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Background: Despite the large amount of leadership and implementation theories and recommendations, healthcare services continue 
to struggle with efficiently incorporating new knowledge. The questioning of conventional leadership approaches in healthcare 
organizations prompted us to investigate how frontline leaders comprehend their own implementation intentions and actions, and 
how these intentions and actions may impact the implementation of clinical guidelines in mental healthcare in Norway.
Methods: Employing a theory-driven qualitative design, we conducted nine semi-structured interviews with frontline leaders who had 
recently led implementation of clinical guidelines for the treatment of psychosis in mental health. We employed Systematic Text 
Condensation, informed by Normalization Process Theory, to structure and analyze the data and used fidelity scales to measure the 
degree of implementation and distinguish between leaders’ levels of success in implementation.
Results: Frontline leaders in units that achieved high success in implementation described their intentions and actions differently, 
from those with less success. The former group’s actions aligned more closely with the constructs of the Normalization Process Theory 
compared to the latter group when describing their actions. Frontline leaders leading units with a high degree of implementation 
success describe relation-orientation, trust, and providing adaptive space for staff members to take initiative. In contrast, those leading 
units with less implementation success describe more control and guidance of co-operators and place more emphasize on information 
and knowledge.
Conclusion: Differences in how frontline leaders describe their actions and intentions to achieve clinical guideline implementation 
suggest that the leadership approach of these frontline leaders is an important factor to consider when planning and conducting 
implementation. To better understand the implementation process, it is important to pay attention to how frontline leaders customize 
their leadership approaches to the dynamics of complex organizations, and how they interact with their team and superiors.

Plain Language Summary: Despite the large amount of available implementation theories and recommendations, healthcare 
services continue to struggle with efficiently incorporating new and better practice. The clinicians’ closest leader, the Frontline leader, 
is considered to be in a unique position to manage and enable implementation in the complex healthcare system. The current study’s 
aim was to improve our understanding of what these leaders do, and how they operate, to enable the implementation of clinical 
guidelines. We interviewed nine mental health service leaders in Norway with experience of leading implementation of clinical 
guideline during the last 3 years. We found a variety of leaders’ intentions and actions regarding their involvement in the process and 
how they relate to their staff and superiors. Frontline leaders that lead units with high degree of implementation success described 
actions according to all four constructs of the Normalization Process Theory (Coherence, Cognitive participation, Collective action and 
Reflexive monitoring), while frontline leaders with less implementation success had more fragmented descriptions. Successful leaders 
appear to be more relation-oriented compared to those in less successful units. This suggests that leaders should focus on inter-personal 
dynamics, in addition to more concrete implementation interventions, to succeed. 

Journal of Healthcare Leadership 2024:16 93–104                                                              93
© 2024 Nordin et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms. 
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the 

work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Journal of Healthcare Leadership                                                          Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 6 October 2023
Accepted: 24 January 2024
Published: 29 February 2024

Jo
ur

na
l o

f H
ea

lth
ca

re
 L

ea
de

rs
hi

p 
do

w
nl

oa
de

d 
fr

om
 h

ttp
s:

//w
w

w
.d

ov
ep

re
ss

.c
om

/
F

or
 p

er
so

na
l u

se
 o

nl
y.

http://orcid.org/0000-0001-9609-7844
http://orcid.org/0000-0002-6657-1012
http://orcid.org/0000-0002-5516-2336
http://orcid.org/0000-0002-4821-1267
http://orcid.org/0000-0002-7143-2236
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


We recommend to take the leadership actions and intentions identified in this study into consideration when planning and evaluating 
implementation projects and leadership programs, as well as when recruiting frontline leaders. 

