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Abstract: The nursing home (NH) population becomes increasingly frail, suffering several chronic 

illnesses, high symptom severity, and short remaining lifespan after admission; all this requires 

skilled, well-organized professional care. Little is known about how NH managers influence the 

caring and learning environment (CLE) to ensure competencies in meeting NH patients’ needs. The 

aim of this study is to explore how NH managers influence the CLE to provide basic nursing edu-

cation for students and apprentices, in order to improve it. This study applies a qualitative design, 

using multiple methods and focusing on NHs as a context involving complex adaptive systems and 

on basic nursing as a complex issue. NH managers express a constant struggle to keep workloads 

manageable, and NHs come across as exhausted organizations with little surplus. Both managers 

and staff look for ways to execute the work with as little effort as possible and mainly stick to well-

established routines. Not participating directly in either daily caring or placement learning, NH 

managers influence the CLE indirectly through taming and coping strategies, largely using taming 

strategies that lead to serious unintended outcomes. Coping strategies involve leading collaborative 

processes in holding environments that are feasible with their workload and roles as managers. 
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1. Introduction 

In the years to come, the numbers of persons aged 80 years or older will triple (1). In 

Western countries, the population segment of those 85 years and older is experiencing the 

largest growth and is accompanied by an increased need for nursing home (NH) care. The 

NH population is becoming increasingly frail, suffering several chronic illnesses, high 

symptom severity, and short remaining lifespan after admission, all of which requires 

skilled professional care (2). Currently, the world faces a shortage of healthcare personnel, 

made worse by the aging population and the massive movement of the current workforce 

from employment to retirement (3). Consequently, NH managers are dependent on 

healthcare professionals who hold competencies that meet the NHs patients’ needs. Fur-

thermore, good collaboration is crucial for both care quality and efficiency. NHs provide 

placement learning for nursing students and nursing associate apprentices (hereafter 

‘learners’). Consequently, it is crucial that the caring and learning environment (CLE) fa-

cilitates the learning and acquisition of relevant competencies. Moreover, the learners pay 

attention to NH managers’ engagement and involvement in daily care; this, together with 

the placement learning work, influences the learners’ motivation to work in a NH after 
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graduation (4-7). However, little is known about how NH managers influence the CLE. 

The NH managers work in management teams and are collectively denoted as NH man-

agers. 

1.1. The CLE as complex adaptive systems  

In the present study, the CLE embodies a complex adaptive system (CAS) (8) (9) (pp. 

2-5) whose members interact directly and form multiple relationships. In this study, the 

members of the CAS are the patients, registered nurses (RN), nurse associates, health care 

assistants, and learners, representing a diversity of needs and interests. CASs are self-or-

ganized in the sense that the organization of work within the system is more a result of 

interaction within the CAS than direction from authorities (e.g., managers) from the out-

side (9) (pp. 89-111). This self-organizing feature also means that CASs are meaning-mak-

ing systems, wherein the perceptions, norms, and values given the most support come to 

dominate others. However, the systems are sensitive to influence from the environment 

(9) (p. 12). In this study, the NH managers form the environment of the CAS, albeit with-

out being an active part of it: the NH managers do not regularly participate directly in 

care and placement learning activities (10). The managers expect the CAS to deliver out-

comes that reflect care quality, productivity, and a good work environment, all of which 

enhance public reputation and recruitment (11, 12). However, the relationship between 

the managers and the CLE is reciprocal, and the CLE may expect support from the man-

agers. Therefore, the managers and the CLE are likely to adapt to each other. 

1.2. Managers’ approaches to influencing complex systems. 

CASs are complex in the sense that they inherit more possibilities than can be actual-

ized (9) (p. 42); CASs both produce and hold the capacities to handle complex issues. Com-

plex issues are hard to fully understand, involve multiple interests, evolve and change as 

time goes on, and are often intertwined with other issues (13) (p. 5); thus, they defy pre-

made solutions. Both basic nursing and running a NH represent complex issues. Unlike 

complex issues, simple issues might be handled by premade guidelines and existing rou-

tines. It is the manager's job to decide whether a problem should be perceived as complex 

or simple. 

