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Abstract
Background
Leadership is a key feature in implementation efforts, which is highlighted in most implementation frameworks. However, in studying leadership and implementation, only few studies rely on established leadership theory, which makes it difficult to draw conclusions regarding what kinds of leadership managers should perform and under what circumstances. In industrial and organizational psychology, transformational leadership and contingent reward have been identified as effective leadership styles for facilitating change processes, and these styles map well onto the behaviors identified in implementation research. However, it has been questioned whether these general leadership styles are sufficient to foster specific results; it has therefore been suggested that the leadership should be specific to the domain of interest, e.g., implementation. To this end, an intervention specifically involving leadership, which we call implementation leadership, is developed and tested in this project. The aim of the intervention is to increase healthcare managers’ generic implementation leadership skills, which they can use for any implementation efforts in the future.

Methods/design
The intervention is conducted in healthcare in Stockholm County, Sweden, where first- and second-line managers were invited to participate. Two intervention groups are included, including 52 managers. Intervention group 1 consists of individual managers, and group 2 of managers from one division. A control group of 39 managers is additionally included. The intervention consists of five half-day workshops aiming at increasing the managers’ implementation leadership, which is the primary outcome of this intervention. The intervention will be evaluated through a mixed-methods approach. A pre- and post-design applying questionnaires at three time points (pre-, directly after the intervention, and 6 months post-intervention) will be used, in addition to process evaluation questionnaires related to each workshop. In addition, interviews will be conducted over time to evaluate the intervention.

Discussion
The proposed intervention represents a novel contribution to the implementation literature, being the first to focus on strengthening healthcare managers’ generic skills in implementation leadership.
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Background
There is a consensus that leadership is a key feature of implementation efforts. Leadership is included in most of the frameworks in implementation science that highlight factors essential to implementation, such as the Consolidated Framework for Implementation Research (CFIR) (cf. [1]) and the Preparation, Implementation, Sustainment (EPIS) framework [2]. These frameworks highlight that managers have an opportunity to influence several of the factors that are known to affect implementation success. From the existing implementation frameworks and from empirical findings on implementation leadership (particularly of evidence-based practice), it is clear that several manager activities and behaviors influence implementation [3–6]. This includes supporting employees, providing feedback, communicating about the implementation, influencing the work context, and serving as role models themselves [3–6].
Although it can be concluded that leadership is important for implementation, some shortcomings have been highlighted in the empirical studies on implementation leadership [3–6]. First, leadership has been defined and measured in different ways in the existing empirical studies, which makes comparisons across studies difficult. Second, few studies rely on established leadership theory; instead, most list specific activities managers should perform in relation to an implementation. The lack of theoretical underpinning for managerial activities makes it difficult to draw conclusions as to which activities managers should perform and why. Lists of managerial activities also neglect the fact that managerial activities are not performed in isolation from each other but are rather grouped in clusters of leadership behaviors, forming a more consistent leadership style. In addition, the need for studies on leadership styles was recognized in a recent call to develop concrete research evidence for key factors for implementation [7]. Taken together, based on the current research, it is difficult to draw uniform conclusions regarding what type of leadership is more effective for implementation and how to train managers in implementation leadership (cf. [4]).
Full range leadership model
In research fields traditionally concerned with leadership studies, i.e., industrial and organizational psychology, the full range leadership model (FRLM) is the most comprehensive and most researched leadership model [8, 9]. The model aims to describe the full range of leadership behaviors, from the desired active leadership (called transformation leadership) to the undesired passive leadership (called laissez-faire leadership). Transformational leadership incorporates managers who act as role models and are able to formulate an inspiring vision for the future. They encourage employees to be creative and innovative, as well as giving them autonomy to make their own decisions, but at the same time coach them so that they are able to develop their abilities. Several meta-analyses and reviews have documented the positive effects of transformational leadership on productivity, employee effectiveness, job satisfaction, and group performance [10–15]. Studies in healthcare organizations have shown transformational leadership to be associated with better patient outcomes [16]. Moreover, transformational leadership has also been identified as particularly efficient for change processes [14, 17]. The full range leadership model also specifies transactional leadership, a rather active leadership behavior that is associated with mixed results due to the different natures of its sub-constructs. Of these, contingent reward has been found to be effective, whereas management by exception is generally not considered to reflect effective leadership behaviors. While transformational leadership seems valid to make change happen, it may not be sufficient. From research on organizational change, it is known that in addition to transformational leadership, the transactional leadership sub-category of contingent reward is important for the effective management of change processes, e.g., managers being specific, providing feedback, and evaluating the change process [17, 18]. These activities also align well with the leadership activities highlighted in the systematic review of leadership during implementation [3–6]. Moreover, the full range leadership model includes laissez-faire leadership—whereby managers do not take their leadership responsibility and instead act passively—which has been found to be related to negative outcomes [19]. To conclude, the combination of transformational leadership and contingent reward may be a valuable leadership style to test in the context of implementation leadership.

Implementation leadership
Because the full range leadership model is a general leadership theory—that is, it describes how managers act in general rather than in relation to a specific aim—it has been questioned whether general leadership is sufficient for understanding the relation between leadership and specific results, e.g., implementation success. For example, managers who use transformational leadership do not necessarily focus on facilitating the implementation of a particular practice at their workplace but can instead focus their attention on other aims and still be perceived by their subordinates as transformational leaders. Therefore, leadership specific to the domain of interest has been suggested for securing the desired results in the specific domain [20]. This implies that scales measuring general transformational leadership, e.g., leadership behaviors without a specific target, might not be sufficient to capture the kind of leadership that facilitates implementation. In other research fields, domain-specific leadership has already been used to foster specific results at the workplace, e.g., to increase occupational safety [20] or health [21]. In the field of implementation, these types of studies are scarce, with the exception of Gifford et al. [22] or Aarons et al. [23, 24], who studied an implementation-specific form of leadership aimed at facilitating the implementation of evidence-based practice [23, 25]. Aarons used transformational and transactional leadership as the inspiration for his scale but did not keep the factor structure suggested by the full range model. Whereas Gifford aimed to change leadership, she assessed changes in leadership using interviews and also based the training on the CPE model of leadership [22, 26]. To conclude, for leadership to be relevant for implementation, managers need to focus their actions on the specific practice that is implemented, and hence need to show domain-specific leadership, which we call implementation leadership in the remainder of this study protocol. So far, only one scale for implementation leadership exists that strongly focuses on the implementation of EBP.