Keywords: complexity leadership theory, frontline leaders’ implementation of clinical guidelines, normalization process theory, 
implementation fidelity

Introduction
Healthcare is commonly characterized as a Complex Adaptive System (CAS) recognized by a large set of interacting 
interdependent actors at the same or different organization levels or other organizations, which foster dynamic processes 
and complex working processes.1,2 CAS evolves over time and in response to different stakeholders, system inputs and 
local contexts, highlighting an unpredictability when trying to implement new practices.3 This constant evolution and 
instability may hinder standardization of working processes as intended by quality improvement and the translation of 
research findings into clinical practice.4,5 On the other hand, the complexity and instability of the system can present 
opportunities for innovation and the implementation of new practices in healthcare. Therefore, we should embrace 
complexity, and engage and empower individuals and teams to constantly improve healthcare.6

Due to their organizational first in line position, managing and supervising clinicians, frontline leaders (FLs) are often 
recognized as being in a unique position to manage complex systems when implementing new knowledge into clinical 
practice.7–9

Leadership in Complex Adaptive Systems
Traditional leadership strategies, which include change management, are not well suited for CAS.10,11 In a previous study 
exploring leadership strategies, we identified a broad range of leadership approaches that are currently used in 
implementation contexts, transcending traditional leadership strategies.12 In light of CAS, leaders should embrace 
uncertainty, maintain a minimum of specifications, and adopt a constructive approach to variation.13 Complexity 
Leadership Theory (CLT), which focuses on leaders promoting learning, creativity, and adaptively within the CAS 
organization, is highlighted by Uhl-Bien and Arena.14,15 The CLT framework describes operational leadership as formal 
leadership for executing orders, entrepreneurial leadership as the source of new ideas, innovation, learning and growth 
for the organization and enabling leadership as promoting conditions that effectively support and sustain adaptive 
space.14 Enabling leadership interacting with operational and entrepreneurial leadership approaches helps organizations 
to function as complex adaptive systems.10,14

Frameworks for Implementation in Complex Organizations
The Normalization Process Theory (NPT) describes the implementation of new practices in complex organizations through 
actions and the inter-subjectivity between agents.16 In accordance with the Context-Mechanism-Outcome (CMO) 
configuration,17,18 May et al18 defined four constructs inherent the theory of NPT as generative mechanisms: Coherence, 
which assigns meaning and to make sense of interventions; Cognitive participation, which justifies and engages in 
interventions; Collective action, which assembles competency and resources to carry out interventions; and Reflexive 
monitoring, which evaluates the effects of the interventions and potentially restructures organization and social relations. 
The NPT theory defines these mechanisms as “a process that brings about or prevents some change in a concrete system”.18

Evidence-based clinical guidelines are broadly recognized as a tool, to improve care and treatment outcome,19 and 
contain healthcare costs and, not at least, reducing variation in clinical practice.20 Guidelines are an important tool 
helping leaders and providers to make complex healthcare decisions.21

Despite the existence of numerous implementation theories and recommendations on how to lead such processes, 
healthcare services still struggle to adopt new knowledge rapidly enough.7,22 The questioning of traditional leadership 
approaches in healthcare organizations, and particularly the operationalization of these theoretical constructs into actions 
among FL, lead us to explore how FL comprehends their own implementation intentions and actions, and how these 
intentions and actions may influence implementation of clinical treatment guidelines in mental healthcare in Norway. 
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Knowledge about how FL perceive their own intentions and action in implementation processes can help customize 
measures of planning implementation projects.

Materials and Methods
Study Design
Employing a theory-driven qualitative design, we conducted interviews with a sample of frontline leaders (FL) who had 
experiences with implementing clinical guidelines in specialized mental healthcare settings during the last three years. The 
Context-Mechanism-Outcome (CMO) model, as outlined by May et al,18 was employed to investigate the FL’s perceived 
actions and intentions through the four mechanisms of Normalization Process Theory (NPT) and how they related to their 
employees and immediate superior (context), leading to varying degrees of implementation success (outcome). Systematic 
Text Condensation (STC)23 was used to analyze the interviews. NPT18 was employed as a framework for structuring the 
results of the analyses and for highlighting the intersubjective elements of the implementation processes. To differentiate 
between varying degrees of implementation success among FLs, we used validated fidelity scales.24 Additionally, socio- 
demographic data were collected through a survey completed by each FL.