When making such choices and applying indirect influence, managers mainly em-

ploy one of two management strategies: coping or taming (13) (pp.14 -15). Coping in-

volves accepting and appreciating the diversity and unpredictability that complexity rep-

resents. Moreover, it entails adapting to ever-changing situations; as a result, coping in-

volves change that might cause stress and resistance. Accordingly, managers employing 

coping strategies need to: 1) regulate stress and pressure to a level that fits the involved 

worker’s capacities; 2) maintain a disciplined attention to overarching goals and values; 

and 3) keep the work in the hands of the CLEs, supporting self-organization (14) (pp. 291-

300) (15). To do this, managers create holding environments, which in this study is an 

environment where people feel safe enough to handle difficulties and contradictions, but 

not too safe that they can avoid these issues (14) (p. 293). Taming involves simplifying 

issues by viewing and handling them as well-known, stable, and controllable issues. Tam-

ing strategies often reflect path-dependency (16)—i.e., past routines are continued with-

out taking into consideration their suitability in the current situation, 

Managers need to constantly maintain a balance between taming and coping strate-

gies while managing the many complex issues (13) (pp. 14-15). Coping strategies might 

be time-consuming, since they require constant attention from the managers; on the other 

hand, taming strategies often lead to unexpected outcomes and the need to replace them 

with coping strategies (16). 

1.3. Basic nursing and placement learning 

Basic nursing involves the care that is fundamental to all patients’ health and well-

being, regardless of diagnosis or health care setting (17). NH managers are formally 
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responsible for patients being provided care of appropriate quality that meets their fun-

damental needs (18, 19). In recent decades, there has been a change in NH patients’ health 

situation toward increasing frailty, vulnerability, and multimorbidity. NH patients are 

mostly in the last phase of life: mean residential time is approximately 1–2 years, and 

annual mortality is about 40% (20). The patients’ health conditions and end-of-life state 

necessitates that basic nursing care is a dominant aspect of NH services. The patients are 

increasingly dependent on help and assistance in all aspects of functioning: respiration, 

circulation, elimination, cognition and communication, rest and sleep, dignity and com-

fort. These aspects interact, so that a change in one aspect influences the others, making 

basic nursing a complex issue requiring professional competencies (17). Thus, NH man-

agers need healthcare personnel who possess competencies in providing increasingly 

complex basic nursing care. 

Moreover, working in a NH requires collaboration. Collaboration involves two as-

pects: (1) coordination of work; and (2) exchange of experiences and perspectives to im-

prove care quality (21). The resulting competencies can be presented as three aspects of 

basic nursing care that are intertwined and should be reflected in the CLE: (1) individually 

assessing and providing basic nursing care to patients; (2) organizing and coordinating 

basic nursing for a group of patients; and (3) participating in holding environments for 

quality improvement. For novice learners, the CLE should gradually increase the com-

plexity of the learning situations. 

Evidence on how managers explicitly influence the CLE in terms of basic nursing 

education for students and apprentices is scant. Mostly, studies have investigated how 

managers facilitate preceptors’ work (e.g., 22, 23, 24). Moreover, previous research indi-

cates that managers have an influence by acting as role models (25), representing a form 

of influence that is less compatible with their current managerial roles. Furthermore, Aase 

(26) reports that NH managers tend to underestimate their influence on the CLE. To our 

knowledge, research on apprentices’ learning is scarce: a recent review (27) identified no 

studies focusing how nursing apprentices and assistants learn in NHs. 

The aim of this study is to explore how NH managers influence the CLE to improve 

it and to facilitate students’ and apprentices’ learning of all aspects of basic nursing. Figure 

1 provides an overview of the elements of interests, inspired by CAS theory (9); the NH 

managers and the CLE are illustrated as separate squares, with arrows indicating that they 

influence each other. The managers’ influence involves either coping or taming strategies, 

and the CLE’s response is seen in how they adapt to the influence as they organize their 

work. The NH managers’ influence is the focus in this study. 

