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The extensive needs for developments of eldercare addressing working conditions, care quality, influence, and safety was highlighted during the pandemic. This mixed-method study contribute with knowledge about capability-strengthening development work and its importance for trustworthy managerial work, before and during the COVID-19 pandemic. Questionnaire data and narratives from first-line managers immediately before (n = 284) and 16 months into the pandemic (n = 189), structured interviews with development leaders (n = 25), and documents were analyzed. The results identify different focuses of development work. Strategic-level development leaders focused the strengthening of old adults' capabilities. While operational-level leaders approached strengthening employees' capability. First-line managers' rating of their trustworthy managerial work decreased during the pandemic and was associated with their workload, development support and capability-strengthening projects focusing employees' resources. The study demonstrates the gap between strategic and the operational levels regarding understanding of capability set and needed resources for strengthening capabilities and trustworthy, integrated managerial work regarding safety, influence, and quality conditions for old adults and employees.
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INTRODUCTION

In Sweden and globally, current and future demographic data clearly indicate a growing population of older citizens in need of eldercare, combined with a smaller population of younger citizens in the labor market. The need for sustainable reform and organizational development that is both reliable and manage to maintain or strengthen the capabilities of the old adults, employees, and eldercare organizations has accordingly been advocated for several decades (1, 2). The COVID-19 pandemic has emphasized this need by exposing the insufficient resources allocated to eldercare and the poor trustworthiness in terms of poor quality, safety, and working conditions, as well as lack of influence among the old adults and employees (3). This study identifies the focus of and conditions for ongoing development work at the strategic and operational levels, noting the importance of this work for trustworthy operational management work.


Strengthening Individual and Organizational Capabilities in Eldercare

The capability approach (4, 5) refers to the ability and resources needed to live a life and work in a way one values, and to the conditions that strengthen that ability. An individual's capability is determined by his or her access to the resources and ability needed to convert resources into personal goals (5). Organizational capability refers to an organization's ability to implement management practices based on its resources and preferences (6). Resources may refer to general and specific conditions and to organizations' management strategies. The configurations of resources determine the frame of opportunities available to realize chosen goals. The concept thus offers an analytical tool with which to understand the conditions determining individuals' and organizations' ability to realize goals by converting resources.

A capability approach to eldercare is vital if we are to understand how the way we organize and strengthen the conditions of eldercare promotes the opportunity to realize the preferences and values of the old adults, employees, and the eldercare organization. This refers to the conditions determining: (a) old people's capability to use their resources to make choices about their living conditions; (b) employees' capability to use their resources at work; and (c) the organization's capability to implement its strategies and provide good service during crises.

Capability-strengthening development projects may have different focus, grounds and conditions. The strengthening of older adults' capabilities, which addresses their opportunities to influence and participate in decisions concerning their lives, is regulated by law in Sweden. However, using opportunities of capabilities require influence over every-day decisions, abilities and skills, e.g. eHealth literacy (7). The strengthening of employees' capabilities addresses their working conditions and the resources needed to conduct their work, such as influence, competence, and health. This strengthening is needed, with or without a pandemic situation, since eldercare employees frequently face higher risk exposures in their working environment, experience more occupational disorders, take more sick leave, and display earlier retirement behavior (1). While employees in other sectors in Sweden have recently faced decreased work demands (8), eldercare work still entails a sector with increasing work demands (9, 10). In countries with public eldercare, attempts have been made to strengthen organizational capabilities using different governance mechanisms to meet current and expected demands while upholding appropriate quality and efficiency (2). Also, new forms of ownership and organization have been trialed (11). However, multiple development projects being managed simultaneously without coordination may explain the poor results of such efforts in terms of capability and trustworthy developments (12).