Context
The present study was undertaken as a part of the Norwegian implementation study entitled “A pairwise randomized 
study on implementation of guidelines and evidence based treatments of psychosis”.25 The study included 39 mental 
health clinics from six healthcare trusts and was conducted between 2016 and 2019. The participating units were given 
the option to choose from four evidence-based practices for psychosis treatment to be implemented. Clinicians and 
leaders from the attending units were offered training and workshops regarding the practice, measurement, and feedback 
on implementation outcomes, which were structured and regularly supported by trained facilitators, and access to 
a toolkit available on a website.

Sample
Purposive sampling was utilized to recruit FLs from nine out of the 39 clinics. All clinics provide specialized psychiatric 
services to adults with psychosis, at three geographically spread locations in Norway, both rural and urban. Recruitment was 
finished when the sample was considered to have sufficient information power, ensuring specificity and relevance.26,27

With few exceptions, the clinical units were fully staffed with interdisciplinary teams including nurses, doctors, 
psychologists, and social workers throughout the implementation project.

The sample consisted of six women and three men, representing the nine clinics. Six FLs were experienced nurses 
and three had other professions. Four FLs were between the ages of 41 and 50; three were between 51 and 60; one was 
over 60 and one was under 40. In terms of leadership experiences, two had more than ten years, four had nine years and 
three had seven years of experience. Seven FLs had experience from leadership improvement programs. Support from 
colleagues was the most common reported source of support, and some had additional support from mentors.

According to Norwegian legislation, leaders in healthcare have comprehensive responsibility for their unit and the 
interdisciplinary team.28

Ethical Approval
The study was approved by the hospitals’ Data Protection Officer and the south-east Norwegian Regional Ethics 
Committee (REK no 2015/2169). All data were anonymized and stored on a secure research server.

Each participant was provided with written and verbal information about the present study and signed an informed 
consent, including the publication of anonymized responses, prior to the interview.

Data Sharing Statement
Anonymized transcripts, in Norwegian, can be provided, on reasonable request, from the corresponding author for 
one year after publication.
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Data collection
Socio-Demographic Data
The participants completed a demographic questionnaire providing information on their gender, age, profession, years of 
leadership experience, type of unit they managed, any education or systematic leadership training they had received, and 
access to leadership support. Owing to the small sample size and confidentiality concerns, profession is not individually 
reported for the participants.

Semi-Structured Interviews
Semi-structured individual face-to-face interviews were conducted between December 2018 and March 2019 at 
a location chosen by the participant. The interviews were conducted by the first author with only the interviewee present 
and lasted between 50 and 100 minutes. All interviews were recorded and transcribed verbatim.

The interview guide was developed by the research group based on experience, research, literature, and input from an 
informal group of six experienced FL in mental health services by using Nominal Group Technique.29 The guide 
consisted of open-ended questions designed according to phenomenological theory,30 piloted twice and covering three 
topics, example questions included:

● General experience as a leader from the implementation project.

What are your experiences as a leader with this particular project?

● Experience and impression from the process.

How would you describe the process for the current implementation, based on your point of view as a leader?

● Relationship to close and important co-operators.

Describe your relationship with your immediate superior and subordinates based on your role as a leader?
Each interview concluded with a question about any remaining topic to cover. The guide was prepared with prompts 

to deepen the answers, if necessary.

Measured Level of Implementation Success by Fidelity Score
Measures developed for measuring fidelity to the evidence-based practices in treatments for psychoses were employed, 
providing data on whether a clinical team or program had embedded the key components of a specific evidence-based 
model.24 Psychometric properties for the four fidelity scales are reported elsewhere.31–34

Each unit achieved an average implementation score between 1 and 5. In the present study, scores 4.0 or higher 
indicated high fidelity, scores between 3.0 and 3.9 indicated moderate fidelity and scores 2.9 or lesser indicated low 
fidelity. The scoring definitions were based on McHugo et al.35

Analyses
Systematic Text Condensation (STC) was conducted in the following steps: First, transcripts were thoroughly read and 
reread by HN, MH, GEM and KR, and a total impression was formed, and preliminary themes were identified for each 
participant. Next, to ensure consistency of coding and reliability throughout the coding process, emerging preliminary 
meaning units that were considered relevant to the study’s purpose were coded into operationalized code groups by HN 
supported by the three other researchers. Then, the content of the meaning units for each FL and each code group are 
condensed into subgroups and reduced to condensates. Further, the condensates for each FL were interpreted in 
accordance with the NPT construct model, and finally, the condensates inherent each NPT construct were cross-case 
synthesized for each group of fidelity level.
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Meaning units that deviated from the NPT model but were considered relevant to the purpose of the study, such as 
relations with the immediate superior and their own staff, were noted for each participant and analyzed for each fidelity 
group according to the steps of the STC model. The synthesized results of leader actions, intentions and relations for each 
fidelity group are the unit of analysis for describing the leaders’ expressed leadership approach in the implementation 
process.