Implementation leadership development
For organizations, it is not sufficient to know that implementation leadership is important; they also need to know how implementation leadership can be trained. Meta-analyses on the effects of leadership development have shown positive effects, e.g., that leadership behaviors can be enhanced through leadership training [14, 27]. More specifically, evaluations of interventions to foster general and specific transformation leadership have shown promising results, such as an increase in self- and employee-rated transformational leadership (for examples see [20, 28–32]). However, research on how to train managers in implementation leadership is scarce, an exception being a prior pilot study focusing on training managers in implementation leadership using evidence-based practice [23]. Aarons and colleagues found that the five managers who participated in the training showed a significantly greater change in behavioral routines, improvement in leadership behaviors, and an increased emphasis on evidence-based practice in interactions with their employees. Another prior study trained leaders in leadership related to the implementation of guidelines concerning diabetic home care. Managers in the experimental group showed a higher proportion of behavior change related to diabetic foot ulcers, which was the target of the practice implemented in this training. Moreover, through interviews, they could show that managers from the experimental group reported using more relation- and change-oriented behaviors. However, both these studies involved managers leading the implementation of specific practices (EBP) [23] and practice to prevent diabetic foot ulcers [22], rather than aiming to improve managers’ generic implementation leadership. In both trainings, the practice to be implemented (EBP or guidelines for diabetic foot ulcers) represented a large portion of the intervention’s content.
Whereas researchers are often interested in the implementation of a specific practice, managers are generally responsible for several implementations simultaneously [33]. Thus, increasing managers’ ability to lead implementations in general, rather than only in relation to a specific practice, is highly relevant from a practice perspective. In addition, from an organizational perspective, different managers are likely to be involved in different implementation efforts. It is not feasible to train managers in implementation leadership for each new practice to be implemented. Thus, it remains to be investigated whether and how generic implementation leadership can be trained with participating managers who focus on the implementation of different practices.
To summarize, based on psychological research, transformational leadership and contingent reward seem to be the most effective leadership styles during organizational change. There is also evidence that these styles can be trained, but there is little research focusing on training leaders in implementation leadership. Previous interventions of this kind [22, 23] have focused on one specific implementation initiative that all participating managers had in common. To our knowledge, no implementation leadership training has focused on generic implementation leadership. Therefore, an implementation object-independent training in implementation leadership has yet to be developed. This type of training is an important addition to the current trainings as it addresses the needs of organizations, which regularly conduct several implementations at the same time. Managers thus need to be able to lead the implementation of different practices. This goes over and above what existing trainings in implementation leadership have aimed for. In addition, exposing managers to different implementation objects within the same training structure emphasizes the general aspects of implementation leadership, supporting the development of effective implementation leadership that is less dependent on a specific implementation effort.
The aim of the present project is to develop and evaluate an intervention based on the full range leadership model for training managers’ implementation leadership. The intervention aims to improve managers’ generic implementation leadership by using their specific individual implementation case as a working example. This implies that the participating managers use different cases, based on what is relevant at their individual workplaces at the time of the training. Furthermore, to evaluate the potential effects of the intervention, a measure of generic implementation leadership based on the full range leadership model is developed. Experiential learning models are used to increase the transfer of these skills and behaviors from their specific case during the training to other implementation cases they will subsequently work on.


Methods/design
Setting
The study is carried out at the regional healthcare organization in Stockholm, Sweden. The Swedish healthcare system is tax-funded, and the provision of care is decentralized to autonomous regional authorities. The Stockholm regional healthcare organization encompasses care including primary, psychiatric, rehabilitation, and acute hospital care. The intervention is a collaboration between the researchers and the healthcare organization. The researcher’s role is to develop and evaluate the intervention, conducted by a knowledge center at the regional healthcare organization, the Unit for Implementation, where several of the research team members are employed. The intervention is funded with an independent, external research grant.

Design
The study employs a non-randomized intervention design with two intervention groups and a control group. The intervention was tested with a pilot group before the actual intervention groups. The baseline survey was conducted in November/December 2015, and the intervention lasted from February 2016 to May 2016. The first follow-up surveys were conducted in June/July 2016, and the second in November/December 2016. In addition, continuous process evaluation with qualitative and quantitative data collection methods is conducted. For more details on the project timeline, see Fig. 1.[image: A13012_2016_475_Fig1_HTML.gif]
Fig. 1Timeline for the project





Intervention groups
The two intervention groups are assigned based on the embeddedness in the organizational context. Group 1 represents the typical intervention group used for most leadership trainings, consisting of managers who are interested in the topic and therefore volunteer to participate. Thus, group 1 consists of line managers from different divisions of the healthcare organization. All are currently implementing an evidence-based method or guideline, but the methods differ between the participants. Group 2 consists of line managers from one division of the healthcare organization. The division’s senior management decided to allow all line managers to participate in the intervention, as a means to improve the implementation leadership of a newly established electronic system to facilitate care planning. Thus, the managers in this group are from the same division and implemented largely the same method. The control group consists of line managers from the same healthcare organization. They do not participate in an intervention, but responded to the questionnaires. The aim of including this group is to establish a reference value to indicate how much line managers develop their implementation leadership over time without input. The pilot group consists of 11 line managers who work as process leaders for development work within the primary care division. They receive the intervention a month ahead of the intervention groups, with the aim of testing the material and identifying possible need for modification.

Recruitment process and participants
The target population is comprised of first- and second-line managers in the healthcare organization, e.g., the managers closest to the non-managerial staff or directly above the first-line managers. The recruitment of the participants in the two groups has been conducted as follows.
Group 1: An invitation to participate in the intervention was distributed using several communication channels, with the aim of reaching as many of the healthcare managers as possible. This included emails to the four division managers in the organization, emails to those on the Unit for Implementation’s mailing list (appx. 600 employees holding different positions) and a post on the Unit’s web site. The inclusion criteria were as follows: (1) holding a formal first- or second-line managerial position in the healthcare organization and (2) having a specific implementation project to actively work with during the intervention. The recruitment, conducted between June and October 2015, resulted in 41 potential participants. Three of these, who did not hold a formal managerial position, were excluded. Eleven applicants withdrew their participation due to major changes in their organization and a high workload. Moreover, four of the managers, who had contacted the research team asking to participate in the intervention, were later included in intervention group 2/the pilot group (see below). The final sample in group 1 consists of 21 managers.
Group 2: In 2015, the Unit for Implementation was approached by a division of the healthcare organization, requesting help with the implementation of a new electronic system to facilitate care planning. AR and HH met with the senior management group on five occasions during spring 2015 to discuss the possibilities for support from the Unit for Implementation. These meetings focused on clarifying and specifying the practice to be implemented and the organization’s needs and mapping where the organization was in their implementation process. It was determined that all 31 first-line managers would be offered a place in the implementation leadership intervention. Senior management was offered implementation leadership training similar to that of their line managers but adapted to the function of a senior management group. They agreed to participate, and this modified implementation leadership training was offered to all nine members of senior management for this division.
Control group: 50 managers, identified from a previously conducted questionnaire study by the Unit for Implementation as first-line managers, were sent an invitation to participate in the control group, e.g., the questionnaire. Of these, eight were excluded since they no longer worked as managers, and one was excluded from the control group since this manager had registered to participate in intervention group 1. Thus, 39 managers are included in the control group.