Supportive and Hindering Conditions for Trustworthy Implementation

A systematic review of the barriers to and facilitators of welfare technology implementation in eldercare has identified the capacity of the old adults, employees, and eldercare organizations as a recurrent factor affecting implementation success (13). The work and leadership of first-line managers (FLMs) has been crucial for sustainable work by employees during the COVID-19 pandemic (3, 14). Earlier studies show that FLMs' efforts to link organizational levels to integrate perspectives and serve core purposes have achieved some success in terms of sustainable development in public care (15, 16). This puts high demands on managers and requires supportive organizational conditions and resources (17). However, poor vertical alignment, excessive managerial workload, and poor functional support have been identified as key obstacles to successful development work among FLMs (18). In fact, one central hindrance to the development and implementation of needed changes in healthcare is deficient practical operationalization of strategies (19–21) and a lack of vertical alignment within organizations (22). In eldercare, studies have reported challenges regarding vertical alignment due to insufficient resources and followup in the implementation process (20, 23, 24). To support organizational capability, development leaders (DLs) and change-supporting functions at different organizational levels can support the conversion of resources generated in development projects into improved practice at operational levels (25–27), i.e., trustworthy management. Methodological and contextual knowledge along with legitimacy in communicating and negotiating between organizational levels are key features of these roles (21, 28). There is little knowledge of the work and importance of DLs in managing necessary development work of different kinds during pandemic crises.

According to systems theory, the strengthening of resources necessary for capabilities needs to be informed by integrated perspectives that capture key conditions for development work and various resources at all system levels (29). This is supported by recent case studies in eldercare showing that resources for and perspectives on capability must be addressed at all organizational levels in order to support improvement and development work (13, 24, 30). A logic suggested to be more successful for public health and social service is to strengthen integrated values (31) in order to support the sustainable development of the capabilities of elders, employees, and eldercare organizations (32). The interaction between development strategies at the strategic and operational management levels can explain the success and sustainability of development work (33).



Aim

This study contribute knowledge about capability-strengthening development work in eldercare and its importance for trustworthy managerial work, before and during the COVID-19 pandemic. The following research questions were addressed: Who's capabilities are focused on and who is initiator, driver and active participant in the development project? What capability-strengthening projects are actively conducted in eldercare units? How are FLMs' trustworthy managerial work associated with the development projects, their workload and development support?




MATERIALS AND METHODS


Study Design

A mixed-method design, with parallel qualitative and quantitative data-collection and analysis, was chosen to explore, identify and assess ongoing development work in municipal eldercare organizations. The research questions were answered using data from semi-structured interviews with DLs, organizational documents, and questionnaire data with FLMs. Ethical approval was given by the Regional Ethics Committee (Dnr: 2019-02934).



Setting

Eldercare in Sweden is provided by a comprehensive public care system covering all citizens and funded by tax revenue. Various laws and regulations cover older people's choice of care and living arrangements, i.e., the Social Service Act (2001:453), Healthcare Act (2017:30), and Freedom of Choice Act (2008:962), and appropriate working conditions, i.e., the Work Environment Act (1977:1160) (34). These are followed up within eldercare organizations and by government authorities such as the Health and Social Care Inspectorate. The municipalities have the responsibility for providing good and safe eldercare for their citizens. Since the 1990s, the state has financially supported development work, through The National Board of Health and Welfare and by means of several national training initiatives. The purpose of these programs is to subsidize and incentivize, for example, development work focusing quality improvements and measures to increase the competence of the eldercare workforce. Depending on their size and economic conditions, municipalities have central development units supporting development work within eldercare. Where applicable, municipalities have assigned local DLs to work closely with operational eldercare management. FLMs are responsible for the service quality, personnel, working conditions, efficiency, and budget at their units; as such, they are responsible for integrating and putting into practice multiple values, perspectives, and policies of eldercare.



Study Sample

First, a questionnaire was distributed to eldercare FLMs in a random selection of 33 of Sweden's 290 municipalities. The selected municipalities were geographically situated in the northern, southern, eastern, and western parts of the country. These municipalities came from eight of the nine categories of municipalities, based on structural parameters such as population and commuting patterns (35). The randomly selected municipalities did not include any large cities, so one of Sweden's three large cities was also selected—for practical reasons, the nearest one. In the selected municipalities, all eldercare FLMs were identified through websites and direct contact with administrators. In the large city, a list of all FLMs, including their email addresses, was provided by the municipal administration.