 

Figure 1. The elements and interactions of interest in this study. 

2. Materials and Methods 

2.1. Design  

NH managers' 
influence on 
the CLE

CLE's 
adapation to 
the managers' 
influence and 
expectations 
of self-
organizing
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The study is part of a larger project aimed at improving and studying the CLE in 

NHs. This explorative study takes place in a natural setting, applies a qualitative design, 

uses multiple methods, and focuses on context (28) (pp. 2-3). 

2.2. Context, participants, and settings  

The larger project was conducted to improve the CLE in NHs and was led by the 

Norwegian University of Science and Technology University and the Regional Center for 

Care Quality in NHs. To this end, the project implemented an intervention called inter-

professional learning teams (IPLT). IPLTs were established at each NH as sites for evalu-

ation and refinement of basic nursing care; all students and apprentices and their precep-

tors at the respective NH were invited to participate. The managers had to establish the 

IPLTs and make it possible for preceptors to attend them. More details about this inter-

vention is provided elsewhere (29) . 

Among several invited NHs, one rural and two urban NHs agreed to participate, 

representing a convenience sample. All managers except one were RNs. The unit manag-

ers held a formal management education, while ward managers had attained higher edu-

cation in nursing. All managers were experienced in their roles. For the numbers of man-

agers, wards, and rooms, see Table 1. 

Assistants, associates, and RNs are collectively denoted as healthcare personnel or 

staff. In Norway, becoming a nursing associate requires a two-year secondary school pro-

gram and two years of apprenticeship. Those participating in this study were in their first 

or second year of apprenticeship. The nursing students were first-year students in a bach-

elor’s degree of nursing program at the local university. For numbers and roles, see Table 

1. 

Table 1. Number of managers, wards, patient rooms, preceptors, students, and apprentices in-

volved in this study. 

 NH 1 NH 2 NH 3 Total 

Unit managers 1 1 1 3 

Ward managers  1 2 1 4 

Wards  1 2 2 5 

Number of patient rooms 25 60 24 109 

Preceptors for students 2 4 3 9 

Students 6 4 4 14 

Preceptors for apprentices 3 4 2 9 

Apprentices 2 4 4 10 

2.3. Data collection 

The present data comprise field notes from participatory observation (28) (pp.143-

146) and transcriptions from a management seminar. The data were collected by the first 

author between January and April 2017. Field notes were collected at a manager-led wel-

come seminar at each NH, which sought to make the learners feel welcome and informed 

about the CLE, as well as during a two-day (8 hours per day) observation of the CLE at 

each NH, conducted by the first author. The field notes addressed how managers engaged 

and were involved in the CLE and the IPLT. Moreover, the field notes observed how the 

CLE organized care and learning. The two-day observation took place during the take-

overs between shifts, and during conversations and collaborations in the ward office, liv-

ing room, or kitchen for one day at each ward. The researcher did not enter any patient 

rooms and did not participate in care provision. The observation was participatory in that 

the researcher actively participated in the reflections and conversations with learners, pre-

ceptors, and staff. The researcher presented herself as the learner’s lecturer to patients or 

relatives on perceptions and experience regarding basic nursing and placement learning. 
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The researcher felt welcome and included, as both staff and learners made contact and 

initiated reflections about how care and learning were organized and carried out. Key-

words were noted briefly between the observation sessions and the conversations. Be-

tween each day of observation, the first author typed up the field notes and added memos 

(28) (p. 218) to sharpen the focus of the following day and the following NH. Lastly, the 

data includes transcriptions of tape-recordings from a management seminar (MS) where 

the managers and researchers discussed the need or professional competencies and learn-

ing in NHs. The first and third author led this seminar using the principles of focus group 

discussions   (pp. 31-49) (30); seven managers from the three NHs participated actively 

in the discussion, creating the present data. 