Intervention development
The authors developed the intervention based on the scientific literature on leadership and leadership training and development as well as implementation. The scientific knowledge was collected through a systematic process. The literature search was conducted between January and May 2015 in PsychInfo, PubMed, Web of Science, and specific journals such as Implementation Science. The following search terms were used: leadership and implementation, leadership development, leadership training, and change management. This literature search gave us information regarding what type of leadership is regarded as the most effective, i.e., transformational leadership and contingent reward. In the implementation and change literature, we found strong support for the behavioral-focused approach to implementation, i.e., the framework of the Behavior Change Wheel [34]. Thus, the content of the intervention is based upon a combination of leadership theory (transformational leadership and contingent reward) and behavioral change theory (the Behavior Change Wheel) put in relation to the stages of implementation (from exploration to sustainment) [34, 35].
The scientific knowledge was completed with the views of national experts in leadership and implementation and stakeholders in the local healthcare organization, collected through the structured adaptive reflection methodology [36] in February and October 2015, respectively. Adaptive reflection, a technique used in higher education in order to create a common understanding of learning goals and activities [36], builds on the pedagogical theories of Kolb, Biggs, and Bloom [37–40]. The process starts with individual reflection over which skills, behaviors, and attitudes are required for a manager to lead implementation. This is documented on Post-it notes that the participants gather and then jointly sort in meaningful categories. Thereafter, the participants identify appropriate headings for each category of Post-it notes, using active verbs. In this way, the categories become the desired training outcomes. In addition, the line managers were asked to reflect on what kind of context they need within their division in order to successfully lead an intervention. This was also documented on Post-it notes and was used as the basis to form the content for the senior management intervention (described below). The experts were also asked to discuss relevant pedagogical models and methods for how the content of the intervention should best be taught to the managers. An adaptive reflection workshop was repeated for senior management in group 2, where they were given the opportunity to reflect on what they thought line managers in their division needed to be able to do in order to be a successful leader of the implementation. The results from the experts and the practitioners overlapped substantially.

Intervention content
The intervention content is the same for groups 1 and 2. The content was pilot-tested with the pilot group, and only minor revisions were made. The intervention, consisting of five half-day workshops, aims at training managers in systematically implementing the practice they have chosen by applying the Behavior Change Wheel, an approach to achieving behavioral change while systematically applying relevant implementation leadership behaviors to facilitate the change process.
The central implementation leadership activities that are focused on are the following: identifying and defining the practice to be implemented, analyzing potential obstacles to the implementation, communicating the implementation, identifying relevant implementation leadership behaviors, handling resistance to the implementation, and evaluating and assuring the sustainability of the implementation. Each manager received personalized, 180-degree feedback containing information about general and implementation-specific leadership, contrasting the manager’s own rating with the aggregated employee ratings to allow them to identify their strengths and weaknesses in order to foster leadership development.
In summary, the intervention consists of the identification and analysis of what needs to be changed in terms of employee and managerial behaviors to enable successful implementation. A more detailed description of the content of each workshop can be found in Table 1.Table 1Content of the intervention (groups 1 and 2)


	Workshops 1 and 2
Implementation and leadership
2 × 3 h
	Workshop 3
Communicating the implementation 3 h
	Workshop 4
Supporting the implementation
3 h
	Workshop 5
Sustaining the implementation
3 h

	Introduction to implementation and leadership (FRLM and Behavioral Change Wheel)
Action plan initiation—identifying, pin-pointing and analyzing employee target behaviors
180-degree feedback on general and implementation-specific leadership behaviors, understanding and analyzing feedback on implementation leadership
Introduction of assignment to work with between workshops 1/2 and 3
	Follow-up on the between-workshop assignment
Action plan finalization—identifying, pin-pointing and analyzing manager implementation leadership behaviors to enable and facilitate employee target behaviors
Training of inspirational and motivational communication in relation to the action plans
Introduction of assignment to work with between workshops 3 and 4
	Follow-up on the between-workshop assignment
Action plan follow-up and revision
Understanding employee reactions and resistance to implementation
Training of possible implementation leadership behaviors to overcome resistance and to support the implementation
Introduction of assignment to work with between workshops 4 and 5
	Follow-up on the between-workshop assignment
Action plan follow-up and revision
Intervention sustainment—measuring and monitoring change, conducting adaptations
Implementation leadership to facilitate sustainment
Planning for transfer of learning





Workshops for senior management and change agents (only group 2)
The senior management intervention consists of five half-day workshops, aligned with the line manager intervention for group 2 (see Fig. 1). The overall theme of the workshops is the same as for line managers but adapted to the role of the senior management team. The basic idea was to train senior managers in behaviors concerning when and how to support their line managers in their implementation leadership. To create an alignment of the senior and line managers’ interventions, the senior management received a summary of the line managers’ Post-it notes corresponding to the topic of each workshop. Moreover, they received detailed information regarding what each workshop for line managers included and which exercises and between-workshop assignments they were doing. A more detailed description of the content of each workshop for senior management can be found in Table 2.Table 2Content of the senior management intervention


	Workshop 1
Implementation and motivational inspiration
3 h
	Workshop 2
Supporting the implementation
3 h
	Workshop 3
Identifying obstacles and matching strategies
3 h
	Workshop 4
Identifying obstacles and matching strategies
3 h
	Workshop 5
Sustaining the implementation
3 h

	Introduction to implementation and leadership (FRLM and Behavioral Change Wheel)
Identifying and defining the implementation object
Training of inspirational and motivational communication
Introduction of assignment to work with between workshops 1 and 2
	Follow-up on the between-workshop assignment
Understanding employee reactions and resistance to implementation
Training of possible implementation leadership behaviors to overcome resistance and to support the implementation
Introduction of assignment to work with between workshops 2 and 3
	Follow-up on the between-workshop assignment
Analyzing the implementation target behavior through identifying hindering factors that may negatively affect the implementation
Redefining the implementation object
Introduction of assignment to work with between workshops 3 and 4
	Follow-up on the between-workshop assignment
Identifying, pin-pointing and analyzing senior management implementation leadership behaviors to enable and facilitate implementation in the whole organization
Create an action plan
Introduction of assignment to work with between workshops 4 and 5
	Follow-up on the between-workshop assignment
Action plan follow-up and revision
Intervention sustainment—measuring and monitoring change, conducting adaptations
Implementation leadership to facilitate sustainment
Planning for transfer of learning




Change agents from each work unit, who have expert knowledge in the practice to be implemented in this division of the healthcare organization, were invited to participate during the line managers’ workshop 2, dealing with motivational and inspirational communication. They also attended a workshop of their own, dealing with implementation in general and leadership during implementation, where they could identify their role in the implementation process.