The questionnaire was distributed via personal email addresses in the winter of 2019–2020 (T1), to 548 FLMs understood to be FLMs. 284 agreed to participate (response rate 52%). The followup (T2) questionnaire was sent in May–June 2021 to 472 eldercare managers understood to be FLMs. Of the 206 managers who completed the questionnaire, 189 were actually FLMs (response rate, 40%).

Second, during March–June 2021 14 municipalities varying in size, proportion of old adults living in assisted livings, and geographic location were selected for deeper investigation. In these municipalities, documentation of development work strategies was obtained and the support functions for development work were identified. These support functions were identified in all 14 municipalities, in some at multiple organizational levels. These development-supporting roles (henceforth, development leaders [DLs]) in the municipalities' elder care were: a) appointed DLs at different organizational levels, b) development managers responsible for development within a certain part of social care, or c) project managers, DLs, or care professionals assigned responsibility for certain development projects. There were DLs placed in and supporting strategic management (in eight municipalities), DLs placed in and supporting operational management (in five municipalities), and DLs placed at the strategic level but supporting operational management (in five municipalities). In one municipality, there was no specially appointed development support at any management level, and in another municipality, the responsibility for development was given to different operational managers, depending on the project type, but with no special development support.

The interviewed strategic-level DLs (n = 15) had positions closer to the political level. Operational-level DLs (n = 9) either had a position at the same hierarchical level as the second line manager or worked in close communication and collaboration with the operational level. Four out of the 24 interviewees were men. 40% had manager positions. 29% had worked up to one year, 42% 1–3 years, and 29% 4–8 years in their position. Their backgrounds varied from several years of working in different positions within the same or another municipality in different social care fields, to backgrounds in behavioral or political science and industrial managerial work.



Data Collection
 
Interviews With Development Leaders

Semi-structured interviews were conducted with DLs at the strategic and operational levels regarding strategies, the development of organizational preconditions, and the rated state of the development work (i.e., in terms of focus, initiative, drive, and collaboration). The interviewees were asked to rate the actual state of the work, not the vision for it. The data were analyzed according to the interviewees' closeness to the strategic or operational level. Most interviewees found this rating quite difficult, but the rating of the most common to the third most common alternatives was easier; ranks 1–3 are therefore considered most reliable.



Questionnaire

The web-based questionnaire included items capturing managerial conditions, supporting resources, and improvement work. In this study, the following variables were selected to answer the research questions.


FLMs' Development Conditions

FLMs' development-supporting resources were assessed using the item: “I have trusting cooperation with resource functions (i.e., developers, improvement managers, or the equivalent) in work on organizational improvement.” FLMs' excessive workload was assessed using an index of four items (Cronbach's alpha = 0.83): working overtime, being unable to rest from work, not having time for all the work to be done, and private/family life suffering due to managerial responsibility. The items could be responded to on a scale ranging from (1) “No, not at all” to (5) “Yes, to a high degree.” Both these variables came from the Gothenburg Manager Stress Inventory (36).



Active Development Work at Eldercare Units

The question capturing current organizational development projects with a strategic focus for the purpose of strengthening resources needed for capability improvement was developed through interviews with 80 strategic-level managers (forthcoming). The question started: “At your unit in the past year, have you driven or actively participated in development work/projects regarding,” followed by a list of projects that could be responded to on a scale ranging from (1) “No, not at all” to (5) “Yes, to a very high degree.” The examples of development projects were grouped according to the main focus of the resources in the development project, i.e., whether they were directed toward strengthening older people's, employees', or organizational capabilities (see Table 3).