Results
FL reported a diverse range of intentions and actions that they deemed relevant for implementing new practices. 
Through the process of synthesizing condensates according to NPT constructs within the three fidelity groups, 
a variation of salient implementation leadership actions and intentions were identified. FL in units with high 
fidelity scores exhibited more relation-orientation, trust and provided for adaptive space for staff member 
initiative, while being less controlling compared to those with moderate and low fidelity scores.

In the following, we will describe the results pertaining to the NPT mechanisms for high, moderate, and low fidelity 
levels, respectively. We will further elaborate on how the FL describes their intentions and actions, and how they 
interacted and related to their staff and their immediate superior through illustrative quotes.

Description of the Sample According to Level of Fidelity
As shown in Table 1, three of the FL were leaders at a unit that achieved a high fidelity score, four leaders achieved 
a moderate fidelity, and two leaders achieved a low fidelity. Furthermore, the high implementation success group differs 
from the other two groups regarding the choice of intervention practice and the number of leaders having experience 
from leadership training programs.

FLs’ intentions and actions
The result for the three fidelity level groups is presented for each group separately, with text and a summing-up table, 
illustrating leaders intentions and actions across the four steps of the NPT construct model, respectively (Tables 2–4). 
Finally, Table 5 summarizes the synthetized leadership approaches for FL of each fidelity level group across leadership 
features, NPT constructs’, relations to immediate superior and own staff.

The High Fidelity Level Group
FL in units that achieved high level of implementation described actions and intention that indicated reflexivity, taking 
time and efforts to understand individual staff members’ positions, reactions, and questions in the implementation 
process. This approach showed potential for preventing conflicts and resistance. FL1:

I have reflected on it beforehand. Tried to understand it. Uhm, understand their starting point. What is it that makes the 
resistance so strong? What makes them feel personally attacked? What can be done to avoid triggering it? 

Table 1 Implementation Success Measured by Fidelity Level Score, Distributed Across Treatment Unit, Clinical 
Practice and Experience from Leadership Development Programs

Degree of Implementation  
Success

Treatment Units  
Represented

Intervention  
Practice

Leadership 
Traininga

High Three out-patient units Illness management and recovery (IMR) One of three

Moderate Four patient wards One antipsychotic medication. (MED) 

Three physical health care (PHY)

All

Low One out-patient unit 

One patient ward

One physical healthcare PHY) 

One antipsychotic medication. (MED)

Both

Note: aType of leadership program not specified.
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They expressed a generally positive attitude to new ideas and innovations, which they aimed to instill in the clinicians. In 
order to motivate staff, they chose to focus on the advantages of the new practice for the staff, patients, and 
department. FL2:

So, it’s a bit about that attitude towards it. What can be made of it? It’s kind of the core of what I think makes my job 
interesting. How can you put this to good use? Instead of in a way being hesitant and thinking that this is unsafe. 

These leaders emphasized the importance of having competent and engaged employees and reflected on their efforts to 
build individual identity, improve competence, and foster talent among their cooperators.

They also placed a strong emphasis on strategic recruitment of dedicated implementation team members and change 
agent(s), seeing it as an opportunity for personal development for their employees. FL3:

I actually feel like an amateur in [the clinical practice to be implemented] compared to her. She’s the one who knows this (…) 
I see her artistic creativity together with the professional, then she has really blossomed. 

FL participated in the implementation group for evaluation of the process. They were conscious regarding their role as 
a leader. FL1:

I am not involved in the management of that group, but I participate in the start-up and evaluation to see how we can 
provide good conditions for those who will run it, in relation to everything else that needs to happen. And look at 
everything from such organizational things as time off, etc., to others who will participate and how to solve it. So now 
I actually own it as a leader. 

