, but I also sense that this isn’t going to lead anywhere. Sometimes, it has to go all the way to
the top to those who make the decisions for anything to change.- Interview 1

The positive aspect of this theme was the strong commitment among health professionals to
become more involved in QI efforts, even though they had partly stopped sharing ideas due to
previous negative experiences when suggesting improvements.

. . . to sort of take the initiative for improvement, maybe it’s not a project, but I have many ideas, I don’t
feel like I’m not allowed to start something that I’ve been thinking about . . . maybe something very
small, just within the group itself, but . . . - Interview 12

Health professionals’ experiences with past improvement initiatives have focused primarily
on organizational aspects rather than on care quality. At the same time, the perceived quality of
care remains low, yet no systematic QI efforts have been implemented to address this. Health
professionals generally believe that change management is lacking. Some managers were
perceived to be more inclined towards change and more positive about improvement efforts
than others. However, health professionals lacked direct examples of quality improvement
initiatives specifically aimed at enhancing care quality within their wards, and there were
instances where managers with clinical expertise were absent.

Within elderly care, good managers are needed. The most important thing is having good managers,
you cant run any facility without having a good manager. And the manager must know what they are
working with, it’s like if I were to work at Volvo as a manager. I’m really good with computers and
such, but I don’t know anything about cars. That doesn’t work. Those who are managers must at least
know a bit about what it’s like to work in elderly care. – Interview 11

While there were efforts to enhance care for individual patients—such as discussions in team
meetings—there was a lack of comprehensive QI initiatives to improve overall care,
particularly involving all health professionals in multidisciplinary team efforts. Health
professionals did not have an answer on how a more systematic QI approach could be
implemented. They described educational initiatives, but new knowledge of this education
was often not seen in the everyday work on the wards. Ideas for improving care quality exist,
but they are not allowed to be tested or implemented. Health professionals expressed a desire
for greater involvement in initiatives aimed at improving care quality, such as strengthening
the role of representatives and providing staff training. However, there was uncertainty about
who holds responsibility for QI because of the organization’s division between social care
(SoL) and health care (HSL).

Restrictive organizational structures and unclear roles affect participation and teamwork
in quality improvement. Without effective teamwork between unit managers, care staff, health
professionals, and management, QI efforts were difficult to initiate. Currently, there are

International
Journal of Health

Care Quality
Assurance



challenges related to both organizational structure and lack of competence. Structures for how
QI should be integrated into daily operations and who should be involved were missing. The
approach for quality assurance in nursing homes uses representatives from care staff; however,
without cross-professional teamwork in improvement efforts, the impact of these efforts
remains limited.

I think the biggest challenge for all of us health professionals here is to get the care staff on board, to get
them, like, we end up constantly having to push things forwards. It’s not something that happens
naturally or on its own, and we always have to, and of course, that’s part of our role, but it’s a lot of
having to be there and support things. – Interview 16

Health professionals felt that a fear of making mistakes, coupled with insufficient skills and
inadequate training among care staff, contributed to a culture where staff hesitated to speak up
when they did not fully understand instructions or prescriptions from health professionals.
Teamwork was described as the most challenging aspect for health professionals. Informal
leadership often emerges, leading to situations where instructions and directives from both
health professionals and managers are questioned by nurse assistants.

It’s largely about defending and justifying why actions should be taken. It becomes a lot of subjective
opinions and thoughts when there’s a lack of understanding, making it difficult to implement actions.
It just becomes a burden. And then it doesn’t get done. It’s really challenging to be the person
responsible for care in that situation. – Interview 6.

The high turnover rate among care staff further complicated efforts to establish effective
teamwork, as it contributed to a fragmented environment with multiple regulations, managers,
and silos between different parts of the organization, including the SoL and HSL. Moreover, an
ethically complex care setting in which patients and their families suffer from inadequate care
quality was described. All professions faced time constraints, as the organization had been
streamlined for tighter budgets for several years. Additionally, there was no established
protocol for team collaboration or a clear process for capturing and driving QI initiatives.
Health professionals felt they were working in teams but were uncertain whether the care staff
shared that perception.

Lack of participation and digital burdens throughout organizations hinder quality
improvement. Implementing new technology in nursing homes was not based on the needs of
healthcare staff. According to health professionals, involving staff in the process creates the
conditions for successful and organization-adapted implementation. However, there was a
general lack of effective technology implementation. Previous implementations of new
technologies, such as electronic health record systems, faced significant challenges, leading to
a decline in employees’ confidence in the success of future initiatives. The lack of participation
poses a significant obstacle, as health professionals feel they are either unwilling or ill-
equipped to embrace changes due to top-down decision-making, insufficient training, and
limited opportunities for participating in the implementation process.