Trustworthy, Integrated Managerial Work

An index of six items assessing systematic occupational health and safety management practice was used (37). The question started: “Are you satisfied with your opportunities to fulfill your managerial responsibilities, in a trustworthy and safe manner, in the following areas,” followed by daily work, influence of the old adults, care quality, safety, employee influence, and working conditions. The items could be rated on a scale ranging from (1) “No, not at all” to (5) “Yes, to a very high degree.” The respondent could also respond: “Don't know/not relevant.” The internal consistency was high (Cronbach's alpha = 0.90).




Documents

In the 14 municipalities selected for deeper investigation, certain organizational documents were requested following the interviews, to complement and validate interview data. These were documents on development and improvement work concerning organizational vision, strategies, and arrangements to support preconditions for improvement work at the operational level.



Analysis

The interviews and organizational documents were analyzed qualitatively. All interviews were transcribed verbatim and analyzed using thematic analysis (38). The structured questions in the interviews were analyzed according to the percentages of interviewees rating certain alternatives as the most emphasized/common/important, and other alternatives as the second most emphasized/common/important, and so on. The document analysis was conducted from the same basis as the interview analysis for both data sources to verify each other.

Data from the questionnaires administered to first-line managers were analyzed using: (a) descriptive analysis (m, sd, %) regarding driving or actively participating in development work; (b) explanatory analysis using a series of forward stepwise regressions to select the most statistically important active development work/projects in each focus area (i.e., older people's/employees'/organizational capability) of trustworthy managerial work; and (c) theoretical stepwise regression models assessing the importance of additional focus areas in active development work and the importance of FLMs' development conditions.



RESULTS

An overview of the data-collection phases and study-populations included to form the base for the analysis of capability-strengthening development work in eldercare are described in Figure 1 and Table 1. The result of the analysis are described sequentially. First, the development work of DLs at the strategic and operational levels regarding focus, initiators, drivers and active participants are described. Second, the various operational development work conducted at eldercare units, including supportive conditions and impact on trustworthy, integrated managerial work are presented, based on questionnaire data answered by FLMs.
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FIGURE 1. Overview of the data-collection and study-populations.



Table 1. Demographic information of responding first line managers (FLMs).
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Development Work Among Development Leaders at the Strategic and Operational Levels

Development work was described by DLs as project driven and mainly applying a top–down perspective. The DLs perceived development work as having a poor likelihood of success, telling of few activities and measures to follow up or evaluate development work. This was seen also in documents only mirroring strategies and vision of development work, and not presenting any development activities, results, follow-up on development projects or organization's best practice. The poor operational-level implementation was understood by DLs to be affected by employees and FLMs who lacked competence, did not understand the core principles of implementation work, and sometimes even lacked basic healthcare competence to implement, for example, new hygiene routines. There was also talk of a culture of concentrating only on the core tasks of eldercare and of exhaustion and a fear of change following years of organizational restructurings.

“I think a lot depend on top management or so, what it looks like, what they push for and see as essential. But of course, if it goes on for many years and you cut down on…. Opportunities for learning and developing…you get a culture among staff that you stick to doing what you must with the least effort…yeah” (strategic level developer in a smaller municipality).

In several municipalities, project ownership was seldom implemented properly from the strategic to operational levels, as intended. One example was cited by a strategic-level interviewee who identified a bottleneck in the transition between the development unit and the homecare units. The operational level lacked sufficient resources to take over projects, which were consequently returned to the development unit, so the homecare units could not be accounted for in the implementation phase. Another example was a project in a mid-sized municipality in which grocery shopping by the old adults was digitalized in order to: (a) increase the influence of the old adults on the shopping; (b) minimize the manual handling of papers between the older people's homes and the homecare office; and (c) minimize the time spent on administration between visits by homecare staff. Instead of following the project plan for the implementation phase and following the instructions for using the iPads with the old adult, staff interpreted the instructions in their own ways. They continued to take food orders on paper, accumulating the shopping lists and submitting all the orders at once from the homecare office computer. This increased the administrative burden on staff between visits, so the goal of increasing the influence and involvement of the old adults was not attained. Another strategic level developer from a smaller municipality put it this way:

“And then you think that within home care or elder care, you get a bit scared too. Because when facing a new… “Oh my God, I don't know this computer system!” It's a challenge, to get people to learn new things. That we need to work differently. We have been working now… for like 30 years with these papers. But now we are facing digitalization. And then we need to catch up, you know.”