Pedagogical approach
To promote a learning environment and to increase the transfer of training from the workshops to the workplace, the intervention was influenced by the theory of experiential learning [37] and by research on transfer of training [41]. The theory of experiential learning assumes mutual influence between theory and practice: concrete personal experiences are reflected upon, which advances the understanding of theoretical concepts relevant to personal experience. Further, an advanced understanding of certain theoretical concepts is translated into new actions, which leads to new personal experiences. These four steps constitute the learning cycle and have been incorporated in all workshops [37]. The pedagogical approaches used in each of the workshops are presented in Table 3. These approaches map onto Kolb’s steps. For instance, in the first two workshops, managers’ experience from their own implementation was combined with 180-degree feedback on implementation leadership; they reflected upon that experience; they received introductions to leadership and implementation theories through shorter lectures; and they experienced and tested new actions (either in practice during the workshop or through “cognitive experimentation” in terms of a discussion of lessons learned). Thus, the foundation throughout the intervention was constituted by the participants’ current implementation objects, which they continuously developed by applying the models or theories presented to them at each workshop. Moreover, they had the opportunity to practice desired leadership behaviors and receive feedback, which has been highlighted as important for the transfer of skills from training to practice [42, 43]. Consequently, implementation leadership was continuously practiced in role-play exercises, followed by constructive feedback from fellow participants and the workshop leaders. The role play also served as a demonstration for the observing participants, thus giving the participating managers the opportunity to learn from each other. In addition, interaction and learning among the managers was encouraged, for example by coaching each other, preparing for role play, and through reflection in small groups.Table 3Pedagogical approaches


	Work with one’s own implementation object throughout the intervention

	Short expert lectures

	Reflection in small groups and individually

	Group work

	Role-play

	Feedback from employees, i.e., 180-degree feedback

	Feedback from fellow participants

	Feedback from workshop leaders

	Concrete work and help with one’s own implementation process, i.e., action plan and sustainability plan

	Work at home between the workshops

	Booster email between the workshops





Data collection of process and effect measures
The effects of the intervention are evaluated through questionnaires distributed to the line managers and their employees at three time points in a pre-post design. A systematic process evaluation using a mixed-methods approach is conducted to capture the effects of the intervention, as well as to understand what works for whom and under which circumstances. The data sources for process evaluation include self-ratings in questionnaires, documentation from the intervention process, interviews, and a workshop evaluation in the questionnaire.

Pre- and post-questionnaires to managers and employees
All line managers in the intervention groups and their employees receive an electronic survey sent to their work email addresses (pre = T1, post-intervention = T2 and post 6 months after the intervention = T3) (see Fig. 1). In the control group, managers but not employees receive the questionnaires. Before the baseline questionnaire was sent out, all the managers were sent an email to forward to their employees explaining the objective of the questionnaire and to encourage the employees to answer it. At baseline, all respondents received two reminders to participate in the survey during the time frame it was open. Subsequent to this, all the managers who had a low response rate (<70 %) at their unit were sent an additional reminder to encourage their employees to answer the questionnaire. The same procedure will be applied for the two post-measurements. All constructs included in the questionnaires are presented in Table 4.Table 4Constructs in the questionnaires


	Construct
	Data source
	Number of items and response format (1 = strongly disagree to 5 = strongly agree if not otherwise indicated)
	Respondent
	Time of measurement

	Primary outcomes

	Implementation-specific transformational, transactional and laissez-faire leadership based on [52, 53]
	PPQ
PEQ
	20 items
	M
E
	T1, T2, T3

	Short form of implementation-specific transformational, transactional and laissez-faire leadership based on [52]
	PEQ
	6 items
	M
	WS: 1 and 2, 3, 4, 5

	Changes in procedure based on [54]
	PPQ
	3 items
	M
E
	T2, T3

	Perceived change [55, 56]
	PPQ
	1 item
1 = large impairment–5 = large improvement
	E
	T2, T3

	Secondary outcomes

	General transformational leadership and contingent reward transactional leadership based on [57, 58]
	PPQ
	9 items
(2 items)
	M
E
	T1, T2, T3

	Implementation climate based on [59, 60]
	PPQ
	6 items
	M
E
	T1, T2, T3

	Quality improvement implementation scale based on [61]
	PPQ
	4 items
	M
E
	T1, T2, T3

	Self-rated health [62–64]
	PPQ
	1 item
1 = excellent–5 = poor
	M
E
	T1, T2, T3

	Vertical trust [62–64]
	PPQ
	4 items
	M
E
	T1, T2, T3

	Discomfort with work [65, 66]
	PPQ
	1 item
1 = never–5 = everyday
	M
E
	T1, T2, T3

	Work engagement [67, 68]
	PPQ
	3 items
(1 item for each subscale)
	M
E
	T1, T2, T3

	Job satisfaction ([69], based on [70])
	PPQ
	3 items
	M
E
	T1, T2, T3

	Stress reaction and recovery [62, 64, 65]
	PPQ
	2 item
1 = never–5 = everyday
	M
E
	T1, T2, T3

	Self-rated productivity [71, 72]
	PPQ
	3 items
1 = low–10 = high
	M
E
	T1, T2, T3

	Group process [73]
	PPQ
	4 items
	M
E
	T1, T2, T3

	Job crafting based on [74, 75]
	PPQ
	8 items
	M
	T1, T2, T3

	Qualitative job insecurity based on [76, 77]
	PPQ
	12 items
	M
E
	T2, T3

	Process evaluation

	Fit of the intervention [78]
	PPQ
	1 item
	M
E
	T2, T3

	Direction [78]
	PPQ
	2 items
	E
	T2, T3

	Opportunity [78]
	PPQ
	1 item
	E
	T2, T3

	Participation quality [53]
	PPQ
	3 items
	M
E
	T2, T3

	Integration into existing processes and structures [78]
	PPQ
	2 items
	E
	T2, T3

	Readiness for change [53]
	PEQ
	5 items
	M
	WS: 1 and 2

	Situational motivation [79]
	PEQ
	9 items
	M
	WS: 1 and 2

	Knowledge developed by the authors
	PEQ
	6 items
	M
	WS 1 and 2, 3, 4, 5

	Workshop evaluation developed by the authors
	PEQ
	14 items
1 = not valuable–10 = very valuable
	M
	WS 1 and 2, 3, 4, 5