These leaders also described actions to foster an appropriate relationship with their immediate superiors. The relation
ships were characterized by mutual respect and trust. In cases where different priorities caused obstacles, they engaged in 
discussions and negotiations to reach an agreement. They emphasized the importance of maintaining a respectful, open, 
direct and constructive dialogue, and being flexible rather than rigid in their approach. Table 2 illustrates a rich protocol 
for the high fidelity level group interpreted according to the four constructs of NPT. This group considered all four 
constructs.

Table 2 The Synthesized Result of FL Approach of the High Fidelity Group Across the Four Steps of the NPT Construct Model

Degree of 
Implementation 
Success

NPT Constructs

Coherence Cognitive Participation Collective Action Reflexive Monitoring

High Expressing interest and 

welcoming to new methods 
and innovations among the 

clinicians. 

Acting loyal to initiative and 
directive given by higher 

level management. 

Invite to critical assessment, 
rather than passively accept 

new ideas. 

Taking time to understand 
the position of staff and 

discuss questions and 

resistance.

FL emphasize recruitment of 

staff and consciously 
compose the implementation 

team. FL supported staff to 

increase competency 
regarding the practice by 

reading literature and 

participate in the offered 
lectures and workshops as 

a preparation for planning 

the implementation.

FL assigned dedicated 

cooperators as change 
agents and to work 

together with the 

implementation team. FL 
worked together with the 

implementation team, as 

well, and supported group 
leadership to circulate to 

increase ownership and 

mastering in the group.

FL organized internal 

interdisciplinary meetings for 
evaluation and planning. Each 

group was evaluated, and the 

experience was used in 
planning for the next group.
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The Moderate Fidelity Group
The FL who led units with moderate implementation success described how they supported the implementation process 
by expressing their positive attitude towards the new practice to the staff. They emphasized the importance of convincing 
the staff to actively participate the implementation process. FL4:

When you know that there are changes underway and there is something that you want to have introduced, you also have a small 
discussion, not necessarily a discussion but inform that from then and there we will start with such and such and then you will 
get those comments weeded out. If we can talk a little about it, we will also agree that it will be like that. 

The FLs were active in the implementation process and followed the process carefully. FL5:

Then I get to take the overall view. So, I was pretty involved from start to finish. 

Three out of four FLs mentioned the importance of carefully selecting motivated staff to form implementation 
teams. FL6:

I established a project group and I had one person who had a bit more authority than the other members of that group. 

FLs emphasize the importance of leaders being honest in order to motivate cooperators to engage in the project. FL7:

Yes, I definitely think so [about the manager’s honest commitment], yes, yes, I do believe that, so we have to keep going, we 
have to keep going. If I just hadn’t cared so much but said that we should start with this, it probably wouldn’t have been the 
same. 

FLs in this fidelity group did not report about planned and purposeful reflexive evaluation meetings.
These FLs generally considered their immediate superiors as supportive and trustworthy. The guidance and con

firmation from their immediate superior were seen as important in carrying out the implementation efforts.
The FLs showed ambivalence in their approach to their own staff. They highlighted both their confidence in their staff 

competency and the need for guidance, control and follow-up.
Table 3 illustrates the protocol for the medium fidelity level group interpreted according to the four constructs of NPT. 

This group considered three of the four constructs.

The Low Fidelity Group
The two FLs who represented units with limited implementation success described their lesser involvement. One of them 
described his/her role as limited to administration and giving instructions to clinicians for this implementation task. FL8:

Yes, it was us managers who made sure that it was done, who reminded them to do it, introduced and presented forms, showing 
where and how they should fill it out. 

FL9 described taking on an active and central role but involving few others initially. The leader emphasized his/her own 
engagement and activity as key factors in achieving any result. FL9:

Table 3 The Synthesized Result of FL Approach of the Moderate Fidelity Group Across the Four Steps of the NPT Construct Model

Degree of 
Implementation 
Success

NPT Constructs

Coherence Cognitive Participation Collective Action Reflexive 
Monitoring

Moderate In different meetings, FL informed and explained 

the utility of the practice to patients and staff. 
Patients’ reactions were used to motivate staff.