Focus, Initiative, and Drive

Strategic-level DLs had a clear client perspective, and the development work was seen as a means of reaching the goals of the social or elder care political committee. Their work emphasized the influence and participation of the old adults. DLs working closely with the operational level focused more on development projects concerning employees' working conditions or old adults' security, and applied the perspective that employee well-being was a precondition for caring for the old adults. This was reflected in their rated focus of development work in eldercare. At the operational level, most rated “employee working conditions” as the first priority, vs. the strategic level, where most rated “old adults' influence on and participation in their own care” as the first priority (Table 2). About 60% of strategic-level respondents rated “employee working conditions” as the second priority. About 30% of operational-level respondents rated “old adults' security” as the first priority, while about 75% at the operational level rated “old adults' security” and “old adults' influence on and participation in their own care” as the second priority.


Table 2. Focus, initiative, driver, and contribution for development projects in eldercare, rated by developments leaders.
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Regarding stakeholders who demand or initiate development in eldercare, all respondents rated “strategic management or politics” as the stakeholder most commonly initiating development efforts. Strategic-level respondents rated DLs as the stakeholder the second most likely to initiate development efforts, while operational-level respondents rated FLMs as the second most likely. In interviews, several DLs expressed a desire for more involved old people, their relatives, and operational-level management and employees when it came to generating ideas for development efforts, but they also said that the operational level lacked the conditions to prioritize such efforts.

Some strategic-level interviewees spoke of how they usually (before the pandemic) had dialogue meetings with citizens/the old adults and their relatives, and several wished that the old adults and their relatives would be more involved in generating ideas for development efforts. All DLs had optimistic, even naïve, beliefs about the importance of their contributions to the development work, rating “the strategic level” or DLs as the most common drivers of development in eldercare. All interviewees highlighted the importance of engaging the operational level in development, and many said that FLMs should be the key actors in driving change. Again, and as seen in the focus of the document narratives, the results indicate that this seemed to be more of a vision than the reality. Concerning stakeholders actively participating in eldercare development, interviewees at both levels agreed that FLMs were the most active contributors to development efforts; the next most active were “human resources or other supporting resource” or “assistant nurses.”



First-Line Managers Development Work

Table 3 presents FLMs' assessments of their conditions for development work and their ability to conduct trustworthy, integrated managerial work. The development support increased during the pandemic. At T2, half of the FLMs (51%) received trustworthy organizational support from DLs. The managerial work on safety of the old adults was the lowest at T1 and had improved at T2. Almost all other aspects (except employee influence) of managerial work responsibilities, including summed trustworthy, integrated managerial work, had decreased.


Table 3. FLM-assessed conditions for development and ability to conduct trustworthy, integrated managerial work before COVID-19 (T1) and 16 months into the pandemic (T2).
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Operational Development Work

A range of development projects was more or less actively driven at the operational level, with the intention of strengthening resources to bolster the capabilities of old adults, employees, and the eldercare organization. Table 4 shows the degree of activity of development projects at T1 and T2. The most common development projects with a focus on the old adults concerned “digitization to improve eldercare quality” (active projects at 48% of the units at T1) and “increased influence of the old adults on operational decision-making” (active projects at 32% of the units at T1). The most common projects with an employee focus concerned “increased employee influence on operational decision-making” (active projects at 52% of the units at T1) and “strengthening competence” (active projects at 49% of the units at T1). Projects with an organization focus concerned “digitization to improve followup of a) care quality, b) economic aspects, and c) staff planning.” These were common and active projects, with 65% of units actively involved in digitization related to economic aspects, 56% involved in digitization related to care quality, and 47% involved in digitization related to staff planning.