2.4. Analysis 

The main analysis was performed after all data were collected, employing a thematic 

analysis in six phases (31) (p. 35)The data were organized into four parts (three field 

notes—one from each NH—and one transcription from the MS), and in the two first 

phases, the parts were analyzed separately. The first phase involved a naïve reading to 

get an overview of the data sets, identify the relevant sections of the data for this study, 

and develop initial meanings. In the second phase, codes were assigned to the data, and 

then these codes were compared and revised through constant comparison with the data 

set as a whole and with its parts. The third phase involved identifying preliminary themes 

by interpreting and writing up the meanings represented by the codes. In phase four, the 

authors reviewed the themes by checking whether they made sense in relation to both the 

codes and the whole data set. Phase five involved analyzing the connection between the 

themes to become aware of underlying organizing themes (i.e., the overall theme and 

main themes). In investigation of the connections between the themes, suitable theories 

and frameworks (32) were carefully consulted. In phase six, the themes and correspond-

ing texts were written out, forming the results section and providing direction for the con-

tent of the background and discussion sections of this study. All the authors were in-

volved in all phases: the first author wrote up preliminary texts for the others to review 

and comment. 

2.5. Recruitment and ethics 

Managers, preceptors, students, and apprentices received oral and written infor-

mation about the study, its confidentiality, what participation would include, and their 

right to withdraw at any time without stating any reason. The clinical staff at each NH 

was informed at ward meetings and by minutes from these meetings. The NH managers 

approved the researchers’ access to the field and also approved the study (registration 

number to be filled in after review). No patients and no patient information were involved 

3. Results 

The analysis resulted in an overall theme and three main themes with various sub-

themes. The themes and their structures are presented in Table 2. 

Table 2. An overview of the themes. 

Overall-theme “A constant struggle to keep work manageable” 

MAIN THEMES SUB-THEMES 

1. We cannot always be there for them A. Keep organizing basic nursing yourself. 

B. Keep work simple.   

2. The CLE simplified basic nursing to 

make work manageable 

A. Basic nursing is practical assistance with every-

day tasks. 

B. Basic nursing is the associates and the assistant’s 

domain. 

Preprints (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 9 May 2023                   doi:10.20944/preprints202305.0662.v1

https://doi.org/10.20944/preprints202305.0662.v1


 

 

C. Basic nursing work should be evenly distributed 

and carried out without delay. 

3. IPLT—an enrichment of the CLE    A. The interprofessional learning team is the future. 

B. Maybe we do not pay attention to the right things. 

3.1. The overall theme: A constant struggle to keep work manageable  

The overall theme indicates that managers struggle to keep on top of their roles and 

workload as managers. They were observed as always being “on the go” and having a 

fully scheduled day, and issues raised by their superiors occupied their attention. Some 

managers seemed to have learned their lesson from enthusiastically taking on activities 

on their own that were not on the agenda and thus not supported by their local superiors: 

“We cannot take on too many tasks. We cannot be engaged and involved in everything” 

(unit manager at MS). The NH managers’ approaches to handling their work situation are 

reflected in the three main themes and their respective subthemes (see Table 2). 

3.2. Main theme 1: We cannot always be there for them.  

The managers’ attention was mainly drawn toward issues other than daily care and 

placement learning, and they did not participate in either caring work or placement learn-

ing on a daily basis. The ward managers’ presence at the ward varied with their manage-

rial workload. Thus, they signaled to the clinical staff that “we cannot always be there for 

them, all of them [the caring staff] have to take responsibility” (ward managers, MS). This 

meant that they expected the CLE to handle the caring and placement learning work on 

its own. 

3.2.1. Subtheme A: “Keep organizing basic nursing yourself.” 

To cope with their own work, the managers supported the CLEs’ self-organization, 

which meant that they did not need to be present at take-overs or during shifts. Their main 

issue was ensuring that there were sufficient staff available according to staffing rules. 