It feels like we’re working in a system designed for the primary healthcare centre. We’re supposed to
schedule meetings, then carry them out, and eventually, there’s a result. It feels a bit like we’re moving
away from actual care because so much administrative time is required just to complete a task. –
Interview 4

Despite these challenges, health professionals expressed a strong desire to be more involved,
and overall, their attitude towards new technology was positive. It was considered essential for
delivering high-quality care, even though health professionals did not believe that technology
would reduce the need for staff in elder care settings, particularly for dementia patients who
require close, hands-on care to ensure their safety. Health professionals also emphasized the
importance of ensuring that new technology is evidence-based and thoroughly tested.
They highlighted the necessity of ethical reflections among practitioners to guarantee that
technology provides safe, high-quality services that benefit both the older patients and the staff.
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One example highlights how active staff participation and decision-making led to the
effective implementation of new welfare technology. However, when management later
decided to relocate the technology, the benefits for patients and the implementation’s value
were lost.

I advocated for bringing it here, it was purchased, and it’s been used a lot. It’s a bit of new technology, a
new way of thinking . . . the staff became so engaged, and they started using it on their own, and you
just felt, ‘oh, this is so much fun.’ . . . Easy to use and nearby, . . . Then they (managers) moved it down
to the entrance, and that ward hardly ever goes there, so you can see how the technology needs to be
integrated, close to the staff and easy to use—then I really believe in it. – Interview 13

Experiences of barriers in daily care that limit participation in quality improvement
This overarching theme integrates issues such as unclear role distribution, a sense of
detachment from direct care work, and a weekly activity structure that limits health
professionals’ participation in QI efforts. It also highlights the increased complexity of care.
There is an emphasis on how structures and priorities distance health professionals from the
core of care and reduce their ability to influence quality.

Unclear roles and distance from patient care hinder participating in quality improvement.
The role descriptions for health professionals, along with job descriptions and the distribution
of nursing responsibilities, were considered unclear. Health professionals felt disconnected
from the care process and expressed a desire to engage more actively in enhancing care quality
alongside nurse assistants and managers.

. . . there’s an awful lot of documentation, unfortunately. It feels like we’re getting further and further
away from the patients. Before, we used to be on each ward, with the door slightly open, keeping track
of how the patients were doing and what was going on, and it was easy for the staff to just pop their
head in and ask something. I think it’s a bit sad, actually, that we’re getting further and further away. –
Interview 15

The participants perceived that few improvement initiatives were taking place in the nursing
homes, citing minimal or no examples of such efforts, which highlighted a general lack of QI
initiatives. Additionally, the role of health professionals was only partially defined. While
improving care quality is included in role descriptions, the practical implementation of these
responsibilities remains ambiguous and has not been carried out systematically. The boundary
between the responsibilities of unit managers and nurse assistants regarding social care and basic
care, as well as the point at which healthcare begins, was poorly defined. The interplay between
these two frameworks complicates a clear division of responsibilities, which the organization
was structured to maintain. Both health professionals and nursing assistants tended to interpret
their responsibilities differently. A lack of knowledge permeated the entire organization, from
management to care staff, hindering QI efforts and the participation of health professionals.

Well, I’ve worked in the municipality before and felt that, sure, there’s always talk about change and
improvement, but over time, you somehow always end up back at the same level. That’s how it feels. –
Interview 1

The structure of incident management hinders participation in quality improvement. The
approach to managing incidents did not promote participation. Health professionals indicated
that they would like more feedback regarding actions taken and wish to participate in
discussions on reducing incident statistics.

Many people are good at talking (managers). Uh . . . but you also notice that it doesn’t always lead to
much when you raise something as a concern. It might get brought up at a staff meeting, but there’s no
follow-up, and you don’t see that things get done as planned. – Interview 1

The current workflows and routines prevented health professionals from being involved in the
follow-up of incidents and QI efforts related to them. This was largely because they were not
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included in the wards’ staff meetings due to the division between SoL and HSL. Issues were
often discussed only during these meetings without any further follow-up. There was no
assessment of what happened after the actions were implemented.