Table 4. Active development work at eldercare units, for the purpose of strengthening resources for the capabilities of the old adults, employees, and eldercare organizations, and correlation with FLMs' trustworthy, integrated managerial work; p > 0.1 considered non-significant (ns).
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A series of forward stepwise regressions, one for each development focus, identified the development work with the greatest impact on trustworthy, integrated managerial work (Table 4). The highest explained variance of managerial work (r2 = 0.30) was found at T2 in employee-focused development efforts, specifically projects addressing increased employee influence on operational decision-making and the introduction/mentorship of new employees. The projects focusing on the old adults explained about 20% of the variance in managerial work, specifically as regards increased influence of the old adults on operational decision-making at T1 and developing models of business driven by the employees and/or old adults (e.g., intrapreneurship and social entrepreneurship) at T2. Digitization of the followup of care quality explained 10–15% of the variance in trustworthy managerial work.




Importance of Development Work for Trustworthy, Integrated Managerial Work

In stepwise models 1–4, the contribution of operational development work to strengthening FLMs' managerial work at T2 was modeled (Table 5). Model 1 showed the importance of FLMs' organizational support from DLs, and the importance of this support was further examined in the following models. Models 2–4 included the operational development work focusing on the capabilities of eldercare organizations, the old adults, and finally employees. FLMs' development support explained 6% of the variation. The development work explained 23% of the variation, most strongly for the employee-focused development work. The final model also included the main obstacle—FLMs' excessive workload. This had some impact and explained an additional 15% of the variance in trustworthy managerial work. The same modeling was conducted for T1 with about the same pattern of associations: the employee-focused development work and FLMs' excessive workload had the strongest associations with trustworthy managerial work, while FLMs' development support, a focus on the old adults, and an organizational focus had weaker associations. The final model explained 36% of the variance at T1 and 44% at T2.


Table 5. Stepwise models of the importance of FLMs' development conditions and implemented resources for trustworthy, integrated managerial work at T2.
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DISCUSSION

The aim of this study was to build knowledge of development work to strengthen resources supporting the capabilities of the old adults, employees, and eldercare organizations. This aim was operationalized by addressing three research questions concerning: the development work targeted by DLs at the strategic and operational levels in eldercare; the operational development work at eldercare units and its importance for FLMs' trustworthy, integrated managerial work; and the FLMs' development conditions in terms of workload, development support, and the association with their trustworthy, integrated managerial work.

Answering the first questions, the study identified multiple ongoing development projects in eldercare with the objective of strengthening resources for eldercare organizations, the old adults, and employees. However, active driving of and participation in these projects at operational levels were limited. Strategic-level DLs reported the greatest emphasis on the influence of the old adults on eldercare development, while operational-level DLs reported the greatest emphasis on employee working conditions, in line with most work-unit activity being projects with an employee focus. There is reason to believe that, from an FLM perspective, employee working conditions are seen as a precondition for offering trustworthy eldercare, both before [see, e.g., (15, 17)] and here during the pandemic.

Unsurprisingly, FLMs' managerial work on the safety of the old adults increased during the pandemic, apparently at the expense of almost all other aspects of trustworthy, integrated managerial work (i.e. quality of care, influence of the old adults, daily work and working conditions). Further, also all kinds of development work decreased during the pandemic except digitization to improve staff planning which was increased. FLMs' development support also increased somewhat during the pandemic, but remained moderate. This was confirmed by operational-level DLs, who stated that development work co-driven by DLs and FLMs was not as common as at the strategic level or as purely DL-driven development work. Still, DLs highlighted FLMs as the most active drivers of eldercare development work. The development support had some positive impact, while excessive workload obviously had some negative impact. Summed up, the development conditions had some importance, but operational-level employee-focused development work was the most important for FLMs' perception of performing trustworthy, integrated managerial work. Despite operational development work being somewhat limited 16 months into the pandemic, ongoing development work seemed especially important for FLMs' perceptions of their own managerial work during the pandemic.