With regard to placement learning, their engagement/involvement was limited to desig-

nating preceptors. 

3.2.2. Subtheme B: “Keep work simple.”  

To support the CLEs in their efforts to handle the work, the managers encouraged 

the healthcare professionals to think of work as simple tasks they could easily handle: 

“keep it [the work] simple, we can’t make it too complicated” (unit manager). Thus, managers 

encouraged the CLE to continue with existing, well-known routines for basic nursing 

work and placement learning. Learners were encouraged to orient their attention to the 

routines: “First of all, you need to learn the ward’s routines” (ward manager to learners at 

welcome session).  

3.3. Main theme 2:  The CLE simplified basic nursing to make work manageable. 

The routines reflect the CLEs’ perceptions of basic nursing work—i.e., what to learn 

and how to learn it. The findings of the second theme indicate simplification of basic nurs-

ing and its organization. The CLE continued with well-established routines for conduct-

ing and learning basic nursing that reflected their perception of what the work entailed. 

3.3.1. Subtheme A: “Basic nursing is practical assistance with everyday tasks.” 

Basic nursing was understood as practical assistance in daily life that included 

getting ready for the day/night, eating, toileting, and domestic tasks. Other needs—like 

patients’ social and existential needs, and the significance of the nurse-patient 

interaction—were considered additive, not basic, and thus it was up to the individual 

healthcare worker to provide or not. The work was considered simple work that could 

easily be performed with just a little introduction to the routines and without formal 

Preprints (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 9 May 2023                   doi:10.20944/preprints202305.0662.v1

https://doi.org/10.20944/preprints202305.0662.v1


 

 

competencies. The learners’ attention was directed to how to efficiently carry out practical 

assistance; thus, after some brief initiation, the learners were encouraged to attend to 

patients on their own, to become independent and efficient contributors that get work 

done. The learners were not systematically provided with learning situations that 

involved assessing patients’ situations to evaluate whether the care was appropriate or 

needed to be adjusted: they were simple introduced to how care was normally carried out 

for individual patients, and they were expected to maintain the routines. 

3.3.2. Subtheme B: “Basic nursing is the associate’s and assistant’s domain.” 

The daily work was divided between occupational groups, who represented do-

mains. The basic nursing work was apparently the associates’ and the assistants’ domain; 

they were allowed and encouraged to take control of it, by both the managers and the 

RNs. Consequently, associates and assistants could easily precept learners, and RNs did 

not intervene unless asked to. However, because basic nursing was perceived to create a 

heavy workload—at least in the morning, at meals, and in the evening—other groups of 

healthcare personnel, like RNs, were expected to contribute. The RNs wanted to contrib-

ute to basic care to maintain an overview of the health situations of the patients. However, 

at one NH, the RNs did not participate in basic nursing; they were organized in a nursing 

pool and attended the patients as requested by the associates. 

The RNs had their own domain, which involved attending to patients to evaluate 

their health situation, along with coordinating and following up with doctors’ and other 

occupational groups’ work and documentation. However, the nursing students did not 

participate in these tasks, because according to their curricula, they were to learn basic 

nursing in line with the CLE’s perception. As a result, the nursing students only observed 

the RNs being busy and never having a break, and they recognized that they actually 

learned the associates’ work. After some weeks, the students got bored performing the 

basic tasks of the associates: they wanted to learn the additive tasks of the RNs. 

3.3.3. Subtheme C: “Basic nursing work should be evenly distributed and carried out 

without delay.” 

The associates and the assistants also developed the customs for how the work 

should be distributed and carried out. The basic nursing work was distributed evenly, 

based not so much on formal competencies as on the workload that the work represented. 

Usually, not much was communicated in the distribution of the work, because the staff 

was familiar with the tasks and routines. The healthcare personnel were free to perform 

the work in their own way, as long as they did not delay the “rhythm of the teamwork” 

or increase the work burdens of others. Learners were encouraged to contribute to getting 

work done on their own and were appreciated when they did so: “Yesterday, at the evening 

shift I did all the routine care by myself, without needing assistance from anyone” (apprentice). 