	Organizational support [80]
	PEQ
	4 items
	M
	WS 1 and 2, 3, 4, 5

	Overall evaluation of workshop quality (Fricdrich A, Jenny GJ, Bauer GF: Development of a generic process appraisal scale for organizational health intervention elements, submitted)
	PEQ
	10 items
	M
	WS5

	Overall outcome expectancy [81]
	PEQ
	3 items
	M
	WS5

	Overall support of needs (Tafvelin S, Lundmark R, Stenling A: Development and validation of a measure of need supportive implementation scale, in preparation)
	PEQ
	8 items
	M
	WS5


Note: Data sources: PPQ = questionnaire, PEQ = workshop survey; Respondent: M = managers, E = employees; Measurement: T1 = baseline questionnaire, WS = workshop (during intervention), T2 = straight after intervention, T3 = 6 months after intervention



Main outcomes (primary and secondary outcomes)
The primary outcomes of the interventions are employee ratings of implementation leadership and changes in procedure. Secondary outcomes include employees’ and leaders’ work-related well-being and productivity, as well as implementation climate (see Table 4). Managers’ self-ratings of their general leadership are viewed as intermediate outcomes. A new measure of implementation leadership based on the full range leadership model was developed for the purpose of evaluating the outcomes of the intervention. Since the current training of managers had the goal of improving their generic skills in implementation-specific leadership, a measure specific to this aspect was needed. The previous measure for implementation leadership [24] focuses more on the implementation-specific leadership to implement evidence-based practice; hence, it is not possible to use it for measuring generic implementation leadership. Moreover, as this study is based on the full range leadership model, it has been important to keep the factor structure of our implementation leadership scale in line with the model. This is the other distinction from the implementation leadership scale developed by Aarons and his colleagues [24] and was the motivation to create a generic implementation leadership scale.


Process evaluation questionnaires to participating managers
Short questionnaires were distributed before and after each workshop for the participating managers (see Table 4). In addition, the following constructs were included as potential mediators/moderators and were measured in the pre- and post-questionnaires to managers: frequency of manager-employee interaction, implementation experience, prior experience of leadership development, tenure at the workplace, tenure as manager, number of subordinates, gender, education, professional background, and age.
Interviews in process evaluation
The process evaluation also includes semi-structured interviews with participating managers and their employees. The main focus of the interviews will be on the transfer of training. Respondents are recruited using a purposeful sampling, so that different workplaces and individuals with different experiences of the intervention are represented. Ten to 20 line managers will be interviewed. The interviews will be conducted directly after the intervention and again approximately 6 months post-intervention. Moreover, interviews will be conducted with employees of line managers participating in the intervention (approximately 20 employees). The employees will be interviewed 3 to 5 months after the last workshop.


Data analyses and power
Quantitative data (the pre- and post as well as the process evaluation questionnaires) are analyzed through descriptive analyses (e.g., frequencies, mean, and correlations), as well as with more complex analysis methods such as multi-level modeling and structural equation modeling. Multi-level modeling is used to account for the dependence of the data that is created by employees being nested within work units [44]. Structural equation modeling [45], e.g., confirmatory factor analysis, will be used to test the factor structure of the constructs included in the data collection. Moreover, SEM will be used when testing the relation of constructs with each other cross-sectionally as well as over time. The software packages used for these analyses are SPSS 23, HLM 7.1, and Mplus 7.2. In order to have enough power to conduct the relevant analyses, we follow the recommendations by Hox and his colleagues [46] regarding multi-level data, that 20 higher-order units—e.g., line managers—are sufficient to be able to analyze data with the relevant analysis techniques.
Qualitative data are audiotaped and transcribed verbatim. The data material is coded according to different evolving topics [47]. NVivo is used for the data analysis. Both types of data reveal different information that is important for understanding how well the intervention worked and which effects it had on line managers’ implementation efforts in their organizations. We therefore aim to connect the results of the two types of data in order to obtain a more holistic understanding and evaluation of the implementation leadership intervention.

Ethical considerations
For the questionnaire data, all participants received a letter from the researchers explaining the purpose of the questionnaire. Moreover, a research plan outlining the overall project was included. On the first page of the online questionnaire, respondents received information on how to fill it out and were asked to give informed consent, confirming that they had understood the aim of the survey, that participation was voluntary and that they could withdraw their participation at any time, and that they consented to their response being used for research purposes. They were also ensured that no individual data would be reported or published. For the process evaluation and for the interviews, participants received all the abovementioned information and gave their written consent. Data collection within the project has been approved by the local ethics committee (ref no. 2015/857-31/5).


Discussion
This project aims to contribute to implementation science by investigating implementation leadership, particularly the training of managers in implementation leadership. We combine and address two important topics in healthcare, i.e., implementation and leadership, and will thereby make several contributions to research and practice. First, the project will increase our understanding of how and under what conditions implementation leadership can be trained the most efficiently; e.g., it may be important to incorporate group processes and workplace factors when analyzing the broader conditions under which the training was successful. In the long run, understanding these mechanisms may increase the rate of successful implementation in healthcare. Second, we will gain a deeper understanding of which individuals participating in leadership training interventions is meaningful. The two intervention groups in this project differ in one aspect: do the managers participate alone (i.e., show interest in the training and applied for it) or do they participate together with other managers from the same organization (i.e., have varying interests in the training but organizational support)? Understanding how to best select and include managers in such an intervention will create valuable knowledge that can inform future interventions. Third, in this project, we used a technique from pedagogy, i.e., adaptive reflection, as a means to define training goals and activities in a systematic way. Involving practitioners in this way has several advantages: it is a way to validate the intervention and the learning goals that have been created based on scientific knowledge, and it creates engagement by the target group as they have participated in shaping the intervention and it is tailored to their needs. Fourth, we have included a variety of secondary outcome variables that relate to the productivity and well-being of employees and managers. This gives us the opportunity to investigate the effect of leadership training on outcomes related to employee well-being and productivity. Lately, leadership training has been discussed as an organizational intervention to increase employee well-being [48]. Particularly when training managers in transformational leadership, employee well-being is expected to be an important outcome of the intervention [49–51]. In comparison to other interventions, this project allows these kinds of effects to be evaluated. Fifth, the project contributes to the development of measures in implementation science. We have constructed, and will test, a new scale measuring implementation leadership. The scale is based on the full range leadership model, which encompasses transformational leadership, one of the most studied leadership styles in all investigations of leadership [8, 9]. It differs from the previous measure of implementation leadership [24] in that it measures generic skills in implementation-specific leadership and can hence be used to investigate leadership in relation to every new implementation. Whereas the previous measure of implementation leadership focused on implementation-specific leadership for one practice, namely EBP (evidence-based practice), it is not possible to use this measure for generic implementation leadership. Moreover, as research on leadership has identified effective leadership styles, e.g., transformational leadership and contingent reward, we have held it important that our newly developed measure closely follow the full range leadership model and its factors structure. This is the other distinction from the implementation leadership scale developed by Aarons and his colleagues [24], who was inspired by transformational leadership but then focused on leader behaviors that were important for the implementation of EBP, and in the scale does not follow the factor structure depicted in the full range leadership model. If the current scale proves to be a valid measure, it can be used in the future to measure implementation leadership for all kinds of implementation processes healthcare organizations are faced with. As feedback and monitoring are important for leadership development and behavioral change, it is important to have a valid measure that can be used both in practice—e.g., in training to provide feedback reports to help managers identify their strengths and weaknesses—and in research.
Limitations
The recruitment processes for participating managers may have been limited; individuals could not be randomized into interventions and control group, as the project had aimed to do. Thus, we cannot exclude the possibility that the intervention groups systematically differ in some aspect. However, the longitudinal multi-source data give us the possibility to understand whether there are any third variables involved that might have caused differences between the groups and their development during the intervention.
The recruiting, whereby individuals either themselves applied to participate in the intervention (group 1) or were participating together with all their manager colleagues in the organization (group 2), might have resulted in great variations in motivation and readiness for the intervention between the groups. It might be the case that managers who themselves showed interest in participating in the intervention might have had a higher readiness for it and been more motivated to apply the new behaviors at work. However, potential differences can be detected through our process measure of motivation and readiness for the intervention.