The findings suggest that there is synergy between strategic-level development work, operational-level development work, and FLMs' personal ratings of their resources for performing managerial work in a trustworthy, integrated way. These kinds of synergies were earlier discussed in relation to the capability set concept (5) and the crafting of sustainable work through the development of personal resources, translated to employees' work ability and collaborative work crafting (39). Thus, active participation in development work in one's own unit seems to create learning, strengthening the FLM's ability to contribute to overall organizational capability. The capability set may also entail difficulties for managers struggling to convert resources due to their excessive workload. Support for this interpretation can be found in studies showing associations between managers' work performance and their stressors and excessive workload (18, 40). Other studies of healthcare have identified stressors in terms of hard control and top-management demands impinging on the work of FLMs (28, 41). This study builds knowledge of the importance of excessive workload for the capacity to perform trustworthy, integrated managerial work that integrates important capabilities of eldercare service of value for the old adults, employees, and the eldercare organization.

When elaborating on the answer to the last research question, the findings also raise questions regarding the development support in terms of content of the resource. Multiple, parallel projects (12) and limited development support likely constrain FLM potential to be a resource in strengthening organizational capability. Over the last four decades, various models, or best practices, have emerged to fit and strengthen resources in different contexts (42). DLs are commonly part of the facilitating processes when implementing change. As mentioned above, the present results as well as results of previous healthcare change management research (27) tell of high expectations of FLMs as change drivers in organizational development. However, the FLM role is restricted to a certain unit in an organizational hierarchy. Development support from DLs or change agents has been stressed as important in order to ease the burden on FLMs as well as to take responsibility for aligning strategy and operationalization when driving change (27, 28). Is the insufficient development support for FLMs studied here based on a lack of development-supporting resources in the municipalities, or is it because the supporting resources do not meet the needs of the FLMs or help them in aligning operations with strategy?

Today's poor conditions for capability among old adults and the external pressure to develop eldercare due to ongoing demographic shifts points toward new ways of organizing as well as toward digitization and the implementation of welfare technology. Critical factors seen to affect the implementation of new technology are, besides capacity and aHealth literacy, as mentioned in section 1.2, attitudes and values in the eldercare workforce (13). The present study also identifies the diverse importance related to aim and focus of digitalized developments, i.e. digitization to increase influence vs. followup of economic aspects. The further development of eldercare also depends on the sustainable work of FLMs who have the supporting resources in place to ease their workload and increase time spent on driving change.

This research has certain limitations and strengths that merit consideration. Strengths that made the interpretation of findings more valid were: (a) the comparatively wide-ranging sampling across Sweden, including a random selection of municipal eldercare organizations; (b) the combination of qualitative and quantitative data; and (c) the stepwise systematic data collection using validated measures. Limitations of the sample were (a) the poor response rate (56 and 40% at T1 and T2, respectively), and (b) the high FLM turnover, limiting the ability to follow up individual FLM responses.



CONCLUSIONS

Development work regarding the safety of the old adults and digitization of staff planning increased during the pandemic, while other kinds and aspects of development work decreased or remained at the same level. Further, the study confirms the previously noted abundance of development work being conducted in eldercare in Sweden. The focus of this development work differed depending on where in the eldercare organization one asked questions about it. Eldercare DLs at the strategic level told of prioritizing the influence of the old adults, while DLs working closer to the operational level told of prioritizing employee influence and working conditions. Most development work was initiated and driven by the strategic level, despite the strong conviction that FLMs ought to be the best change drivers in implementation. However, excessive workload and moderate development support hindered FLMs trustworthy managerial work. They worked most active with approaching capability-strengthening projects focusing employees' resources. This focus was also most strongly associated with their rated performance of trustworthy, integrated managerial work. While the capability set for other projects seem not to be at place. These findings call for the further investigation of a suitable development support functions, both to ease FLMs excessive workload and to increase their opportunity for active approaching capability-strengthening developments in eldercare.
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