FL supported increased 

competency by staff 
participation in offered 

lectures and workshops.

FL created 

implementation team 
and participated 

sometimes.

N/A
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Yes, yes. I was the leader, implementer, teacher and I was basically everywhere. 

This FL emphasized importance of providing information and education during the implementation process.

Yes, information and training simply. That’s what it’s all about. That people need to gain knowledge. 

The leader utilized various meetings to inform and encourage staff participation in the project. However, there were no 
reported activities related to the NPT construct of Cognitive participation.

The FLs generally expressed a critical attitude towards their immediate superior and perceived a lack of interest in the 
project.

Interviews about their own staff revealed limited substance. In general, the importance of providing information and 
disseminating knowledge regarding the practice was emphasized. Knowledge, training and information to staff were 
deemed necessary.

Table 4 illustrates the protocol for the low fidelity level group interpreted according to the four constructs of NPT. 
This group considered three of the four constructs.

Summary of Findings
The three sets of leadership approaches and their related factors in the implementation process are summarized in Table 5.

Table 5 shows the essence of FL leadership approaches and how leaders in different fidelity groups express salient 
factors that are of importance for implementation.

Table 4 The Synthesized Result of FL Approach of the Low Fidelity Group Across the Four Steps of the NPT Construct Model

Degree of 
Implementation 
Success

NPT Constructs

Coherence Cognitive 
Participation

Collective Action Reflexive Monitoring

Low FL informed staff about the project 

and receiving positive feedback.

N/A FL created implementation 

team and used change agents.

FL followed up the process 

in regularly meetings.

Table 5 Synthetized Leadership Approaches Across Implementation Success Level Groups and According to Peak Features, NPT 
Constructs, Relations to Immediate Superior and Own Staff

Degree of 
Implementation 
Success

Features NPT Immediate Superior Own Staff

High Open for new ideas, 

withdrawn position, 
flexible and not occupied 

by principles.

Activities to all four 

constructs.

Respect, trust. Discussions and 

negotiation for agreement.

Respectful, open, direct 

and constructive dialog, 
confidence is supported.

Moderate Underlining information 

and profession, being 

honest and genuine.

Three of four constructs- 

No result for the NPT 

construct Reflexive 
monitoring.

Confident relations to immediate 

superior.

Respect and trust in their 

staff. Underlining the 

need for guiding and 
control.

Low Positivism regarding the 
project, limited 

involvement of staff.

Three of four constructs- 
No result for the NPT 

construct Cognitive 

participation.

Tension and to some degree 
disappointment regarding 

immediate superiors’ interest and 

engagement.

Knowledge, training and 
information.
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Discussion
Our study details a wide range of actions taken by FL to facilitate the implementation of new clinical practices among 
their employees. The FL’s approaches to engaging employees in the changing environment varied across the three groups 
with differing levels of fidelity. The high fidelity group described leadership actions aligned with all four NPT constructs. 
In contrast, the FLs achieving moderate fidelity did not emphasize actions in line with the construct of Reflexive 
monitoring, and those who had low fidelity score did not highlight the construct of Cognitive participation. The lack of 
information on Cognitive participation may suggest insufficient processes related to initiation, enrollment, legitimation 
and activation, while the limited narrative on the construct of Reflexive monitoring may indicate inadequate actions 
related to the processes of interactional workability, relational integration, skill set workability and contextual 
integration,36,37 potentially impeding successful implementation. Our findings support May et al,’s18 definition of the 
four NPT constructs as mechanisms within the CMO configuration for implementing changes in complex organizations.

Using the Complexity Leadership Theory (CLT) lens15 to analyze and structure leadership actions and intentions, we 
perceived differences between the three groups of FL in how they approached the changing context, including the 
practice to be implemented, the mixture of professionals and individual resistance, structural changes in the team or unit, 
and lack of information and support from superiors. FLs leading units with a high degree of implementation success 
described a relation-oriented approach with an intention to pro-actively understand individual resistance, and with trust 
and providing adaptive space for staff member initiatives. FLs leading units with moderate or low fidelity score described 
a more control-oriented and guidance-oriented approach to co-operators, with a focus on providing information and 
knowledge to co-operators in the implementation process of implementation. The results regarding leadership approach 
underlined the importance of an entrepreneurial leadership approach, as defined by the CLT.15

Our results imply the importance of considering the coherence between the contexts, NPT constructs, and leadership 
approaches when planning for implementation in complex organizations.