Abbreviation
FRLM, full range leadership model

Acknowledgements
The authors would like to thank the managers and staff members who answered the questionnaires and participated in the intervention.
Funding
This study has received research grant funding from AFA Insurance (project no. 140114) after competitive peer-review. AFA Insurance is one of the largest nationally recognized Swedish research agencies funding research on work environment and health. The funder did not have any role in the design of the project.

Availability of data and supporting materials
Not applicable.

Authors’ contribution
AR, UvTS, HH, and RM created the first draft for the content of the intervention and designed the evaluation. CL and RL were responsible for the development of the practical activities within each workshop. All workshops were given by CL, RL, and HH. A distinction in roles was made so that one group of the research team has been responsible for providing the workshops while the other group (besides HH) has been responsible for drafting and conducting the evaluation. AR and CL were responsible for developing and deliver the workshops for the senior management group (group 2). AR, HH, UvTS, and RM developed the effect and process evaluation. Interviews (part of the process evaluation) have been conducted by staff not involved in the design or conducting of the intervention, or in the evaluation design and delivery. For this article, AR drafted the first version. All other authors were respectively responsible for a specific part of the article. All authors have approved the final version.

Competing interests
The authors declare that they have no competing interests.

Consent for publication
Not applicable.

Ethics approval and consent to participate
Ethical approval for this project including all data collections was obtained from the Stockholm’s local ethics committee (ref no. 2015/857-31/5). Informed consent has been and will be obtained from all study participants in connection with the different data collections. In the case of refusal, these individuals will not be included in the data set used to evaluate the intervention.

Current status of the project
The project is in its beginning. Currently, the baseline questionnaire survey has been completed (December 2015). The intervention has been conducted between February and May 2016, with process evaluation performed continuously during the intervention. Currently, the follow-up questionnaire is being distributed. In order to answer the research questions posed in this project, several data sources such as the interviews and the two follow-up measures still need to be collected.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation of health services research findings into practice: a consolidated framework for advancing implementation science. Implement Sci. 2009;4:50.CrossRefPubMedPubMedCentral

2.
Aarons GA, Hurlburt M, Horwitz SM. Advancing a conceptual model of evidence-based practice implementation in public service sectors. Adm Policy Ment Health. 2011;38:4–23.CrossRefPubMed

3.
Gifford W, Davies B, Edwards N, Griffin P, Lybanon V. Managerial leadership for nurses’ use of research evidence: an integrative review of the literature. Worldviews Evid Based Nurs. 2007;4:126–45.CrossRefPubMed

4.
Reichenpfader U, Carlfjord S, Nilsen P. Leadership in evidence-based practice: a systematic review. Leadersh Health Serv. 2015;28:298–316.CrossRef

5.
Sandstrom B, Borglin G, Nilsson R, Willman A. Promoting the implementation of evidence-based practice: a literature review focusing on the role of nursing leadership. Worldviews Evid Based Nurs. 2011;8:212–23.CrossRefPubMed

6.
Ovretveit J. Improvement leaders: what do they and should they do? A summary of a review of research. Qual Saf Health Care. 2010;19:490–2.PubMed

7.
Fixsen DL, Blase KA, Naoom SF, Wallace F. Core implementation components. Res Soc Work Pract. 2009;19:531–40.CrossRef

8.
Bass BM, Avolio BJ. Transformational leadership: a response to critiques. In: Chemers MM, Aymanm R, editors. Leadership theory and research: perspectives and directions. Sydney, Australia: Academic Press Inc; 1993. p. 81–107.

9.
Avolio BJ. Full range leadership development. Thousand Oaks: SAGE Publications, Incorporated; 2011.CrossRef

10.
Judge TA, Piccolo RF. Transformational and transactional leadership: a meta-analytic test of their relative validity. J Appl Psychol. 2004;89:755–68.CrossRefPubMed

11.
Wang G, Oh I-S, Courtright SH, Colbert AE. Transformational leadership and performance across criteria and levels: a meta-analytic review of 25 years of research. Group Organ Manag. 2011;36:223–70.CrossRef

12.
Lowe KB, Kroeck KG, Sivasubramaniam N. Effectiveness correlates of transformational and transactional leadership: a meta-analytic review of the MLQ literature. Leadersh Q. 1996;7:385–425.CrossRef

13.
Dumdum UR, Lowe KB, Avolio BJ. A meta-analysis of transformational and transactional leadership correlates of effectiveness and satisfaction: an update and extension. In: Avolio BJ, Yammarino FJ, editors. Transformational and Charismatic Leadership: The Road Ahead. Bingley, UK: Emerald Group Publishing Limited; 2013: p. 39–70.