Well, one of the managers, at least, tends to be very defensive and focuses on defending the staff
instead of recognizing where something could be improved. – Interview 12

A concern was an attitude in which managers defend existing practices that lead to incidents.
The above quote suggests shortcomings in the safety culture.

. . . there are many incidents you can report, but then you feel like, well, you just don’t have the energy

. . . – Interview 4

The lack of action on previously reported incidents has caused health professionals to lose trust
in the system, leading them to perceive the documentation of incidents as an unnecessary
burden. They felt that no meaningful changes or improvements were implemented to prevent
recurrences, leading them to decide to not report all incidents they encountered.

The impact of increased care complexity on care quality and participation in quality
improvement.Health professionals reported that care had become more complex at the nursing
homes, with patients suffering from multiple chronic conditions requiring more advanced
medical treatment. The increased care demands made it difficult to establish high-quality care
and limited participation in QI efforts, as all professionals lacked time. Additionally, the
development of care quality has not advanced and has not kept pace with the shift towards
more complex and advanced care.

They are definitely more ill now than they have been in the past, and that brings its own challenges,
both good and bad. There may not always be the resources for that, but . . . - Interview 10

A shortage of staff, coupled with untrained personnel lacking basic care education, was
highlighted as a significant issue. Health professionals felt that the organization could not
evolve or improve the quality of care due to insufficient time and knowledge. Additionally,
a culture of “us vs them” seemed to prevail, with blame for poor care quality often directed at
untrained healthcare workers and nursing assistants.

I’ve been around to a few different wards, and I can say that there are differences. And I believe it has a
lot to do with the varying levels of competence among the staff on the floor. Then there’s also
language. Language barriers. Sometimes I also feel that the staff working together in a group can’t
really communicate with each other. – Interview 1

Health professionals expressed a desire to contribute more to improving care quality but felt
hindered by the organizational division between SoL and HSL. Simultaneously, there was a
pressing need for improvement due to the complexity of care. Health professionals were
strongly motivated to advocate for change.

And what do you think is needed to make things better?

. . . Well, a safer and more secure care environment for the patients. Like, people should want to come
to work and do a good job, have the competence for it, and the staffing to support it. And want to
provide that extra quality. What you can clearly see is that a lot is being cut short in the care, maybe due
to both lack of knowledge and lack of time, and we’re seeing the consequences of that, like a lot of
fungal infections . . . those kinds of things. And then also just being able to offer some activities, doing
something—maybe just helping someone read a newspaper, play a game, or sit and talk. That’s a huge
gap. – Interview 10

Health professionals’ experiences have indicated that nursing homes have taken on more
complex care responsibilities in recent years, at the same time there has been a diminished
focus on QI initiatives. The frontline staff and management departments exhibited a lack of
nursing competence and insufficient time for training, learning, and QI efforts. As a result,
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health professionals felt unable to take pride in the quality of care provided by the nursing
homes, despite being responsible for it.

Do you feel proud of the care provided here by the team?
No. . . .. – Interview 4

Discussion
The purpose of this study was to gain a deeper understanding of how health professionals in
nursing homes experience participation in QI. The analysis highlights that health professionals
encounter obstacles to both QI efforts and their participation in such initiatives. According to
Organizational Readiness for Change theory (Weiner, 2009), these findings point to a low level
of readiness for change within the organization. Numerous contextual factors, such as a lack of
resources, hindering structures, and a resistant culture, complicate QI efforts in elderly care.
Bergman et al. (2024) described how organizational barriers hinder development and QI in
healthcare. Unlike the private sector, the public sector has not fully utilized the techniques and
strategies of TQM, although doing so could be a potential remedy for the challenges it faces
today. Health professionals leave healthcare because they perceive the quality of care is low,
feel excluded from QI efforts, and believe that their expertise is not utilized (Gardulf
et al., 2005).

Clear guidelines are essential to define who is responsible for QI and how health
professionals can be engaged in the process. The lack of role clarity complicates efforts to
implement new evidence and technologies in QI initiatives. This challenge was highlighted in
a study in which middle managers in elderly care identified unclear role distribution as a
significant obstacle to successful QI (Hartviksen et al., 2020). Additionally, upper
management does not prioritize QI, which is evident in managers’ receiving training in
scheduling but not in QI techniques (Hartviksen et al., 2020).