The associates were eager to ensure that learners grasped and committed to the customs. 

Consequently, the learner’s attention was directed to the flow of the basic nursing work 

and being available to assist when needed. However, they were provided feedback and 

reflection, as long as it did not increase the workload of others. 

3.4. Main theme 3: IPLT—an enrichment of the CLE      

The general CLE did not provide learning situations that involved quality improve-

ment, nor learning situations that involved how to assist the managers in monitoring basic 

nursing. Some managers were astonished when they realized that the preceptors did not 

facilitate such learning, as some did not presume the topic to be relevant to basic nursing. 

However, the IPLT was meant to be an enrichment of the CLE—an arena for learning how 

to collaborate across occupations for the improvement of care. The managers varied in 

how much they engaged in familiarizing with the incentive. For those that engaged, the 

IPLT turned out to be a feasible arena for indirectly monitoring and influencing basic 

nursing. 
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3.4.1. Subtheme A: “The interprofessional learning team is the future.” 

The teams discussed how the healthcare staff could best provide basic nursing care 

that met residents’ individual needs, involving revision of the routines and viewing the 

patients as co-creators of their own care. The managers observed how the discussions in 

the IPLT helped staff, learners, and patients to thrive: “I think they liked it” (unit manager, 

MS). The learners, especially the nursing students, expressed that the IPLT represented 

the most interesting learning activity of their placement. A unit manager stated: “I think 

interprofessional collaboration is the future”. These managers experienced the IPLT as a hold-

ing environment for improving care quality, enriching the healthcare personnel’s work, 

and being a possible recruitment incentive. 

3.4.2. Subtheme B: “Maybe we do not pay attention to the right things.” 

When presented by the learners at a ward meeting as an option for adjusting the 

content of basic nursing work, the new patient-centered approach was rejected by the 

healthcare personnel not participating in the IPLT. The managers were astonished to face 

the healthcare staff’s resistance to the new ideas: “I do not want it to be like this, I felt embar-

rassed on behalf of the learners” (ward manager, MS); “Maybe we do not pay attention to the 

right things” (ward managers, MS), which questioned the managers’ priority of issues in 

which they get engaged and involved. 

4. Discussion 

The aim of this study was to provide knowledge on how NH managers influence the 

CLE to provide good learning opportunities for first-year nursing students and nurse as-

sociate apprentices. Managers’ influence on the CLE needs to be understood in a broader 

context: their agenda is set by the upper management, not determined by the issues of 

daily work at the wards. In this situation, as they are not able to influence care quality and 

placement-learning directly, they influence it indirectly. The findings reveal that manag-

ers use two indirect influencing strategies—taming strategies and coping strategies—that 

subsequently impact how the CLE perceives and organizes its work (see Figure 2). This 

finding represents a novel insight into how NH managers influence the CLE as well as the 

significance of their influence for patient care, collaboration, and the competencies 

achieved. 

NH managers’ workloads are described in former authors’ findings describing that 

NH managers run a NH 24/7 and are also involved in complex issues related to the NH 

being part of a larger municipality (33-35). The NH managers also participate in the mu-

nicipal management, which extends the scope of their attention. As indicated by Kristian-

sen et al. (10), this situation prevents them from being professional experts guiding caring 

work and placement learning on a daily basis. Not being able to have a direct influence, 

they employ strategies of indirect influence: the taming and coping strategies. In line with 

the overall theme, the present findings represent NHs as exhausted organizations with 

little surplus. Both managers and staff look for ways to get work done with as little effort 

as possible. In this situation, managers stick to taming approaches (13, 14), (R pp. 14-15), 

(p. 301) and the CLE accordingly sticks to well-established routines, representing path-

dependency (16). The taming strategy encourages the CLE to simplify the work: the CLE 

follows and continues well-known routines of basic nursing and placement learning. The 

simplification restricts several aspects: 1) the content of basic nursing is limited to practical 

assistance with some of the patients’ fundamental needs; 2) competencies are limited to 

those held by associates and assistants; 3) interactions are limited to the minimum needed 

to carry out the work; and 4) the meaning of the work and learning is limited to conduct-

ing the tasks efficiently. 
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Figure 2. NH managers’ influence on the CLE. 