14.
Avolio BJ, Reichard RJ, Hannah ST, Walumbwa FO, Chan A. A meta-analytic review of leadership impact research: experimental and quasi-experimental studies. Leadersh Q. 2009;20:764–84.CrossRef

15.
DeGroot T, Kiker DS, Cross TC. A meta-analysis to review organizational outcomes related to charismatic leadership. Can J Adm Sci. 2000;17:356–71.CrossRef

16.
Wong CA, Cummings GG. The relationship between nursing leadership and patient outcomes: a systematic review. J Nurs Manag. 2007;15:508–21.CrossRefPubMed

17.
Eisenbach R, Watson K, Pillai R. Transformational leadership in the context of organizational change. J Organ Chang Manag. 1999;12:80–9.CrossRef

18.
Battilana J, Gilmartin M, Sengul M, Pache A-C, Alexander JA. Leadership competencies for implementing planned organizational change. Leadersh Q. 2010;21:422–38.CrossRef

19.
Bass BM, Riggio RE. Transformational leadership. Mahwah, New Jersey: Lawrence Erlbaum Associates; 2006.

20.
Barling J, Loughlin C, Kelloway EK. Development and test a model linking safety-specific transformational leadership and occupational safety. J Appl Psychol. 2002;87:488–96.CrossRefPubMed

21.
Gurt J, Schwennen C, Elke G. Health-specific leadership: is there an association between leader consideration for the health of employees and their strain and well-being? Work Stress. 2011;25:108–27.CrossRef

22.
Gifford WA, Davies BL, Graham ID, Tourangeau A, Woodend AK, Lefebre N. Developing leadership capacity for guideline use: a pilot cluster randomized control trial. Worldviews Evid Based Nurs. 2013;10:51–65.CrossRefPubMed

23.
Aarons GA, Ehrhart MG, Farahnak LR, Hurlburt MS. Leadership and organizational change for implementation (LOCI): a randomized mixed method pilot study of a leadership and organization development intervention for evidence-based practice implementation. Implement Sci. 2015;10:1–12.CrossRef

24.
Aarons GA, Ehrhart MG, Farahnak LR. The implementation leadership scale (ILS): development of a brief measure of unit level implementation leadership. Implement Sci. 2014;9:45.CrossRefPubMedPubMedCentral

25.
Gifford WA, Davies B, Graham ID, Lefebre N, Tourangeau A, Woodend K. A mixed methods pilot study with a cluster randomized control trial to evaluate the impact of a leadership intervention on guideline implementation in home care nursing. Implement Sci. 2008;3:51.CrossRefPubMedPubMedCentral

26.
Ekvall G, Arvonen J. Change centered leadership. An extension of the two-dimensional model. Scand J Manag. 1991;7:17–26.CrossRef

27.
Collins DB, Holton EF. The effectiveness of managerial leadership development programs: a meta-analysis of studies from 1982 to 2001. Hum Resour Dev Q. 2004;15:217–48.CrossRef

28.
Kelloway EK, Barling J, Helleur J. Enhancing transformational leadership: the roles of training and feedback. Leadersh Org Dev J. 1996;21:145–9.CrossRef

29.
Barling J, Weber T, Kelloway EK. Effects of transformational leadership training on attitudinal and financial outcomes: a field experiment. J Appl Psychol. 1996;81:827–32.CrossRef

30.
Duygulu S, Kublay G. Transformational leadership training programme for charge nurses. J Adv Nurs. 2011;67:633–42.CrossRefPubMed

31.
Hardy L, Arthur CA, Jones G, Shariff A, Munnoch K, Isaacs I, Allsopp AJ. The relationship between transformational leadership behaviors, psychological, and training outcomes in elite military recruits. Leadersh Q. 2010;21:20–32.CrossRef

32.
Brown W, May D. Organizational change and development. J Manag Dev. 2012;31:520–36.CrossRef

33.
Mosson R, Hasson H, Wallin L, von Thiele Schwarz U. Towards evidence-based practice in the social services and older people care: from the line managers’ perspective. BMC Health Serv Res. 2014;14:1.CrossRef

34.
Michie S, Atkins L, West R. The behaviour change wheel—a guide to designing interventions. London: Silverback Publishing; 2014.

35.
Bass BM. Leadership and performance beyond expectations. New York: Free Press; 1985.

36.
Savage C. Overcoming inertia in medical education. Karolinska Insitutet, Dept of Learning, Informatics, Management and Ethics, Stockholm; 2011.

37.
Kolb DA. Experiential learning: experiences as the source of learning and development. Englewood Cliffs: Prentice Hall; 1984.

38.
Krathwohl DR. A revision of bloom’s taxonomy: an overview. Theory Pract. 2002;41:212–8.CrossRef

39.
Biggs J. Enhancing teaching through constructive alignment. High Educ. 1996;32:347–54.CrossRef

40.
Bloom B, Englehart M, Furst E, Hill W, Krathwohl D. Taxonomy of educational objectives: the classification of educational goals. Handbook I: cognitive domain. New York: David McKay Company; 1956.

41.
Blume BD, Ford JK, Baldwin TT, Huang JL. Transfer of training: a meta-analytic review. J Manag. 2009;36:1065–105.

42.
Salas E, Cannon-Bowers JA. The science of training: a decade of progress. Annu Rev Psychol. 2001;52:471–99.CrossRefPubMed

43.
Noe RA, Colquitt JA. Planning for training impact: principles of training effectiveness. In: Kraiger K, editor. Creating, implementing, and managing effective training and development. San Francisco: Jossey-Bass; 2002. p. 53–79.

44.
Hox J. Multilevel analysis: techniques and applications. New York: Routledge; 2010.

45.
Bollen KA. Structural equations with latent variables. 1989.CrossRef

46.
Hox J, Moerbeek M, Kluytmans A, van de Schoot R. Analyzing indirect effects in cluster randomized trials. The effect of estimation method, number of groups and group sizes on accuracy and power. Front Psychol. 2014;5:78.CrossRefPubMedPubMedCentral

47.
Patton MQ. Qualitative analysis and interpretation. In: Qualitative research and evaluation methods. Thousand Oaks: Sage Publications; 2002.

48.
Kelloway EK, Barling J. Leadership development as an intervention in occupational health psychology. Work Stress. 2010;24:260–79.CrossRef

49.
Skakon J, Nielsen K, Borg V, Guzman J. Are leaders’ well-being, behaviours and style associated with the affective well-being of their employees? A systematic review of three decades of research. Work Stress. 2010;24:107–39.CrossRef

50.
Gregersen S, Kuhnert S, Zimber A, Nienhaus A. Führungsverhalten und Gesundheit—Zum Stand der Forschung [Leadership behavior and health—the current state of research]. Gesundheitswesen. 2011;73:3-12.