Structures to overcome these barriers are needed, along with an organizational framework
in which QI is highly prioritized and valued by management, instead of the current short-term
focus on budget and staffing issues. Furthermore, structures for fostering employee
participation are lacking and must be developed. There are many techniques derived from
TQM that can be utilized, including quality circles, problem-solving circles, and self-managed
teams (Boaden, 1997). Most importantly, the organizational culture must shift to recognize
employee participation as crucial for QI, a cornerstone of TQM (Bergman et al., 2022).

Breaking down the barriers that hinder QI between the SoL and HSL, ensuring that all
professions are involved in QI, and driving a cultural shift from top management throughout
the entire organization are critical steps described in the TQM literature for fostering a quality
culture (Boaden, 1997). Given the increasing complexity of care and demographic changes,
achieving this goal is essential for working long-term with QI and shifting the focus to meet the
needs of patients and their families, a core concept within TQM (Boaden, 1997). A customer
focus is deemed essential for improving quality, and this approach must be strengthened in the
public sector. However, in healthcare, different terminology should be used (Bergman et al.,
2024), and a person- or family-centred approach can serve as the foundation for QI.

The results of this study suggest that implementing an incident management system focused
on the proactive prevention of incidents is crucial for QI. Such a system would foster a strong
culture of patient safety within the organization. (Alabdaly et al., 2024). Cultural change, along
with a shared understanding of why incidents are managed and the goals of incident
management, is needed (Noghrehchi et al., 2024). To reduce conflicts and collaboratively
enhance patient safety, the entire team must work together. Adjusting the work structure to
support a patient safety culture and team-based QI can lead to several important outcomes.
These include a shared commitment among team members (Guzzo and Dickson, 1996); a sense
of ownership over the issues and contribution to organizational goals (Avey et al., 2009; Brown
et al., 2014); a feeling of being an active part of the organization’s success (Knapp et al., 2014);
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and a shared understanding of team members’ purposes, roles, and responsibilities (Edwards
et al., 2006). This presents an opportunity for health professionals to engage in systematically
implementing evidence and new technology in QI efforts. By doing so, they can contribute
more effectively to improving care processes and outcomes while fostering a culture of
continuous improvement through strengthened empowerment of health professionals (Irwin
et al., 2013). However, being reactive to incidents is not enough to drive comprehensive quality
work. Listening to what staff identify as necessary improvements, alongside the needs and
expectations of patients and their families, is the key to developing a structured QI process
(Mohammad Mosadegh Rad, 2006). Research has shown that employee participation is the
most critical core concept of TQM, serving as the key enabler for implementing other concepts
of the theory within the organization (Bakoti�c and Rogo�si�c, 2017).

Health professionals’ participation in QI may increase care quality in several ways: (1)
Evidence-based practice and the implementation of new evidence aimed at improving care
quality. If health professionals receive support and the necessary conditions to integrate
evidence into their daily work, care quality will improve (Irwin et al., 2013). (2) Facilitating
employee participation and gathering ideas from employees is described in TQM as essential
for enhancing the quality of services provided (Bakoti�c and Rogo�si�c, 2017). The current
hierarchical structure in elderly care hinders this process however, if it is reversed, employees
will have many ideas and suggestions for improvement, as shown in this study. TQM
emphasizes that leadership engagement is needed to capture these ideas and create an
innovative quality culture. (3) This study provides examples of employee-driven
implementation of new technology, which yielded positive results. Research shows that
employee participation is crucial for successful digital transformation in healthcare (Curtis and
Brooks, 2020). (4) There is a strong desire among health professionals to work systematically
with patient safety and incident management. If this engagement is harnessed, employee
participation can drive QI. (5) Health professionals observe patient needs, such as increasing
care complexity, and management must listen to them to make information-based decisions,
which TQM identifies as critical for improving quality (Boaden, 1997).

Implications for future research and limitations
This study indicates a general lack of systematic QI in nursing homes in Sweden, particularly
with respect to the participation of health professionals in these efforts. This suggests the need
for further research on how the involvement of health professionals in QI can be strengthened
and facilitated within nursing homes and what is entailed in this context. Future studies should
explore the conditions that enable participation in QI, exploring how leadership culture may
need to change to foster such involvement. TQM tools need to be tested, evaluated, and
adjusted to fit the context of elderly care.

The results cannot be considered representative of all nursing homes in Sweden. However,
the findings provide important insights into how QI in elderly care and employee participation
are perceived in nursing homes today. Further research is needed in this area to identify broader
trends within this context.
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