The taming strategy decreases the need for engagement and involvement by manag-

ers; they expect the CLE to simply continue with well-known routines. Moreover, the 

strategy fits with the managers’ limited access to qualified healthcare personnel and high 

turnover, which is a growing problem in today’s NHs (36). Routines provide a prescrip-

tion for what to do that is suitable for healthcare personnel without or with lower formal 

education. Moreover, routines are helpful for newcomers and enhance the overview of 

which work should be given priority. Previous research shows that employees and assis-

tants are assigned a specific work domain that they control and organize themselves (37). 

However, self-organization means that staff perform the work according to their own per-

ceptions and their own customs for how the work should be distributed and carried out, 

relatively undisturbed. The RNs do not intervene, because they have their own domain 

requiring their attention. With the taming strategy, there is no system for interactions 

across work domains. Thus, this strategy has unintended consequences: the restriction of 

basic nursing care does not meet the needs of today’s NH population. Restricted basic 

nursing has received increased attention in the wake of revelations of its consequences for 

patients across levels of the healthcare system (38-40). Restricted care in NHs causes suf-

fering, increased symptom burdens, low quality of life, and unnecessary hospitalization 

(38, 41, 42). Moreover, low care quality negatively influences rumors about the service and 

the staff’s ability to thrive and makes NHs less attractive for placement and work after 

graduation (43). However, the research points to different explanations for care quality, 

including lack of leadership for basic nursing (38, 44, 45), lack of education and profes-

sional competencies (38, 40, 46), lack of compassion (47), and lack of staffing (48). The 

present study contributes insights into how NH managers (mis)interpret the complex 

basic nursing as a simple issue, which seems to lead to the unintended outcome of re-

stricted care.  

The taming strategy influences perceptions of basic nursing: basic nursing becomes 

simple, mundane work that can be carried out by anyone with a little introduction and 

for which professional knowledge is less relevant. Notably, RNs differentiate basic nurs-

ing from their domain, and nursing students do not find it relevant. Our findings reflect 

the perception that is seen in a current discussion on the meaning of basic nursing in the 

NH managers influence the CLE indirectly 

Taming strategies Coping strategies 

NH managers influenced by upper-management causes 

Increased workload Changed roles

The CLE restricts 

1) content  

2) competencies  

3) interactions  

4) meaning  

of basic nursing 

The CLE extends 

1) content  

2) competencies  

3) interactions  

4) meaning  

of basic nursing 
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nursing profession (40, 49): MacMillan states: “Without being aware of it, educators and prac-

ticing nurses may be teaching nursing students that fundamental nursing care is unimportant, 

uncomplicated and not really nurses’ responsibility” (40) (p. 37). This statement indicates that 

taming strategies are widely used in relation to basic nursing. The consequence of this 

‘taken-for-granted perception’ is that the learners do not achieve basic professional com-

petencies in making systematic observations and sound judgments of patients’ fundamen-

tal needs; such competencies need to be developed through experiences in patient inter-

actions over time (50) (p. 8). Consequently, due to taming strategies, future healthcare 

personnel are not trained to evaluate whether the daily routines sufficiently meet the pa-

tients’ healthcare needs or what to do when the routines do not appear to be suitable. 

Although little is known about the taming strategy’s influence on the learning outcomes 

of apprentices, healthcare managers report that newly graduated RNs have poor compe-

tencies in assessing and dealing with situations where ‘what to do’ is not given as an es-

tablished routine (51-53). Moreover, RNs feel unprepared to take action when they be-

come aware of restricted care (54).  