51.
Kuoppala J, Lamminpää A, Liira J, Vainio H. Leadership, job well-being, and health effects—a systematic review and a meta-analysis. J Occup Environ Med. 2008;50:904–15.CrossRefPubMed

52.
Kelloway EK, Mullen J, Francis L. Divergent effects of transformational and passive leadership on employee safety. J Occup Health Psychol. 2006;11:76–86.CrossRefPubMed

53.
Randall R, Nielsen K, Tvedt SD. The development of five scales to measure employees’ appraisals of organizational-level stress management interventions. Work Stress. 2009;23:1–23.CrossRef

54.
Nielsen K, Randall R. The importance of employee participation and perceptions of changes in procedures in a teamworking intervention. Work Stress. 2012;26:91–111.CrossRefPubMedPubMedCentral

55.
Hasson H, Gilbert-Ouimet M, Baril-Gingras G, Brisson C, Vézina M, Bourbonnais R, Montreuil S. Implementation of an organizational-level intervention on the psychosocial environment of work: comparison of managers’ and employees’ views. J Occup Environ Med. 2012;54:85–91.CrossRefPubMed

56.
Eklof M, Hagberg M. Are simple feedback interventions involving workplace data associated with better working environment and health? A cluster randomized controlled study among Swedish VDU workers. Appl Ergon. 2006;37:201–10.CrossRefPubMed

57.
Carless S, Wearing A, Mann L. A short measure of transformational leadership. J Bus Psychol. 2000;14:389–405.CrossRef

58.
Avolio BJ, Bass BM. Multifactor leadership questionnaire. Manual and sampler set. Redwood City: Mind Garden; 2004.

59.
Jacobs SR, Weiner BJ, Bunger AC. Context matters: measuring implementation climate among individuals and groups. Implement Sci. 2014;9:1–14.CrossRef

60.
Ehrhart MG, Aarons GA, Farahnak LR. Assessing the organizational context for EBP implementation: The development and validity testing of the implementation climate scale (ICS). Implement Sci. 2014;9:157.CrossRefPubMedPubMedCentral

61.
Berlowitz DR, Young GJ, Hickey EC, Saliba D, Mittman BS, Czarnowski E, Simon B, Anderson JJ, Ash AS, Rubenstein LV, Moskowitz MA. Quality improvement implementation in the nursing home. Health Serv Res. 2003;38:65–83.CrossRefPubMedPubMedCentral

62.
Berthelsen H, Westerlund W, Kristensen TS. COPSOQ II- un uppdatering och språklig validering av den svenska versionen av en enkät för kartläggning av den psykolsociala arbetsmiljön på arbetsplatser. 2014.

63.
Pejtersen JH, Kristensen TS, Borg V, Bjorner JB. The second version of the Copenhagen Psychosocial Questionnaire. Scand J Public Health. 2010;38:8–24.CrossRefPubMed

64.
Kristensen TS, Hannerz H, Hogh A, Borg V. The Copenhagen Psychosocial Questionnaire—a tool for the assessment and improvement of the psychosocial work environment. Scand J Work Environ Health. 2005;31:438–49.CrossRefPubMed

65.
Gustafsson K, Lindfors P, Aronsson G, Lundberg U. Relationships between self-rating of recovery from work and morning salivary cortisol. J Occup Health. 2008;50:24–30.CrossRefPubMed

66.
Swedish Work Environment Authority. Arbetsmiljön 2013 [The Work Environment 2013]. 2014.

67.
Schaufeli WB, Bakker AB, Salanova M. The measurement of work engagement with a short questionnaire: a cross-national study. Educ Psychol Meas. 2006;66:701–16.CrossRef

68.
Schaufeli WB, Bakker AB. Test manual for the Utrecht Work Engagement Scale. 2003.

69.
Hellgren J, Sjöberg A, Sverke M. Intention to quit: effects of job satisfaction and job perceptions. In: Avallone F, Arnold J, de Witte K, editors. Feelings work in Europe. Milano: Guerini; 1997. p. 415–23.

70.
Brayfield AH, Rothe HF. An index of job satisfaction. J Appl Psychol. 1951;35:307–11.CrossRef

71.
Shikiar R, Halpern MT, Rentz AM, Khan ZM. Development of the Health and Work Questionnaire (HWQ): an instrument for assessing workplace productivity in relation to worker health. Work. 2004;22:219–29.PubMed

72.
von Thiele Schwarz U, Sjoberg A, Hasson H, Tafvelin S. Measuring self-rated productivity: factor structure and variance component analysis of the Health and Work Questionnaire. J Occup Environ Med. 2014;56:1302–7.CrossRef

73.
Taylor JC, Bowers DG. Survey of organizations: a machine scored standardized questionnaire instrument. Ann Arbor, Michigan: Institute for Social Research; 1972.

74.
Nielsen K, Abildgaard JS. The development and validation of a job crafting measure for use with blue-collar workers. Work Stress. 2012;26:365–84.CrossRefPubMedPubMedCentral

75.
Tims M, Bakker AB, Derks D. Development and validation of the job crafting scale. J Vocat Behav. 2012;80:173–86.CrossRef

76.
Hellgren J, Sverke M, Isaksson K. A two-dimensional approach to job insecurity: consequences for employee attitudes and well-being. Eur J Work Organ Psychol. 1999;8:179–95.CrossRef

77.
Ashford SJ, Lee C, Bobko P. Content, cause, and consequences of job insecurity: a theory-based measure and substantive test. Acad Manage J. 1989;32:803–29.CrossRef

78.
von Thiele Schwarz U, Lundmark R, Hasson H. The dynamic integrated evaluation model (DIEM): achieving sustainability in organizational intervention through a participatory evaluation approach. Implement Sci. in press.

79.
Guay F, Vallerand RJ, Blanchard C. On the assessment of situational intrinsic and extrinsic motivation: the situational motivation scale (SIMS). Motiv Emot. 2000;24:175-213.

80.
Tracey JB, Tews MJ. Construct validity of a general training climate scale. Organ Res Methods. 2005;8:353–74.CrossRef

81.
Fridrich A, Jenny GJ, Bauer GF. Outcome expectancy as a process indicator in comprehensive worksite stress management interventions. Int J Stress Manag. 2016;23:1–22.CrossRef




OEBPS/sidebar.gif





OEBPS/A13012_2016_475_Fig1_HTML.gif
Intervention
Group 1

Intervention
Group 2

Control
Group

2015 2016
NowDeo | Jan June Nov/Dec
A
Baseline T Follow-up 1 Follow-up 2
survey | survey survey
ws ws Ws4 ws
L2 I - Interviews
T ¥
Baseline T Follow-up 1 Follow-up 2
survey ‘ survey survey
ws ws Ws4 ws
1&2 3 s
Baseline Follow-up 1 Follow-up 2
survey survey survey





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