Our findings also suggest that superiors who are planning for implementation in healthcare should consider the key 
characteristics of the FL who achieved high fidelity score such as encouraging creativity, providing space for experi
mentation, tolerating diversity, and embracing complexity to motivate FL to implement new knowledge.

The results highlight the importance of recognizing the complexity of the healthcare system when implementing new 
knowledge and embracing dynamic system processes as opportunities for implementation and improvement, in line with 
Khan et al,’s1 perspective.

Furthermore, it is noteworthy that the only two participants reporting to have no formal leadership training were in the 
high fidelity group. We have no information about the content and comprehensiveness of the training programs reported 
by the others, but the findings gave the impression that traditional leadership program may not cover the skills needed to 
lead implementation processes. Due to the magnitude of different leadership styles and the challenge to evaluate 
leadership in complex organizations, the result is in line with disparate and limited evidence for leadership training 
outcome, Njah et al.38

Limitations
Interview data from a Norwegian sample of FL within the mental health system form the basis for this study. The 
representativeness of the sample to a larger population or the findings as evidence of any phenomena cannot be 
determined. The findings are accounts of phenomena. However, the interviews facilitated the collection of rich data 
and enhanced the participants’ reflections.26 The sample consisted of nine participants, of which six were women. The 
findings may have been different if a greater number of men and a diversity of professions were included in the sample.39

The findings are limited by the organization, culture and legislation of Norwegian mental health. Although the 
participants were reasonably similar, which is desirable in explorative, interpretative studies,40,41 this homogeneity could 
also be a limitation that could result in different findings with a broader professional profile.

The study did not consider leadership approaches on multiple organizational levels, broader characteristics of 
treatment units, professional profile of the staff, and competency improvement programs, which may provide important 
complementary information.
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The first author, who conducted the interviews, had previous employment as a clinical psychologist and director in 
one of the participating clinics. To minimize interviewer bias, two members of the research team focused on the 
interaction between the interviewer and the interviewee.42 No evidence of bias was observed. Moreover, the diversity 
of the research group increased the chances of detecting other types of biases.

The study followed the COREQ checklist where appropriate.43

Conclusion
This study describes facets of frontline leadership to facilitate the implementation of new practices, reported by the FLs 
themselves. It exemplifies actions and intentions in line with the four main NPT mechanisms and contemporaneously various 
leadership approaches that range from relation-oriented to profession-oriented to knowledge-oriented. The relation-oriented 
approach seems to be more beneficial for implementation than the others. The success of the high fidelity leaders is, accordingly, 
based on some key activities: Pro-actively and individually approach the team members by listening to the concerns and thoughts 
of their clinicians, give room for creativity and ensure that the four constructs in NPT are respected. The findings shed light on 
how FLs can exploit the instability in complex dynamic organizations, by facilitating interdisciplinary and inter-subjectively 
relationships to succeed implementation.

The differences in what the FLs emphasize in their leadership, even though all leaders in the low and moderate 
fidelity groups had attained leadership training, suggest further investigations in how FLs should be trained to succeed in 
implementation. However, in line with the leadership approach of the high fidelity group, it seems logical for employers 
to consider complexity leadership theory when designing leadership training and programs.

It seems to be an important mission for superiors to ensure that the FLs have the necessary skills to lead complex 
implementation, as exemplified by the skills of the high fidelity group. The result suggests the crucial meaning for 
employers is to find out the level of implementation process competency when recruiting new FL and their superiors.

Abbreviations
CAS, Complex Adaptive System; CLT, Complexity Leadership Theory; CMO, Context-Mechanism-Outcome; FL, 
Frontline leaders; NPT, Normalization Process Theory; STC, Systematic Text Condensation.
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