The taming strategy restricts collaborative relations because work domains are as-

signed to occupational groups. Consequently, the strategy hinders interprofessional col-

laboration, an important mean for quality development, workplace learning, and quality 

of care (55, 56). Even if an occupational group is given the primary responsibility for cer-

tain work, the group needs input from others to constantly evaluate and adjust their work, 

regardless of occupation or educational level (56). Without input from the outside, self-

organizing groups tend to become path-dependent and do not question the established 

routines (16). The IPLT represents an arena for learners to collaborate that includes ap-

prentices, associates, and assistants, who represent groups of healthcare professionals that 

often are restricted from having influence due to their subordinate status (57). 

The coping strategy values diversity and questioning the meaning and suitability of 

routines. The managers in the present study employed this strategy by turning the IPLT 

into a holding environment that keeps the CLE’s attention on the complexity of basic nurs-

ing. This strategy enhances diversity that contrasts the taming strategy: 1) routines are 

opened to variation in both content and process of carrying out work; 2) variations in 

competencies are involved; 3) interactions involve healthcare personnel beyond those car-

rying out the daily work; and 4) the meaning of work and learning embraces efficiency, 

development, and individualization of care. 

Havig et al. (34) state that NH ward managers should be supported in prioritizing 

development of the CLE and care quality development over other management issues. 

This means that NH managers need to reconsider their use of the taming strategy for basic 

nursing and placement learning. The coping strategy employed in the IPLT represents a 

shift in management roles, from being role models on behalf of professional expertise (25) 

toward becoming a facilitator of processes that encourages stakeholders to figure out how 

to manage the issues at hand (14) (pp.294-399). This shift in the managerial role is relevant, 

because when complex issues arise, the solution is in the hands of those interacting with 

each other on a daily basis, not so much in the hands of the managers (14) (p. 297). As seen 

in the present findings, managers might expect resistance to change. Thus, this shift in the 

manager’s role is not a quick fix, and holding environments require conflict management 

(15, 34), which entails monitoring the process and balancing the stress associated with 

sorting out conflicting interests so that collaboration and productivity are not under-

mined. 

4.1. Methodological considerations 

A thick description (58) of the data and the context strengthens the transferability of 

the findings and their relevance beyond the study’s setting (59). Moreover, the triangula-

tion in types of data sources and data provides richness in perspectives and variations (28) 

(pp. 43-64) (60) (p.26). However, some limitations must be kept in mind, particularly that 

the data represent only three NHs, which might influence the information power (59).  
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The analytical framework used in this study increased the credibility (59) and infor-

mation power (61) through its ability to conceptualize the findings with new insights and 

ways of understanding. Reflexivity (59) (28) (p. 43-62) was addressed through the pro-

longed phases of analyzing the data: all authors regularly discussed the data and possible 

meanings of the findings within several analytical frameworks and theoretical perspec-

tives. 

5. Conclusions 

This study presents NHs as exhausted organizations with little surplus, where both 

managers and staff are looking for ways to handle the work with as little effort as possible; 

this leads to them mainly sticking to well-established routines. Incentives for change, like 

the IPLT, need to be well-reasoned and -designed, otherwise they will not be imple-

mented. Moreover, the managerial role has changed from being a role model of clinical 

expertise directly influencing care and placement learning to a managerial role where they 

need to find ways to provide indirect influence. Thus, incentives for change must be fea-

sible for the new managerial roles. Furthermore, the findings reveal how NH managers 

indirectly influence the CLE by means of either taming or coping strategies. Their choice 

depends on the support from their superiors and whether they perceive the issues at stake 

as simple or complex. Taming strategies have certain unintended outcomes that are likely 

to affect quality of care and recruitment. Leading collaborative processes in holding envi-

ronments might be a feasible way for managers to indirectly influence care quality. Fur-

ther research is needed to understand the interface between NH managers and the CLE. 

In addition, evidence is sorely needed on how holding environments might represent a 

way to handle collaboration of basic nursing and learning between occupational groups 

involved in basic nursing in NHs. 
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